	TOWN OF GILBERT MEDICAL PLAN
	MMSI

	Enrollment/Change Form Part B

Other Health Coverage Information
	Administered by MMSI
Group # C124


This Form is a supplement to the Town of Gilbert Medical Plan Enrollment/Change Form.  For employee, spouse, and eligible dependents who are enrolling in the Town of Gilbert Medical Plan, please list any other medical coverage, including Medicare that such members are covered under.
	Coverage Type:   FORMCHECKBOX 
  Medical    FORMCHECKBOX 
  Medicare   FORMCHECKBOX 
  Dental
	
	Coverage Type:   FORMCHECKBOX 
  Medical    FORMCHECKBOX 
  Medicare    FORMCHECKBOX 
  Dental

	Policy Type:   FORMCHECKBOX 
  Single     FORMCHECKBOX 
  Family
	
	Policy Type:   FORMCHECKBOX 
  Single     FORMCHECKBOX 
  Family

	Policy Holder’s Name:  
	
	Policy Holder’s Name:  

	Policy Holder’s Date of Birth (MM/DD/YY):
	
	Policy Holder’s Date of Birth (MM/DD/YY):

	Plan Name:
	
	Plan Name:

	Address:
	
	Address:

	Phone:  (         )
	
	Phone:  (         )

	Coverage Dates:                                       to
	
	Coverage Dates:                                       to

	Employer Name:
	
	Employer Name:

	Group Number/Member Number:
	
	Group Number/Member Number:

	Covered Member’s Names
	
	Covered Member’s Names

	
	
	

	
	
	

	
	
	

	
	
	


I certify that the information supplied through this form is accurate and complete.  I understand and agree that any false statements or omissions may void any benefits paid based on this information.  Furthermore, if any claims are paid because of any false statements or omissions on this form, then I may be required to reimburse the Plan for such claims.

Employee Signature: ______________________________________________   Date: ____________________________
