125 Barclay Street
New Yorl, N.Y. 10007-2179
Telephone: (212) 815 — 1234

Security
’lan

Instructions on How to Complete
The Attached
Enrollment Form

In order for the IC 37 Health and Security Plan to provide Welfare Fund Benelits to you and your
dependents vou must complete the attached Enrollment Form.

PLEASE NOTE THE FOLLOWING:

e As anew employee, enrolling a spouse, domestic partner or dependent child (ren) in the Plan for
the first time, vou must attach the appropriate documentations (your marriage certificate,
domestic partnership papers and birth certificate(s) of vour child (ren) to your Enrollment Form.

e Il you were previously enrolled and want to add or change your spouse, domestic partner or
dependent information, please submit a “Change of Status Form™.

e Sign and date the Enrollment Form.

s Please send the Enrollment Form to the following address:
DC 37 Health and Security Plan

125 Barclay Street, Room 811

New York, NY 106007

Attn: Eligibility Envolliment Unit

Fax # 212298-9880

If you have any questions, feel free to contact our Plan office at 212-815-1234.

Established by District Council 37, American Federation of State, County & Municipal Employees, ATL-CIO
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AND ENROLLMENT FORM

SECURITY (PLEASE READ ATTACHED INSTRUCTIONS BEFORE COMPLETING THIS FORM)

E)L.AN CTYPE IN BLACK INK AND IN CAPITAL LETTERS)
125 Barclay St., New York, NY 16007 - 2179

Telephone: (2123 813 - 1234

Fax: (212) 298 - 9880
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MEMBER/EMPLOYEE SIGNATURE

SPOUSE/DOMESTIC PARTNER SIGNATURE

INTION © 1 attest that the information entered on this form is true and acourate and [ understand that T and my family may
lose benelit coverage if any of the mformabion grven on this form is fulse,

1 AUTHORIZE ANY DOCTOR, DENTIST. OTHER PRACTITIONER(S), HOSPITAL OR OTHER INSTITUTION(S) TO
GIVE THE DC37 HEALTH AND SECURITY PLAN ANY INFORMATION IF REQUESTED WITH REFERENCE TO
TREATMENTS. EXAMINATIONS, ADVICE OR CONFINEMENT IN A HOSPITAL, OR ANY OTHER INSTITUTION OF
MYSELF, SPOUSE, DOMESTIC PARTNER OR DEPENDENTS.

DATE




