Trustmark Trustmark Life Insurance Company

GROUP INSURANCE Enrollment Form
Group Name: Group # Date of Hire:
PHOENIX PAINTING INDUSTRY TRUST FUND JE882

Enrollment for Health, Life, AD&D, Dental and Vision coverage.
[0 New Enrollment [0 Add Newborn [0 Add Spouse [0 Add Child [0 Change Personal Data

Employee Name (Last, First, Ml) O Male Date of Birth Social Security Number | Phone Number
O Female

Employee Address (Street Address, City, State, Zip Code)

Marital Status: [ Single O Married” O Divorce* O Widowed” O Legally Separated
Date of Marriage:

*Please include supporting documentation, i.e., Marriage License, Divorce Decree, efc.

OTHER INSURANCE INFORMATION

Are you, your spouse or any of your dependents covered by any other medical insurance plan? 0 Yes [ No
Please indicate the type of other coverage indicated above:

OO0 Medical O Vision O Prescription Drug Plan

Medicare? OO Yes [ No If yes, attach a copy of the Medicare Card
Name of Insured Covered Name and Address of Group or Effective
by Other Medical Other Medical 1.D. Date of
Insurance Plan Insurance Number Coverage

COMPLETE ONLY IF COVERAGE INCLUDES DEPENDENT COVERAGE:
v' You must attach a copy of the certified birth certificate
v Social Security Numbers are required for ALL Dependents
(If additional space needed attach a separate sheet)

Other
Dependent’s Full Name Relationship Sex Social Security Number Birth Date Insurance
O™ O Yes
1 Spouse OF [0 No
] Natural/Adopted Child
O Stepchild* O M O Yes
OOther_ | OF O No
[0 Natural/Adopted Child
I Stepchild* O™ O Yes
] Other* OF O No
] Natural/Adopted Child
[0 Stepchild* OM 0 VYes
OOther_ | OF O No
ADULT CHILDREN AGE 19 TO 26 YEARS — INFORMATION
v Social Security Numbers are required for ALL Dependents
Dependent’s Full Name (First, MI, Last) Relationship Sex Social Security Birth Date Other
oM Number Medical
OF Insurance
O Yes
O No
IS THIS CHILD EMPLOYED? IS A GROUP HEALTH PLAN IF YES., IS YOUR INDICATE TYPE OF
OFFERED? CHILD ENROLLED? COVERAGE
O Yes 0 No O Yes 0 No O Yes 0 No O Medical O Dental

IF THIS CHILD DOES NOT HAVE COVERAGE — WHY NOT? NOT ELIGIBLE UNTIL / /
OTHER: EXPLAIN:

Please update your beneficiary information. If additional space needed attach a separate sheet

Beneficiary Designation:

Primary: Relationship: Yo:
Contingent: Relationship: %:
\/
Employee’s Signature Date

This form will not be accepted by Trustmark Life Insurance Company unless signed and dated by the
Insured/Employee. The information on this form shall replace any previously dated forms that may be on file.




Trustmark
GROUP INSURANCE

FRAUD WARNING

Any person who knowingly completes this application with false, misleading or
incomplete Information may be subject to civil and criminal penalties.

AUTHORIZATION TO RELEASE INFORMATION

| authorize the entities listed in this authorization to give Trustmark, and through it, to its
reinsurers and the Medical Information Bureau any financial or medical [MQ1] data or
records in the entities possession about me or my mental or physical health. This
authorization applies to financial or medical data or records about my spouse and any
child proposed for insurance in this application. This authorization is for: any medical
practitioner; hospital; clinic or other medically related facility; insurance company; or the
Medical Information Bureau which may have financial or medical information pertinent
to determine my eligibility for insurance. This authorization is valid for two years from
the date of this authorization. A photographic or facsimile copy of this authorization will
be as valid as the original. | understand that | can revoke this authorization at any time
by giving written notice to Trustmark. | understand that | may refuse to sign this
authorization and still be assured treatment. (My authorized representative and | are
entitled to receive a copy of this authorization.)



