
























It is illegal to discriminate against work-authorized individuals. Employers  specify which 

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 

an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Last Name First Name Middle Initial Other Last Names Used 

Address Apt. Number City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

1. A citizen of the United States

2. A noncitizen national of the United States

3. A lawful permanent resident

4. An alien authorized to work    until (expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Alien Registration Number/USCIS Number:

Form I-94 Admission Number:

Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   

Do Not Write In This Space

Signature of Employee Today's Date

Preparer and/or Translator Certification (check one):

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name First Name 

Address City or Town State ZIP Code
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Last Name M.I.First Name Citizenship/Immigration Status

Additional Information
QR Code - Sections 2 & 3 

Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date 

Document Title

Issuing Authority

Document Number

Expiration Date 

Document Title

Issuing Authority

Document Number

Expiration Date 

Document Title

Issuing Authority

Document Number

Expiration Date 

Document Title

Issuing Authority

Document Number

Expiration Date 

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Employer's Business or Organization Name

City or Town State ZIP Code

New Name 

Last Name First Name Middle Initial

Date of Rehire 

Date (mm/dd/yyyy)

Document Title Document Number

If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes 

continuing employment authorization in the space provided below.

Signature of Employer or Authorized Representative Today's Date Name of Employer or Authorized Representative

Recruiter

GEAR Recruiting, LLC

3356 Regal Drive Alcoa TN 37701



Employees may present one selection from List A  

or a combination of one selection from List B and one selection from List C.

Permanent Resident Card or Alien 

Registration Receipt Card (Form I-551)

U.S. Passport or U.S. Passport Card

  Foreign passport that contains a 

temporary I-551 stamp or temporary 

I-551 printed notation on a machine-

readable immigrant visa

 Employment Authorization Document 

that contains a photograph (Form 

I-766) 

For a nonimmigrant alien authorized  

to work for a specific employer 

because of his or her status:

Passport from the Federated States of 

Micronesia (FSM) or the Republic of 

the Marshall Islands (RMI) with Form 

I-94 or Form I-94A indicating 

nonimmigrant admission under the 

Compact of Free Association Between 

the United States and the FSM or RMI

 Form I-94 or Form I-94A that has  

the following:

(1) The same name as the passport; 

and

(2) An endorsement of the alien's 

nonimmigrant status as long as 

that period of endorsement has 

not yet expired and the 

proposed employment is not in 

conflict with any restrictions or 

limitations identified on the form.

 Foreign passport; and

Driver's license or ID card issued by a 

State or outlying possession of the 

United States provided it contains a 

photograph or information such as 

name, date of birth, gender, height, eye 

color, and address

Driver's license issued by a Canadian 

government authority

School ID card with a photograph

  Military dependent's ID card

U.S. Coast Guard Merchant Mariner 

Card

   Native American tribal document

School record or report card

   Clinic, doctor, or hospital record

Day-care or nursery school record

ID card issued by federal, state or local 

government agencies or entities, 

provided it contains a photograph or 

information such as name, date of birth, 

gender, height, eye color, and address

   Voter's registration card

   U.S. Military card or draft record

Employment authorization 

document issued by the 

Department of Homeland Security

A Social Security Account Number 

card, unless the card 

Certification of report of birth issued 

by the Department of State (Forms 

DS-1350, FS-545, FS-240) 

   Original or certified copy of birth   

      certificate issued by a State,  

      county, municipal authority, or  

      territory of the United States  

      bearing an official seal

   Native American tribal document

Identification Card for Use of 

Resident Citizen in the United 

States (Form I-179)

   U.S. Citizen ID Card (Form I-197)











  3356 Regal Drive Suite A 
  Alcoa, TN 37701 
  Office: 865.724.2215 
  Fax: 865.724.1671 

 

Cell Phone Use Policy 

The purpose of this policy is to outline the acceptable use of cellular phones (“cell phones”) and other 

communication devices, including, but not limited to Blackberries, mobile phones, iPhones, text pagers, 

two-way radios and other wireless devises at Gear LLC client sites. These rules are in place to protect 

workers and the Company. Inappropriate use of communication devices endangers workers by 

distracting them and may interfere with their proper and safe use of equipment and machinery. The 

devises themselves and any headphones or wireless ear pieces may get tangles in machinery or interfere 

with proper use of PPE (Personal Protective Equipment). Lastly, when workers are at work, they’re 

expected to be doing their jobs, not engaging in personal conversations, checking personal email, 

playing games or sending text messages.  

