
f
f HealthPlans. Inc. Member Enrollment / Change Form
Employer Name: Group Number:

Hire Date: Effective Date: Termination Date: Change Effective Date:

Plcasr lndlcatc:

Plea*irdlic6te
reasan(s)fol
change or
enrollment:

Active

New Employee

! coanr

n open Enrollment

n
n
!
u
n

Add Dependent coverage - Reason:

Terminate Dependent Coveftrge - Reason:

Change ofStatus - Reason:

! ChangeofAddress I SpeciatEnrollment

if requesting coverage for emploliee's spouse:

! otne'

date of marriaee

-

Employee Only

Med,cal P,an Optton (lf appllcablc):

Employee +: Spous€ Chlld(ren) Famllv

Iueoicat Iueoicat !ueanar !u"oicat

M
Lrst rvarne Fl|s,t Name MI Gender Date of Btrth Rctatlor's,hlp

t ependentsoclal
*curlty Num,€'r

(REOUIREDI

Actcl

Depcndent
Drop

Itependcnt

tr n
tr n
tr tr
tr tr
D tr

Are you or any of your dependents covered by another mcdicrl plan? ! Yes fl No Es"n f]spouse !cniulrenl

lf yes, Medical Policy No. & lnsurance Co.:

Name/Address of Spouse's/Partner's/Ex-Spouse's Employer:

-

To acccpt coyeratc aclcct YES, sl8n, and datc this sectlon.

n VfC . t wlsh to elect covercge under my emptoyels fflnefit ptan for the covercge indicated above. t undeBtand that my application witl b subject to the
terms of the Plan. I authorize any required deductions from my earnings. I authorize the rctea* of medical records to Heatth Ptans, lnc. or its
representatir€s. A photocopy shall M as valid as the oil{tnal. . I ceftrfy that the above information is accurate and complete and I am actively
workingthe minimum numbr of hours rcquired for covenge.

Sisnature:
Signature ofEmployee Date Signed

@
fl fffO . tf you are dectining enrottment in the Ptan for yougetf and,/or you ctependents (including your spouse) because you and/ot your ctepenctents arc

covered under other health insurance coverage, you may in the future be able to enroll yourcelf or your dependents ,n this Ptan, Novicled that you
request enrollment within 3o clays after your other coverage ends. ln addition, if you have a new dependent as a resurt of marriage, bitth, adoption
or placement for adoption, you may be able to enroll yourself anct your dependents, provicled that you request enrottment within 30 days after the
marriage, bitth, adoption or placementfor adoption.

Signature:
Signarure of Employee Date Signed

*** PLEASE RETURN COMPLETED FORMTOYOURHUMAN RESOURCES DEPARTMENT ***
Health Plans, Inc. - Corporate Headquarters . PO Box 5199 . Westborough, MA 01581 . 80O-532-7575
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