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______________________________________________________________________________ 
Plan Member’s Last Name, First Name:                                                        EBFA Stakeholder Number:    
  
Plan Member’s Other Coverage: 
 

  Other employer coverage   

  Retiree coverage       

  Personal coverage       
 
Policy Holder Name:__________________________ Name of Insurance Company:___________________________  
 
Start Date:________________________                     End Date:______________________ 
 
Please place a check mark in the following boxes if you have Coverage with the above-named insurance carrier for the 
following:  
 

  Prescription Drugs   Single    Family  

  Dental     Single    Family   

  Vision     Single    Family   

  Extended Health Care   Single    Family    
       
Spouse’s Coverage (includes Common Law)  
 
Policy Holder Name: _________________________   Name of Insurance Company: __________________________   
 
Start Date:  _______________________                      End Date:_______________________ 
 
Please place a check mark in the following boxes if you have Coverage with the above-named insurance carrier for the 
following:  
 

  Prescription Drugs   Single    Family  

  Dental     Single    Family   

  Vision     Single    Family 

  Extended Health Care   Single    Family       
    
Other Coverage (i.e post-secondary school insurance, another parents coverage etc.)  
 
Policy Holder Name: _________________________   Name of Insurance Company: __________________________   
 
Start Date:  _______________________                      End Date:_______________________ 
 
Please place a check mark in the following boxes if you have Coverage with the above-named insurance carrier for the 
following:  
 

  Prescription Drugs   Single    Family  

  Dental     Single    Family   

  Vision     Single    Family 

  Extended Health Care   Single    Family       
 
 
Plan Member’s Signature: ________________________________________ Date: _________________________ 
 

Plan Member’s Information  