1. Who This Policy Applies to  

This policy applies to workers, contractors, consultants, temporary workers and other workers at the 

Company.  

2. Prohibited Uses 

While in the workplace during work hours, workers are expected to focus on work. Thus, workers 

may not use any communication device in the workplace while they are working. Use of 

communication devices while on the job site is always prohibited. Prohibited uses includes, but is 

not limited to use of communication devices to: 

 Engage in conversations 

 Play games 

 Surfing the internet 

 Checking email 

 Sending text messages 

3. Permitted uses 

Workers are permitted to use communication devices while they are not working, provided that the 

use of devices is confined to breaks and lunch.  

4. Violations of the Policy 

Workers who violate this policy will be subject to disciplinary measures up to and including 

dismissal.  

I have read and will abide by the terms of this policy regarding the use of communication devices at 

work.  

Name (printed) __________________________________________________________________ 

 

Signature _____________________________________     Date____________________ 
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EMPLOYEE PAYROLL DEDUCTION AUTHORIZATION FORM 

 

 

Employee Name: ___________________________________________  SSN: _______________________ 

 

Employee #: ____________ Hire Date: _______________ Deduction Effective Date: ________________ 

 

WEEKLY DEDUCTION (PRE-TAX) FOR MEDICAL or MEDICAL/ PRESCRIPTION DRUG COVERAGE 

(Please check the box beside the coverage in which you wish to enroll) 

 

Weekly Payroll Deductions                Option 1 (with Prescription Card)  Option 2 (no Prescription Card) 

  EMPLOYEE ONLY:  $52.78/week   $ 32.33/week 

  EMPLOYEE + SPOUSE   $120.18/week   $ 81.23/week 

  EMPLOYEE + CHILD(REN)  $102.50/week  $ 69.22/week 

  FAMILY     $175.62/week $122.78/week 

 

I acknowledge that the medical insurance premium for which I am enrolling will be deducted from my gross 

pay each week. 

In the event a new Employee Payroll Deduction Authorization Form is not executed on or before the next year-

end, this form shall be deemed to continue in force for the next succeeding year.  I understand that any pre-tax 

elections cannot be changed or revoked prior to the next plan anniversary date, unless due to a qualifying 

event/change in status as outlined in the Benefit Guide.  Should my election change during the course of the 

plan year, I authorize my employer to deduct the new corresponding amount from my pay. 

 

 

Employee Signature: _________________________________________________  Date:__________________ 



 

  

 

 

Employee Benefits Enrollment Guide 
 

Plan Year: F e b r u a r y 1, 2018 – January 31, 2019 
 

 
 
 

Design © 2008-2015 Zywave, Inc. All rights reserved. 



 
 

 
 
 

         Medical and Prescription Drugs       
 

Gear, LLC, provides medical coverage through BlueCross BlueShield of Tennessee for employees and 
their dependent(s).  GEAR employees may choose between two plan options illustrated below: 

 

Plan Features Option 1/Network S Option 2/Network S 

Annual Calendar Year Deductible 
$5,000 – Individual 
$10,000 – Family 

$5,000 – Individual 
$10,000 – Family 

Coinsurance – In Network 70% 70% 

Annual Out-of-Pocket 
$6,850 – Individual 
$ 13,700 – Family 

$6,850 – Individual 
$ 13,700 – Family 

Office Visits 70% after Deductible 70% after Deductible 

Emergency Room Services 70% after Deductible 70% after Deductible 

Inpatient Hospital Expenses 70% after Deductible 70% after Deductible 

Outpatient Hospital Expenses 70% after Deductible 70% after Deductible 

Surgical Expenses 70% after Deductible 70% after Deductible 

Urgent Care 70% after Deductible 70% after Deductible 

Preventive Care 100%, No Deductible or Copay 100%, No Deductible or Copay 

Wellness Benefit 100%, No Deductible or Copay 100%, No Deductible or Copay 

Prescription Contraceptives 100%, No Deductible or Copay 100%, No Deductible or Copay 

