NORTHERN SCHOOL DISTRICT TRUST N.S.D.T.
CiO CERAH#IZ
618 Benser Ave
Ashland, W1 54806
Medical Enrollment o
Faxt 715-682-7244
District: Group #:
Hire Date: Effective Date of Coverage:
Last Name First M., Date of Bixth Social Security#
o
§~ Address
= Home Phone #
E City State Zip Gender M F
Mayital Status: Single Married
% — NewHire ___ Dther
g
5 Medical Plan Selected: ___ Single ___ Family
Spouse: Last Name First Ml
Date of Birth SS.#
Dependents: Gender
Fixst Name M. _Last Date of Bixth 8.5.# (MoxF)
£
73
g
s
Doall of the ni{s) Listed above reside at the same addressas theapplicmt? Y N
If No, Iist dependent(s)name and address:
Do you, youz spouse, oz any of your dependents have any othez Medical coverage? _Y_ N
g If !‘ es, Mmﬂmmm&inﬁmdﬁumﬁbfmnﬂmdwﬂhtﬁsappﬁmﬁm.
I have decided not to apply for the Medical Coverage Offered for: ___ Self _ Dependents __ Other
u and Iunderstand that evidence of mansbilitymaybe requested 1f I desive to apply foz such coverage ata
& |laterdate.
= St Date
E‘ Tenzoll for the eligible benefits I mdicated in the coverage section and authorize deductions frommy
Y eammgs if required . '
* Sigatie Date




