
HEAL TH BENEFIT PLAN ENROLLMENT FORM 

EMPLOYER: 
COMPLETE ALL SECTIONS BELOW FOR NEW ENROLLMENTS. 
INCOMPLETE FORMS WILL BE RETURNED. PLEASE REVIEW THE 
STATEMENT OF HIPAA PORTABILITY RIGHTS ON THE BACK. 

MEDICAL □ P lan O ption (if applicable)

EMPLOYEE NAME (FLRST) 0 (INITIAL) 0 (LAST) 0 

SOCIAL SECURITY NO. SEX BIRTH DATE 
(required by law) (M OR F) 

OADDRESSO 
- - - -

---- ------

OCITY 0 STATE 0 ZIPO DATE OF HIRE □ Si ngle D Widowed 

- - D Divorced D Married 
---

HOME PHONE NUMBER WORK PHONE NUMBER EMAIL ADDRESS 

( ) ( ) 

FOR COMPANY USE ONLY FOR COMPANY USE ONLY 
GROUP# DIVISION EFFECTIVE DATE 

NETWORK (based on home zip code) 

D The A l lianceffrilogy Health Networks □ Ci gnaOAP

DEPENDENTS (Use additional paper, if necessary)
SOCIAL SECURITY BIRTH SEX RELATIONSHIP 

NUMBER DATE MEDICAL DENTAL VISION 

FIRST NAME Ml LAST NAME (required by law) 

y N y N y N 

Any dependents listed above must meet the definition of a dependent as listed in the Summary Plan Description. 

If dependent child is 19 or older, does he/she have medical coverage available through his/her employer? □ Yes □ No 

Please note if the dependent has medical coverage available through his/her employer but did/does not elect to be covered, the answer to 
this question is still "yes." 

I UNDERSTAND that providing inaccurate or incorrect information to any of the questions on the Enrollment Form may be considered 
health care fraud. 

I HEREBY AUTHORIZE my employer to make any required payroll deductions for this coverage. I certify that the information provided 
is true and correct. 

SIGNATURE OF APPLICANT DATE 

COMPLETE WAIVER FORM ON BACK IF YOU AND/OR YOUR DEPENDENTS 

CHOOSE NOT TO BE COVERED BY THIS HEALTH BENEFIT PLAN 

JACKSON COUNTY






