3130 Ames Place, NE, Washington, DC 20018-1513

/TEAMSTERS LOCAL 639 - EMPLOYERS HEALTH TRUST

202-636-8181
Toll Free 1-800-983-2639

To be completed by MEMBER (please print, except for Signature)

Member's
Name: Member's Saocial
Last First Mi Security Number:
Address: Member's
Street | P.0. Box Date of Birth: | |
Member's
City State Zip Home Telephone: ( )
Marital Status: Single Married*  Separated Male Female
Divorced* __ Widow/Widower Date Member Joined Union:

*Please attach copy of marriage certificate or divorce decree.

If Married, Date of Marriage: | I

Present Employer:

Primary Beneficiary (for Life Insurance & AD&D benefits):

Last First Ml
Address:

Street / P.0. Box

City State Zip

Relationship to Member:

Date of Birth;

Contingent* Beneficiary (for Life Insurance & AD&D benefits):

Name:
Last First Mi
Address:
Street / P.0. Box
City State Zip
Relationship to Member:
Date of Birth:

*If you die and your primary beneficiary is deceased, your contingent beneficiary will receive your benefits.
If you wish to divide your benefits among several persons, you need to fill out a separate form indicating the names, addresses, dates of

birth, relationship to you, and the percentage each person is to receive.

Dependents (refer to the reverse side of this card and/or the Summary Plan Description for definition of dependent):

If dependent children, please attach a copy of the birth certificate.

Name Relationship to Memher Date of Birth Social Security Number
Spouse

Note:  If any dependent has other insurance coverage, please list each dependent’s name and the name of the other insurance company.

Name Other Insurance Company

Name Other Insurance Company

Member's Signature Date

The above information supsrsedes all previous enroliment cards. 5.




