
Any changes made to the Enrollment Form will require the changes to be dated and initialed by the Applicant 

I am not currently enrolled and wish to enroll in the coverage choices elected below. 

I am not currently enrolled and wish to waive all coverage - Must complete separate waiver form 

I am currently enrolled and wish to: 

I have experienced a Qualifying Life Event (QLE): Date I wish to: 

Applicant (Last, First, M.I.) Male 
Female 

Social Security Number Date of Birth Date of Marriage 

Spouse* (Last, First, M.I.) Male 
Female 

Social Security Number Date of Birth 

Email Address Home/Cell Phone (include Area Code) Do you agree to receive correspondence about 
your coverage electronically? Yes No 

Date of Hire Salary 

Home Address 

City State Zip Code 

*Spouse includes your legally married spouse, common law spouse, civil union partner, or domestic partner, if legally recogni zed in the governing jurisdiction.

Name of Child(ren) Social Security Number Date of Birth 

Male 
Female 

Male 
Female 

Male 
Female 

Male 
Female 

Male 
Female 

Male 
Female 

Beneficiary Information 

Primary Beneficiary (Last, First, M.I.) Social Security Number Relationship 

Contingent Beneficiary (Last, First, M.I.) Social Security Number Relationship 

Employee will be the beneficiary for any dependent coverage 

SmartMEC 
 Employee Only
 Employee + Spouse
 Employee + Child(ren)
 Employee + Family

SmartMVP Silver 
Hourly Pay Rate: 
Employee Only 
Employee + Spouse
Employee + Child(ren) 
Employee + Family

$23.50
$145.45
$107.34
$200.96






KeyStaff, Inc.
Enrollment Form 

Administrative Office: 
Boon Administrative Services 

6300 Bridgepoint Parkway, 
Bldg. 3, Suite 200
Austin, TX 78730

$16.00+ $14.00 - $15.99 Less than $13.99
 $34.93 
 $156.19 
 $118.08 
 $211.70 






 $40.70 
 $161.96 
 $123.85 
 $217.47 






 $10.82 
 $26.71 
 $35.56 
 $52.23 



Any changes made to the Enrollment Form will require the changes to be dated and initialed by the Applicant 

CA 

AL, DC, LA, NM, & RI 

FL 

KS 

KY 

MA, NC, & OR 

MD 

NJ 

OK 

TN & WA 

VA 

VT 

ME & all other states 

Employee Signature Date 

Spouse’s Signature (if applicable) 



I am waiving coverage due to 

Coverage under my parent’s plan or spouse/domestic partner’s plan:

Name of Carrier Policy ID Number

Other Coverage:

Individual Plan COBRA Tricare

Medicare Medicaid Employer - Sponsored Group Plan

Name of Carrier Policy ID Number

For the plan year effective: 12/29/2023

Administrative Office: 
Boon Administrative Services 

6300 Bridgepoint Parkway, 
Bldg. 3, Suite 200
Austin, TX 78730

To Waive Coverage: Please fill out this form for underwriting purposes 
Employee Name (Last, First, M.I.) Social Security Number Date of Birth

Home Address

City State Zip Code

Company Jobsite Locaton Date of Hire

Proof of other coverage

Please make a copy of the front and back of your current insurance identification card and attach the copy to this form for verification purposes. 
Your name must be visible on the card; otherwise a letter from the insurance provider is required confirming you are a covered individual. 
Proof of coverage is required.

Please review, initial, and sign to waive coverage

By signing below, I certify that I have been given an opportunity to apply for coverage for myself and my eligible dependent(s) 
(if any), through my employer. I understand that I am declining enrollment for myself or my eligible dependent(s) (if any) as 
indicated above. I also understand that I may be able to enroll myself and my eligible dependent(s) (if any) in this plan if I 
lose, or my eligible dependent(s) lose, eligibility for other coverage that is currently in effect. 

Initial

I understand that I must request enrollment no more than 30 days after the date the other health plan coverage ends. If I 
do not do so, I will not be able to enroll until my employer’s next annual open enrollment period. 

Initial

In addition, I understand that if I have a newly eligible dependent as a result of a marriage, birth, adoption, or placement 
for adoption (a Qualified Life Event or QLE), I may be able to enroll myself and my eligible dependent(s). However, I must 
request enrollment within 30 days from the aforementioned QLE.

Initial

Employee Signature Date

Submit the completed waiver form by one of the following methods

Submit the form to your HR Department

KeyStaff, Inc.
Waiver Form 



Health Insurance Options

Plan Option Option 1 Option 2

Plan Name SmartMEC SmartMVP Silver

Network First Health PPO MRBP 130%

Covered Services

Wellness Procedures
(Both plans cover)

Plan pays 100% of the following (not complete list):
Routine physical exam, annual well woman exam, annual pap smear, annual mammogram (over age 40), bone density 
test (over age 60), flu vaccine, routine immunizations, annual psa (over age 60), routine lab, x-ray, diagnostic screenings, 
routine vision screenings (under age 19), routine hearing screening (newborns), tobacco cessation (2 office visits and 
3 month supply of tobacco cessation covered in RX program), all FDA contraceptive methods, sterilization procedures, 
routine colonoscopy (age 50 and older once every 10 years). See Enrollment Guide; Exclusions Apply 

Mandatory Wellness Prescription RX
(Both plans cover) Plan pays 100% for required generic medications. See Enrollment Guide; Exclusions Apply

Prescription RX
(SmarMVP Silver only) Not Covered

Generic: 
Brand:
Non-Preferred: 

$15 copay
$25 copay
$75 copay 
(specialty RX excluded)

See Enrollment Guide; Exclusions Apply

Doctor Office Visit
(SmarMVP Silver only) Not Covered

General doctor: 
Specialist:
Outpatient Lab & X-Ray:
Complex Diagnostic 
(MRI, CT, PET):

$15 copay
$25 copay
$50 copay
$400 copay 
(not covered if provided in hospital)

See Enrollment Guide; Exclusions Apply

Inpatient & Outpatient 
(SmarMVP Silver only) Not Covered

Emergency Room: 
Urgent Care:
Hospitalization:

$400 copay
$200 copay
Plan pays 60% after $500 copay
(10 day max)

See Enrollment Guide; Exclusions Apply

Weekly Costs
Option 1 Option 2 Based on hourly rate

All hourly rates charged the same Less than $13.99 $14.00 - $15.99 $16.00+

Employee Only $10.82 $23.50 $34.93 $40.70

Employee + Spouse $26.71 $145.45 $156.19 $161.96

Employee + Child(ren) $35.56 $107.34 $118.08 $123.85

Employee + Family $52.23 $200.96 $211.70 $217.47





Premium Only Plan 
Enrollment Form 

Employer Name: KeyStaff, Inc. 

Employee Name: 

Address: 

City/State: 

Pretax premium elections 

I
�Medical $ 

Authorization 

Social Sec Number: 

Plan Year: 1/1 - 12/31 

ZIP: 

I authorize the adjustment to my annual base salary based on my elections above. I understand that by signing and 
submitting this form I am making a binding election for the plan year as stated unless such revocation or new 
election is on account of and consistent with a change in status ( e.g., marriage, divorce, death, and termination of 
employment of spouse). I further understand that this form must be signed and dated prior to my plan effective date 
in order to be eligible to participate in this plan year. 

Signature _____________ _ Date I I 

Declination 

The benefits of the plan have been thoroughly explained to me and I decline to participate. I understand that I 
cannot re-enroll until the beginning of the next plan year or until I experience an election change event that would 
allow me to change my election. 

Signature _____________ _ Date I 
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