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IMPORTANT PLEASE PRINT ALL SECTIONS IN BLACK INK

SECTION 1	 EMPLOYER TO COMPLETE THIS SECTION
Company Name		  Phone

Address

New Enrollment ❑   Change ❑   Other ❑
Changes (Check appropriate boxes)

Plan Selected- Kaiser HMO
❑ $5 (No. Cal. Only)
❑ $10
❑ $15
❑ $20

(        )

SECTION 4	 EMPLOYEE/DEPENDENT ENROLLMENT INFORMATION

❑ Add dependent(s) - List information in Section 4
❑ Drop employee or dependent(s) - List those being deleted in Section 4
❑ Address change - Complete Section 3
❑ Name change - Complete Sections 3 and 4

Additions, Terminations or 
Changes of Coverage: Report 
all additions, terminations or 
changes of group coverage to 
Printing Industries Benefit Trust 
no later than the 20th day of the 
month in which it is effective.

FOR PIBT USE ONLY

GROUP #

COVERAGE EFFECTIVE DATE

PIBT ACCOUNT NO.

Marital Status
❑ Single
❑ Married

%

%

Must equal 100%

SECTION 3	 EMPLOYEE INFORMATION
Last Name	 First Name	 M.I.

Social Security Number	 Full Time Hire Date	 Employment Status	 Job Title
	          ❑ Salaried ❑ Hourly
Residence Mailing Address (Number, Street, Apartment)	 City	 State 	 Zip

Home Telephone	 Mobile Phone Number	          Have you or any of your dependents ever been a Kaiser member ? ❑ Yes ❑ No
		           Have you or any of your dependents waived Kaiser coverage in the past 12 months? ❑ Yes ❑ No

Effective Date Requested (must be 1st of month following employer waiting period)		  Occupation
 

NOTE: Any dependent child age 19 or over will not be added until Section 8 of this form is completed and approved.

SECTION 2	 LIFE INSURANCE BENEFICIARY INFORMATION
Life Beneficiary (Full Name)	 Address (if different)	 Relationship	

Life Beneficiary (Full Name)	 Address (if different)	 Relationship	

(        ) (        )

Date of Marriage

❑ $25
❑ $30
❑ $40
Check One
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