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ADD DELETE CHANGE[D
Y EFFECTIVE
EMPLOYEH CI OF SAGINAW DATE _
EMPLOYEE SOC. SEC. NO. _ BIRTH DATE DATE HIRED
MM oD YY
EMPLOYEE NAME TEL. )
LAST FIRST INITIAL
ADDRESS _ _
STREET CITY STATE ZIP
SPOUSE NAME _ ) BIRTH DATE .
LAST FIRST INITIAL MM DD YY
SPOUSE SOC. SEC. NO. _ _
DEPENDENT _
CHILOREN LAST FIRST INITIAL MM DD YY
LAST FIRST INITIAL MM DD YY
LAST ~ FIRST INITIAL MM DD YY
LAST ~ FIRST INITIAL MM DD YY.

If your SPOUSE Is employed, does thalr employer provide OENTAL or VISION coverage?

VISION Yes | No DENTAL | Yes | No
Insurance Co. -~ Group No. Insurance Co. - Group No,
Employer Address - City State Zlp

Signed Date
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