MASTERS, MATES AND PILOTS PLANS
Administrator 700 Maritime Blvd. Suite A Telephone: 410-850-8500
Patrick McCullough Linthicum Heights, MD 21090-1996 Fax: 410-850-7502

ENROLLMENT FORWM FOR ELIGIBLE ADULT CHILDREN AGE 19-26

A Employee Information:

Last Name First Name Middle Initial (M)

Mailing Addrass Social Security Number
City State Zip Code

Gender Date of Birth: (Month/Day/Year) Home Phone Numbar Cell Phone Number
CIF [Cm

B. Adult Child Enroliment: Child's relations

[ Natural[_] Adopted Child[] Ch_i_l_d_;pla_f_;_e;l;w;’z__h_yoﬁ:-lo_r;_edop___': [ stepchild[_]- egal Guardlansh:p
Last Name First Name Middie Initial (M[}
Gender Date of Birth: (Month/Day/Year)} Social Securily Number
CIF Cw
Is your adult child : Is your adult child Efigible for other employer-sponsored
« Currently enrolled in the Plan? EIYes E] No coverage (even if not enrolled):
» Married?[ ] Yes[ ] No » through his/her own employer’?El Yes [N
» Employed? [ |Yes| |No « through his/her spouse’s employer?[_| Yes[_|N
« Is child's spouse empioyed? [_Jves[ ] No (if yes, complete Section D)
(if yes, complete Section C)

G Emp oyer. Name/Address and Phone number: If your-: Hild i is. employed provide employer name, address and -
‘phone number. If the child is married and the ‘spousé is employed,’ provide information.about the spouse's employer

Adult Child's Employer Name:

Employer Address and Phone number:

Adult Child’'s Spouse’s Employer Name

Employer Address and Phone number:

D. El|g|b|l|ty for Other Health Care Coverage. Complete the foliowmg sect:on if you:':adult child is currently ehgtble :
for health coverage elther through hlslher own employment or. htsfher spouse s employment even lf not enrolled 'ln_ 0
coverage. : — : e

Policyholder's Name: Policyholder relationship io Child | Policyholder Date of Birth: Group and Policy #
[ ]self [_]Jchild's spouse
insurance Company/Claims Administrator Name: Address: Phone #:

Employee Statement: | acknowledge by signing this form that all the information provided is true and correct to the best of my
knowledge. | understand that if | conceal information, provide false information, or otherwise mislead the Plan, my child's eligibility for
Plan coverage will be terminated retroactively and | will be liable for any claims that were paid erroneously based on the false or
misteading information. Signature Date

Adult Child’s Statement: | acknowiedge by signing this form that all the information provided is true and correct to the best of my
knowledge. | authorize the Plan Office to contact my employer to verify the existence of other coverage that may be available to me
through that employment. | understand that if | conceal information, provide false information, or otherwise mislead the Plan, my
eligibility for Plan coverage will be terminated retroactively and | and my parent will be liable for any claims that were paid erroneously
based on the false or misleading information. Signature Date

Aduit Child’s Spouse's Statement: | acknowledge by signing this form that all the information provided is true and correct to the best
of my knowledge. | authorize the Plan Cffice to contact my employer to verify the existence of other coverage that may be available to
my spouse through my employment. | understand that if | conceal infarmation, provide false information, or otherwise mislead the Plan,
|, my spouse and his/her parent will be liable for any claims that were paid erroneously based on the false or misleading information.

Signature Date
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