Drake First Administrators, Inc.

DRAKE UNIVERSITY Out-Of-State Dependent

A. Employee Information

Medical Enrollment Form

Account No.

O New Enrollee O Change

O Special Enrollment

Your name (last, first, middle initial) Social Security Number
Address City State Zip Phone Number
Date of Birth O Male
O Female
B. Dependent Information: List all eligible dependent children.
Name(s) of Eligible Dependent Children Social Security Number Date of Birth Sex | Full-Time | Foster Step
Student Child Child
I Address City/State/Zip Code
| Address City/State/Zip Code
B
I Address City/State/Zip Code
Note: In order to ensure network benefits, you must notify Human Resources of any change of address of your
dependent during the plan year.
I Signature of employee (Please do not print) Date signed

E. Employer to Complete this Section

I Date Employed Payroll Effective Date

Employee Effective Date

Dependent Effective Date
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