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	ENROLLMENT:
	 FORMCHECKBOX 
 NEW ENROLLEE
	 FORMCHECKBOX 
 SPECIAL ENROLLEE
	REQUEST FOR        FORMCHECKBOX 
 NAME             FORMCHECKBOX 
 PHONE        FORMCHECKBOX 
 TERMINATION
	

	
	 FORMCHECKBOX 
 LATE ENROLLEE
	 FORMCHECKBOX 
 OPEN ENROLLMENT       
	CHANGE:                 FORMCHECKBOX 
 ADDRESS      FORMCHECKBOX 
 EMAIL          FORMCHECKBOX 
 ADDITION
	

	
	
	
	
	

	     
	
	     
	
	     

	EMPLOYER
	
	GROUP NUMBER
	
	LOCATION/PLAN

	
	
	
	
	
	
	

	A.  Employee Information
	
	
	

	Employee Name – Last


	First


	M.I.


	Social Security Number



	     
	     
	     
	     

	Sex:   FORMCHECKBOX 
Male  FORMCHECKBOX 
Female
	Birth Date:      
	Home Phone:      
	Work Phone:      
	Extension:      

	Marital Status:  FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Legally Separated
	E-Mail Address:       
	
	

	Address – Street:      
	City:       
	State:      
	Zip Code:      

	B.  Benefit Effective Date
	
	
	

	Hire Date:       
	Effective Date of Current Coverage:       
	Rehire Date:      
	Full-Time Hire Date:       
	

	 FORMCHECKBOX 
 Hourly
	 FORMCHECKBOX 
 Salary
	 FORMCHECKBOX 
 Commission
	     
	
	     
	
	     

	
	
	
	Annual Income
	
	Life Class/Volume
	
	Occupation

	
	
	
	
	
	
	
	

	Coverage:
	Medical
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 Child(ren)
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 STD
	 FORMCHECKBOX 
Auto w/Debit       

	                    

	
	Vision
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 Child(ren)
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 LTD
	 FORMCHECKBOX 
Auto w/out Debit      


	
	Dental
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 Child(ren)
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 Supplemental Life
	 FORMCHECKBOX 
Non Auto w/Debit      


	
	Basic Life
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 Child(ren)
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 Other       
	 FORMCHECKBOX 
Non Auto w/out Debit      
 
	

	C.1  Dependent Information
	
	

	Rel.
	Last
	First
	M.I.
	Sex
	  Date of Birth
	Social Security # 
	 * Effective 

      Date
	Full-Time                           Student

	Spouse
	     
	     
	     
	      
	     
	      
	     
	

	Dep.
	     
	     
	     
	      
	     
	      
	     
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Dep.
	     
	     
	     
	      
	     
	      
	     
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Dep.
	     
	     
	     
	      
	     
	      
	     
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Dep.
	     
	     
	     
	      
	     
	      
	     
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	*It is very important that the original effective date of each dependent be provided.

	D. If making a change from previous enrollment

	Reinstatement:
	Date of Occurrence

     
	Reason:


	 FORMCHECKBOX 
 Return from Layoff
	 FORMCHECKBOX 
 Return from Leave
	 FORMCHECKBOX 
Rehire
	 FORMCHECKBOX 
 Other

     
	
	

	Cancel Employee:
	Date of Occurrence

     
	Reason:
	 FORMCHECKBOX 
Termination*
	  FORMCHECKBOX 
 Loss of Full Time Status
	 FORMCHECKBOX 
Death 
	 FORMCHECKBOX 
Retirement
	
	  FORMCHECKBOX 
 Other

     

	Add Dependent(s):

*Complete Section D.1
	Date of Occurrence

     
	Reason:
	 FORMCHECKBOX 
Marriage
	 FORMCHECKBOX 
 Newborn
	 FORMCHECKBOX 
 Adoption
	 FORMCHECKBOX 
 Loss of other Coverage
	
	 FORMCHECKBOX 
 Other 

     

	Cancel Dependent(s):

*Complete Section D.1
	Date of Occurrence

     
	Reason:
	 FORMCHECKBOX 
 Divorce/Separation


	 FORMCHECKBOX 
 Age Limit


	 FORMCHECKBOX 
 No Longer Full-

     Time Student
	 FORMCHECKBOX 
 Death


	  FORMCHECKBOX 
 Other

      Coverage
	 FORMCHECKBOX 
 Other 

     

	Cancel Flex Savings Account:
	Date of Last Deduction:      
	
	Last Day Worked      

	D.1  Dependent Information
	
	

	Rel.
	Last
	First
	M.I.
	Sex
	  Date of Birth
	Social Security # 
	 * Effective 

      Date
	Full-Time                           Student

	Spouse
	     
	     
	     
	      
	     
	      
	
	

	Dep.
	     
