
          INFORMATIONAL FORM 

MEMBER INFORMATION 

Ben Coverage Type:  EE  / E+Sp / E + Child / Family 

Last Name: First Name: 

Member SS#:  Date of Birth: 

Home Phone: Email: 

Mobile Phone: Effective Date: 

Gender: Male Female 

Street Address: Apt#: 

City: State: 

Zip Code: Marital Status:   Single       Married   Divorced 

SPOUSE INFORMATION (If Applicable) 

Last Name: First Name: 

SS#   Date of Birth 

(If Applicable up to age 26) 

Last Name: First Name: 

SS# Date of Birth: 

Last Name: First Name: 

SS#  Date of Birth: 

Last Name: First Name: 

SS#  Date of Birth: 

Last Name: First Name: 

SS#  : Date of Birth: 

FULL NAME OF BENEFICIARY 

Primary: Relationship: 

Date of Birth: SSN:

Contingent 1: Contingent 1 Relationship: 
Contingent 1 Date of Birth: Contingent 1 SSN:
Contingent 2: Contingent 2 Relationship: 
Contingent 2 Date of Birth: Contingent 2 SSN:

GENDER

GENDER

GENDER

GENDER

M             

F

F

F

F

M             

M             

M             

H

       Mother's Maiden Name:

                               Dependent Information  

Manhattan Live DVH 5000 



Billing Application 

Requested effective date (mm/dd/year) ____/____/____ 

Billing Information 

____________________________________________________________________________________________________________ 
Contact Person      Title 

____________________________________________________________________________________________________________ 
Company Name 

____________________________________________________________________________________________________________ 
Address 

____________________________________________________________________________________________________________ 
City     State    Zip Code 

____________________________________________________________________________________________________________ 
Telephone  Fax 

Representative: ________________________________ 

EFT-Direct Withdrawal (No Charge, please complete authorization 
form below)

EFT AUTHORIZATION 

Bank Route Code#___________________ Bank Account#_______________________ 

Please deduct payment of $________ between the 20th  &  30th  of the month Prior to 
the next months coverage.  
I understand this authority is to remain in full force and effect until the company has received written 
notification from me of its termination in such time and such manner as to afford the company and depositor a 
reasonable opportunity to act on it. I have the right to stop payment of a debit entry (deduction) by sending 
written notification by fax to (914) 428-8080 three (3) business days or more before this payment is scheduled 
to be made.  

Please be aware that your bank statement will reflect the debit as Elevate Wellness Association

Signature of Depositor: ________________________________________ 

Date: ____/____/_____  

PLEASE ATTACH A CHECK MARKED 

VOID 
TO ENSURE ACCURACY 
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