' Health and Welfare Fund Important Enroliment

Teamsters Local Union No. 856 | n fO rmat I on

Member Name: Social Security Number:

INSTRUCTIONS: (Please read carefully before completing the "Enrollment Form")

The Enrollment Form must be completed in order to enroll you and your dependents, if applicable, for Health &
Welfare coverage under one of the Fund's Plans. Be sure to complete all of the information requested on the
Enrollment Form. Under the terms of your coverage, you may make an election of the Medical and Dental Plan.
Be sure to complete the box marked "CHOICE OF PLANS". Please read your Summary Plan Description for
descriptions of the various plans. Remember, once you make the election, changes are only permitted once in a
12-month period.

TO ADD OR CHANGE YOUR DEPENDENT, THE FOLLOWING DOCUMENTATION MAY BE REQUIRED.
¢ Copies of certified marriage certificate or divorce papers.
¢ Copies of certified birth certificates for dependent children.
» Foster & Adopted children: Legal guardianship or court adoption papers.

DEPENDENT ELIGIBILITY AND ENROLLMENT —WHO IS ELIGIBLE:
If YOU qualify for benefits, the following dependents may be covered:
e Your spouse or domestic partner.
e Unmarried children who are less than 26 years of age. The definition of unmarried children are those
declared by you as dependents for Federal Income Tax purposes and include your:
Natural Children
» Stepchildren
> Legally Adopted Children
» Children placed for Adoption
» Children for whom you have been legally appointed guardian
¢ Disabled dependent children over age 26 and incapable of self-supporting employment because of
mental retardation or physical handicap will have eligibility extended.

Eligibility for all persons listed above shall be subject to all provisions and limitations of the Trust Agreement and
Plan Document, as well as to any rules or regulations adopted by the Board of Trustees. If selecting either Kaiser
or Anthem HMO you must sign and date in the appropriate arbitration language box.

KAISER PERMANENTE HEALTH PLAN ARBITRATION AGREEMENT:

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or
the ERISA claims procedure regulation, and any other claims that cannot be subject to binding arbitration
under governing law) any dispute between myself, my heirs, relatives, or other associated parties on the
one hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care providers,
administrators, or other associated parties on the other hand, for alleged violation of any duty arising out of
or related to membership in KFHP, including any claim for medical or hospital malpractice (a claim that
medical services were unnecessary or unauthorized or were improperly, negligently, or incompetently
rendered), for premises liability, or relating to the coverage for, or delivery of, services or items,
irrespective of legal theory, must be decided by binding arbitration under California law and not by lawsuit
or resort to court process, except as applicable law provides for judicial review of arbitration proceedings. |
agree to give up our right to a jury trial and accept the use of binding arbitration. | understand that the full
arbitration provision is contained in the Evidence of Coverage.

Signature of Participant
(Required): Date:
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Teamsters Local Union No. 856

Health and Welfare Fund

Enrollment Form

OmMOF

INSTRUCTIONS: Complete EACH section front and back. SIGN and DATE. Use INK. PRINT. Data provided will replace all
information on file with the Trust Office. For questions, call 1 (800) 297-4595.
ADMINISTRATIVE
MAILTO: Teamsters Local Union No. 856 NOTE: Once enrolled you may register at www.nwadmin.com USE ONLY
Health & Welfare Fund and make future changes to your participant data
2323 Eastlake Avenue East on-line in lieu of resubmitting this form. GROUP NO:
Seattle, WA 98102-3393 EFF. DATE:
PLEASE CHECK ALL THAT APPLY: CHANGE OF: DATE:
] NEW HIRE 0 NAME O PLAN [J ADD/DELETE RS
[J OPEN ENROLLMENT ] ADDRESS [J MARITAL STATUS DEPENDENT(S)
PARTICIPANT DATA
LAST NAME FIRST NAME M.I. SOCIAL SECURITY NUMBER
MAILING ADDRESS (STREET OR P.O. BOX) CITY, STATE, ZIP PHONE NUMBER (CJ Home I Cell)
DATE OF BIRTH GENDER  |EMAIL ADDRESS MARITAL STATUS

[J SINGLE [J MARRIED [J DIVORCED [LIWIDOWED DATE: / /

EMPLOYER (COMPANY NAME)

DATE OF HIRE RE-HIRE DATE:

PART-TIME TO FULL-TIME EMPLOYMENT DATE:

PARTICIPANT AND ELIGIBLE DEPENDENT DATA ‘

[ Check here if you have no spouse, domestic partner, or eligible dependents

If Adding NEW Dependents please submit copies of Marriage Certificate for Dependent Spouse. Attach copies of Birth Certificates for dependent children up through age
25. For Domestic partners, the member must apply and qualify separately for Domestic partner eligibility through the Trust Fund Office. Attach copies along with this

form.
PRIMARY CARE Receiving Kidney
RELATIONSHIP LAST NAME/FIRST/INITIAL DATE OF GENDER SOCIAL SECURITY IRS PHYSICIAN (PCP) CURRENT Medicare | Transplant
BIRTH NO. QUALIFIED* PCP S
NO.** Part A or B| or Dialysis
O YES O YES O YEs O YES
SELF OnNo OnNo OnNo O No
[J SPOUSE O Yes O YES O YES 0O YES
CJDOMESTIC PARTNER dno gno 0no dno
O YES O YES O YEs O YES
OnNo dnNo OnNo 0OnNo
O YES O YES O YES O YES
OnNo dnNo OnNo 0OnNo
O YES O YES O YES O YES
OnNo dnNo OnNo 0OnNo
O YES O YES O YES O YES
OnNo dnNo OnNo 0OnNo

*|f children are 26 or over you must check the appropriate box.

