Appendix Number 27

EMPLOYEE INFORMATION/CHANGE OF STATUS FORM
(Employee must complete within 10 days of any Change of Status)

1. EMPLOYEE’S NAME and ADDRESS: (Please Complete)
OLD CURRENT

FULL NAME:

STREET ADDRESS:

CITY, STATE, ZIP CODE:

TELEPHONE NUMBER:

Is the above information releasable to the public? (Please circle one) Yes No

2. EMPLOYEE’S MARITAL STATUS: (Please Circle One)

SINGLE MARRIED SEPARATED DIVORCED WIDOW(ER)

SPOUSE’S NAME, if applicable:

CHILDREN’S NAMES and their AGES:

3. EDUCATION:

4. Iunderstand that it is my responsibility to notify Tremonton City in writing of any, and all,
changes to the above information within ten (10) days of the occurrence of such changes.

Employee’s Signature Date
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CHANGE / DELETE FORM

ALTIUS IGmup -

T avenky Heolth Care Plan
10421 So. Jordan Gtwy. Ste. 400
South Jordan, UT 84095

Change Effective Date
FAX to 801-323-6100 ——
EMPLOYER Business Phone ( )
EMPLOYEE NAME (Last) (First) (MI) ___ Date of Birth
Address Apt City. State ZIP
Home Phone ( ) Social Security # NOTE: Incomplete or illegible forms will delay your enroliment,

Please verify that all information is accurate and complete.

Please check the type of change requested and complete the appropriate information below.

TERMINATION
DEL
CHANGE/CORRECTION ADDITIONS ELETIONS OF EMPLOYMENT
O Name change or correction All addttions require a completed
From: O of Health (exce J g Employee . Termination Date
Spouse Employee and Family Coverage will continue according
To: O Marriage O Employee and Spouse to the guidelines established by
(attach Marriage Certificate copy) | [J All Dependents your employer.
O lzoss of other coveragi1= g Child / Children (list below) 'll'ﬁrmination of employment was:
[0 Address change must attach Certificate Spouse only (if applicable, Voluntary
(enter old address above; mlmmm) age or Loss of include Divorce Decree) O nvoluntary
enter new address below)
I child / Children Reason for deletion: COBRA
O Phone number change - -
(enter old number above; [ Newborn 0 E’t‘;ﬁ’?‘}"ﬁﬁ IC?OeBl?RC&";? gtca)tBeRA/
enter new number below) (M é\i(')fnon (must aua)dm copy of Continuation of Coverage
3 primary care provider change [ Loss of other coverage .
(name of new physician below) (must attach Cerun@tggf —— UTAH Mini-COBRA ONLY ——
Creditable Coverage or Loss of 00 Employee and/or dependent(s)
. Enroliment chan ge Coverage letter) are ehglble.: f?r Utah MIN-(?OBRA
O Cancel medical coverage O court order (or) O gtahcl‘glm'COBER‘A ec(t:iontﬂua'-
[ Cancel dental coverage Legal guardianship on Loverage on Notice
(ust copy of court has been sent to employee
- attach and/or dependent(s)
I Add Voluntary Vision documentation)
. O o 3 Employee and/or dependent(s)
O seif Cspouse [ child er ?‘SBri‘Z(l)\t eligible for Utah Mini-
O other

CHANGE OR DELETION INITIATION (Signature Required Below)
[ Employer request

I Deceased
Soclal Security # Date of Birth Physiclan

O Employee request

dependent

dependent
depéndent

NEW Address Apt City State zIP

NEW Phone ( ) Effective Date of Change

‘OTE: Incomplete or Illeglble forms will delay your enrollment. Please verffy that all information Is accurate and complete.
HK Employee Signature Today’s Date
¢ Employer Signature Today’s Date

(NOTE: BOTH Employer and Employee signatures are required for COBRA, Utah Mini-COBRA or Wyoming State Continuation election)
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TDA

Toral Devaal Admisserators

GROUP DENTAL ENROLLMENT FORM

I New Employee O Add Coverage [ Add/Delete Dependent | [J Address/Name Change | [ cancel Coverage
O Open Enroliment [ Loss of Other Coverage | [ Transfer From DHMO O Transfer From PPO J cOBRA Enroilment
Name of Employer: (Use Name from Group Billing Notice or Master Application) Group Number: Class:

Tremonton City

Plan Types:
O TDA-PPO/MAC
Social Security Number Effective Date Date Employed Fulitime Hours Worked Per Week
Month / Day / Year Month / Day / Year
Your Name (Last), (First), (M) Date of Birth Sex:
Month / Day / Year Male: O
Female: a
Home Address: Coverage Requested:
D Employee Only
D Employee + 1
Home Phone Number: Work Phone Number:

D Employee + Family
Do you have any other Dental coverage? If so, Carrier

Do any of your dependents have any other

Complete for Dependent Coverage:

dental .
- If so, Name of Carrier:
Spouse Name: (Last), (First), (M) Date of Birth: coverage?
/ / Ovyes ONo
Sex:
1. / / / OYes ONo
ﬁ 2. / I OYes ONo
l'_ 3. / I CYes ONo
D
R[4 / / / OYes [INo
E
N |5 / / / OYes [CINo
6. / / / OYes ONo

Fraud Warning (Not Applicable in AZ): Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or a
statement of claim 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 and subjects such person to criminal and civil penalties.

I elect the dental coverage selected for which 1 am eligible. If any contribution from me is necessary to pay part of the cost of insurance. | authorize my employer to deduct
the contribution from my wages.

Date Empioyee Signature:

Refusal of Group Dental Coverage: I have been offered this insurance coverage and decline to purchase it at this time. | understand that in the event | desire such
insurance at a later date, | will be required to furnish evidence of insurability at my own expense, and the company will have the right to refuse any request.

Date Employee Signature:

Return To:
A27-5 Total Dental Administrators, Inc.
2111 East Highland Avenue, Suite 250
Phoenix, AZ 85016-4735
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Benefits Change Form

(801)886-2020 - (800)363-0950
www.opticareofutah.com

Employer

Employee Last Name

First Name Soclal Security Number

Termination of Employment

Effective Date:

Signature (HR Manager or other authorized person):

Name and/or Address Change

Last Name First Name M.L.
Change Name From:
Last Name First Name M.
Change Name To:
) Street Address City State Zip Code
New Address:
Cancellation of Coverage ——Open enroliment ___ Qualifying Life Change
Effective Date:
Add Dependent(s) (attach additional form if needed) —Open enroliment ___ Life Change
"Dependsnt's Last Name First Name M. Gender | Birth Date
Dependent’s Last Name First Name M. Gender | Birth Date
Dependent's Last Name First Name. M1, Gender | Birth Dale
Dependent's Last Name "First Name M.I. Gender | Birth Date
Drop Dependent(s) (attach additional form if needed) ___Openenroliment ___ Life Change
I'E')ependenl‘s Last Name First Name M.l Gender | Birth Date
Dependent's | ast Name First Name ML Gender | Birth Date
Dependsnt's Last Name First Name M. Gender | Birth Date
Dependent's Last Name First Name M. Gender | Birth Date
Other Changes Employee Signature

Describe any other requested changes below:

| am requesting the changes documented on this form and
authorize any required changes in payroil deductions.

Employee signature

Date

A27-7




Notes:

A27-8



