
METLIFE

MMO PPO/HSA
(PNC Application
Required)

Required Documents for Dependents Enrolled in 
Medical Coverage

SPOUSE: Working Spouse Verification Form, Marriage 
  Certificate and Current Tax Return
CHILDREN: Birth Certificates

RETURN WITHIN 30 DAYS OF EFFECTIVE DATE

Email

Complete and Return within 30 days of event

I authorize a deduction

Spouse:

Child:

Child:

Child:

Child:

 from my pay for health care coverage, if necessary for the options that I have chosen, in accordance with the standard schedule of charges in effect 
from time to time. I acknowledge receipt of copy of that schedule. I understand that Federal, State and Social Security (FICA) taxes are not withheld from my deduction, unless 
I have signed the Pretax Waiver Statement available from the Diocese Benefits Office. I  further understand that by signing this form, I am making a binding election concern-
ing my health care coverage for the Plan Year and that I may change my election only in accordance with Plan provisions. I certify that all information supplied on this form 
is true to the best of my knowledge. I understand that all benefits for myself and my eligible dependents will be provided in accordance with the plan terms. I agree to abide 
by the terms and conditions governing participation and receipt of health services in the options in which I have enrolled. I understand that falsification by me will allow the 
Catholic Diocese of Cleveland to recover payments made, cancel my coverage and or refuse to pay claims.

METLIFE

PPOPPO

(PNC Application
Required)

CONTACT PREFERENCE

RETURN WITHIN 30 DAYS OF EFFECTIVE DATE

Email

Complete and Return within 30 days of event

 authorize a deduction from my pay for health care coverage, if necessary for the options that I have chosen, in accordance with the standard schedule of charges in effect 
from time to time. I acknowledge receipt of copy of that schedule. I understand that Federal, State and Social Security (FICA) taxes are not withheld from my deduction, unless 
 have signed the Pretax Waiver Statement available from the Diocese Benefits Office. I  further understand that by signing this form, I am making a binding election concern-
ing my health care coverage for the Plan Year and that I may change my election only in accordance with Plan provisions. I certify that all information supplied on this form 
is true to the best of my knowledge. I understand that all benefits for myself and my eligible dependents will be provided in accordance with the plan terms. I agree to abide 
by the terms and conditions governing participation and receipt of health services in the options in which I have enrolled. I understand that falsification by me will allow the 
Catholic Diocese of Cleveland to recover payments made, cancel my coverage and or refuse to pay claims.

MMO PPO/HSA
(High Deductible Plan with Health Savings)

SuperMed PPO

SkyCare EPO (MetroSelect)

Standard Dental
PPO
High Option PPO (extra cost)

Single
Family

Single
Family

Yes
No

Spouse Covered on Dental
Single
Family

Yes
No

Spouse Covered on Vision

MedFlex EPO

Complete this section if you are enrolled in the Federal Health Insurance Program administered by Social Security for enrollees 65 or older or disabled. NOTE: Active lay employees
ages 65 and over (and spouses 65 and over) who have elected Medicare as their primary coverage are not eligible for Medicare Advantage coverage with the Catholic Diocese of Cleveland.

Are you enrolled in Hospital Insurance (Part A) Portion?        No       Yes    Effective Date   ______________________________      
Medicare Claim No. _________________________________Are you enrolled in Hospital Insurance (Part B) Portion?        No       Yes    Effective Date   ______________________________      
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