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| COMMERCE

Employer Name: GREATER ROCHESTER CHAMBER OF

Group Plan Number; 00373984

Benefits Effective;

0 Increase Amount

PLEASE CHECK APPROPRIATE BOX O3 Initlal Enroliment

O Rae-Enroliment
[ Family Status Change

0 Add Emploves/Dependents O Drop/Refuse Coverage

[ Infarmation Change

(Please obtain ihis from your Employer)

Class: ALL ELIGIBLE MEMBERS OF  Division: Subtotal Code:

THE ROCHESTER BUSINESS

About You: Soelal Security Number

First, M, Last Name:
| Address Clty State Zip
Gender: I M IF Date of Birth {mm-dd-yy): “ - Phome: ( ) =

Email Address:

Are you married or do you have a spouse? O Yes [ No
Do you have children or other dependents? U Yes Ul No

Date of marrlags/union; g E

Placement date of adopted child: -

Aboul Your Jab:

Work Staius:

O Active |1 Retired [ Cpbra/State Gontinuation

Hours worked per weel:

Job Title:

Date of full ime hire: - -

About Your Family: Please include the names of the dependents you wish to enroll for coverage. A dependent is a person who
relizs on you for financial suppert; and for whom you qualify for a dependent tax exemption. Dependent lax exemptions are subject
to IRS rules and regulations. Additional information may be required for non-standard dependents such as a grandchild, a niece or

Phonme:( )} -

Ghild/Dependent 2; '

Address/City/State/Zip:

0 Add O Drop| Gender
OomoFr

a nephew.
-Spouse {First, M1, Last Name) o Gender  |Soclal Security Number
awor|___ - -
Address/City/State/Zlp:
[ Date of Birth (mm-dd-yyyy)
Phone:( ) - I
Child/Dependent 1: _ ) 0 Add 0 Drop|Gender Social Security Number [Statuis (check all that apply)
LumMar _ > |tD Student {post high schoel) O Disabled
Address/City/State/Zip: [ Non standard dependent
Date of Birth (mm-dd-yyyy)
Phone:{ ) -

Social Security Number

Status (check all that apply)

2 Non standard dependent

[ Student (post high school) O Disabled
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Social Security Numbar

Date of Birth {mm-dd-yy)

Status (chack all that apply)
L) Student (post high schonl) [ Disabled
0 Nen standard dependent

Child/Dependent 3: L} Add [ Drop|Bender
OMOF

Address/City/State/Zip:

Phome: () -

Chlld.f_ljapendent 4 1 Add O Drop|Gendar
HDMUAF

Address/Gity/State/Zlp:

Phone:( ) - .

Soclal Seourity Number

Date of Birth (mrm-dd-yyyy)

Status (check all that apply)
L1 Student {post high sehool) U Disabled
0 Non standard dapandent

Drop Coverage:

O Brop Employes U1 Drop Dependents O Dental
The date of withdrawal cannot bs prior to the date this form is complefed O Vision
and sianed.

Last Day of Coverage: - -
[ Termination of Employmant O Retirement

Last Day Workead; - -

(1 Other Event:
Date of Event: - -

Coverage Being Dropped:

O Employee ) Spause O Child(ren)
0 Employee 1 Spolise T Child({ran}

Loss Of Dther Goverage:

| and/or my dependants were previously covered under another Insurance
plan. Loss of coverage was dus to!

[ Termination of Employment: - -

reasons;

| L1 Othar

| O Govered under another insurance plan

| have been offered the above coverage(s) and wish Lo drop enroliment for the following

0 Divorce - -

(2 Death of Spouse - -

2 Termination/Expiration of Coverage - -
Coverage Lost 1 Dental O Vision

(addltional Infermation may be required)

Dental Coverage: You must be enrolled ta cover your dependents. Gheck enly one box.

Employee Only  EE, Spouse &
Dependent/Child(ren)
L1 $297.30

Your premjum

FFO* (11599.36

*Rata (includas Pediatric Essentlal Heallh Benedit)
2 | do not want this coverage, If you do notwant this Dental Coverags, please marlk all that apply:

O 1 am covered under another Dental plan
1 My spouse s covered under anather Dental plan
0 My dependents are covered under another Denial plan

Vision Coverage: You mustbe enrolled lo cover your dependents. Check only one box.

