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"DEPENDENTS - Dependents are covered under the medical plan 1o age 26. Proof of student status may be required for dental andfor vision coverage. If totaily disabled prizr™to dependent eligibility end date, attach proof of

disability for eligibility review.
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I you choose a Managed Cara Medical Option other than Open Access Plas/IN ar LocalPius/N, print the name of Snmmsn Glgna HealthGare of (city/state):
HealthCare network. (See the cover or first page of the physician directory). Include the name of the cfy and state. i

*If you have checked off one of the Flexible Spending Accounts in Section D, please make sure you have completed the corresponding mza___.:mmﬁ form included in this package.

OTHER HEALTH CARE COVERAGE:
Do you or your dependents have other health insurance under a group plan, HMO, or Medicare? [ ] Yes [} No  [fyes, please provide the following: OTHER
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MEDICARE INSURANCE
NAME OF PERSON COVERED SOCIAL SECURITY NO. EFFECTIVE DATE Part A PartB MEDICARE ID # MEDICAID CARRIER
O Ol | [
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