	     
	     
	      
	     
	      
	
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Dep.
	     
	     
	     
	      
	     
	      
	
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Dep.
	     
	     
	     
	      
	     
	      
	
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Dep.
	     
	     
	     
	      
	     
	      
	
	   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	E. Other Insurance Information

	Are you or any of your dependents covered under another Medical Plan?
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
	If yes, please complete section below.

	

	Are you or any of your dependents covered under another Dental Plan?
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
	If yes, please complete section below.

	Name/Address of Other Insurance Company

     
	Other Insurance Company’s Phone #

     
	
	
	
	
	Policyholder Name

      
	Policyholder Date of Birth

     
	

	Policyholder’s Employer Name/Address

     
	Employer Phone Number

     
	
	
	
	
	Policyholder’s Social Security #

      
	Effective Date

     
	

	Name/Address of Other Insurance Company

     
	Other Insurance Company’s Phone #

     
	
	
	
	
	Policyholder Name

      
	Policyholder Date of Birth

     
	

	Policy Number

     
	Individual(s) Covered

     
	
	

	F. Election/Waiver


	 FORMCHECKBOX 

	I hereby request coverage under the Group Policy(ies) offered by my Employer and I authorize my Employer to deduct from my earnings any required contributions.  I am an eligible employee working the required hours per week for my employer.  I hereby authorize hospitals, physicians, dentist or other providers of service to furnish to Employee Benefit Services, Inc. or its agents, upon request, any and all reports, records or copies thereof concerning any illness, injury or condition for which service was provided to me or my dependents together with like reports, records or copies thereof for all earlier services.

	 FORMCHECKBOX 

	I do not wish to enroll in my Employer’s Health Plan at this time.  I understand that I may not be able to enroll again.

	 FORMCHECKBOX 

	I am waiving Medical Coverage because I am covered through another Medical Plan.  (See Important note below.)

	 FORMCHECKBOX 

	I am waiving my spouse’s Medical Coverage because he/she is covered by another Medical Plan.  (See Important note below.)

	 FORMCHECKBOX 

	I am waiving my dependent Medical Coverage because my dependent(s) is/are covered by another Medical Plan.  (See Important note below.)

	IMPORTANT BENEFICIARY INFORMATION: (Mary E. Doe, not Mrs. John Doe) Unless otherwise specified, surviving beneficiaries will share equally.  If there is no designated beneficiary living on the date of death of the employee, payment will be made to the estate of the employee.  It is also important to remember to change or update the designation of beneficiaries when appropriate (i.e., marriage, birth of a child, divorce, etc.)

___________________________________________________________                                 ___________________________________________________

Primary Beneficiary(ies):  Name(s)/Relationship(s)/DOB                                                         Secondary Beneficiary(ies):  Name(s) Relationship(s)/DOB

IMPORTANT: If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able to enroll yourself or your dependent in this plan, provided that you request enrollment within 30 days after the other coverage ends.  In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption or placement for adoption.

If the plan allows coverage for a child under your legal custody, you must provide a copy of the legal papers.

If you are enrolling for the first time or adding Medical, Dental or Vision coverage for yourself, or a spouse or dependent, you must provide a CERTIFICATE OF PRIOR CREDITABLE COVERAGE from the previous insurance provider in order to avoid delays in the payment of your claims.

	
	
	
	

	EMPLOYEE SIGNATURE:
	     
	DATE
	     

	
	
	
	

	EMPLOYER SIGNATURE:
	     
	DATE
	     


Group Enrollment/Change Form
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*Termination for gross misconduct disqualifies EE and dependents from COBRA.
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