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Beforecompletingthisform,pleasereadtheMedicalContinuationBenefitsOverview(PTS-604)ortheMedicalContinuationforRetiringMembers
beforeAge65.BenefitsOverview(PTS-605),asappropriate,foreligibilityrequirements,includingadefinitionoftheRuleof70,waiverimplications,
and other important information. (These forms are available at pensions.org or by calling the Board of Pensions.)Your eligibility for continuing
medicalbenefitswillberevieweduponreceiptofthiscompletedform.

Instructions: Toenroll inMedicalContinuationcoverage,completeSectionsA,B,andC.TowaiveMedicalContinuationcoverage,complete
SectionsAandD.

Subscriber’sPersonalInformation

Subscriber’sname(first,middle,last) SSN

Address

City State ZIP

Daytimephone Cellphone Primaryemail

Ifyouarenotthemember,pleasecomplete:

Member’sname(first,middle,last) SSN

Pleasenote:Allwrittencommunicationwillbesenttoyourhomeaddress,listedabove,unlessamailingaddressisonfile.Ifyouwishtoaddor
maintainamailingaddress,pleasecompletethemailingaddresssectionbelow:

Mailingaddress

Address

City State ZIP

Note: Ifyouraddresshaschangedorwillsoonchange,pleasecompleteandsubmitanAddressandContactInformationChangeform(ENR-106).

Subscription

IwanttosubscribeforMedicalContinuationcoverageasa(checkone):

■ Memberretiringbeforeage65 ■ Terminated(inactive)member ■ Coveredpartner ■ Survivingcoveredpartner
■ Formercoveredpartner ■ Child ■ Formerchild

Iwanttoparticipatein(checkone): ■ Traditionalcoverage,MedicalPlanPC(USA) ■ HMO(Mid-KentuckyPresbyteryonly)

Iwishtoenrollthefollowingeligiblefamilymembers,includingmyself:

Name (first,middle,last) Birthdate Relationship SSN

Name (first,middle,last) Birthdate Relationship SSN

Name (first,middle,last) Birthdate Relationship SSN

Name (first,middle,last) Birthdate Relationship SSN

Useaseparatesheetifnecessary.

A

B

Medical Continuation Subscription or Waiver

() ()
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SubscriptionAuthorization

IelecttosubscribefortheMedicalContinuationProgramasdescribedintheBenefitsPlanofthePresbyterianChurch(U.S.A.)(ArticleXIII.Section
13.15orArticleXIV,Section14.1).

Iauthorize theBoardofPensions todeductsubscriptioncharges frommypensionbenefitcheck. If Iamnot receivingapensionbenefitor the
paymentamountdoesnotcoverthemonthlycostofthesubscription,IagreetopaytheduesandauthorizetheBoardofPensionstobillmemonthly,
inadvance,forthiscoverage.

MethodofPayment(checkone) :

■ Iwishtohavedeductionsmadefrommypensioncheckforthefullcostofthiscoverage.

■ Ihaveenclosedachecktopayforthecostofthiscoveragethroughthecurrentmonthplusonemonthinadvance.Ifyouwishtohavefuture
monthlypaymentsdeductedfromyourbankaccountviaBoardLink®,visitpensions.orgorcall800-773-7752(800-PRESPLAN)formoreinformation.

IunderstandthatImaypermanentlyterminatethissubscriptionatanytimebysendingadvance writtennoticetotheBoardofPensions.Otherwise,
mysubscriptionwillterminateonthedatetherequestisreceived.IfIfailtopayanysubscriptionchargewithin30daysofitsduedate,coverageis
permanentlyterminated.IalsounderstandthatifIterminatemycoverage,nore-electionispossibleatalaterdate.

Signatureofsubscriber (required) Date (mm/dd/yyyy)

Signatureofcoveredpartner (ifapplicable) Date (mm/dd/yyyy)

ApplicationandAuthorizationforWaiverofCoverage(completeonlyifwaivingcoverage)

IamapplyingforawaiverofMedicalContinuationcoverageundertheBenefitsPlanofthePresbyterianChurch(U.S.A.)andcertifythatthemem-
berand/orcoveredpartner’s,formercoveredpartner’s,orsurvivingcoveredpartner’smedicalcoverageisaqualifiedhealthplan.

Nameofmember’squalifiedhealthplan Nameofcoveredpartner’squalifiedhealthplan

■ Iwishtowaiveonlymycoveragenow(memberorformercoveredpartnermustsignbelow)
■ Wewishtowaiveonlymycoveredpartner’scoveragenow(bothmemberandcoveredpartnermustsignbelow)

■ Webothwishtowaivecoveragenow(bothmemberandcoveredpartnermustsignbelow)

I/weunderstandandacceptthat:
• If theBoardofPensionsapproves this application, theBoardwill paynomedical benefitswhatsoever for theabove-namedmemberand/or

coveredpartnerduringtheeffectivetermofthiswaiver.

• TheBoardcanreinstateMedicalContinuationcoverageforthememberand/orcoveredpartneronlyatthetimeofoneofthesequalifyingevents:

• thedeathofthememberand/orcoveredpartner,
• theinvoluntarylossofmedicalcoverage,
• retirement,
• terminationofemployment
• Idecidewithin12monthsofwaiverthatthequalifiedhealthplanisnotmeetingmyneeds

Wealsounderstandthatwemustapplyforcoveragewithin30daysofthequalifyingevent.

I/weherebyreleasetheBoardofPensionsfromanyandallliabilityresultingfromrelyingandactingupontheinformationsuppliedonthiswaiver
application.

Signatureofmember/subscriber (required) Date (mm/dd/yyyy)

Signatureofcoveredpartner (ifapplicable) Date (mm/dd/yyyy)

C

D

Mail or fax this completed form to:

TheBoardofPensionsofthePresbyterianChurch(U.S.A.)
2000MarketStreet,Philadelphia,PA19103-3298
800-773-7752(800-PRESPLAN)Fax:215-587-6215
pensions.org

Current and former Board of Pensions employees 
mail or fax this completed form to:
TheBoardofPensionsofthePresbyterianChurch(U.S.A.)
Attn:HumanResources
2000MarketStreet,Philadelphia,PA19103-3298
215-587-7270 Fax:215-587-7129 pensions.org


