
Employer: Complete Se n  A 
Employee:   Complete  B-D 

ACCOUNT INFO MATION 
A  Open Enroll    C an e 

 New Enroll     state 

E e e Date: (MM/DD/CCYY) r Na e: r Address:

 A t  No JobTitle: Date o  re: (MM/DD/CCYY)

T pe o  C an e: Address C an e   Se ur t  Bene t/Su n  Spouse
 Add Dependent(s)* Date: e re ent  Tran er to COB A:   18 os   29      36 os
 Can el plo ee  Date o  Co era e: O er: 
 Can el Dependents(s)*  Date o  Co era e:  Na  n Se n B

PE SONA  INFO MATION 
B  Na e   ): So l Se ur  No  

 Date o  r : (MM/DD/CCYY)  P one: Work P one:     

Street Address: State: : 

I would ke o e  or  and  dependents:    M Dependent So al Se u  No  Date o   Gender  
ee:  M    F 

Spouse*:  M    F 

Dependent*:  M    F           
Dependent*:  M    F           
Dependent*:  M    F           

                   

E  A T  E COVE AGE 

C Do u or  dependents e ot er e  nsuran e under a oup plan   or Me are? Yes      No  es  please pro de e ollow  on on e next l nes: 
     o  Person ered  So l Se ur  No                        E e e Date       Part A    Part B                Me                Ot er Insuran e Carr er 

1  
2  

S IGN E 
D nature – e  pro ed  s true and  to e est o   knowled e  

E ee’s S Spouse’s nature/Date: E er’s  

EN NT/C GE F M
(PLEASE PRINT)

District Council 37, Local 95 
Head Start Employees Welfare 

Fund

  

Agency: Me al Benefit O :
Single        Family

                          

 NY






