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AUTHORIZATION TO OBTAIN OR RELEASE MEDICAL INFORMATION: On behalf of myself and anyone enrolled on or added to this application (“Us")
or any of their designees)*, any and all records or information pertaining to medical history or servic

for purpose of identification. | understand and agree that any omissions or incorrect statement made on this application may invalidate my and/or my dependents’ coverage.
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| understand that if | and/or my dependents, if any,

dependents provided that | request enrollment within 30 days after such marriage, birth, adoption, or placement for adoption.
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waive coverage and desire to participate in the plan at a later date, coverage may be subject to treatment as a late enrollee.
| may in the future be able to enroll myself or my dependents in this plan, provided that | request enroliment within 30 days after such coverage ends. In addition,
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