Licking Regional Educational Service Center
145 N Quentin Road
Newark, OH 43055

Please check

L.evel of coverage:

Medical

____None

____ HSA plan
___ 005 Step-Up
___ 001 Economy

And

__None
____ Employee
____ Family

Dental

___None
____Employee
___ Family

Vision

____None
____Employee
___ Family
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MEDICARE  § Are you covered by Medkare? [JYES [INO K YES, Medicare No. Effective Date: [ Hemodialysis

RIFORMATION § £ your spouse covered by Medicare? [ YES [TINO K YES, Medicare No, Efective Date: [ Hemodialysis

00 YOU OR ARY OF YOUR DEPENDENTS HAVE ANY OTHER HEALTH OR DENYAL COVERAGE? [JYES [INO  IF YES, COMPLETE THE SECTION BELOW,
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R Applicant's Signature

‘ { hereby walve coverage under the health insurance program ] FORMYSELF  [J FOR MYSELF AND FAMILY MEMBERS
[ FORFAMILY MEMBERS ONLY £ FOR ONLY THE FOLLOWING:

| undarstand tmlldoddewm%r«agdia'miymmwaaw‘;al!e lwibemkadbommleleanmuslggb( W?““&W“’“&“‘&
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WARNING: An {on person who, with intent to defraud or knowing that he Is fadilitating a fraud against an insurer, submits an applt-
catlon or files a dlaim contalning a false or deceptive statement is guilty of Insurance fraud. (Ohio Revised Code
Sec(son 3999.21) . PINK-Group . ) )

- SIGNATURE -

Date:

Date:

21681 A8/01
DISTRIBUTION: WHITE-MM CANARY-Markating