Prescription Drugs $10/$35/$50 Self-Admin 
Specialty $100 70% after Deductible 

Out of Network – Deductible 
$10,000 - Individual 

$20,000 - Family 
$10,000 - Individual 

$20,000 – Family 

Out of Network – Out-of-Pocket 
$20,550 - Individual 

$41,100 - Family 
$20,550 - Individual 

$41,100 – Family 

Out of Network – Coinsurance 50% 50% 
 

Monthly Payroll Deductions Option 1 Option 2 
Employee $228.70 ($52.78 weekly) $140.10 ($32.33 weekly) 

Employee + Spouse $520.78 ($120.18 weekly) $352.00 ($81.23 weekly) 
Employee + Child(ren) $444.17 ($102.50 weekly) $299.95 ($69.22 weekly) 

Family $761.02 ($175.62 weekly) $532.05 ($122.78 weekly) 
 

Please verify that your provider is in network:  
https://bcbst.vitalschoice.com/#/?geo_location=37203&network_id=39&ci=DFT 

https://bcbst.vitalschoice.com/%23/?geo_location=37203&amp;network_id=39&amp;ci=DFT


 
 

 
 

 
 

 

 
 
 

Questions? Contact 
Medical Benefits 
  

Blue Cross Blue Shield of Tennessee 
(800) 565-9140 
www.bcbst.com 

  
 
 

 
 

 

Who do I contact? 

 
 

Insurance Questions? 

 
 

 
 

 
 

Who is Eligible and When? 
You are considered an eligible employee if
you are a regular full-time employee 
scheduled to work at least 30 hours per 
week. Full-Time employees are eligible for
benefits after 30 days of employment with
Gear, LLC. 
Eligible Dependents are listed below 

Spouse, including Same-Sex Spouse** 
Children (birth to age 26) 
Dependent, who receives at least 51% 
of financial support from you as the 
employee. 
Disabled Dependent, who is
physically or mentally disabled, 
regardless of age 

**Couple must have been married in a state 
where these marriages are legal. 

When do my benefits start? 
At open enrollment, benefits will become 

effective

 

When can I see the doctor? 
If you are a new enrollee, you may make an

appointment any time after your effective date. 
Please make sure that you have your 

Employee ID number and Group number with 
BCBST before making an appointment. 

When will I receive my ID card? 
You will receive ID Cards from BCBST at your 
home address within two weeks once your 

paperwork has been submitted. 
Please check your ID Cards to make sure names 

are spelled correctly. 

Qualifying Event/Change in Status 
 

A qualifying event or life event is the only time that you may change your elections or add 
dependents to your plan. These qualifying events are: 

• Marriage/Divorce 
• Birth, Adoption or placement for adoption of eligible child 
• Death of your covered spouse or covered child 
• Change in you or your spouse’s work status that affects benefits eligibility 
• Becoming eligible for Medicare or Medicaid during the plan year 

Any other election changes or canceling of coverage cannot be completed until the Annual Open  
Enrollment period. 

http://www.bcbst.com/


 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

HIPAA - Summary Notice of Privacy Practices 

 
The use and disclosure of Protected Health Information is 
regulated by a federal law known as HIPAA (the Health 
Insurance Portability and Accountability Act). This notice 
describes how information about you may be used and 
disclosed, and how you can get access to this information with 
regard to your benefits. We keep the health and financial 
information of our current and former members private, as 
required by law. This notice explains your rights and our legal 
duties and privacy practices. 

