GROUP MEMBERSHIP ENROLLMENT/CHANGE FORM

g District Name
¥
CALIFORNIA'S 3 New Enrallment I3 Open Enrollment
VALUED TRUST Effective Date:
s e ' ] Address Change
Hertbeare Beortits b the Edscncion Comimiey Data of Hire: 9
520 E. Hernden Ave. » Frasno, CA 93720 [ Name Change
(800} 288-2870 - FAX {558) 437-2965 £ Envoliment Change
www.ovtrust.org Quatifying Event: [l Add/Remeve Dep
EMPLOYEE INFORMATION
Last Namag, First Name Mi O Male 3 Fomale
Soclal Security No. Date of Birth Age
Homa Phone ( } Calf Phone { ) Email Address
Mailing Address, City State Zip
[J Married  Date of Marriage (Required) O single O Divorced [ Widow / Widowar
{J Domestic Partner” Date of Registration {Required)
Class: O Certificated [ Classifi]d [ Trustee [ Management (0 Confidenttal [ Retiree
BENEFIT PLAN SECTION
PPO PR .coucnnee O Plan t £ Plan2 C Plan3 [} Plan 4 ] Pans RXPan: 1A £IB
3 Plans {1 Plan7 ] Plang T Plang [ Plan 10 d¢ 4bo
£1 Wellness PPO Pian f1HOHP1 O HDHP2
Kalser Plan:**.......... O3 Plant [} Plan2 {1 Pfan3 [ Plan4 1 Plan § O Plan6 O Plan7 {1 Pansg
Other PIaNS: i ] Dental O vision [ ear 1 Lite* ** Addltienal Forms Required
DEPENDENT CODES
SP=Spouse CH=Chiid DR=Dsepandant of Domestic Pariner AD=Adoption*
DP=Domestic Partner* SC=Step Child 1G=Legal Guardianship* *Additional Forms Required
A DEPEND FMSMEDICAL - D=DENTAL VaVISION {CIRCLE)

DEP CODE* LAST NAME, FIRST NAMEAND MIDDLE INITIAL | GENDER | SOCIALSECURITY ]  DATE GFBIRTH AGE | 'M'D V.t ENROLLSTATUS
WBNV-| ADD/DELETE

Mo v] ADD/DELETE
WDV ADD / DELETE
MDD V|  ADD/DELETE
LMDV ADD/DELETE

Reason far deleting dapendants: (Required)

If a dapandent is digabled, please indicate name of dependent here:
*Additfenal forms and/or information required for domestic partnera, disabled dependents, legal guardian, adoption, divorce,

OTHER COVERAGE INFORMATION Including yourself, do any of the parsons listed abova have other COVErage? ... {7} Yas [] No

Name Insurance Carrier Policy Nurabar Effettive Dato
Nama insuranca Sarrier Policy Number Elfectva Date
Nama Insurance Carrier Policy Number Effective Date
Name Insurance Carrier Policy Number Effectiva Date
Nama Insurance Carriar Palicy Number Effective Dale
Are you refired [OvYes OiNo #f Yas, do you have Madicare? OvYes ONo
Do any of your dependents have Medicare? ... OYes [ONo Acopy ofretires’s ! depeadent's Metlozrs cand is required. Hnotincluded, ¥ will delsy enroliment,

AUTHOCRIZATION - PLEASE READ CAREFULLY CVT USE ONLY

Aolbaritabions- 1] hivethosena Preferrad Pravider Pian aranili Plan | uadersiand Bt |2 responsisi fot 2 geeater portion of iy megical sosts whand wsea HenParticipating Providar,
Dedustion Authorizalion - If applicabla autherize my employer fo deduct from my wages (he sequired conteibution.

1 herety authoriza my physicizn, health care prachifoner, haspital, cinic, r other reedical or medicaly relaled facifity to furmésh an ageal, dasigaes, of repressatative of CVT any and alecords
peilalaing 1o medieal istery, Senvios readired, or irealmenl give to.argong envollad hereundzr or agded rarealler for purpase of teviza, Ynvestaalion, or evaalion ol amy 2ppfication br  ciaim.
Ilse authosize GYT of s agents, designaes, o representatives o disclose toadospital of hezlih care senice plan, seif-insuser, o insurer any such medicalinfermation ohtzinad i such dischosuse
i neoessany (o.aliga the pracessing ol any calm,

Thig gathtrizalion shall become olfective immedialely asd shall remain ia efTec12 long a8 ik necessary foensbla CVT 1o process chilms.

Evpalt Address - Tha infutation you are asked 10 provids to VT is used lor techeloat and member admimistration only and is nel shared with anyeae oulside the canfines of your health soveraga,
Yo ara entitied tea copy of it signed autborization fosyour fles, Hspquasied,

Vdastare, under peaalty of perjury uader the faws of L Slaly of Califorata, that Ihe foreqoing is rue 2nd comacl.

Signature Data Signed
REV, 7712 WHITE- CVT  CANARY - EMPLOYER  PINK - SUDSCRIBER




