eT.ER?ﬁr T0) BE COMPLETED BY BENEFITS OFFICE:
S P E | L_ Effective Date: 1 1

‘ & 'UrisstHaskh Grup Campany Client Code: Sub Code
G/LNumber: oo

Columbia, MD

Vision Plan Enrollment Form

Organization Name: lllinois Municipal Retirement Fund

. Check the Appropriate Boxes
Coverage Desired

| REASON FOR CHANGE IN STATUS
] New Enrollment

[C] Employee Only $1.50 | [J Termination Death
[J Change of L] Marriage Divorce
[ Employee + Ore §13.25 ‘ Status/Address 1 Newbom Child Last Name/Address Change
Other Insurance
] Employee + Family $20L.70 [] Open Enrollment | Move to COBRA [] Adoption/legal custody
of child
[ cosaa [ Legal custody of
parent
[C] Dependent child
married/reached age
limit

I1. Employee Information [please print clearly}:

Unique Member ID Number SSN) - -

Your Name

_ (First) (Middle Initial) (Last)
Birth Date / /

Address

i FirstName Last Name Birth Date Full Time Student? Sex

'I SPOUSE ' not applicable CImy CIF
Child I | [JYes ® No VAN ;
Child { { [ Yes [INo CIm 7 OF
Chid _ g [Jves (ve O™/ OF
Child N E— ] qves CIwe  [OM/OF
| agree to continue enrollment in the vision plan for a period of 12 months I Pleasereturn to:

DoyleFowe LTD

Your Signature Date

105 South York Rd., Suite230
Elmhur g, IL 60126

Spectera, Inc. administers vision benefits underwritten by the following entities: L 221
United HealthCare Insurance Company, United HealthCare Insurance Company of New York, Unimerica Insurance Co.,
Inc., and American General Assurance Company.

20 = EF5t



Health Care Program Premium Deduction Authorization

for IMRF-endorsed Plans
IMRF Form 7.10E (Rev. 09/2007)

. Pleaseindicate which program you are NEWLY applying for by checking the appropriate box(es) below.
. Please note: All programs except for Sav-Rx require additional applications.

. Return completed form to: Doyle Rowe LTD., 105 8. York Road, Suite 230, Elmhurst, il. 60126.

. If you have any questions contact Doyle Rowe at 1-800-564-7227 or www.doylerowe.com.

PLEASE PRINT OR TYPE
Member's first name Middle Initial Last Jr., Sr., 11, etc.
Birthdate Social Security Number
(If applicable) Spouse's first name Middle Initial Last Jr.,, Sr., 1, etc.
Birthdate Social Security Number
Home street (Mailing) address I
City, State, and ZiP + 4 Home Telephone Number I

l'o be completed by applicanl. Please mnote thad all programs exc

CHECK OMLY THE PLAN YOU AHE NEWLY EMAOLL
FecHiCare Bardora Choles ) incdivicssl ] Spouse | Mercy Health Plan Prsmler Plus [ Indlvldual [] Spouse
Unied Heallh Care Medicars Complate ] imdvidusl [ Spowss ! Humana Privale Fes for Service [ Indhvidual [ Spouss
Health Cars AlRARCE [ imdiwiciual [ Spouss I Prudential Long Term Care Plan  [] Individual [ Spouss
Biue Cross Blus Shield of llinols [] imdividal [] Spouse | Baw-Fx Adventags Card [] indhvidual ] Spoiuse
Blue Cross Bililii Shield of Texas [ individual  [[] Spouse Dialta Dwental of Ninols [7) Individual []Spouse [] Family

Spectera Vision Care Plan  [_| Individual [ Spouse ] Family

IMEMBER AUTHORIZATION

I authorize and request the Illinois Municipal Retirement Fund (IMRF) to deduct premiums for the selected program(s) from my
IMRF benefit payment and to remit the amount deducted to the health care program. I authorize IMRF to release information to the
hedlth care programin order to ensure proper handling of premiums. 1 understand IMRF will adjust deductions in response to changes
in the premiums. | further understand that IMRF will cease making any deduction if the premiums exceed my IMRF benefit amount.

This authorizationis not an assignment of my right to receive payment. This authorizationwill remain in effect with IMRF until
cancelled by written nati ce from me.

Megmber Signature* Date Spouse's Sighature Date
Member signs if member is receiving benefit payment; Spouse signs if spouseis receiving surviving spouse benefit
or if spouseis enrollingin the Sav-Rx Advantage Card Program.
FOR IMRF DATE ENTERED DATE EFFECTIVE
USE ONLY IMRF Form 7.10E (REV. 09/2007)




TO BE COMPLETED BY ADMINISTRATOR

COVERAGE
PLAN NAME! PLAN CODE MEMBER PLAN CODE SPOUSE EFFECTIVE
PacifiCare Seniors Choice
‘Blue Cross Blue Shisid of iMinals
Blue Cross Blue Shieidd Texas
Health Care Alllance
Mercy Health Plan Premler Plus
Humana Private Fes for Service
Humana HMO
Eav-Aux Advantage Card
Prudential Long Term Care Plan
PLAN CODE ___ Member - Coverage Effective Date
Delta DentalPland ilfinois PLAN CODE __ Spouss Coverage Effective Date
PLAN CODE Family. Coverage Effective Date_
PLAN CODE Member Coverage Effective Date
Spectera Vislon CarePlan PLAN CODE Spouse Coverage Effective Date
PLAN CODE, Family. Coverage EffectiveDate

IMRF Form 7.10E (REV. 09/ 07)




