
EXTENDED COVERAGE DESIGNATION FORM

Group Number: SubGroup:

PLEASE USE BLACK INK

Group Name:

GMEBS Life & Health
Enrollment Processing 
PO Box 105377
Atlanta, Georgia 30348

MAIL TO:

Effective Date:Employee’s Social Security Number:

Last Name: First Name: MI:

Home Address:  

City: State: Zip Code:

Home Phone:
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Please Check Reason for Coverage Maximum Coverage Allowed

Termination/Retirement 18 months

Reduction of hours (less than 30 hrs per week) 18 months

Employee Death

Divorce or Legal Separation

Cessation of Dependent Status

36 months

36 months

36 months

Date of Birth:

SSN, If other than employee:

EMPLOYEE SIGNATURE Date:

EMPLOYER SIGNATURE Date:

OR

Coverage applied for:

Please extend coverage for: Employee Spouse Child/Children

Dental

Medical

Coverage To Extend:
Yes No

Yes No

Please complete page 2 for covered dependents.

PPO 80/60

PPO 90/70

HMO

POS 80/60

%

POS 80/70



Social Security Number:Group Name:

Last Name: First Name: MI:

Please complete the above information

Last Name: First Name: MI:

Social Security Number: Date of Birth:

S
p
o
u
s
e

Sex:

Female

Male

Dental

Medical

Coverage Applied For:

Yes No

Yes No
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Last Name: First Name: MI:

Social Security Number: Date of Birth:

C
h
i
l
d

Sex:

Female

Male

Handicapped?

Yes

No

Dental

Medical

Coverage Applied For:

Yes No

Yes No

Last Name: First Name: MI:

Social Security Number: Date of Birth:

C
h
i
l
d

Sex:

Female

Male

Handicapped?

Yes

No

Dental

Medical

Coverage Applied For:

Yes No

Yes No

Last Name: First Name: MI:

Social Security Number: Date of Birth:

C
h
i
l
d

Sex:

Female

Male

Handicapped?

Yes

No

Dental

Medical

Coverage Applied For:

Yes No

Yes No

Last Name: First Name: MI:

Social Security Number: Date of Birth:

C
h
i
l
d

Sex:

Female

Male

Handicapped?

Yes

No

Dental

Medical

Coverage Applied For:

Yes No

Yes No
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