HARTF ORD
PHYSICIAN GROUP ENROLLMENTICHANGE FORM

EMPLOYER INFORNIATION

EMPLOYER'S FULL LEGAL NAME
Delaware Cardiovascular Associates

GROUP POLICY

_ENROLLMENT INFORMATION

PLEASE CHECK ONE OF THE FOLLOWING:
[ ]iNrmiAL ENROLLMENT
|[JeHANGE TO EXISTING ENROLLMENT _ , :
: DNAMEIADDRESS CHANGE (FORMER NAME) - ' _ [ieenericiary crance)
' , (LIFE/AD&D OR . SUPP LIFE) o : C
[ Jeoverace CHANGE ADD DELETE: EFFECTIVE DATE
: DFAMILY STATUS CHANGE (I‘YPE) . : EFFECTIVE DATE

EMPLOYEE INFORMATION
EMPLOYEE'S NAME (LAST, FIRST, MIDDLE INITIAL) v _ DATE OF BIRTH

- GENDER | MARITALSTATUS

‘| EMPLOYEE'S HOME ADDRESS v , , ; cmy — . STATE - R zr’#‘ )
SPECIALTYIOCCUPATION - ' 7 o #HOURS WORKED PER VEEK 'DATE OF HRE
pmmvummencmvmus RELATIONSHIP DATE OF BIRTH SOCIAL SECURTIY NUMBER % OF BENEFIT

| PRIMARY LIFE BENEFICIARY NAME _ — RELATIONSHIP DATEOF BRTH SOCIAL SECURTIY NUMBER v %OF BENEFIT |
counneem.ﬁaénmcmvnme ‘ . | T RecaToNsHP. | DATE OF BRTH socln.securmvnuuasn ] ioraéuem

| Nofe: If additional space is needed, use back of form. Your beneﬁciary designation can be changed at any time. If you are mamied and/or divorced and reside in a community property. state,
[you should consulf with your legal counse! prior o changing your beneficiary. The designation takes effect as of the date the completed formis received and acaepted by The Hartford.

g APPLICABLE BENEFIT ELECTIONS

Please make  your benefit eledions by uheckmg the appropriate | box. Contact-your employer for plan datalls.

K

I
I SHORTTERMDSABLTY  [TJYes [ Ivo LFEANDADSD* Cdves [vo

SPOUSE INFORMATION

| sPouse's GENDE! | SPOUSE’S SOCIAL SECURITY NUMBER - | SPOUSE'S DATE OF BIRTH

Jl APPLICATION FOR COVERAGE '

| apply for the group insurarice coverage ctiecked above provided under my.employer plan. | authorize deductions from my wages fo cover my contribution, if required. If1 have declined
any contributory coverages for which | am eligible above, | understand that to later enroll for these coverages safisfactory medical evidence of insurability will be required and the

insurance carrier will have the right fo refuuse my request. Any person who knowingly, and with the infent fo defraud or decaive any insurance campam/, subnﬂlsanmsme application
 containing any false, incomplete ormHeadinginfamabonmaybemszctto dv:lorcnnunalpenabes, depandmgupmstalelaw . . )

EMPLOYEE SIGNATURE

DECLII\ATION OF COVERAGE (IF APPLICABLE)

| refuse the-contributory coverages offered by my employer, The group insurance available o me through iy employer has boen explained to me. After careful consideration, | have :
decided that | do not want to enroll for the plans offered above. Imdsmmndmtifldmosenottaenmﬂhraﬂofﬁ:emwmgasfnrmdllameiglbb. mﬂun31daysaﬁarlbeoome
eﬁgmmmmmwmmmwmwmmmmwmwmmmmm ‘ .

,EMPLOYEESIGNATURE L ) DATE




