
rEnEWaL EnrOLLMEnT / CHanGE FOrM
a. EMPLOyEE inFOrMaTiOn

Employee Name  (Last) (First) (Middle) Home Phone Work Phone
( ) ( )

Date of Hire Address (Street No.) (City) (State) (Zip)

B. OTHEr insuranCE

C. TyPE OF COVEraGE (Please select one of the following)

sTaTus CHanGE

NEW EMPLOYEE / CHANGE INFORMATION Check One:
n Initial Enrollment n New Hire
n Renewal n Age 29  
n Status Change Mandate

n Active Medicare Participation n COBra:

l Direct Bill
l Group Bill

n Add Dependent           n Remove Dependent          n Name Change          n Address Change          n Employee Termination          n Loss of Coverage          n COBRA   Exp. Date _____________

Reason: ____________________________________________________________________________________________________________________________________________________________

Lia #:rate: $

EMPLOyEr auTHOriZaTiOn

Broker Use Only

Month      Day         Year

Employee/Applicant Signature Date

This form must be signed and dated by an authorized company employee. By signing this form, I verify that to the best of my knowledge, the information contained, herein, is true
and complete. I also certify that the person(s) are eligible employees (or dependents) and work for the employer identified on this form.

Signature-Authorized Company Representative Print Name/Title Date

Date: ______________

Effective date: _______________________

n  HMO 25/40A  

n  EPO 30/50 2000/80%

n EPO 30/50 2000/80A

n EPO 30/50 2000/80B

n EPO 30/50 2000/80C

n  PPO 15/1000  

n  PPO 30/50/1000D

n  PPO 30/50 1500/90%

n  PPO 30/50/2000

n  PPO 30/50/2000A

HiP

Do you or any of your 
dependents have coverage 
under any other medical plan?
n YES  n NO

if yes, provide the 
information.       here 

Are you or any of your dependents  
n YES n NOeligible for Medicare or Medicaid?

Name of Insured Employer Name:                                                    Tel: n Individual Coverage
n Family Coverage

Health Insurer Name Dental Insurer Name

Were you covered by another medical/hospital/dental plan within the last 12 months?      n YES   n NO      If yes, provide the information in section E.

{

d. EMPLOyEr inFOrMaTiOn

relationship Codes:        001 Spouse      002 Child      003 Student*      004 Disabled*      005 Stepchild*      006 Legal Guardianship*      *documentation required

EMPLOyEE siGnaTurE

(Last Name) (First) (MI) 

Employee

Spouse

Dependent

Dependent

Dependent

Dependent

Sex

E. EnrOLLMEnT inFOrMaTiOn

Name
(Indicate If Last Name Is Different)

Birth Date
Mo / Day / Yr Social Security No.

Relationship
Code

Date of Former
Coverage

FROM    -    TO

Former Health
Insurance Coverage
(Previous 12 months)

Primary Care Physician ID # or Name
(Choose for each family member)

3 if
current
Patient

-             -

-             -

-             -

-             -

-             -

-             -

Mo. Yr. Mo. Yr.

Employer Name:___________________________________________________      Telephone #:___________________________________________________  Is employee currently working at least 20 hours per week?     n Yes    n No

Consumer 

n EPO 3000/80%

n EPO 5800/100%

n PPO 3000/6000 80/60A

Comprehealth HMO

Please read the information on the back of this form carefully and then sign and date this form.

n EPO 30/1500/750

n EPO 30/1500/750A

n EPO 30/1500/750B

n EPO 40/1000A

n EPO 40/1000C

n EPO 40/1000/750

n PPO 40/500/5000

n PPO 40/500/5000B

n PPO 40/500/5000C

EMBLEM

n CS EPO 40/2500/80

n CS EPO 40/2500/80A

n CS EPO 40/2500/80B

n CS EPO 40/2500/80C

n CS EPO 50/2500/70

n CS EPO 50/2500/70A

n HMO 30/50 1000

n HMO 30/50 1000A

n HMO 30/50 500

n HMO 25/40 500A

n HMO 25/40 500

non Cost sharing Cost sharing
n  HMO 20

n  HMO 20A

n  HMO 20 Plus

n  HMO 25/40

n  HMO 25/40A

n  HMO 25/40 Plus

n  POS 20/500

n  POS 20/1000

n  POS 20/2000

n  POS 25/40-1000 Plus

n  POS 25/40-2000

n  POS 25/40-2000A

Consumer

n  POS 20/2000 HRA-1

n  POS 20/2000 HRA-2

n  POS 20/2000 HRA-3

n  POS 20/2000 HRA-4

Easy CHOiCE

12/2012

DHMO
n  MDG U20M10
n  MDG U40M5

Vision

n  Davis Vision Materials Only Plan 0
n  Davis Vision Materials Only Plan 25
n  Davis Vision Full Feature

*Multi-Coverage

n Option I
n  Option II

Guardian

PPO
n  ZZ
n  VP

*Beneficiary Designation/Change 
Form must be filled out.

Health Essentials EPO

n EPO Hospital Only
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