Employee Benefits Section
1114 Market Street, Suite 900
St. Louis, MC 63101

CITY OF ST. LOUIS
DEPARTMENT OF PERSONNEL

] ORIGINAL

DATE
[0 CHANGE EMPLOYED

CONSOLIDATED ENROLLMENT AND PAYROLL DEDUCTION AUTHORIZATION FORM

SECTION I: General Information

1. Name 2. Soc. Sec.#
(Last) (First} (MD
3. Address 4. Date of Birth
(Number & Street) (City) (State) (Zip) {Mo) (Day) (Y1)
5.8ex Male Female _ 6. Single  Married __ Other __ 7. Dept. No.
SECTION II: Medical Insurance Effective Date-

8. Employee Medical: Employee cost is paid up to an amount determined by the City, Complete the proper enrollment form.*

9. Dependent Medical:  Yes_ No _ (Ifdependent child is over age 19, submit qualifying proof of status as full-time student or total disability.
If adding domestic partner, Affidavit of Domestic Partnership must be submitted with enroliment form.)

10. Is spouse/domestic partner a City employee? Yes_ No__ 1l.Is s/he covered by the same Medical Plan? Yes  No

12. If Yes: Spouse/Domestic Partner Name Dept.

SECTION III: Opftional Benefits

Coverage is dependent on fulfilling carrier eligibility requirements and completing proper forms.

(If adding domestic partner, Affidavit of Domestic Partnership must be submitted with enrollment form.)

Denial Coverage* Legal Coverage
Dental Source 800-369-3485 Hyatt Legal 800-821-6400
Free Access Plan
“E” Plan
United Concordia 314-205-9605

Contact Provider For Additional Information on Optional Benefits Listed Below

Cancer/Intensive Care and Accident Expense Benefits - Deferred Compensation 800-701-8255 or 314-241-1334
AFLAC 636-227-4670
Conseco 800-628-6428 (Domestic partner coverage not available)

* Available on a BEFORE-TAX or AFTER-TAX basis.



SECTION 1V: Life Insurance Effective Date

Basic Life Insurance for the EMPLOYEE ONLY is paid by the City. Deduction will be made for coverage for which you check "Yes",

(If dependent child is over age 19, submit qualifying proof of status as full-time student or total disability. If adding domestic partner,
Affidavit of Domestic Partnership must be submitted with enrollment form.)

13. Types of Coverage: Yes No
. Dependent Life Insurance - —
. Optional Term Life o L
Ixsalary  2xasalary

Dependent Coverage

1 understand if 1 decline to enroll in either the Dependent or Optional Life coverage at time of initial employment and wish to enroll at a tater date, F may be required to
provide medical evidence of insurability and my request may be declined.

. Employee Accidental Death and Dismemberment

. Dependent Accidental Death and Dismemberment

SECTION V: Beneficiary Designation

14, Beneficiary Relationship
: (Last) (First)
Beneficiary Address
15, Beneficiary Relationship
(Last) (First)
Beneficiary Address

Full settlement will be made in equal shares to such designated beneficiary (ies) as survive the Employee. If no designated beneficiary survives the Bmployee, settlement will be
made according to the beneficiary provisions in effect at the time of settlement.

THE ABOVE BENEFICIARY ELECTION APPLIES TO THE GROUP LIFE, OPTIONAL LIFE AND ACCIDENTAL DEATH AND
DISMEMBERMENT INSURANCE UNLESS EMPLOYEE DESIGNATES IN WRITING AN ALTERNATE BENEFICIARY
DESIGNATION,

I have been provided with written material describing all of the benefits available to me under the City of St. Louis Employee Benefits
Program. 1 understand that coverage is conditioned on completing the proper cnrollment forms and fulfilling carrier eligibility requirements.
This form evidences my enrollment in those coverages checked "Yes" for me and my dependents and I hereby authorize the City of St. Louis
to make payroll deductions related to the coverage elected.

SECTION VI: Before/After Tax Authorization (Sign either #16 or #18 - not both)
CERTAIN POLICIES AND PROCEDURES /_IPPLY TO BEFORE-TAX OPTIONS.

I hereby authorize any premium for designated coverage be deducted on a BEFORE-TAX basis.

16. Signature 17. Date

1 hereby authorize any premium for designated coverage be deducted on an AFTER-TAX basis.

18, Signature 19. Date

LCB-1(REY 07/06)