Your Premium Employee Only EE, Spouse &
Dependent/Child (ren)

Option 1: V&P 2082 O 544.76

Option 2; Davis g21.42 [ 546.08

0| do not want this coverage. Hf yau do not want this Vislon Coverage, please mark all that apply:

0 | am covered under another Vision plan
O My spouse is covered under another Viglon plan
O My dependents are covered under another Yision plan




Guardian Group Plan Number: 00373984 Please print employee name;

Signature

@  Anemployee's decision to elect Vision or not elect Vision must be retained until the next plan's Open Enraliment period. If tha employee elects notto enroll in vision
coverage, they are not eligible to enroll until the plan's next Open Enrollment period.,

@ | understand that my depsndent(s) cannol be enrolled for a coverage if | am not enrolled far that coverage.
@ | understand that the premium amounts shown above are estimations and are for illustralive purposes only.

o  Submission of this form does not guarantee coverage. Among other things, coverage is contingent upon undervriting approval and meeting the applicable eliglbility
requirements as set farth in the applicable benefit booklet,

o  |fcoverage is walved and you later decide 1o enroll, late entrant penalties may apply. You may alsa have to provide, atyour own expenss, proof of each person's
insurabliity, Guardian or its designee has the right to reject your request.

e  Plan design limitations and exclusions may apply. For complete detalls of coverage, please refer o your benefit hooklet, State limitations may apply,
o | hereby apply for the group beneflt{s) that | have chosen above.

e | understand that | must meet eliglbility requiremants for all coverages that I have chosen above.

e |agres that my employer may deduct premlums from my pay if they are required for the coverage | have chosen above.

o | agres that my [employer] or my employer's designated administrator may deduct premiums from my pay apply premitims to my credit card or debit card add
premitms fo my dues withdraw premiums from my deslgnated bank account, apply premiums to my credit o deblt card if they are requirad for the coverags | have
chosern.

o | acknowledge and consent 1o recelving electronic copies of Insurance velated documents, in lleu of paper coples, to the extent permitted by applicable law
LI | voluntarily agres to that arrangement. 1 | do not agree to that arrangement. | understand that | may changs my election by providing Guardian 30 day prior

written notice.
@ | siate that the information provided above Is true and correct fo 1he besi af my knowledge,

Any petson who with intent to defraud any insurance company or other person files an applicalion for insurance or statement of claim containing any materially, false
information, of conceals for purpose of misleading information concerning any fact material herelo, commis a fraudulent insurance act, which is a crime, and may
also be subject 1o civil Penaliies, or denial of insurance benefits (Does not apply 1o Life Insurance).

The laws of New Yorl require the following slatement appear: Any person who knowingly and with intent io defraud any insurance company or other person files an
application for insurance or stalement of claim containing any materially false information, or conceals for the purpose of misleading, infarmalion concerning any fact
material thereto, commits a frandulent insurance acl, which Is a crime, and shall alsa be subject to a clvil penally not to exceed five Ihousand doilars and lhe slated
value ol the claim for each snch violation. {Does oot apply to Life Insurance.}

The fallowing section applies to these coverage(s): Accldent Coverage, Specified Disease Coverage, Huspital Indemnity Goverage:

NOTICE TO CONSUMER: THIS COVERAGE IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR MEDICAL COVERAGE. LAGK OF MAJOR
WEDICAL COVERAGE (OR OTHER MINIMUM ESSENTIAL COVERAGE) IMAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. ALSO, THE BENEFITS PROVIDED BY
THIS POLICY CANNOT BE GODRDINATED WITH THE BENEFITS PROVIDED BY OTHER COVERAGE. PLEASE REVIEW THE BENEFITS PROVIDED BY THIS POLICY CAREFULLY

TO AVOID A DUPLICATION OF COVERAGE.
SIGNATURE OF EMPLOYEE X DATE

Enroflment Kit 00373984, 0001, EN

Fraud Warning Statemenls

The laws of several states require the fallowing stalemenls to appear an the enrollment form:

Alahama: Any person who knowingly presents a false or fraudulant claim for payment of a loss or benefit or who knowingly presents false information in an application for
Insurance |s guilty of a erime and may be subject to restitution fines or confinement fn prison, or any combination thereof,

Arizana: For your protection Arlzona law requires the following statement to appear on this form, Any person who knowlnply presents a false or fraudulent ¢laim for payment
of a loss is subject to criminal and elvil penalties.

California: For your protection California law requires the following to appear on this form: The falsity of any statement In the application shall not har the right to recovery
Linder the policy unless such false statement was made with actual intent to deceive or unless It materlally affected either the acceptance of the risk or the hazard assumed by

the insurer.

Colorado: It is unlawiul to knowingly provide false, Incomplets, or misleadlng facts or information to an insurance company for the purpose of defrauding ar attempting fo
defraud the company. Poenaltiss may include imprisonment, fings, denlal of insurance, and civll damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or Information ta 2 policy holder or clalmant for the purpose of defrauding or atternpling to defratid the policy
holder or claimant with regard to a seiflement or award payable from insurance praceeds shall be reported to the Colorade Division of Insurance within the Department of

Regulatory Agencies.
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