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445 Fifth Avenue
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2008 Enrollment Form:
Retiree Group Medical and

(272) 592-9499 FAX Dental
mtcustsrv@cpg.org » )
WWW.CPg.org Spouse Eligible for Subsidy
CEEEEEEEEEEE———
Personal Information
Address
Title First Name M.l.  Last Name
Street
Birth Date (mo/day/yr) Social Security Number
) ) City State Zip
(1 Retiree [ Spouse of early retiree
(1 Surviving spouse of: Home Phone
Clergy ID Number
1 Clergy d Married J Male E-mail
 Lay 1 Single J Female Spouse
Former Employer/Diocese
Title First Name M.l. Last Name

Years of Credited Service

Retirement Date

2]

Birth Date (mo/day/yr) Social Security Number

Medical Coverage (Plans and monthly costs are subject to change every January 1st.)

Plan Name Monthly Cost Per Individual*
Premium Plan $360
Plus Plan $325
Comprehensive Plan $250
Premium Plan II** $184
Plus Plan II** $145
Comprehensive Plan II"™*  $125

Member Spouse
d a
d d
| |
EI |
EI d
i d

Coverage Effective Date (must be first day of the month)

(1 Medical Coverage Declined

1 Terminate Existing Medical Coverage as of (must be last day of the month)

Enroliment in Medicare Part A and Part B is required for these plans. Please attach a copy of your Medicare
card or the letter from Social Security confirming your Part A and Part B enrollment.

* Costs indicated above are actual costs and do not reflect any subsidy amount you may be receiving from
your former employer. If you are rece/vmg a subsidy from your former employer, please contact them to

determine if the amount is changing for 2008.

** These plans do not include prescription drug benefits and are available only if you are enrolled in a
Medicare Part D prescription drug plan. Please attach a copy of your Medicare card and your Medicare

Part D card.



2008 Enrollment Form: Retiree Group Medical and Dental

9—

Dental Coverage (Plans and monthly costs are subject to change every January 1st.)

Plan Name Monthly Cost per Individual Member Spouse
Dental & Orthodontia Plan  $58 Qa Qa
Basic Dental Plan $45 a Qa
Preventive Dental Plan $21 Qa a

Coverage Effective Date (must be first day of the month)
1 Dental Coverage Declined

(1 Terminate Existing Dental Coverage as of (must be last day of the month)
e ____________________________________—
Billing Information

Billing Instructions*:
(1 Bill Directly to Me (1 Pension Deduction from My Pension Check (1 Bill to Episcopal Organization

*If billing for retiree and spouse is different, please provide instructions for spouse on a separate page.

Pension Deduction Agreement and Authorization

1 I authorize The Church Pension Fund to deduct the funds indicated below from my pension benefit,
ﬁayable to the Episcopal Church CIergY and Employees’ Benefit Trust, as my monthly contribution for the
ealth coverages selected on this enroliment form. | understand that future increases in the health plan
costs will automatically be withheld (as long as | remain in the same plan(s)) from my pension benefit
without an additional authorization. | also understand that | will be notified annually of any future plan cost
increases.

initials
1 As of the coverage effective date(s), | will pay $ per month for:
 medical dental forthe coverages applicable to: dme [ my spouse and me [ my spouse.

| understand that, if | am signing up with the Medical Trust for the first time, | must enclose a check to
cover the Plan costs for the first two months, and that thereafter, the monthly cost will be deducted from
my pension check.

initials

If an Episcopal organization will be billed, please complete the following:

Name of Former Employer/Episcopal Organization Phone E-mail List Bill ID
(if applicable)
Street Address City State Zip

1 | understand that the entity listed above must sign this form as a billing authorization.

initials
R
Signatures
You must sign this form. If the pension deduction billing option is selected, you must also initial where
indicated in Section 4. The former employer or an officer of the sponsoring diocese or organization must
also sign this form only if they are contributing toward the cost of this coverage. By signing, you and/or
your former employer or diocese certifies that you are eligible for all cov_erages applied for, that you have
made health plan choices that will be effective from the coverage effective ate(s? listed in Section 2 and/or
Section 3 through the end of the plan year, and to the best of your knowledge, all information provided is

correct.

Your Signature* Date Name of Sponsoring Diocese or Organization
Former Employer’s Signature Date Street Address

Officer’s Signature Date City State Zip

“Include Power of Attorney documentation if applicable.
Phone 01/2008



