HEALTH REIMBURSEMENT ARRANGEMENT

ENROLLMENT/CHANGE FORM
EMPLOYER NAME:  


INSTRUCTIONS:  Complete all information and sign the form.  Eligibility under this Health Reimbursement Arrangement (HRA) is contingent upon eligibility and enrollment in the Accident And Health Plan offered by the employer.  This plan is subject the pre-existing and coverage limitations of the Accident And Health Plan and follows the benefit coverage rules as interrupted by the Accident And Health administrator/insurance company.

THIS ACTION IS TO TAKE EFFECT ON THE FOLLOWING DATE:  ___________/____________/___________

  
[image: image1]  Please enroll me in the HRA.  I am enrolled/enrolling in the Accident And Health Plan of my employer. 

  
[image: image2]   I decline participation in the HRA.


Employee’s Full Name (please print last, first, middle)



Birth Date
          

 Sex
Social Security Number








   _______/________/_______

          -            -

Residence Address (street, city, state, zip)



         Employer’s Location Where You Work
         Employee’s Work Phone #

Date Of Hire



Coverage Desired (check one)






 _______/________/_______



[image: image3]  Employee           
[image: image4]  Employee Plus Dependent           
[image: image5]  Family            

COBRA RIGHTS:  Upon enrolling on this Plan, you may have COBRA continuation rights if your coverage later terminates.  You and each enrolled dependent may have independent rights to continue coverage if certain events cause coverage to be lost.  Please review the section of the Summary Plan Description that covers COBRA rights.  The Summary Plan Description will be given to you soon after you enroll.


LISTING OF DEPENDENTS:
I wish to enroll the eligible dependents with a “1” circled and delete/waive coverage for the dependents with a “2” circled under “Action”.

Name (first and last name)


Relationship
Date of Birth
Sex
Student?
           Social Number           Action 

1) 




   Spouse




----------


              1       2 ________________________________________________________________________________________________________________________

2)









  Y    N


              1       2

________________________________________________________________________________________________________________________

3) 









  Y   N


              1       2

________________________________________________________________________________________________________________________

4)









  Y   N


              1       2

________________________________________________________________________________________________________________________

5)









  Y   N


              1       2

Review the choices below and mark the boxes that apply and sign at the “Employee’s Signature:” location.  Both 1) and 2) may apply.   

  1)  
[image: image6]   ACTIVE EMPLOYEE ENROLL.  I hereby enroll for coverage as checked above for which I am eligible.  I authorize any person or organization having records or knowledge of me or my family, including our health records, to give such information to Avalon Benefits Services, Inc., its employees or legal representative, all who may share such information with insurance companies or other organizations and entities who have a legitimate need for such information for the purpose of review, investigation or evaluation in support of the operations this Plan.  I agree that a facsimile of this authorization shall be valid as the original.  I understand and agree that eligibility determination, coverage levels and benefits payable, including benefits for any pre-existing condition(s) under this HRA Plan may be limited and that this plan uses the Accident And Health Plan rules, criteria and determinations as the basis for determinations on eligibility and coverage under this HRA Plan.   I understand that dependent children are eligible only when they meet the eligibility criteria of the Plan, including the age criteria, and that I will delete them from coverage when they no longer qualify.    I hereby certify that the information given above is true and complete to the best of my knowledge.  I understand that any untrue statements, omissions or misrepresentations now or later to the Plan may result in a recession on any benefits available in connection with this Plan.

2)  
[image: image7]   ACTIVE EMPLOYEE OR ELIGIBLE DEPENDENT DECLINE.  I decline coverage and acknowledge that, if I or one of my dependents later decides to participate,  pre-existing condition payment limitations may apply.  

     I decline coverage for  
[image: image8] Myself  (And All Eligible Dependents)      
[image: image9]  All My Dependent(s)       
[image: image10]  Just The Dependent(s) Marked “2”

      Do you have medical coverage from any other source?                    
[image: image11]  Yes, For Me And/Or My Dependents           
[image: image12]  No                     

Employee’s Signature: _____________________________________________    Date: __________
  

Health Reimbursement Arrangement Administered By:

Avalon Benefit Services, Inc.   6543 Commerce Parkway, Suite M   Dublin, Ohio 43017   Phone:  614-764-4516   Fax:  614-793-9733
