
Employee Benefits Administrators
Third Party Administrators

[ ] APPLICATION FOR ENROLLMENT [ ] CHANGE FORM EFFECTIVE DATE: ____________________
[ ]Status Change - Reason for Change:___________________________________________

[ ]New Enrollee [ ]Termination [ ]Dependent Status [ ]Name [ ]Address

Please print or type - All questions must be answered fully and to the best of your knowledge. Inaccuracy or omission may result in a loss of coverage and unpaid claims.

Name of Employer: ______________________________________________ Division/Location #:__________________________________________

Name of Employee: ___________________________________________________________________________SS#:___________________________

Employee’s Address:__________________________________________________________________________________________________________

City:_____________________________________ST:_________Zip:____________ Status: []Married []Single []Divorced []Widowed

Job Title:________________________Date of Hire:_____________________ Date of Full-Time Employment:________________ [ ]FT [ ]PT

List All Individuals to be Covered or Deleted:

Name: M/F: Social Security Number: Date of Birth: Relationship:

1. EMPLOYEE

2. SPOUSE

3. CHILD

4. CHILD

5. CHILD

6. CHILD

7. CHILD

8. CHILD

TYPE OF COVERAGES

MEDICAL DENTAL (If applicable) VISION (If applicable)

Employee Only [ ] [ ] [ ]
Employee & Spouse [ ] [ ] [ ]
Employee & Children [ ] [ ] [ ]
Employee & Family [ ] [ ] [ ]

I am not applying for any dependent and/or employee coverages because: []Covered by spouse’s employer []Other___________________

If you or your dependents fail to elect or refuse enrollment and decide to enroll for coverage under this plan at a later date, benefits may
be deferred for a specified period of time and/or proof of good health will be required at your expense and this must be approved by the
employer.

COORDINATION OF BENEFITS INFORMATION

Do you or any of your dependents have other medical or dental insurance? []Yes []No

If yes, name of persons insured:____________________________________________________Date of Birth:____________________

Name of Insurance Company:_____________________________________________________________________________________

Address of Insurance Company:____________________________________________________________________________________

Name of Insured’s Employer:_________________________________________________________Policy Number:________________



Have you or any of your eligible dependents previously been covered by an individual or group health insurance

plan? If so, please complete the following. Please note: A certificate of prior coverage must be provided for all

identified prior coverage(s).

Name of prior carrier:__________________________________________________________________________

Prior carrier’s phone number:___________________________ I.D. Number:______________________________

Original effective date:__________________________ Paid-to or termination date:______________________

Name of all persons covered under above policy: {Circle One}

____________________________________________________________________________________________

____________________________________________________________________________________________

If you or any eligible dependents had coverage prior to the above:

Name of prior carrier:___________________________________________________________

Prior carrier’s phone number:___________________________ I.D. Number:______________________________

Original effective date:__________________________ Paid-to or termination date:______________________

Name of all persons covered under above policy: {Circle One}

____________________________________________________________________________________________

____________________________________________________________________________________________

Are you, your spouse or any of your dependents eligible for benefits under Medicare? Yes [ ] No [ ]

If Yes, complete the following information:

Name:________________________________________Hospitalization (Part A) effective date:_____________

Relationship:___________________________________ Medical (Part B) effective date:___________________

Medicare number:_______________________________

PLEASE READ CAREFULLY: I represent that all answers given are full, complete and true to the best of my knowledge, information
and belief. When applicable, I authorize my employer to deduct contributions from my earnings. I understand that: 1) the answers given
will be the basis of any coverage provided and this enrollment form will be part of the Plan document; 2) coverage, if approved, may be
subject to the pre-existing conditions limitation in the Plan document; 3) any material misstatements or failure to provide sought for
information may be used as a basis of rescission of my coverage.
BALTASVISION, LLC: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance containing any materially false information, or conceals, for the purpose of misleading, information concerning
any fact material thereto commits a fraudulent insurance act, which is a crime.
AUTHORIZATION TO RELEASE INFORMATION: I give my permission to any Medical or Dental practitioner, hospital, clinic, pharmacy,
insurance company, reinsurer, consumer reporting agency, or employer to give my employer and Employee Benefits Administrators. all my information
on my behalf or my dependents who are to be covered for the purposes of claims adjudication, benefits determination, and the quoting of insurance in
accordance with the plan documents and any laws, legislation or guidelines affecting the same. I know that I have a right to a copy of this authorization.
A photocopy will be as valid as the original

Signature of Employee:_____________________________________________Date:______________________

WAIVER OF COVERAGE
Failure to complete this waiver completely may affect your rights guaranteed under the Health Insurance Portability

and Accountability Act of 1996 to future enrollment in the plan should your current coverage ceases.
I am already protected by the contract of my:

[]Husband []Wife []Parent []None
Through his/her place of employment (give name)____________________________________________________

whose carrier is:_______________________________________________________________________________

I, the undersigned, an employee of the above named employer hereby certify that I have been given an opportunity to
apply for Medical and or Dental Coverage, as offered by said employer, and after careful consideration, have decided not to
take advantage of this offer.

It is my understanding, that in the event I wish to apply for such service hereafter, I may do so, during regular open
enrollment periods or exercise Special Enrollment Rights of the group (subject to established procedures).

_________________________________________________________________________________________
Employee Signature Date


