The University of Tennessee Health Science Center
2008-2009 Dependent Enrollment Form

In order to enroll steps 1 through 5 must be complete.

1. Complete all Student information. Incomplete information will delay processing.

Student Name:

Last Name First Name Mi
Student ID #: Email Address:
Mailing Address:
Apt. #
City: State: Zip Code:
Phone Number: Date of Birth: Sex: O Male 0O Female
mm/dd/yy
2. List Dependents to be insured. Dependent coverage is only available if the student is covered.
Dependents Last Name First Name DOB Social Security Number M/F
Spouse
Child
Child
Child
3. Newly Enrolled Dependents Select Enrollment Period.
890445-JND11 A B C D
June Start Date Annual First Semi-Annual Second Semi-Annual Monthly
6/30/08-7/5/09 6/30/08-1/5/09 1/6/09-7/5/09 Effective Date  Term Date*
*term date may not exte-nd beyond 7/5/09
2. Spouse 0$4,121 0 $2,061 0 $2,061 0$343
3. All Children 0%$2,348 0$1,176 0$1,176 0$196
890445-AND11 A B C D
August Start Date Annual First Semi-Annual Second Semi-Annual Monthly
8/10/08-8/16/09 8/10/08-2/16/09 2/17/09-8/16/09 Effective Date  Term Date*
*term date may HO; extend beyond 8/16/09
2. Spouse 0$4,121 0 $2,061 0$2,061 0$343
3. All Children [0 $2,348 0$1,176 [1%$1,176 [1$196

3a. Previously Enrolled Dependents Select Here

890445-JRD11 A B C D

July Start Date Annual First Semi-Annual Second Semi-Annual Monthly
07/06/08-7/5/09 07/06/08-1/5/09 1/6/09-7/5/09 Effective Date  Term Date*

*term date may not exte_nd beyond 7/5/09

2. Spouse 0$4,121 0 $2,061 0 $2,061 0$343

3. All Children 0 $2,348 0$1,176 0$1,176 0 $196

890445-ARD11 A B C D

August Start Date Annual First Semi-Annual Second Semi-Annual Monthly
08/17/08-8/16/09 08/17/08-2/16/09 2/17/09-8/16/09 Effective Date ~ Term Date*

*term date may not extend beyond 8/16/09

2. Spouse 0$4,121 0 $2,061 0$2,061 0$343

3. All Children 0 $2,348 0$1,176 0$1,176 0 $196

PLEASE COMPLETE AND SIGN THE SECOND PAGE OF FORM.
APPLICATIONS WITH MISSING INFORMATION WILL NOT BE PROCESSED.

WITHOUT YOUR SIGNATURE, WE WILL NOT ACCEPT YOUR APPLICATION.




4. Designate Payment Method.
Make check or money order payable to Holland Insurance Inc. or refer to the charge card authorization to charge premium to a Visa or MasterCard (Please note
Visa and MasterCard are the only credit cards accepted). CASH WILL NOT BE ACCEPTED.
CREDIT CARD AUTHORIZATION-PLEASE PRINT CLEARLY. (VISA OR MASTERCARD ARE THE ONLY ACCEPTED CREDIT CARDS)

cterge atamunc: s JLILIL]L L
RSV ———— | ] ] S [

Signature of Cardholder:
Printed Name and Address(if different from student):

5. Notice to Student (Signature required)
| have carefully read the brochure and elect to enroll as indicated. Rates are not pro-rated other than as listed. | permit The University of
Tennessee Health Science Center to provide Aetna Student Health with my enrollment status for purposes of eligibility under this plan. |
warrant that the information | have provided on this application form is true and | am aware that if | provide false information, my
coverage, and coverage for my spouse and child(ren) can be made void. | understand that if it is later determined that the student is not
eligible, the premium will be refunded, unless a claim has been filed, but premium is not refundable for reasons other than eligibility.
Please note: Dependent enrollment is contingent upon the student’s eligibility for enrollment with the school. If the student takes a
leave of absence or does not register for classes from one semester to the next, and becomes ineligible for the plan, the dependents of
that student are no longer eligible. If the dependent application and premium is received after the semester start date, then coverage
will become effective on the day of the postmark date of the application. Under no circumstances will applications for dependent
coverage be accepted after the enrollment deadline date.

Please note: All enrollment forms must be submitted to Holland Insurance at the address indicated below.

Signature: Date:

MAIL or DELIVER to: Holland Insurance, 6820 Cobblestone Blvd., P.O. Box 328,
Southaven, MS 38671, Phone # (662) 895-5528, Fax # (662) 895-5549
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