NEWBORN NOTICES 

 
Group health plans and health insurance issuers generally 
may not, under Federal law, restrict benefits for any hospital 
length of stay in connection with childbirth for the mother or 
newborn child to less than 48 hours following a vaginal 
delivery, or less than 96 hours following a caesarean section. 
However, Federal law generally does not prohibit the mother’s 
or newborn’s attending provider, after consulting with the 
mother, from discharging the mother or her newborn earlier 
than 48 hours (or 96 hours as applicable). In any case, plans 
and issuers may not, under Federal law, require that a provider 
obtain authorization from the plan or the issuer for prescribing 
a length of stay not in excess of 48 hours (or 96 hours). Plans 
and issuers may not set the level of benefits or out-of-pocket 
costs so that any later portion of the 48-hour (or 96-hour) stay 
is treated in a manner less favorable to the mother or newborn 
than any earlier portion of the stay. It is the employee’s 
responsibility to notify the Human Resources Department of 
pregnancy so they can be provided their statement of rights 
under the Newborn’s and Mother’s Health Protection Act. 

MEDICARE PART D - Notice of Creditable Coverage 
 

The Medicare Prescription Drug, Improvement, and 
Modernization Act of 2003 requires group health plans that 
provide prescription drug coverage to disclose to individuals 
eligible for Medicare Part D whether their coverage is 
“creditable,” i.e., whether it is at least actuarially equivalent to 
the Medicare Part D coverage. Medicare Part D notices of 
creditable or non-creditable coverage must be provided to 
Medicare-eligible individuals prior to November 15 of each year. 

 

2018 ANNUAL NOTICES  
 

SPECIAL ENROLLMENT NOTICE 

 

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or 

group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose 

eligibility for that other coverage (or if the employer stops contributing toward your or your dependents’ other coverage).  

However, you must request enrollment within 30 days after your or your dependent’s coverage ends (or after the employer stops 

contributing toward the other coverage).  In addition, if you have a new dependent as a result of marriage, birth, adoption, or 

placement for adoption, you may be able to enroll yourself and your dependents.  However, you must request enrollment within 

30 days after the marriage, birth, adoption, or placement for adoption.  To request special enrollment or obtain more information, 

contact Mark Grayson at 865-724-2102. 

WHCRA - Women’s Health and Cancer Rights Act Annual Notice 

 
Do you know that your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides benefits for mastectomy-
related services including all stages of reconstruction and surgery to achieve symmetry between the breasts, prostheses, and 
complications resulting from a mastectomy, including lymphedema?  Call your plan administrator, Mark Grayson, at 865-724-2102 for 
more information. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The information in this Benefits Summary is presented for illustrative purposes and is based on information provided by the 
employer. The text contained in this Summary was taken from various summary plan descriptions and benefit information. While 
every effort was taken to accurately report your benefits, discrepancies or errors are always possible. In case of discrepancy 
between the Benefits Summary and the actual plan documents, the actual plan documents will prevail. All information is 
confidential, pursuant to the Health Insurance Portability and Accountability Act of 1996. If you have any questions about this 
summary, contact your plan administrator, Mark Grayson, at 865-724-2102 for more information.©  2008-2011 Zywave, Inc.  All rights 
reserved. 
 

 
 

 

WHCRA - Women’s Health and Cancer Rights Act Notice 

 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and 
Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a 
manner determined in consultation with the attending physician and the patient, for: 

• All stages of reconstruction of the breast on which the mastectomy was performed; 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

• Prostheses; and 

• Treatment of physical complications of the mastectomy, including lymphedema. 
 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical 
benefits provided under this plan. Therefore, the following deductibles and coinsurance apply: 

• BCBS PPO:  Single Deductible $5,000/Family Deductible $10,000 with 80% Coinsurance. 
 

If you would like more information on WHCRA benefits, call your plan administrator, Mark Grayson, at 865-724-2102 for 
more information.  

 



Section 1 – Group / Employer Information – This form cannot be processed without this information

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association    ® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans  
A scanned, imaged or photocopied version of this completely executed form will have the same force and effect as the original document. 

