
________________________________________________________________________________________________

SIGNATURE DATE

ENROLLMENT FORM SINGLE EMPLOYER 

COMPLETE AND RETURN TO YOUR LOCAL UNION

NAME OF EMPLOYEE:__________________________________________ SSN #:_____________________

                                            (NAME MUST BE SAME AS ON SSN CARD)

ADDRESS:_________________________________CITY:_______________ST:_______ZIP:____________

DATE OF BIRTH:______________PHONE NO:_(_____)_____________CELL PHONE:_(____)____________

E-MAIL:_______________________________________________________________________________

LOCAL UNION:____________CURRENT EMPLOYER:____________________________________________

COVERAGE ELECTION: (CIRCLE ONE)      EMPLOYEE ONLY      EMPLOYEE+CHILDREN      EMPLOYEE+SPOUSE

               FAMILY

MARRIED SPOUSES – ATTACH CERTIFIED COPY OF MARRIAGE CERTIFICATE.

NAME OF SPOUSE:_________________________(CIRCLE ONE) SEX:     M        F    DATE OF BIRTH:_________

SSN:____________________________________                IF MARRIED, DATE MARRIED:________________

LIST ALL DEPENDENT CHILDREN UNDER THE AGE 26 (IF YOU HAVE CHOSEN EMPLOYEE+CHILDREN OR FAMILY) PLEASE SUBMIT A 

CERTIFIED BIRTH CERTIFICATE COPY OR ALL COPIES OF PERTINENT COURT ORDERS (DIVORCE DECREES, CUSTODY AWARDS, 

PARTERNITY ORDERS, ETC.)

FULL LEGAL NAME

RELATIONSHIP 

TO EMPLOYEE 

(NATURAL 

CHILD, STEP-

CHILD ETC)

DOES 

CHILD 

LIVE WITH 

EMPLOYEE

Y/N

CHILD’S SOC. SEC. 

NUMBER

DATE OF 

BIRTH 

SEX 

M/F

SECONDARY COVERAGE (YES/NO)____________ (SEE PAGE 2 if YES



________________________________________________________________________________________________

SIGNATURE DATE

SECONDARY INSURANCE COVERAGE FORM 

SECONDARY MEDICAL / Rx  PLAN (if any)

NAME OF PERSON SECONDARY COVERAGE IS PROVIDED (IF ANY)__________________________________

NAME OF SECONDARY INSURANCE:_________________________________________________________

ADDRESS: ____________________________________________________________________________

TELEPHONE NO:________________ GROUP/MEMBER I.D.’S FOR HEALTH PLAN:_____________________

SECONDARY DENTAL  PLAN (if any)

NAME OF PERSON SECONDARY COVERAGE IS PROVIDED (IF ANY)__________________________________

NAME OF SECONDARY INSURANCE:_________________________________________________________

ADDRESS: ____________________________________________________________________________

TELEPHONE NO:________________ GROUP/MEMBER I.D.’S FOR DENTAL  PLAN:_____________________

SECONDARY VISION  PLAN (if any)

NAME OF PERSON SECONDARY COVERAGE IS PROVIDED (IF ANY)__________________________________

NAME OF SECONDARY INSURANCE:_________________________________________________________

ADDRESS: ____________________________________________________________________________

TELEPHONE NO:________________ GROUP/MEMBER I.D.’S FOR VISION  PLAN:______________________

FULL LEGAL NAME OF INDIVIDUALS FROM PAGE 1 COVERED BY 

SECONDARY INSURANCES 

Covered by 

Secondary 

Medical/Rx 

Y/N

Covered by 

Secondary 

Dental

Y/N

Covered by 

Secondary 

Vision 

Y/N


