V01u51a County
FLORIDA

PERSONNEL DIVISION
To: All Health Coverage Enrollees Date: 7/23/08

! \
ALY
From: Tom Motes@

Human Resource Director

Subject: Dual Employee — Split Coverage Plan

The County of Volusia has implemented a “split plan” for employees covered under the
Health Partnership Plans. The requirements for participation in this program are:

1. Both the employee and his/her spouse must be employed by the County of

Volusia.
2. Both employees must be eligible for the health coverage benefit.
3

. Both employees must have the same type of coverage (1.e., both employees
must be covered under Health Partnership plan for the same level of coverage)

The benefits of this program are lower bi-weekly premiums if you currently have
dependent coverage for your children.

If you meet the requirements outlined above and are interested in participating in this
program, please complete the section below and return this form to the Personnel

Services along with a copy of your marriage certificate.

If you have any questions, please contact Personnel at extension 5137.

we T Hn meet the requirements
j print namz (nge print nﬁ

for participation in the split plan program through the County of Volusia please enroll us
under the split plan.
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230 N. Woodland Blvd., Svite 262 - Delnnd, FL 32720-4607
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The County of Volusia, Florida’s Flexible Benefits Plan
For Plan Year Beginning 01/01/07 and Ending 12/31/07

1a County
F— IMPORTANT! YOU MUST EITHER USE THE COUNTY"S ENROLLMENT WEBSITE, OR COMPLETE & RETURN THIS FORM

IMPORTANT!

If you are making changes, cancelflations or
adding new coverage's, additional enroliment or
change forms are needed. Contact Personnel at
(386) 740-5137, or (386) 736-5951.
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Safeguard Universat Il Dental Plan
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Reimbursement Checks?
[J No, | want to receve checks
s . D200/

This Agreement s subject to the terms of the Volusia County Flexble Benefits Plan, in effect and as may be amended from tme to tme. | understand my elections as stated on
thlslormMlbemvanedammlnamtimmﬂ\applnmm.shallhkoeﬂactasamledlnwummmspplnblomwmvokuanymahcﬁmm
compensabon agreement relating to this Plan | acknowledge that | have read and understand the terms and condibons pnnted on the reverse side of this form. If the cost for
the benefits | have elected exceed my flexdollar aliocation, | authonze the balance 10 be payroll deducted over 26 pay penods
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County of Volusia

v Personnel Services L
- EReasr> 1D 2053/
(386) 7405137 _ 5 Bt o —
/_/() C/ /Oda?/ Health Partnershjp Plan

Group Enrollment Form

Group Name: County of Volusia Group # 2081
OLLE Timiih M e e
First

Last M Home Phone

Social Secunty Number

Effective Date Employment Date Occupation Hours worked per week

Junder20 d2029 [} 30-39 G/m+

\FHPP [} Employee only I:] Employee + 1 or 2 Children [l Couple A Family D No Coverage
Coverage Election. [} Vision [} Employee only [} Employee + 1 or 2 Children [J Couple [] Famiy [} No Coverage

LIST ONLY ELIGIBLE FAMILY MEMBERS TO BE COVERED:
Name MV Gender Date of Birth Social Security Number Relationshig

If you have elected to cover your spouse 1n the area provided above, please indicate your marriage date

If you or a family member had coverage within 63 days of the agywa date of this plan, please provide a copy of the certificate of creditable coverage along with this form.

Are you or your dependent(s) covered under another group plan? ves [J No If yes, ] Employee (L] My Dependent(s)
Plan Name and Address. Bt T AR e NN e TRE Effective Date
Spouses Employer ol Phone #

COVERAGE ACCEPTANCE (Read before signing)

| hereby (1) enroll for the coverage(s) for which | am or may become eligible under this Plan, (2) authonze the required deductions, if any, from my eamings, and (3) certify that all

information disclosed on this form 1s correct
A, f/

o
GNAAERE OF APPLICANT DATE

/

REFUSAL OF COVERAGE
If you are declining enroliment for yourself or your dependent (including your spouse) because of other health coverage, you may in the furture be able to enroll yourself or your
dependents in this plan, provided that you request enroliment within thirty days after your other coverage ends In addition, f you have a new dependent as a result of maimage

birth, adoption or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enroliment within thirty days afler the mamage,
birth or adoption.

| am REFUSING COVERAGE for; d Employee

Reason for REFUSAL:

SIGNATURE OF APPLICANT DATE
ya/ctrans/hnn aenrniiment off revised



