ELECTRICAL WORKERS LOCAL 332

ENROLLMENT CARD UNITED

YOUR CLAIMS WILL NOT BE PROCESSED UNLESS ADMINISTRATIVE
HEALTH AND WELFARE TRUST YOUR ENROLLMENT CARD IS ON FILE (Please Print) SERVICES
NAME OF PARTICIPANT (Last, First, Mi) DATE OF BIRTH | SOCIAL SECURITY NO. EMPLOYER NAME
HOME ADDRESS OF PARTICIPANT  (City, State, Zip) TELEPHONE NO. (include Area Code)
0 MALE O FEMALE DO YOU HAVE DO YOUR OTHER MEDICAL INSURANCE:
OTHER MEDICAL | DEPENDENTS HAVE | DEPENDENT'S NAME:
O SINGLE O WIDOWED INSURANCE? OTHER MEDICAL
T DR —— INSURANCE? NAME OF COMPANY:
SEPARNIED | LivES piNo QYES ONO | ADDRESS:
MARRIAGE DATE (If applicable): DIVORCE DATE (If applicable):
DEPENDENT INFORMATION DQ:;ETgF SOC'AL%‘CUR'TY RELATIONSHIP EMPLOYER
NAME AND ADDRESS OF SPOUSE'S EMPLOYER Are any of your dependents over age 18 full-time students? QYES ONO
Name of School: Name of Student:
PARTICIPANT SIGNATURE: DATE:

----FOLD ON THIS LINE AND RETURN
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UNITED ADMINISTRATIVE SERVICES
P.O. BOX 5057
SAN JOSE, CALIFORNIA 95150-5057



