Wells Fargo Third party Administrators, Inc.




      Benefits Administered by:






EMPLOYEE ENROLLMENT FORM

 









Triangle Orthopaedic Associates, P.A.      








Policy ID #: TOA
Effective date of coverage  ______________________
NAME
(LAST, FIRST, INITIAL)



Male / Female



SOCIAL SECURITY NUMBER
ADDRESS (STREET, CITY, STATE, ZIP)





     TELEPHONE      MARITAL STATUS

         

DATE OF BIRTH

        FULL-TIME DATE OF HIRE

Specific Job Title





                     (Month/Day/Year)

COVERAGE ELECTIONS

DENTAL
( Decline
( Employee Only
( Employee/Spouse
( Employee/Child(ren)
( Employee/Family

Name of spouse and/or eligible dependent child(ren) .  Eligible students are the unmarried children of covered persons, age 19 to 25, and full-time student status
	NAME
	AGE
	SEX
	BIRTHDATE
	SOCIAL SECURITY #

	Spouse


	
	
	
	

	Child
	
	
	
	

	Child
	
	
	
	

	Child
	
	
	
	

	Child
	
	
	
	

	Child
	
	
	
	


Are you currently at work    Yes_____   No______
I declare that, to the best of my knowledge and belief, all of the statements and answers given above are correctly recorded and WFTPA can rely and act upon them in processing my employee request for group health coverage. I am a full-time employee regularly working at least 30 hours per week.  I hereby apply for group coverage and authorize my employer to deduct from monies due me my contribution, if required, toward the cost of the group coverage I selected.  This authorization applies to the plan as presently constituted or hereafter amended and shall continue to apply unless rescinded by me in writing.  I UNDERSTAND THAT IF EVIDENCE OF INSURABILITY IS REQUIRED ON BEHALF OF MY DEPENDENTS OR MYSELF, COVERAGE WILL NOT BE EFFECTIVE UNTIL APPROVED.  FRAUD WARNING: Any person who knowingly makes a false, incomplete, or misleading statement with the intent to deceive any insurer or to obtain coverage that they are not entitled to may be guilty of a criminal offense and may be subject to an action by the insurer to rescind coverage.

Signed:










Date:







(Employee)
Signed:










Date:






(Employer)

Return Form To:

Wells Fargo TPA, Inc./ PO Box 71489/ Newnan GA 30271/ Phone: 770.683.1050/ Fax: 770.683.1067

