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EMPLOYER INFORMATION

Employer Name Street Address City State Zip Code

Effective Date Benefit Plan

mm/dd/yy Offering MEC Plan MEC+1

EMPLOYEE INFORMATION

Social Security Number Last Name | | First Name | | Middle Initial

Home Address City State Zip Code

Work Address City State Zip Code
Work Telephone # of Hours Worked Per Week | Number of Dependents

Email Address

Marital Status

I:l Married

Check One

I:l Single

I:I Full-Time I:l Part-TimeD 1099|:| Retiree I:l SeasonalDTemporaryD COBRA

ENROLLMEN

T INFORMATION

Plan Selection

mec| Imec+1[ ]

Coverage Type
Employee Only |:| Employee and Spouse |:| Employee and Child(ren) Family |:| NO COVERAGE (Complete Waiver)

Relationship Last name, First Name, Ml Height Weight Gender Full-Time Date of birth
(ft/in) (Ibs) Student? mm/dd/yy
Employee /
Choose On| ||Choose Onu
SpouseName ' /
SS Number Choose On| ||[Choose On
Child Name | /
SS Number M Choose On|||Choose Oni
Child Name /
SS Number Iu Choose On|||Choose Oni
Child Name /
SS Number Iﬂ Choose Orn| ||[Choose Oni
Child Name /
SS Number Choose Or|||Choose Ont
Child Name /
SS Number Choose Or|||Choose Ont
Child Name /
SS Number Choose Or|||Choose Ont




WAIVER (REFUSAL OF COVERAGE)

I acknowledge that | have been given the opportunity to apply for group coverage available to me and my dependents through my
employer. | proclaim that | was not pressured or forced by my employer, the writing agent into waiving (declining coverage). If |
have waived any coverage offered to me or my dependents, my signature is evidence of this action.

| hereby waive coverage for (check all that apply) I decline to apply for group coverage because of:
|:| Myself |:| Spousal Coverage
|:| My Spouse |:| Medicare Supplement
[] My dependent child(ren) [C]  Individual Coverage
|:| Coverage under another carrier’s plan provided by my employer
|:| Other:
Please sign below ONLY if you are declining coverage for yourself and/or dependent(s). ate (mm/dd/vv)

X Employee Signature

EMPLOYEE STATEMENT AND SIGNATURE |

| HEREBY: Request enrollment in the self-funded Group Health Plan (Plan) established and maintained by my employer (Employer)
for its eligible employees and their eligible dependents; Represent that | am eligible employee of the Employer; Represent that my
statements and answers to the questions in this enrollment form are true and complete to the best of my knowledge and belief; and
Authorize the Employer to deduct any required Plan contribution from my earnings.

| FURTHER ACKNOWLEDGE AND UNDERSTAND: This is not an insured benefit plan; All Plan benefits are self-funded (self-insured) by
the Employer; The Employer is solely responsible for benefit payments; Coverage is not effective until the Plan approves this
enrollment form; Plan benefits are available only if a person is covered under, and all required contributions for such coverage have

EMPLOYEE STATEMENT AND SIGNATURE |

| HEREBY: Request enrollment in the self-funded Group Health Plan (Plan) established and maintained by my employer (Employer)
for its eligible employees and their eligible dependents; Represent that | am eligible employee of the Employer; Represent that my
statements and answers to the questions in this enrollment form are true and complete to the best of my knowledge and belief; and
Authorize the Employer to deduct any required Plan contribution from my earnings.

| FURTHER ACKNOWLEDGE AND UNDERSTAND: This is not an insured benefit plan; All Plan benefits are self-funded (self-insured) by
the Employer; The Employer is solely responsible for benefit payments; Coverage is not effective until the Plan approves this
enrollment form; Plan benefits are available only if a person is covered under, and all required contributions for such coverage have
been received by, the Plan; If | have waived coverage for a dependent, | also waive all claims under the Plan for benefits for that
dependent, and if | decide to enroll that person at a later date, the effective date for my dependent may be delayed. A full description
of the medical expense benefits under the Plan appears in the Summary Plan Description (SPD), which summarizes the official Plan
Document; The agent submitting this enrollment lacks authority to change the enroliment form, approve Plan coverage, alter Plan
terms, or adjust claims; The Employer has delegated certain non-fiduciary, ministerial administrative acts, duties and responsibilities
of the Plan to The Loomis Company, a licensed third-party administrator; However, the Sponsoring Employer remains the Plan
Sponsor, Plan Fiduciary, Plan Administrator and Plan Trustee and is responsible for all coverage determinations and benefit payments;
The Loomis Company does not insure the Plan and is not responsible for funding benefit payments; My statements and answers in
this enrollment form will be the basis for approving Plan coverage any material misrepresentation and omission may result in an
increase in Plan contribution rates or termination of my coverage; Any person who, knowingly and with intent to defraud, submits an
enrollment form, or files a claim, containing a materially false statement, or omitting materially false information, may be found guilty
of fraud in a court of law. SPECIAL ENROLLMENT RIGHTS: If you acquire a new dependent by marriage, birth, adoption or placement
for adoption, he/she may be able to enroll without delay or penalty, if you request enrollment within 31 days (of the marriage, birth,
adoption or placement for adoption); if you decline enrollment for any dependent (including your spouse) because of other health
plan or group insurance coverage, and that dependent subsequently becomes ineligible for the other coverage (or the employer stops
contributing towards that coverage), he/she may be able to enroll without delay or penalty



, if you request enrollment within 31 days of ineligibility or termination of employer contributions; If you decline enrollment for
any dependent (including your spouse) because of coverage under Medicaid or a State child health plan, and that dependent’s
coverage is subsequently terminated due to ineligibility, he/she may be able to enroll without delay or penalty, if you request
enrollment within 60 days of termination of coverage; If you decline enrollment for any dependent (including spouse) and that
dependent subsequently becomes eligible for a premium assistance subsidy from Medicaid or a State child health plan, he/she
may be able to enroll without delay or penalty, if you request enroliment within 60 days of eligibility for the subsidy. To request
special enrollment contact the Employer or The Loomis Company Concierge Team at 866.218.6009.

PERSONAL INFORMATION NOTICE: As required by law, this notice is intended to inform you that 1) Personal information may be
collected from third parties; 2) Such information as well as other personal or privileged information collected by the health plan or
its legal representative may be in certain instances, as prescribed by law, disclosed to other third parties without your prior
authorization; 3) You have the right to access and correct the collected information; 4) Your right to access does not include any
information which relates to and is collected in connection with, or in reasonable anticipation of, a claim or civil or criminal
proceeding; 5) We will provide a more detailed notice of information practices upon request.

Signature of Employee Date (mm/dd/yy)
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