Discovery Benefits
COBRA

Employer

1. Employee Information

I I Female D Male D

Employee Name (First, Middle Initial, Last)

Date of Birth Hire Date Social Security Number

I | 1 I f- 0 1-1 1711
Address Phone

I | L1 1 L1 1T 111
City State Zip

2. Covered Family Members

Spouse Name (First, Middle Initial, Last)

Date of Birth Social Security Number

I | 1 1 1-1 1 1-01 1711
Address (If different from above) Phone

I | LI 1 L1 [ 111
City State Zip

Children(s) Name(s) (Please attach sheet for additional dependents.)
Dependent(s) Na_me Relationshﬂ:) Social Security Number Date of Birth

T

3. Employer Representative Authorization

Employer
Representative | | Date | |Phone

3216 I3TH AVE S - PO BOX B60 - FARGO, ND 58107-0860 FSA - HSA - HRA - COBRA, - Transportation
PHMN: 701.451.3300 - 800.451.3300 - FAX: 701.451.3240
DISCOVERYBENEFITS.COM