APP-EEW (6/15)             

Section 2  - Employee/Member Information – Employee Must Complete In Full

Section 3 – Acknowledgement  - Signature and Date MUST BE COMPLETED 

ELECT:   Medical Option:  q   1  q   2    q   3  q   4     Other q Ind q Fam q EE/Spouse q EE/Child(ren)

PAID CLASSIFICATION
q Hourly q Salary q Retiree    q  Surviving  Spouse    

SUBGROUP NO.   DEPARTMENT NO.   GROUP NAME                                                                                                                         GROUP NO.                                 

Employee’s Signature: X Phone:

 PAYROLL NO.

CITY (Please do not abbreviate)  ZIPSTATE

HICN

JOB TITLE

EMPLOYEE ENROLLMENT / WAIVER
PLEASE USE BLUE OR BLACK INK ONLY 

IF YOU ARE DECLINING COVERAGE, PLEASE GO TO BACK OF FORM.

EEW-15Plan Use Only
Rec:_____________ 

- CONFIDENTIAL -

Employee should notify BlueCross BlueShield of Tennessee if any dependent’s address is different from the employee’s address. It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties include imprisonment, fines and denial of coverage. I understand, and agree, that I am applying for coverage and: 1) that any contract which may be issued to me will be subject to all the terms and conditions of the Group 
Agreement; 2) that my signature on this form will authorize any doctor, hospital, or other provider of treatment to furnish BlueCross BlueShield of Tennessee any and all medical records pertaining to any person covered by the contract; 3) that I am responsible for 
any fee for these records; and 4) that Health and Dependent Care Flexible Spending Accounts (FSAs) are on a pre-tax basis and they cannot be changed prior to the end of the plan year unless a change in status event occurs as defined in the Summary Plan 
Description and I will forfeit any amount remaining in the account after all eligible expenses are submitted for reimbursement should I over estimate my annual needs.

ELECT:   Dental Option:  q   1  q   2    q 3  q   4     Other q Ind q Fam q EE/Spouse q EE/Child(ren)

JOB CLASSIFICATION
q Management q Non-Management q Exec/Officer/Owner

Date:

ELECT:   FSA: o Health Care: $ . 
Annual Pledge Amount*

Dependent Care:o $ . 
Annual Pledge Amount*

ELECT:   Vision Option:  q   1  q   2    q 3  q   4     Other q Ind q Fam q EE/Spouse q EE/Child(ren)

ADDRESS

  EMPLOYEE LAST NAME  EMPLOYEE FIRST NAME  MI JR., SR., ETC. SSN/TIN**  Male Female
 q  q 

DATE OF BIRTH

1 Cameron Hill Circle
Chattanooga, TN 37402-0001
bcbst.com

Medical Dental Vision COVERAGE EFFECTIVE DATE: FSA 

OTHER INSURANCE
If you or listed dependents will be covered by other 
medical/Medicare or dental insurance when this 
plan goes into effect, indicate which coverage. 
 q Medical/Medicare      q Dental      

EMAIL ADDRESS***

SPANISH IS MY PRIMARY
HOUSEHOLD LANGUAGE

q

*Annual maximum applies.  See your Benefits Administrator if you have questions.        **To comply with Federal regulations we must have SSN/TIN.        ***By providing your email address, you are agreeing to receive all
 communications (presently available or that become available during the term of your policy) related to this policy, the benefits considered under this policy, your relationship with BCBST, etc., in electronic form from BCBST or its subsidiaries.

Hrs Wkd/WkFull-time Date of Hire:

Part-time / Rehire Date:

NEW ENROLLMENT (CHECK IF APPLICABLE):
 q  New Hire           q  Open Enrollment           q  Rehire

 q  Part-time change  to Full-time

q  COBRA       OR      q  STATE CONTINUATION:

q  Termination of Employment       q   Employee Eligible for Medicare
       (Voluntary or Involuntary)
q  Reduction in Hours                    q  Dependent Child No Longer Eligible

q  Divorce/Legal Separation          q  Death of Employee

EVENT DATE:EVENT DATE:

QUALIFYING EVENT:
q  Loss of Other Medical Cvg         q  Loss of Other Dental Cvg          

q  Loss of Other Vision Cvg           q  Marriage  q  New Dependent Child          

q  Court Order         q  Other (FSA Only)  

If your Group does not offer a debit card with FSA, should BCBST automatically pay Health Care FSA 
funds when medical claims are processed? q  YES     q  NO

q  Continuation Coverage Period Expired



Section 5 – Ancillary Insurance Information  ( NOTE: Products are offered by USAble Life or other carriers which are independent and solely responsible. These are NOT BlueCross BlueShield products.)

