Group Benefits Enrollment Form


	For Company Use Only (effective 1/1/2019)

	Class: ___Semi-Monthly_ _________________________

Salary: _________________________________________

Department: ____________________________________

Effective Date: __________________________________

	


	

	Reason for Enrollment:   New Hire   Open Enrollment  

Qualifying Event:    FORMCHECKBOX 
 Loss of coverage    FORMCHECKBOX 
 Marriage    FORMCHECKBOX 
 Divorce    FORMCHECKBOX 
 Birth    FORMCHECKBOX 
 Adoption    FORMCHECKBOX 
 Over-age dependent    FORMCHECKBOX 
 Hours Reduction

	Coverage Selected:   Medical     Dental      Vision   

	Status Change:   Add Dependent    Delete Dependent    Address Change   Termination

 Electing COBRA (Reason for Election) _________________________________________

 Waiver of Coverage   Other _______________________________  





	Personal Information

	Employee’s Full Name
	
	SSN
	Occupation

	Home Address
	City
	State
	Zip Code
	County

	Home Phone
	Work Phone
	Email Address
	Date of Birth
	Date of Hire

	Gender

 Male     Female
	Marital Status

 Single     Married  
	Primary Language

 English    Spanish    Other __________
	Hours Worked Per Week

	Dependents To Be Covered

	Name of Person to be Covered

     Last                     First                     MI
	SS #
	Gender
	Date of Birth
	*Address (if different than employee)

	Spouse


	
	 M

 F
	
	

	Child

* Resides with Employee  Yes  No
	
	 M

 F
	
	

	Child

* Resides with Employee  Yes  No
	
	 M

 F
	
	

	Child

* Resides with Employee  Yes  No
	
	 M

 F
	
	

	Child

* Resides with Employee  Yes  No
	
	 M

 F
	
	

	Child

* Resides with Employee  Yes  No
	
	 M

 F
	
	

	Child

* Resides with Employee  Yes  No
	
	 M

 F
	
	


	

	Are you presently covered on a health insurance plan?   Yes   No        If yes, how long has this coverage been continuous? _________________________

If yes, what type of coverage:   Spouse’s Coverage     COBRA   Present Employer’s Coverage    Medicare/Medicaid    Other _____________________

Name of Present Insurance Company: _______________________  Name of Policy Holder: ________________________________________________________

Policy # or Medicare #: _____________________  Address of Insurance Company: _______________________________________________________________



	BCBS MEDICAL PLAN  - Semi-monthly cost

	 Waive Coverage
	MMB4 $5,000 Base Plan
	MM45 Buy-up $3,000 Plan
	MMH10 $6,000 HSA Plan

	 Employee Only
	  $219.73
	$299.86
	  $157.94

	 Employee & Spouse
	  $756.35
	$940.63
	  $614.22

	 Employee & Child(ren)
	  $549.95
	$694.19
	  $438.72

	 Employee & Family
	  $1,086.56
	$1,334.95
	  $895.00

	              BCBS DENTAL PLAN  - Semi-Monthly Cost                                                        VSP VISION PLAN  - Semi-monthly cost

	 Waive Coverage
	 Waive Coverage

	 Employee Only                                $23.80
	 Employee Only                                $4.21

	 Employee & Spouse                        $47.60
	 Employee & Spouse                        $6.73

	 Employee & Child(ren)                   $61.03
	 Employee & Child(ren)                   $6.87

	 Employee & Family                        $93.40
	 Employee & Family                         $11.07

	HSA Contribution

	If 55 years of age or older, you may elect to contribute an additional $1,000 catch up contribution for 2019.

Contribution Election semi-monthly:  $ ___________________             $ ____________________ lump sum

Annual Individual Limits - $3,500 (2019)                      Annual Family Limits - $7,000  (2019)                                   



	IMPORTANT

	I understand and have verified the benefit selections I have made and authorize any payroll deductions required for these selections.  I also understand that the above selections for medical, dental, and vision (which are all pre-tax deductions) may not be changed during the year unless I have a qualified change in family status as defined by the Internal Revenue Service.  I understand that any requests for such a change must be submitted in writing to my Benefits Contact within 31 days of the qualifying event.  I understand that, by participating in any pre-tax plan, my Social Security benefits may be affected because the above elections will be deducted before my salary is taxed.  I also have read and understand the enrollment provisions, including restrictions stated on this form.  

Details of each plan are contained in various insurance contracts and other legal documents. In the even of a conflict the contracts and plan documents prevail.

Compliance information located on www.insuranceisboring.com.  See HR for user name and password.

Printed Name: _________________________________________ Signature: _________________________________________ Date: _____________________




