ICKS PUBLIC SCHOOLS

Benefits Department
516-305-8922

fiducation Today
Knowledge Forever

Contributory Dental Enrcllment Cards

Those hired as a full-time administrator, teacher, teaching assistants, clerical, custodian, cleaners,
maintenance, and groundskeeper may be eligible for Dental Insurance. If you are interested in enrolling
for dental insurance complete the Dental Enrollment cards (2) below. Please circle the option plan Basic
or Enhanced.

. --coggé%ggégg giggm. - Phone: {516) 4653000
{Please Print Ali information) Faox: (516) 465-3920 . -

377 Qak Street - Suite 406 .
Garden City * New York 11530 -

POLICY HOLDER:..

_OCCUPATION:

INSURED NAME: (LAST). {FIRST).

HOME ADDRESS: CHTY: STATE: Z5P:
DATE OF BIRTH: SEX: [IMALE 3 FEMALE
SOCIAL SECURITY NUMBER:. DATE OF EMPLOYMENT: .
ANNUAL SALARY: HOURS WORKED WEEKLY:

MARITAL STATUS: ~ CISINGLE 3 MARRIED-- - - 1 WIDOWED LI DVORCEDR 1 SEPARATED

) INFORMATION FOR DEPENDENTS . L
Do you now have' sfigible dapendents” §73 Yes EINo If yes, are they to be Included in thiz plan? [7] Yes [INo  {if yes, plaasa Ust your dependents helow) - -

FIRST NAME Ity oo vt ) FIRSTNAME___ IDATE OF BIRTH

y 3y \LISPOUSE { . |BAcHLn
I = e ) y -5 1 |EJCHILD
L1 g \CICHILD Lt [EICHILD

TAM APPLYING FOR - I INDIVIDUAL OR - [£? FAMILY COVERAGE / DATE OF MARRIAGE

Reason for refuaing coverage:

I hereby request the policy halder to arrangé %o Issuance of group -~ 1t

insurance to which 1 am entitied, of to which | may he entitled, and |- a

authorize my employer fo make the periodic deductions, as applicable, th

from my earnings as my contributions taward the cost of insurance. ob E 0 NHANCED

Slaned - s PLEASE CIRCLE OPTION

" Data D:

1. J. STANIS and COMPANY, INC.

* CONTRIBUTORY DENTAL

Phone: (516) 465-3900 .
377 Oak Street * Suite 406 : (Pifa“s!e‘g%? Afﬁlfg‘:g?im, Fax: (516) 465-3920 -
Garden City - New York 11530 o
POLICY HOLDER:-.... ~ OCCUBATION:
INSURED NAME: (LAST). {FIRST).
HOME ADDRESS:_. CITY:. BTATE: ZiP:
DATE OF BIRTH: SEX:_ 1 MALE [ FEMALE
SOCIAL SECURITY NUMBER:_... DATE OF EMPLOYMENT:
ANNUAL SALARY... .~ - e HOURS WORKED WEEKLY:
MARITAL STATUS:. [ISINGLE -~ [ MARRIED - ] WIDOWED 1 DIVORCED ] SEPARATED

L ) FORMATION FOR DEPEMDENTS ER
Do you now have eligible dependents? m Yes uNu' If yes, are they to be Included in this plan? [} You LINo " {ff yes, pleass list your depéndents below,) . - -

DATE OF BIRTH
FIRST NAME. o e Pl o FIRST NAME E%TED%'\:{B'R\T(E L
y 1| {LISPOUSE . L |FeHLn
v ¢ 3 LICHIED L L L idcHLD
L b1 LICHILD L L1 ICHILD
| AMAPPLYING FOR "~ £1 INDIVIDUAL OR > [] FAMILY GOVERAGE / DATE OF MARRIAGE

Peasnn far rafiteinn

[J REQUEST TO PARTICIPATE. - - "1 (CHECK GNE)
I hereby request the policy holder ta arange to issuance of group. 5

o .
insurance to which 1 am entitled, or to which | may be entitlad, and |- I dGBASIC OR EN}iANCED

emgy
authorize my employer ta make the periodic deductions, as applicable, the LEASE CIRCLE OPTION
from my earnings as my contributions toward the cost of insurance, - plar

Slgned .

Taratis o Ermtoyes sig

Dats LR e " pah