OR   TIMES SALARY 

OR   TIMES SALARY  

Section 6 – Waiver of Coverage - Complete this section to waive coverage, however, your Employer may require an additional, separate waiver form.

 GROUP NAME                                                                                                                         GROUP NO.                                 

 EMPLOYEE LAST NAME  EMPLOYEE FIRST NAME

Special Enrollment Period for Medical, Dental and Vision:  An Employee or eligible dependent who did not apply for coverage within thirty-one (31) days of first becoming eligible for coverage under this Plan may enroll if: 1) he or she had other health care 
coverage at the time coverage under this plan was previously offered; and 2) he or she stated, in writing, at the time coverage under this Plan was previously offered, that such other coverage was the reason for declining coverage under this Plan; and 3) such 
other coverage is exhausted (if the other coverage was continuation coverage under COBRA) or the other coverage was terminated because he or she ceased to be eligible due to involuntary termination or employer contributions for such coverage ended; 
and 4) he or she applies for coverage under this Plan and the administrator receives the change form within thirty-one (31) days after the loss of other coverage.  The Employee also may enroll at the next Open Enrollment Period.         

q Natural  Child/Stepchild        q  Adopted/Legal Guardian      q  Other (specify) 

q Natural  Child/Stepchild        q  Adopted/Legal Guardian      q  Other (specify) 

q Natural  Child/Stepchild        q  Adopted/Legal Guardian      q  Other (specify) 

.00$

.00$
1
2

BENEFICIARY    RELATIONSHIP      PERCENTAGE  BENEFICIARY    RELATIONSHIP      PERCENTAGE 

 GROUP NO.                                  EMPLOYEE LAST NAME EMPLOYEE FIRST NAME EEW-15

SUPPLEMENTAL 
LIFE/ADD AMT

BASIC LIFE
INSURANCE AMT

3
4

EMPLOYEE DATE OF BIRTH
X

WAIVER SIGNATURE (Note: Signature also required in
Section 3 when electing any coverage) DATE

 MI SSN/TIN**(1) DEPENDENT LAST NAME  DEPENDENT FIRST NAME JR., SR., ETC.

 MI SSN/TIN**(2) DEPENDENT LAST NAME  DEPENDENT FIRST NAME JR., SR., ETC.

q Physically Handicapped q    Full-time Student Over 19

q Physically Handicapped q    Full-time Student Over 19

q Physically Handicapped q    Full-time Student Over 19

ELECT (Mark all that apply):    q   Basic Life/ADD         q   Dependent Life        q   STD        q   LTD        q   Supplemental Life/ADD  Life Class  .00$Annual Salary

DECLINE COVERAGE – I understand that I have been offered, and have declined, coverage sponsored by my employer.
 Medical       Dental        Vision      Basic Life/ADD      Dependent Life     STD       LTD      Supplemental Life/ADD        
  q   q   q    q     q     q  q     q      

 Reason for declining (Mark all that apply):
q Other group medical coverage  q Other group dental coverage
q Other group vision coverage            q I have TennCare                   
q Other

 Male Female
 q  q 

DATE OF BIRTH

 Male Female
 q  q 

DATE OF BIRTH

 MI SSN/TIN**(3) DEPENDENT LAST NAME  DEPENDENT FIRST NAME JR., SR., ETC.  Male Female
 q  q 

DATE OF BIRTH

 Male Female
 q  q 

 MI SSN/TIN**SPOUSE LAST NAME  SPOUSE FIRST NAME JR., SR., ETC. DATE OF BIRTH

Section 4 - Dependent Information - Please provide all information for each person to be covered.  Consult employer guidelines for dependent eligibility.
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