
BAR CODE FIELD     
 

Southern Calfornia IBEW-NECA Health Plan – Positive Enrollment Form 
P.O. Box 910918, Los Angeles, CA 90040 Telephone: (800) 824-6935 
 

“Positive Enrollment” is a process wherein participants submit copies of marriage certificates, birth certificates for dependents, 

documents related to dissolution, divorce, legal separation or annulment, the Social Security number, legal name and gender for 

all dependents. Positive enrollment ensures that your Health Trust Fund assets are used to provide benefits only for eligible 

participants and their eligible dependents. In the future, you will only be asked to provide similar notice and documentation 

when family changes occur. 

 

Please return this form in the business return envelope along with copies of the documents listed below: 

Marriage Certificate, birth certificates for dependents, legal documentation related to adoption or guardianship and documents 

related to dissolution, divorce, legal separation or annulment.  
 

   Active      Male  Married  Widowed  

IBEW #11 District Retired  Female   Single  Divorced  

 

PLEASE PRINT       SS#_________________________________ 

Name         Birthdate     

Last  First  Middle Initial    Month     Day     Year 

 

Address 

  (Street)    (City)    (State)         (Zip) 

Telephone:  (      )  
 

The undersigned understands that the Plan shall rely upon the information contained in this completed card in determining 

eligible dependents.  The undersigned acknowledges their responsibility to advise the Plan promptly in the event of any change 

in marital status and/or change in a dependent’s status resulting in his or her ceasing to qualify as a dependent under the plan’s 

eligibility requirements.  The undersigned declares under penalty of perjury under all applicable law that the information 

contained within this completed card is true and correct as of the date of execution. 
 

DATE     SIGNATURE X 

NAME OF ELIGIBLE DEPENDENTS (Please print) 
 **IMPORTANT:  Dependents must be listed on this card** 

 

Only your legal spouse and unmarried dependent children under age 19, or under age 25 if a full time student, may be included 

as dependents.  Dependent children are not covered under the Retiree Health Plan. 
 

Name of Spouse and Dependent Children Below M or F Social Security Number Birthdate 
 

       
 

       

 
 

      

 
 

      

 
 

      

 
 

      

 

 

Beneficiary for Life Insurance       Relationship  
 

Beneficiary’s Social Security Number      Beneficiary’s Date of Birth 
 

Address of Beneficiary           

           (Street)    (City)    (State) 

 (Zip) 
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