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       CONFIDENTIAL
       Group Enrollment Form
Diversified Administration Corporation   PO Box 299, Marlborough, CT 06447

888-322-2524 / 860-295-0238

www.dgb-online.com

	Employer Name        Greenwich Hospitality Corporation
	Group No. DAC450S
	Location

	Employee Section: (Please print or type)

	Enrollment Type:  ( Annual Open Enrollment       (New Employee     (Marriage (attach a copy of the marriage certificate)        

(Newborn/ Adoption  (attach a copy of the birth certificate)   (Loss of Other Coverage    (Address Change    (Name Change    (Rehire (Date_______________)      

	Last Name


	Suffix


	First Name


	MI
	Social Security No.


	Date of Birth
	Office Use Only
Eff.  Date:



	Street Address


	Apt./Unit #


	City


	State
	Zip


	EE:

	Gender:  (Female    (Male                                       
	Full Time Date of Hire:  _____________________                        
	Are you actively at work:   (Yes  (No 
Do you have other insurance:  (Yes  (No               
	SP:

	Marital Status:    (Single   (Married  (Widowed   (Legally Separated   (Divorced (attach a copy of the Divorce Decree section applicable to Health Coverage only)      Date of Marriage, (MM/DD/YYYY)  ______________________                                                                                                                       
	CH:

	
	LIFE:

	Occupation:                           
	Hours weekly:
	Work Phone No.:
	Preferred Phone No.:    ( Cell      ( Home
	LSP:

	Indicate Applicable Coverage:  
	LPD:

	
	Medical
	Dental
	
	
	SPL:

	Employee
	ELECT (
	DECLINE (
	ELECT (
	DECLINE (
	
	
	
	ADD:

	Spouse
	ELECT (
	DECLINE (
	ELECT (
	DECLINE (
	
	
	
	WDI:

	Child(ren)
	ELECT (
	DECLINE (
	ELECT (
	DECLINE (
	
	
	
	LTD

	
	

	Dependent Information:  
	Admin

	Name

(Last, First, MI)
	Birth Date

(MM/DD/YYYY)
	Relationship
	Social Security Number
	Sex M/F
	

	S
	Spouse


	
	( Spouse  

( Other: 
	
	
	

	1
	Child


	
	( Natural  

( Adopted 

( Step Child  

( Other:
	.
	
	

	2
	Child


	
	( Natural  

( Adopted 

( Step Child  

( Other: 
	
	
	

	3
	Child


	
	( Natural  

( Adopted 

( Step Child 

 ( Other: 
	
	
	

	4
	Child


	
	( Natural  

( Adopted 

( Step Child  

( Other:
	
	
	

	5
	Child


	
	( Natural  

( Adopted 

( Step Child  

( Other:
	
	
	

	


	Payroll Authorization and Certification of Enrollment

I understand that the Plan will rescind coverage under the Plan with proper notice for any individual covered under the Plan if I (or if I am electing coverage for an individual as my spouse or dependent(s), my spouse or dependent(s) perform an act, practice, or omission that constitutes fraud with respect to the Plan, or I make an intentional misrepresentation of material fact.

If I am electing any coverage that provides for coverage for an individual as my spouse or dependent on a pre-tax basis, I understand that I am responsible for determining if my spouse or dependent is eligible to be treated as my spouse or dependent for federal tax purposes.  I certify that any person for whom I am electing such coverage meets the applicable requirements for spouse or dependent coverage and I agree to inform the Employer if that changes while my election of coverage is in effect.  I understand that the Employer may also require proof that my spouse or dependent meets the Plan’s eligibility requirements and that the Employer retains the ultimate authority to determine any person’s eligibility for coverage.

I authorize deductions from my earnings of the required contributions, if any, to pay my share of the cost of the benefits which I elected above. I understand that my coverage may cease if the required contributions are not made.

Employee’s Signature:    ___________________________________________________________________________      Date:  ___________________________________



	Declination of Coverage (Waiver)
By completion of this Section and my signature below, I certify that I was provided the opportunity to review materials describing my Employer’s group benefits plan, which I did or declined to do, and have elected to decline (waive) coverage for myself and/or  my  family members checked below. I understand that if I am declining health (medical) coverage for myself and/or  eligible family members because of other group health insurance coverage, I may be able in the future to enroll myself and/or my eligible family members in this Plan under Special Enrollment, provided that I  request enrollment within 30 days after the other coverage ends. In addition, I understand  that if I have a new dependent as a result of marriage, birth, adoption, or placement for adoption, I  may be able to enroll myself and/or my dependent(s) provided that I request enrollment within 30 days after the marriage, birth, adoption or placement for adoption. 


	 Employee’s Signature:  _______________________________________________________________________________   Date:  _________________________________


	Signature of Authorized Human Resource Representative:    _______________________________________________      Date:  ________________________________                                                                                                                                       




**Important:  Protected Health Information (PHI) cannot be released to your spouse or dependents, without your written consent.  By completing the form below you are designating said person to receive account information.

Appointment of Authorized Representative

I, ______________________________________________________________________________________________________

                                  [Name of Employee/Claimant]

Hereby appoint_______________________________________________________________________________________ to act on my behalf                        [Name of Authorized Representative – Please Print or Type]              
Or on behalf of __________________________________________________________________________________________

                                  [Name of Claimant:  Plan Participant or Beneficiary]

In connection with any claim for coverage or benefits under the Plan.  I authorize my representative to receive any and all information that is provided to me, and to act for me and for my covered spouse and dependent, if named above as the claimant, in providing any information to the Plan that relates to any claim for coverage or benefits under the Plan.

.

IMPORTANT:  All paper notifications from the Plan will be directed to you the Employee/Participant.            

 FORMCHECKBOX 
 My Authorized Representative may receive account information by phone/fax or e-mail.

________________________________________________      
 _________________________________________

Claimant’s Signature                                                                                Date

Accepted:  

_______________________________________________

_______________​​​​​​__________________________

 Authorized Representative’s Signature

               
                 Date                                                             
PAGE  
11-2014 30 Day 


