Employee Enroliment Form TEAMSTERS MULTI BENEFIT TRUST 5402
EMPLOYEE INFORMATION (Please type or print clearly. Use black ink.)
EMPLOYER NAME UNIT NO. DIVISION | EFFECTIVE DATE
SOCIAL SECURITY NO. LAST NAME FIRST NAME M
ADDRESS (NO POBOX) cITY STATE | zIp PHONE
DATE OF BIRTH SEX | MARRIED | DATE OF HIRE UNION UNION LOCAL
TEAMSTERS LOCAL 572
Kves [INo
PLEASE SELECT THE BENEFIT TO ENROLL
Medical Dental Vision
U]
L]
DENTAL COVERAGE (If Applicable)
DENTISTNAME ORDENTAL OFFICE PARTICIPATING DENTAL NUMBER
FAMILY INFORMATION
List below the dependents you wish to enroll.
Your Dependent's Social Security Number is required by Federal Law
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
SPOUSE SOCIAL SECURITY NO ADDRESS (|f different from Subscriber)
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
CHILD SOCIAL SECURITY NO ADDRESS (If different from Subscriber)
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
CHILD SOCIAL SECURITY NO ADDRESS ([f different from Subscriber)
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
CHILD SOCIAL SECURITY NO ADDRESS (If different from Subscriber)
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
CHILD SOCIAL SECURITY NO ADDRESS (If different from Subscriber)
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
CHILD SOCIAL SECURITY NO ADDRESS (|f different from Subscriber)

Please Sign Authorization, Acknowledgment and Disclosure on reverse side
Benefit Programs Administration
1200 Wilshire Blvd., Fifth Floor
Los Angeles, CA90017 Phone (562) 463-5040




Employee Enrollment Form (Continued)
' AMILY INFORMATION

List below the dependents you wish to enroll.
Your Dependent's Social Security Number is required by Federal Law

FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
C
H
|
3 CHILD SOCIAL SECURITY NO ADDRESS (If different from Subscriber)
D
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
C
H
|
(M CHILD SOCIAL SECURITY NO ADDRESS (|f different from Subscriber)
D
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
C
H
|
CHILD SOCIAL SECURITY NO ADDRESS (If different from Subscriber)
D
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
C
H
|
3 CHILD SOCIAL SECURITY NO ADDRESS (|f different from Subscriber)
D
FIRST NAME MI. LAST NAME DATEOFBIRTH SEX
CHILD SOCIAL SECURITY NO ADDRESS (If different from Subscriber)

AUTHORIZATION, ACKNOWLEDGEMENT AND DISCLOSURE OF PERSONAL INFORMATION

The authorization below to obtain and release medical information is being requested of you to comply with the
terms of the Confidentiality of Medical Information Act, effective January 1, 1980, section 56 et seq. of the California
Civil Code. Your cooperation is requested.

Authorization to obtain or release medical information: | hereby authorize my physician, healthcare practitioners,
hospital, clinic or other medically related facility to furnish to the Health Plan selected above, or its representatives
or designee, any and all records pertaining to medical history, services rendered or treatment given to anyone
enrolled under the policy for the purpose of review, investigation, or evaluation of an application, claim, appeal
(including the release to an independent review organization) or grievance, or for preventative health or health
management purposes.

lauthorizethe Health Planselectedabove, oritsrepresentative ordesignee, todisclosetothe hospital or
healthcare service plan, self-insurer, any such medical information obtained in such disclosure if necessary to allow
the processing of any claim.

Arbitration Agreement: | understand that any dispute or controversy, except medical malpractice, that may arise
regarding the performance, interpretation or breach of the agreement between myself (and/or any enrolled family
member) and the Health Plan selected above, any affiliated companies, or any Participating Physician
Group/Independent Physicians Association, whether arising in contract, tort or otherwise, must be submitted to
arbitrationin lieu of ajury or courttrial.

SIGNATURE OF EMPLOYEE DATE

Benefit Programs Administration - 1200 Wilshire Blvd., Fifth Floor, Los Angeles, California 90017 Phone (562) 463-5040



