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I certify that the information provided in this form is accurate and complete. I have read the retiree appendix in the medical Summary Plan Description
and understand my election decision. I have verified that my listed dependents are eligible for coverage based on the provisions of the Retiree Medical 
Program. I understand inaccuracies in the information I have provided can result in permanent cancellation of my retiree medical coverage.

Signature Date

Posted Oct. 2024


