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B | REINSTATE MEMBER K | 1SSUE CARD
C | REINSTATE DEPENDENT / SPOUSE L | DO NOT ISSUE ID CARD
D | ADD DEPENDENT / SPOUSE M | COBRA ENROLLMENT
E | TERMINATE COVERAGE N | COBRA TERMINATION
F | TERMINATE DEPENDENT COVERAGE O | STUDENT STATUS UPDATE
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EMAIL/PHONE*
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07 DEPENDENT
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Back of Enroliment Form

-y Derendenddress () e —
(if differs from cardmember)

FIRST NAME M LAST NAME ID # SSN
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