ELECTRICAL WORKERS BENEFIT TRUST FUND

ADULT CHILD ENROLLMENT FORM (AGES 19 through 25)

To Be Completed for Enrollment of Dependents who are between the ages of 19 through 25.

Participant’s Name ____________________________________________SSN______________________

Participant’s Address____________________________________________________________________

Participant’s Telephone #__________________Participant’s Email Address ________________________
Dependent’s Name____________________________________________SSN______________________

Dependent’s Address (if different)_________________________________________________________

Telephone #___________________________Email Address ____________________________________

Is Dependent a Full-time Student?    ______  YES      ______ NO

Is Dependent Employed? _____ If Yes, Name of Employer ______________________________________

Is Dependent eligible to enroll in an Employer offered Health Insurance Plan?   ______ YES      _____ NO

Address of Dependent’s Employer (If employed)______________________________________________


Telephone Number of Dependent’s Employer (if employed)____________________________________

Is Dependent Married? _____ If So, Name of Dependent’s Spouse_______________________________

Is Dependent’s Spouse Employed?_____ If So, Name of Employer _______________________________

Is Dependent eligible to enroll in spouse’s Health Insurance Plan?    ______ YES      _____ NO

Address of Dependent’s Spouse’s Employer (If employed)______________________________________

Telephone Number of Dependent’s Spouse’s Employer (if employed)_____________________________

I hereby attest that health care coverage is not available to this Dependent through either his/her direct employer or through his/her spouse’s employer.   The Fund Office has our permission to contact the employer(s) listed above, if applicable, for verification of health care coverage availability.  I understand that if this information changes, it is our responsibility to notify the Fund Office immediately.  I understand that if I intentionally falsify or fail to give any of the information on this form, claims may be denied and I may be subject to litigation by the Fund.  I also understand that I must notify the Fund of any changes in the above information within 30 days of the change.  

Participant’s Signature___________________________________________Date____________________

Dependent’s Signature  _________________________________________  Date: ___________________

