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NEW YORK MEDICAL COLLEGE                

           GROUP INSURANCE


        (Please print or type information)



MASTER ENROLLMENT FORM










          (Side 2)

EMPLOYEE NAME: _______________________________________________________________SSN: _______________________________



   OPTIONAL INSURANCES

CODES



FOR OFFICE USE ONLY
(INDICATE your choices for benefits - Post-tax deductions)

PERSONAL ACCIDENT INSURANCE 






(Please complete PAI enrollment form.)




Amt. of Ins.: $____________________________



Employee Only

_____
(PADD1)






Employee & Children
_____
(PADD3)


Effective Date: ___________________________



Employee & Family
_____
(PADD4)






Waived Coverage

_____
(0)


Code: __________________________________

NOTE:  Coverage not in force until enrollment form is completed.



CONTRIBUTORY LIFE INSURANCE

Options:  Choose one




Times Annual Salary
1_____
(LFS1X1)

Annual Salary: $__________________________







2_____
(LFS1X2)





3_____
(LFS1X3)

Effective Date: ___________________________






4_____
(LFS1X4)



Waived Coverage

  _____
(0)


Code: __________________________________

NOTE:  Employee Statement of Health Form may be required.
DEPENDENT LIFE

Options:  Choose one


$  5,000 Spouse / $4,000 each child
_____
(5S/4C)


$10,000 Spouse / $4,000 each child
_____
(10S/4C)


$15,000 Spouse / $4,000 each child
_____
(15S/4C)


$25,000 Spouse / $4,000 each child
_____
(25S/4C)


$  5,000 Spouse only

_____
(5S)


Effective Date: __________________________


$10,000 Spouse only

_____
(10S)


$15, 000 Spouse only

_____
(15S)


Code: __________________________________


$25,000 Spouse only

_____
(25S)


$  4,000 Children only

_____
(4C)


Waived Coverage


_____
(0)


NOTE:  Dependent Statement of Health Form may be required.
CONTRIBUTORY LONG TERM DISABILITY





(Only if annual salary is over $40,000)

















Effective Date: ___________________________



Yes
60%

_____
(LTDSUP)













Code: __________________________________


No


_____
(LTDBAS)








 INPUT DATE/INITIALS ________________________________


Employee
Signature_________________________________________________________________________________Date_________________________

EMERGENCY CONTACT - PLEASE INDICATE THE CONTACT IN CASE OF EMERGENCY:

Name: _____________________________________________________________Relationship:_______________________________________

Address: ______________________________________________________________________________________________________________

Telephone: ____________________________________________________________________________________________________________

FOR HUMAN RESOURCES/AFFILIATION OFFICE USE ONLY

Signature _____________________________________________ Title __________________________________ Date ____________________

ENROLL1



11/17/05

