EMPLOYEE ENROLLMENT/CHANGE FORM          
Return form to HR with benefits sheet
          This form is used instead of the carrier specific enrollment forms. Official enrollment form and company internal records.
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Employee Information:  Must be completed by employee
Employee Birthdate (MM/DD/YYYY): _____/____/_____  Email: ____________________@___________.com
	Social Security Number
	Last Name, First Name, M.I.
	Job Title

	Date of Hire
	Gender
	

	Home Address


	Apt
	City, State
	ZIP Code

	Work Address
	City, State
	ZIP Code



	Home Telephone
(        )              -
	Work Telephone
(        )              -
	No. of Hours worked Per Week
	Number of Dependents
(including Spouse/Domestic Partner)

______

	Annual Salary:
☐Hourly
☐Weekly
☐Monthly

$________________

	Primary Language Spoken (optional)
	Check One:
☐Full-Time       ☐Part-Time        ☐1099        ☐ Retiree
☐Seasonal       ☐Temporary      ☐Union       ☐COBRA

	Marital Status:             ☐ Single              ☐Married             ☐ Divorced              ☐Widowed            ☐  Legally Separated 


Additional Individuals Covered:  List individuals in your family (spouse or children) you want covered. 
	Select One:
Add ☐
Change☐           
Remove☐

	Name ☐Spouse ☐Domestic Partner
(Last, First, M.I.)
	Sex (M/F)
	Social Security Number
	Birthdate 
(MM/DD/YYYY)

         /         /

	Select One:
Add ☐
Change☐           
Remove☐

	Name ☐Child ☐Step Child ☐Other
(Last, First, M.I.)
	Sex (M/F)
	Social Security Number
	Birthdate 
(MM/DD/YYYY)

         /         /

	Select One:
Add ☐
Change☐           
Remove☐

	Name ☐Child ☐Step Child ☐Other
(Last, First, M.I.)
	Sex (M/F)
	Social Security Number
	Birthdate 
(MM/DD/YYYY)

         /         /

	Select One:
Add ☐
Change☐           
Remove☐

	Name ☐Child ☐Step Child ☐Other
(Last, First, M.I.)
	Sex (M/F)
	Social Security Number
	Birthdate 
(MM/DD/YYYY)

         /         /

	Select One:
Add ☐
Change☐           
Remove☐

	Name ☐Child ☐Step Child ☐Other
(Last, First, M.I.)
	Sex (M/F)
	Social Security Number
	Birthdate 
(MM/DD/YYYY)

         /         /

	Select One:
Add ☐
Change☐           
Remove☐

	Name ☐Child ☐Step Child ☐Other
(Last, First, M.I.)
	Sex (M/F)
	Social Security Number
	Birthdate 
(MM/DD/YYYY)

         /         /

	Select One:
Add ☐
Change☐           
Remove☐

	Name ☐Child ☐Step Child ☐Other
(Last, First, M.I.)
	Sex (M/F)
	Social Security Number
	Birthdate 
(MM/DD/YYYY)

         /         /



Coverage Selection: Choose want coverages you would like included for yourself and/or family members.  
	PLAN TYPE
(Choose Benefits if Offered)
	CHECK IF ENROLLING
	Notes about the plan

	Health Plan Offering(s) 

	☐
EE
	☐
ES
	☐
CH
	☐
FAM 
	☐
WAIVING COVERAGE
	

	Health Plan Chosen
	
	

	Choose an item.	Auto Enrolled if enrolled in Health Insurance Plan

	Choose an item.	☐
EE
	☐
ES
	☐
CH
	☐
FAM 
	☐
WAIVING COVERAGE
	

	Choose an item.	☐
EE
	☐
ES
	☐
CH
	☐
FAM 
	☐
WAIVING COVERAGE
	

	Choose an item.	☐ Employee $______________
☐ Spouse $____________
☐ Child $__________
	☐
WAIVING COVERAGE
	

	Choose an item.	☐ Employee $______________
☐ Spouse $____________
☐ Child $__________
	☐
WAIVING COVERAGE
	

	Company Paid Benefits to Eligible Employees (Choose Benefits if Offered)

	Choose an item.
	☒
	Choose an item.
	☒

Medical History:  Has any person added to coverage been seen by a medical provider, had treatement
 recommended, received care (including Rx) or been hospitalized within the past 5 years for any of the below:

Height:______  Weight:______

(please circle condition and provide additional details below)

Cancer		Autoimmune Disease		Mental Illness		Non-Generic Rx
Heart Disease	Back Disorder			Respiratory Disease		Recommended Surgery
Diabetes		Kidney Disease			Transplants			Substance Abuse
Arthritis 		Liver Disease				Current Pregnancy		AIDS/ HIV/ Hemophilia

Additional Details (please use additional pages if necessary)





Employee (print name):___________________________    Date:___________

Employee Signature:_____________________________
Request for Signature and Certification:  I understand my employer will use the above personal information to input my information directly into carrier websites to enroll me into my 
elected coverages. I certify that all statements are true to the best of my knowledge and belief and I understand that a copy of this form will be made available to me at my request. 
I authorize my employer to make the necessary deductions from my salary or wages to pay the premium when my insurance becomes effective. I understand that my payroll 
deduction amount will change if my coverage or costs change.
