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_J
)

é " PLEASE LIST ELIGIBLE DEPENDENTS TO BE COVERED IN ADDITION TO YOURSELF
Relationshi Dependent Name Date of Birth
Code* P th?r:g{e Contract Facility Name Contract Facility #:
(Check One) (Month) (Day) (Year)
M F l
l 1 I 1 | 1 i A 1 1 | 1 1 1 D D 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
l 1 I 1 L 1 1 1 1 1 1 1 1 1 D D 1 | 1 I 1 ] 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
L | TN RN RS NN N TR TSN S N R Qa 1 I 1 I I T L TSN R R TR SN SN WA WU N | TS N T SR 1
|| Y VRN NN TN W W WU N MU WA Qo 1 ] 1 I S B L1 [ RN TN WA NN TR W SR N U R WU S R | L
l 1 I 1 1 1 1 1 1 1 1 1 1 1 D D 1 l ‘ 1 1 1 1 L 1 1 1 1 1 1 1 1 L 1 1 1 1 1 1 1 1
l 1 I 1 1 1 1 1 1 1 1 1 1 1 D D 1 l J 1 1 1 L 1 1 1 1 1 L 1 1 1 1 1 1 1 1 1 1 1 1
I 1 I 1 1 1 1 1 1 1 1 1 1 1 D D 1 I 1 l 1 1 1 1 1 1 1 1 1 1 L 1 1 1 1 1 1 1 1 1 e 1
*Relationship Codes: Place the following two character code in the first column to designate each dependent as follows:
\_Spouse - SP Domestic Partner - DP  Child - CH Child of DP - CD  Other Adult- OA  Other Child - OC
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