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Current Elections

If yow o mo clurenges, you wilf
autnmaltically be earclled in
Fhene eonerages mext year. Cordr
Jar 20003 are st for your
referese,

Coverage Changes

To chamyge ov cancel @ coverage:

I Cerele e chorce e fhe
EPErErIals PrERTTT ESMT.

2. Sager arend ke Hhe form.

J. Make a copy f2 vertfy yanr

cfaces.

Retorrn i B envelope providsd
&y Hovember 30, 2002,

If yon drer’¥ eraroll an érmre, pou
el rermarm oz your corremd
£nee . f..'.'.l".'e'm.r'w,_m.'.'r
reww choreey will fr effecioe

January 1, 2003,

De r!:e ndent Changes
1o chamyge coverage on your
dependeis, please use i
folmusing spaces, I yon have wo
ehanpes you can sk e secfion.

Acknowledgement

Your medicalidental rmrurance
ard wobunlfary bewcfils wod
coaninmae dhrvagh Decerder 31,
203, wwnfess v Barve @ qualifi-
mg change m famaly status event
{ree P e _.I":l.l aedale).

“E-“IE& Enroliment Workehasy SRI)

Sample Emglnyae.
1234 Maln Street
Wichita, KS 67208
Soclal Securlty Mumber: 123-45-6789

Gender: F - Job Gode: 210
Date of Hire: /002002  Date of Blrth: 5081981
Coverage Plan Name Coverage Level 2003 Monthly Cost
Medical FROPLAN I Family $175.00
Dental Deltm Dental Ermployes + 1 Dependent $34.38
¥idon ¥iston Benefits OF Amerim Employes + 1 Dependent §13.80
Baslc Life $25,000 WA
Supplemental Life Insumnce Mat Enmalled
Dependent Life Insurance Wt Enralled
Medical Coverage & Manthly Costs
Circle preminm amouwnd for the plaw awd crverage you wand
Plan Mame Sagle Family
(13 PPO Plan 11 £7300 E175.00
(2 PPO Plan 111 54000 £100.00
(33 Plan IV {ont-of-amea) 57500 8175.00
(43 No coverage
Dental Coverage & Monthly Coste
i trcke prensruns aworeet for e plan amd cverage yon wad
Plan Hama Enp Only Emp + 1 Dapandeat Family
(13 Delta Dental E17.19 53438 549,38

(2 Cancel this coverage,

Valantary Plane

il prewians awaensd for e Virfon plan and coverage you want; cincde other coverages ar apprapriate.
Plan Hime Enp Dnly Emp + 1 Depandent Family

(1) Vision =25 £13.80 E1R.80

(2 Caneel this coverage.

[ wi=h o enroll. Bee enclosed enrollment form.
[ wi=h o enroll. Bee enclosed enrollment form.

Cancel
Cancel

(3} Bupplemnental Life Insurance
(4) Dependent Lite Insurance

Name Bental  Vielon

Sample Dependent

BOB  Relatianship Add/Terminate Medical
260 Child Enmolled

[ understared the benafit chodces [ have elacted for the 2003 Plan Year. | authonze the Plan Sponsor
ta cleduct from my pay any equired contribution for the cost of any benefits [ indicated above,

Signature Diate
See the enclosed guide for detalls on your
benefits. Direct questions to Sonic's
Benefits Department at Anariea’s

(B00) 569-6656.



