
NOTE. II you are claiming a dependent on this form as a result of divorce. adoption, court order, or your dependent 
is from a spouse s previous marriage. you must submit documentation to the Health Plan in the form of a court 
order, proof of support. copy of divorce decree or legal adoption papers. Dependent coverage will not be con­
sidered without tills information, 

x _ Initials 

COLLEGE STUDENT STATUS
 

Dependent children are covered under the Health Plan until age 19 unless they are attending a college or universi­
ty full time. Coverage is then extended until age 23 or upon graduation, which ever comes first. (Full Time consists 
of 12 or more credit hours). 

Dependent Name 

College/University 

Social Security Number 

Expected Date of Graduation 

DEATH BENEFIT INFORMATION
 

I hereby designate the following beneficiary(ies) for my $20,000 death benefit from the Toledo Firefighters Health Plan: 

Primary _ 0;0 

% 

% 

Contingent (if all above are deceased) 

% 

Date Employee Signature 

I authorize any hospital or physician to furnish Toledo Firefighters Health Plan such medical information as it may require 
for myself and dependents. I authorize Toledo Firefighters Health Plan to conduct a professional and utilization review 
program of health services on behalf of myself and dependents and to coordinate benefits and/or reimbursements with 
other health or insurance companies. This certifies that the above information is correct to the best of my knowledge and 
belief. Any firefighter or spouse who violates any aspect of these rules, including, but not limited to, not promptly and 
accurately filing the annual enrollment form, not keeping the Fund office promptly advised of all changes in family status 
or employment, not complying with the terms and conditions of the spouse's insurance plan or making false or fraudulent 
statements to the Fund shall: 

1. not be eligible for future benefits under this plan; and 
2. be obligated to repay the Fund any monies paid out by the Fund because of the false or fraudulent information 

provided. 

The Health Plan reserves the right to request dependent and/or employee information at any time. Enrollment in the Health 
Plan is required every year. 

Health Plan Office, 
Date Employee Signature Within 30 Days of Receipt 




