
THE FOLLOWING STATEMENTS MUST BE READ, SIGNED BY THE ENROLLEE, AND NOTARIZED:

I certify that all information that I provide is accurate and complete. I understand that any misrepresentation or failure on my part,
intentional or unintentional, to fully disclose any information may be grounds for disqualification or discharge from employment
and denial of benefits from insurance coverage and the Sheriffs’ Pension Fund. I am aware that if I do not provide a full and accurate
disclosure of all information requested, or intentionally make any false statements with respect to my application and the
enrollment process, I may be guilty of perjury and/or false swearing and subject to prosecution therefore.

I agree to all examinations and tests deemed necessary and authorize any medical information to be furnished that the employer,
the insurer, or the Sheriffs’ Pension Fund shall deem necessary. I understand that all medical information provided to the Sheriffs’
Pension Fund will be maintained in a confidential manner and will be used only by the Board of Trustees and appropriate Pension &
Sheriff’s Office staffs for making determinations with respect to preexisting conditions or application for disability benefits. I understand
that I will be required to sign an exclusion of preexisting conditions, thereby disqualifying me from retirement benefits based upon that
condition(s).

I understand that if the enrollment process is not completed within six (6) months from the date of my employment, vesting for
disability benefits will not begin until the enrollment process has been completed.

Signature of Enrollee

Sworn and subscribed before me this day of ,

Notary Public

Parish Sheriff’s Office

HAVE YOU EVER BEEN: Mark an X in the space to indicate yes.
Rejected/discharged for medical reasons for:

Military Service? Employment? Insurance policy or rated? Membership in SPF?

EXPLAIN ANY ITEMS CHECKED

TO DETERMINE PREEXISTING CONDITIONS, HAVE YOU EVER HAD A WORK-RELATED INJURY? Yes No

If yes, give date and explain

MEDICINES - Mark an X in the space to indicate medicines you have ever taken or are now taking
Now Past Now Past Now Past

Blood Thinners Heart Medicine Sedatives
Cortisone-type Drugs Blood Pressure Medicine Tranquilizers
Steroids Insulin Other Medications
Dilantin/Anticonvulsants

Specify reason for use of the medication(s).

List dosage and frequency of medicines you are currently taking

List medicines you are allergic to

Examining Physician’s Initials -1- Enrollee’s Initials



Hepatitis






