
EMPLOYEE HEALTHCARE/LIFE ENROLLMENT FORM 

Group Name ___________ Group Number ___ _ 

NOTE: UPON COMPLETION, THIS FORM REPLACES ANY AND ALL PREVIOUS ENROLLMENT FORMS 

EMPLOYEE INFORMATION 
EMPLOYEE NAME (LAST, FIRST, MIDDLE INITIAL) I DATE OF BIRTH I SOCIAL SECURITY NUMBER 

STREET/MAILING ADDRESS 

CITY, STATE, ZIP SEX I HOME PHONE NUMBER 

MARITAL STATUS: □-SINGLE □-MARRIED □-DIVORCED □-WIDOWED DATE OF FULL TIME EMPLOYMENT 

COVERAGE REQUEST: EMPLOYEE/SINGLE □-HEAL TH □-LIFE (IF APPLICABLE) AMOUNT OF COVERAGE $ ___ _ 
SPOUSE □-HEAL TH 

CHILDREN □-HEAL TH 
□-LIFE (IF APPLICABLE) 
□-LIFE (IF APPLICABLE) 

I DECLINE MEDICAL COVERAGE FOR: □-MYSELF AND MY ELIGIBLE DEPENDENTS O-MY SPOUSE O-MY DEPENDENTS COMPLETE BACK OF FORM 

DEPENDENT INFORMATION: PLEASE COMPLETE FOR ALL DEPENDENTS COVERED BY THIS REQUEST DOES DEPENDENT HAVE 
SEX RELATIONSHIP DATE OF BIRTH SOCIAL SECURITY# OTHER COVERAGE? IF SO, 

DEPENDENT NAME (FIRST AND LAST) M/F TO EMPLOYEE Mo/DAY/YR LIST INSURANCE Co. NAME 

SPOUSE SPOUSE 

1. 

2. 

3. 

{LIST ADDITIONAL CHILDREN ON AN ATTACHED SHEET.) ATTACH COPIES OF LEGAL COURT CUSTODY DECREES OR QUALIFIED MEDICAL CHILD SUPPORT ORDER 

ARE ANY DEPENDENTS OVER THE AGE OF 25 ELIGIBLE FOR OTHER HEAL TH COVERAGE? □-YES O-No 
(IF THEY DO BECOME ELIGIBLE FOR OTHER HEALTH COVERAGE, IT IS THE PARTICIPANTS RESPONSIBLITY TO NOTIFY THE HR DEPT WITH THAT 
INFO). 

DEPENDENT NAME/SCHOOL I DEPENDENT NAME/SCHOOL 

SPOUSE INFORMATION: COMPLETE ONLY IF REQUESTING COVERAGE FOR SPOUSE Is SPOUSE EMPLOYED? □-YES □-No 
SPOUSE'S EMPLOYER (COMPANY NAME) I EMPLOYER ADDRESS (CITY, STATE, ZIP) 

DOES YOUR SPOUSE HAVE GROUP MEDICAL INSURANCE THROUGH HIS/HER EMPLOYER? □-YES □-No 
IF YES, □-SINGLE O-FAMIL Y EFFECTIVE DATE OF COVERAGE: 

IF You OR ANY DEPENDENT{S) LISTED ABOVE WILL BE COVERED BY MEDICARE WHILE ENROLLED IN THIS HEAL TH PLAN, PLEASE COMPLETE THE FOLLOWING: 
ENROLLEE NAME MEDICARE# PART A EFFECTIVE DATE PART B EFFECTIVE DATE IS MEDICARE ELIGIBILITY DUE TO: 

□-KIDNEY FAILURE □-DISABILITY 

IS ANY DEPENDENT OR SPOUSE DISABLED? □-YES O-NO I NAME OF DISABLED I TYPE OF DISABILITY/DATE DISABILITY BEGAN 
(QUESTION ASKED FOR COORDINATION OF BENEFITS INFO ONLY) DEPENDENT 

LIFE INSURANCE BENEFICIARY DESIGNATION LIST YOUR PRIMARY AND CONTINGENT (2ND CHOICE) BENEFICIARIES HERE. IF YOU LIST MORE THAN ONE 
PRIMARY OR CONTINGENT BENEFICIARY, YOUR BENEFIT WILL BE DIVIDED EQUALLY AMONG THE SURVIVING BENEFICIARIES UNLESS YOU INDICATE 
OTHERWISE. You MAY CHANGE YOUR BENEFICIARY AT ANY TIME. (IF BENEFICIARY IS A TRUST, GIVE COMPLETE NAME OF TRUST AND TRUSTEE.) 

PRIMARY BENEFICIARY NAME(S) AND RELATIONSHIP TO YOU CONTINGENT BENEFICIARY NAME(S) AND RELATIONSHIP TO YOU 

IMPORTANT NOTICE 

PLEASE CAREFULLY REVIEW AND SIGN THE REVERSE SIDE. 

YOUR SIGNATURE IS REQUIRED BEFORE THIS FORM CAN BE PROCESSED ! ! - -
- - - - EMPLOYER USE ONLY - PLEASE COMPLETE - - - -

□-NEW EMPLOYEE 
CHANGE: (CHECK ONE) □-SPECIAL ENROLLEE O-LA TE APPLICANT □-COBRA □-RETIREE □-OTHER
► PLEASE EXPLAIN CHANGE AND DA TE OF "QUALIFYING" EVENT AND EMPLOYEE/DEPENDENT NAMES, IF APPLICABLE:

COVERAGE REQUEST: EMPLOYEE/SINGLE □-HEALTH □-LIFE AMOUNT$ □-DECLINE MEDICAL COVERAGE 
SPOUSE □-HEALTH □-LIFE □-DECLINE MEDICAL COVERAGE 

CHILDREN □-HEALTH □-LIFE □-DECLINE MEDICAL COVERAGE 

HIRE DATE 
I

ELIGIBILITY DATE 
I

ORIGINAL EFFECTIVE DATE OF I EFFECTIVE DATE OF EMPLOYER AUTHORIZED SIGNATURE 
MEDICAL COVERAGE CHANGE 

PRIOR CREDITABLE COVERAGE REQUEST: 

□-CERT/FICA TE I □-CERTIFICATE ro FOLLOW I □-No PRIOR CREDITABLE COVERAGE 
ATTACHED (NO CERT/FICA TE) 

REV07/14 EMPLOYEE: PLEASE READ AND SIGN THE BACK SIDE OF THIS FORM FRONT OF FORM 
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