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                                                                        Date of Birth                      /                       /                    
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 Apt. # 

 State  Zip 

                                                                                     Email                                                                                                                

Name of Employer                                                                                                                                                                                                                                

PO Box 516
Latham, NY 12110
800-323-2732
www.cseaebf.com

( 3)       o Spouse      o Domestic Partner*      Date of Marriage                      /                     /                           ( 3) o M   o F  

Name (First, Middle Initial, Last)       

Date of Birth                      /                     /                                          

(For relationship, please indicate: Son, Daughter, Step-child or other)

I certify that the above information is correct:

• Not all employers allow domestic partner coverage. For New York State Employees; before enrollment of a domestic partner can be completed, the CSEA 

• When enrolling dependent children, it may be necessary for the CSEA EBF to require and/or request additional information which may include full-time

•

•

  For a detailed outline of eligibility rules, please refer to your Summary Plan Description or visit our website at www.cseaebf.com


