
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



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


