TeachersHealthTrust OFFICE USE ONLY

ENROLLMENT FORM | 2o == men

Amount
SOCIAL SECURITY NUMBER NAME (LAST, FIRST, MIDDLE) BIRTH DATE
HOME ADDRESS CITY STATE Z1P CODE SEX
[ MALE [] FEMALE

HOME PHONE E-MAIL (PERSONAL ONLY)

IWORK LOCATION HIRE DATE

[] Hospital Supplement: Please check this box if you prefer to opt for Hospital Supplement instead of the Performance Plus Plan.
The Hospital Supplement option is NOT available to dependents.

PATIENT-CENTERED MEDICAL HOME INFORMATION

PRIMARY CARE PROVIDER (PCP) (FULL NAME/ADDRESS)

DEPENDENT COVERAGE

DEPENDENT NAME/RELATIONSHIP BIRTH DATE SOCIAL SECURITY NUMBER

PRIMARY CARE PROVIDER (PCP) (FULL NAME/ADDRESS)

DEPENDENT NAME/RELATIONSHIP BIRTH DATE SOCIAL SECURITY NUMBER

PRIMARY CARE PROVIDER (PCP) (FULL NAME/ADDRESS)

DEPENDENT NAME/RELATIONSHIP BIRTH DATE SOCIAL SECURITY NUMBER

PRIMARY CARE PROVIDER (PCP) (FULL NAME/ADDRESS)

DEPENDENT NAME/RELATIONSHIP BIRTH DATE SOCIAL SECURITY NUMBER

PRIMARY CARE PROVIDER (PCP) (FULL NAME/ADDRESS)

TWO-CCSD EMPLOYEES

If you are married or a domestic partner to another CCSD employee as listed below, please indicate and provide that person’s name and
Social Security Number.

[J TEACHER/LICENSED EMPLOYEE [J SUPPORT STAFF/SCHOOL POLICE EMPLOYEE | | [J ADMINISTRATOR

SPOUSE/DOMESTIC PARTNER NAME SOCIAL SECURITY NUMBER

A separate enroliment form must be completed for a Two-CCSD household, please request this form from the Teachers Health Trust.

SECTION 125 PREMIUM-ONLY PLAN

L] YES, | WISH TO ENROLL IN THE TAX-SAVING SECTION 125 PREMIUM-ONLY PLAN.
[ 1 NO, I DO NOT WISH TO ENROLL IN THE TAX-SAVING SECTION 125 PREMIUM-ONLY PLAN AT THIS TIME.

HEALTH MANAGEMENT PROGRAMS

The Trust provides health management programs for some chronic conditions. Do you, or any of your dependents, currently manage:

[J DIABETES [J HIGH-RISK PREGNANCY [JASTHMA AND/OR COPD [JHYPERTENSION AND/OR CONGESTIVE HEART FAILURE




LIFE INSURANCE

PrimaryBeneficiary

INAME (LAST, FIRST) RELATIONSHIP

HOME ADDRESS CITY STATE Z1P CODE
ContingentBeneficiary

If the primary beneficiary named on this form predeceases you, the benefit payment will be made directly to the contingent beneficiary upon filing
a claim and submitting the applicable forms and documents.
NAME (LAST, FIRST) RELATIONSHIP

HOME ADDRESS CITY STATE Z1p CODE

COORDINATION OF BENEFITS

Do you and/or your dependents have health coverage other than through the Teachers Health Trust? Piease check the correct line.

] NO, MY DEPENDENT(S) AND I ONLY HAVE HEALTH COVERAGE THROUGH THE TEACHERS HEALTH TRUST.

] YES, MY DEPENDENT(S) AND/OR [ HAVE HEALTH COVERAGE THROUGH ANOTHER PLAN.
This coverage is: L] Active [] Retired

Please fill out for dependent(s) ages 19-26

[J NO, [ DO NOT HAVE ANY DEPENDENT(S) AGES 19 - 26.
[J YES, MY DEPENDENT(S) AGES 19 - 26 HAVE HEALTH COVERAGE THROUGH ANOTHER PLAN.

NAME AND ADDRESS OF THE COLLEGE, UNIVERSITY OR EDUCATIONAL INSTITUTION

Medical&DentallInformation

Medical Dental Prescriptions

INSURANCE
CARRIER NAME

INSURANCE
CARRIER PHONE

POLICY HOLDER NAME

BIRTH DATE

COVERED
INDIVIDUALS

POLICY NUMBER

EFFECTIVE DATE OF
COVERAGE

| certify that the information supplied above is true, correct and complete. | understand that the Teachers Health Trust may request an update of this information in the future. | further certify
that | will notify the Teachers Health Trust when my family members’ medical, dental or prescription plans change. If applicable, please provide a copy of the divorce decree stipulating the
person responsible for providing child(ren) health coverage. | authorize the Teachers Health Trust to verify any information contained on this form.

| have read both sides of this form and understand | have 31 calendar days from the effective date of my coverage to make plan changes.

This enroliment form revokes any prior enroliment form completed and will remain in effect and cannot be revoked or changed during the calendar
year, unless the revocation and new enroliment are due to and consistent with a change in family status (e.g., marital status, death, birth, etc.).
Please return this completed form to the Trust via fax at 702-794-2093 or e-mail at serviceteam@teachershealthtrust.org.

SIGNATURE: DATE:

Rev. 07/17 Original: Trust Yellow: Claims Pink: AFA Gold: Employee
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