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group #    0110001   
                      



	Employee Enrollment or Change Form 

	 FORMCHECKBOX 
 Change       Employee Last Name 


	First Name 


	Middle Initial 



	 FORMCHECKBOX 
 Change       Mailing Address 

 
	   Social Security #                                                                                
	   Employee ID#

	City  

	State                                                                                                               
	Zip Code
	Date of Hire  (Month/Day/Year)  
ZIP                              Date Date of Full Time Z (

	Gender
 FORMCHECKBOX 
 F
 FORMCHECKBOX 
 M
	Date of Birth (Month/Day/Year) 


	Daytime Phone Number           
	Work Phone Number
	Marital Status  

 FORMCHECKBOX 
 S    FORMCHECKBOX 
 M    FORMCHECKBOX 
 W    FORMCHECKBOX 
 D


	Reason & Dependent Information (Employee Enrollment Required) 

	Reason for Enrollment             FORMCHECKBOX 
 New Hire    FORMCHECKBOX 
  Open Enrollment Period    FORMCHECKBOX 
 Marriage     FORMCHECKBOX 
 Birth/Adoption     FORMCHECKBOX 
 Divorce          FORMCHECKBOX 
 Termination             FORMCHECKBOX 
 Other

           Or Change                      FORMCHECKBOX 
 Loss of other Group Health Coverage (proof required)      FORMCHECKBOX 
 Death                  FORMCHECKBOX 
 Dependent Child reached limiting age    
                               FORMCHECKBOX 
 I elect to waive Medical Coverage  (If you waive coverage, you must list your Group Medical Coverage below)

Plan/Carrier Name:_______________________________  Policy Holder Name:_____________________________  Group #:________________  ID#:___________________
Medical Coverage Desired:      FORMCHECKBOX 
  Employee Only                   FORMCHECKBOX 
 Employee+ Spouse          FORMCHECKBOX 
 Employee + Child(ren)                       FORMCHECKBOX 
  Employee + Family (including spouse)
Dental Coverage Desired:        FORMCHECKBOX 
   Basic Dental Plan              FORMCHECKBOX 
  Employee Only                FORMCHECKBOX 
 Employee plus one or more dependents

                                                    FORMCHECKBOX 
   Extended Dental Plan        FORMCHECKBOX 
  Employee Only                FORMCHECKBOX 
 Employee plus one or more dependents
Vision Coverage Desired:         FORMCHECKBOX 
  Employee Only                   FORMCHECKBOX 
 Employee plus one or more dependents
Date of Marriage, Birth/Adoption, Loss of Other Coverage, Divorce, Death or Child Reached Limiting Age:_______________________________________________________

Have you or your dependents had insurance within the last 62 days?        FORMCHECKBOX 
 Yes (Please provide creditable coverage letter)                         FORMCHECKBOX 
 No

	   

	  
	First and Last Name 
	MI 
	Gender 
	DOB
*Eligible dependent children must be less than age 26*
	SS#
	Does the child live with the employee?
	Indicate 

A = Add 

D = Drop 
	Type of Coverage: 



	
	
	
	
	
	
	
	
	Medical
	Dental
	Vision
	Flexible Spending

	Spouse 
	
	
	
	
	
	
	
	
	
	
	

	Child 
	
	
	
	
	
	
	
	
	
	
	

	Child 
	
	
	
	
	
	
	
	
	
	
	

	Child 
	
	
	
	
	
	
	
	
	
	
	

	Child
	
	
	
	
	
	
	
	
	
	
	

	Child
	
	
	
	
	
	
	
	
	
	
	

	EMPLOYEE ONLY BASIC LIFE INSURANCE: Basic Life, and AD&D
(All full-time employees are required to have this coverage.  The cost is covered by the County Benefit Contribution)

Beneficiary Information:
X

    (First)                                             (Last)                                 (Mailing Address)                                                                  (City, State, Zip)                                                                        (Relationship)

	SUPPLEMENTAL LIFE INSURANCE: Employee up to $350,000 in $5,000 increments.  Spouse: $5,000      Children(each): $1,000          

(Purchased with County Contribution or after-tax dollars)   You must complete a beneficiary form if electing coverage  

If you are increasing coverage you must complete an Evidence of Insurability form 
( Employee Only                  ( Employee & Family                                                                    Enter Supplemental Life Amount Chosen $____________________________________

	SHORT TERM DISABILITY: (Purchased with County Contribution or after-tax dollars)

( Employee Only                                                                                                                           Cost of Benefit $________________________________________________________

	FLEXIBLE SPENDING ACCOUNTS: (You may only use $2,650 of the County Contribution toward this benefit.)

( I want to elect a HEALTH CARE Flexible Spending Account.         (Maximum Amount: $2,650)                             Election Amount: $_______________________________________
                                                   ( I want to participate in the Health Care Automatic  Roll-Over

                                                   OR – You cannot elect both Automatic Roll-Over & the Flex Debit Card

                                                   ( I want to elect the Health Care Flex Debit Card (there is $2.00 charge after tax monthly service charge)
( I want to elect a DEPENDENT CARE Flexible Spending Account.  (Maximum amount: $5,000)                             Election Amount  $_______________________________________

	COORDINATION OF BENEFITS

Is your spouse employed?  ( Yes      ( No          ( N/A                 Spouse’s Employer:___________________________________________________ 
Are you, your spouse or dependents covered under another group plan or Medicare:  ( Yes   ( No       
Plan/Carrier  name:______________________________________________  Insured’s Name:______________________________________________ 



	EMPLOYEE ASSISTANCE PROGRAM (Pinal County pays for this benefit)


	

	I have received and read the materials explaining the Pinal County Benefits Plan.  I understand that by signing and submitting this form, I am making benefit elections for the above Plan Year.  My election will remain in effect from the effective date of my coverage to the end of the Plan Year, subject to allowed family status changes according to the Pinal County Plan Document, and subject to any changes Pinal County deems necessary.  I certify that the information I have provided is correct to the best of my knowledge.  I authorize Pinal County to deduct from my salary the amount I must contribute to pay for the chosen benefits.

EMPLOYEE SIGNATURE____________________________________________________________          DATE:_________________________


Do Not Write in this Area ~  For AmeriBen/IEC Group Use Only


Dep______  Rx________  ID________  Misc___________  Eff. Date_________/_________





�











Pinal County 2012 Enrollment or Change Form


(Return to Pinal County Human Resources upon completion)
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