Teamsters Local 922-Emoloyers Health Trust

7130 Columbia Gateway Drive, Suite A, Columbia, MD 21046 O New
Phone: 410-872-9500 Fax: 410-872-1275 O Change
NEW ENROLLMENT OR CHANGE FORM (check one)
(PLEASE PRINT EXCEPT FOR SIGNATURE)
Employee Name: SSN: - - Sex: M/F
(Last) (First) (MI) (Circle)
Address: DOB:
(Street/P.O. Box)
Phone:
(City) (State) (Zip)
Marital Status: (Check One) [ Single O Married: Date O Divorced: Date O Widow/Widower
Employer Name: Hire Date:
Address
Employment Status: [ Active O Retired O Disabled
Coverage Election (applies to Medical and Dental Plans): O Individual O 2-Party (self plus one) O Family O OPT-OUT

DEPENDENT INFORMATION
Complete this section only if you are applying for dependent coverage. List your legal spouse and dependent children, up to age 25. By adding dependents, you
agree to pay any additional cost sharing of the premium for 2-party or family. If additional space is required, please attach a separate sheet.

Name SSN Date of Birth Sex | Relationship Employment Status

O No O Yes If yes, indicate name of
Employer:
Phone #:

O No O Yes If yes, indicate name of
Employer:
Phone #:

O No O Yes If yes, indicate name of
Employer:
Phone #:

O No O Yes If yes, indicate name of
Employer:
Phone #:

OTHER INSURANCE INFORMATION
Please note that if your spouse is employed and coverage is available to him/her through that employer and the employer pays at least 50% of the premium for
such coverage, if your spouse chooses not to elect the employer coverage, this plan will adjudicate your spouses claims as if the coverage were in force.

Is your spouse employed? [1 No [ Yes Employer: Does the employer offer insurance coverage? [ Yes [ No

Has your spouse elected such coverage? [ Yes [ No Does the employee pay any portion of the premium? [1 Yes [ No If yes, what percentage

If other coverage exists, please provide the following: Policyholders Name:

Policy #: Group #: Name of Carrier,

Claims Address:

Name (s) of covered dependents:
If you are retired or disabled, do you have Medicare? [ Yes (1 No PartA Eff. Date Part A Eff. Date

Does your spouse have Medicare? [ Yes [1 No Part A Eff. Date Part A Eff. Date

DEATH BENEFICIARY
This section to be completed by all active employees, employer paid retirees and retirees who self-pay for Life Insurance. If naming more than one beneficiary,
indicate the percentage allotted to each beneficiary listed. If additional space is required, please attach a separate sheet.

Name of Beneficiary: Relationship: SSN:

Address:

| understand that if | make false statements on this Enroliment Form or any application for benefits or provide inaccurate documents to the Fund Administrator, |
will lose my benefit eligibility and will be responsible for repaying the Health Trust the cost of any benefits improperly received by me and / or my dependents.

Signature Date

RETAIN COLOR COPY FOR YOUR RECORDS — CONTAINS IMPORTANT PRIVACY INFORMATION ON REVERSE SIDE.



PRIVACY STATEMENT

The Teamsters Local 922 — Employers Health Trust is committed to protecting
your privacy and the confidentiality of your non-public personal information.

In order to conduct our normal business, we must collect personal information
about you that includes, but is not limited to; date of birth, address, telephone number,
occupation, and work history. In addition to enrollment information, we also receive
information from employers, medical service providers, and other insurance companies
that may include details regarding your physical condition and/or health history.

Note that we maintain privacy practices and policies to ensure that access to
non-public personal information about our participants is limited to Fund employees
and third-party business associates. These business associates primarily perform
insurance, business and professional services for the Fund and require the information
in order to provide services to you. The purpose of these disclosures may include but is
not limited to; providing benefits to members, such as Vision, Dental, RX Life Insurance,
Long Term are and the like, processing claims and other transactions at your request,
reinsurance, auditing and industry regulators or other enforcement agencies when
necessary.

Our business associates must also respect the confidentiality of all participant
information and comply with all privacy policies and practices, as required by law.
Please be assured that we do not share your non-public personal health information to
market any product or service.

For further information regarding our practices and policies with regard to non-
public personal information, please contact the Fund Office.