**Applies to Anthem Blue Cross HMO member only — If no Primary Care Physician number listed, Anthem Blue Cross will automatically assign you and your family

(if applicable) a primary care physician.

PLEASE COMPLETE THE SECTION BELOW AND ENCLOSE A COPY OF MEDICARE CARD IF YOU OR A DEPENDENT ARE ENROLLED IN MEDICARE

Name of Individual receiving Medicare:

YOU MUST COMPLETE THIS SECTION BELOW IF YOU ANSWERED “YES” TO TRANSPLANT OR RECEIVING KIDNEY DIALYSIS

Name of Individual receiving Transplant or Dialysis:

Receiving Part A? o Yes oNo If Yes, Effective Date: / /
Receiving Part B? o Yes oNo If Yes, Effective Date: / /
Receiving Kidney Transplant? o Yes oNo If Yes, Date of Transplant: / /
Receiving Dialysis? oYes oNo  If Yes, Date of 1st Dialysis: / /

PLEASE SELECT YOUR CHOICE OF MEDICAL PLAN

PLEASE SELECT YOUR CHOICE OF DENTAL PLAN

O DIRECT PAY (BLUE CROSS PPO)
O KAISER PERMANENTE HMO*

(*Signature Required on Separate Enrollment Information Form)

CITY OF MILLBRAE/CITY OF SAN BRUNO
(Only Applicable Employers Eligible for Below)

O OPT-OUT (MEDICAL PLAN)
O RX 100% (NO COPAY)

O RX $10/$20

O DIRECT PAY (PPO) - New employees not working for a
maintenance of benefits employer must select Delta Care

or UHC Dental

O DELTA CARE PMI (DHMO) - GROUP #2393-0001

O UHC DENTAL (formerly PUD) (DHMO) - GROUP #711981

IMPORTANT NOTICE: | apply for Health Plan membership for the persons listed and agree that we shall abide by the provisions of the Health Maintenance Organization
(HMO) service agreement or preferred provider plan regulations, whichever applies. | understand the service agreement provides that all claims, including medical
malpractice claims, which arise because | or someone with a relationship to me, believed that some conduct in, or arising from my membership with the HMO, HMO
hospitals, or the HMO medical group, as a member or as a patient, has caused any harm, must be submitted to binding arbitration instead of court trial.

SIGNATURE OF PARTICIPANT

DATE /

/

IF YOU HAVE ADDITIONAL DEPENDENTS, DEPENDENTS ON IMIEDICARE OR DEPENDENTS RECEIVING TRANSPLANT OR DIALYSIS - PLEASE ATTACH A SEPARATE SHEET OF PAPER

FRONT SIDE - PLEASE COMPLETE REVERSE SIDE. PARTICIPANT MUST SIGN AND DATE BOTH SIDES OF FORM (SEE BACK TO COMPLETE).
(REV 07/01/19)
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Health and Welfare Fund Enrollment Form - Side 2

Teamsters Local Union No. B56

DEPENDENT CHILDREN OF DIVORCED OR SEPARATED PARENTS ‘

If any dependent(s) added to coverage is covered under another healthcare plan and the natural parents are divorced or separated, please complete
the following:

NAME OF PARENT WITH CUSTODY (IF PARENTS HAVE JOINT CUSTODY, INDICATE HERE [1) BIRTH DATE OF OTHER PARENT

If divorced, did a court establish financial .

responsibility for the child(ren)’s health care? o vEs LI NO If, yes, the responsible person(s) are:

NAME STREET ADDRESS OR PO BOX CITY, STATE, ZIP PHONE NUMBER

OTHER INSURANCE DATA

THIS FORM WILL BE RETURNED IF THIS SECTION IS NOT COMPLETED IN FULL, WHICH WILL DELAY THE ENROLLMENT PROCESS.

L] Check here if you and your dependents have no other insurance.

If you or any of your dependents have or had coverage with any other healthcare plan in the last 12 months (coverage through an insurance company,
a self-insured plan, a group retiree medical plan, including MEDICARE) or this Trust, please complete this section.

Policy No. 1 Policy No. 2 Policy No. 3
Type of Healthcare Coverage D Medical D Dental D Medical D Dental D Medical D Dental
(check all that apply) [ vision [ other [ vision [ other [ vision [ other

Name of Insured Person

SSN of Insured Person

Name(s) of Dependent(s) covered under
this insurance

Insured’s Relationship to Dependent(s)

Name of Insured Person’s Employer

Name of Insurance Company

Street Address or PO Box

City

State, Zip Code

Insurance Company Phone No.

Group or Policy Number

Effective Date of Coverage

Termination Date of Coverage, if not Active

FAILURE TO FILE OR UPDATE YOUR PARTICIPANT DATA OR SUBMIT THE REQUIRED DEPENDENT VERIFICATION DOCUMENTATION WITH THE ADMINISTRATIVE OFFICE
MAY DELAY THE PROCESSING OF YOUR CLAIMS.

It is a crime to knowingly provide false, incomplete, or misleading information to the Trust Administrative Office for the purpose of defrauding the
Trust. Penalties include imprisonment, repayment of all claims paid inappropriately, fines, and denial of insurance benefits. With my signature, | hereby
certify that the information provided on this Enrollment Form is true and correct and | authorize any person or institution providing care or services, or
any organization in possession of insurance benefit information to release any and all information pertaining to the care or benefits provided to me or
my dependents to the Teamsters Local Union No. 856 Health & Welfare Fund or its designated agent.

SIGNATURE OF PARTICIPANT DATE / /

BACK
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