Please complete and return this card as soon as
possible so that the Plan will have this information on
file when you become eligible for medical benefits
according to the terms of your collective bargaining
agreement.

If you have questions, you can contact the
Plan office by calling (614) 237-7618 or
(800) 282-6483.

___________________________________ Alahere): . . - o e s
UFCW UNIONS AND EMPLOYERS HEALTH AND

INSURANCE CARD WELFARE PLAN OF CENTRAL OHIO

TO BE COMPLETED BY EMPLOYEE (PLEASE PRINT)

YOUR BIRTH

NAME SEX __ DATE

LAST FIRST MIDDLE MO DAY YEAR
YOUR
ADDRESS
MNUMBER STREET CITY STATE ZIP
SOC. SEC. 5 B PHONE
SGimms O FOC LA £ Siigigs
HIRE UNION

COMPANY DATE { / LOCAL #

STORE LOCATION (City) STORE'NUMBER

IN CASE OF DEATH,

BENEFICIARY

LAST FIRST MIDDLE RELATIONSHIP
BENEFICIARY
ADDRESS
NUMBER STREET CITY STATE ZIP

THIS BENEFICIARY DESIGNATION SUPERCEDES ANY PREVIOUSLY NAMED BENEFICIARY.

** * IMPORTANT, SIGN CARD ON OTHER SIDE * * * el



OTHER INSURANCE INFORMATION
Spouse/Dependent employed by

(PLACE, NAME AND ADDRESS ABOVE)

Do you or your spouse/dependent have other group health care coverage? [ yes dno

If “yes,” name of insurance company policy no.
LIST SPOUSE AND ALL ELIGIBLE CHILDREN BELOW:
NAME
First Initial Last (if different than employee) Social Security No. Birth Date | Relationship

AUTHORIZATION FOR RELEASE OF INFORMATION
| certify that the above information is true and correct to the best of my knowledge. | hereby authorize the Plan
Administrator, any physician, medical practitioner, pharmacist, or other person, any hospital, including
Veterans Administration or government hospital, any medical or medically-related facility, any pharmacy, any
insurance company or any other agent of the Plan to release to each other any medical or other information
relating to claims for benefits from the Plan. A photostat of this authorization shall be valid as the original.

IMPORTANT
employee’s signature date
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