
(Complete if Enrolling in Voluntary Life/AD&D Program.  Please Note: If you are electing a beneficiary to your life insurance 
other than your spouse, your spouse must sign the spousal consent in the beneficiary form.) 



ENROLLMENT / CHANGE FORM 

This form can be used as an initial enrollment or to report a change in information. Please complete all information by printing clearly and firmly or by typing. 
If additional space is needed, please attach a statement with the appropriate information. Please check the applicable boxes below. 

132	
  Ivy	
  Lane	
  
King	
  of	
  Prussia,	
  PA	
  19406	
  
Phone:	
  (877)	
  303-­‐7382	
  
Fax:	
  (877)	
  332-­‐7382	
  

VI.  RELEASE
I hereby certify that I am an eligible employee/beneficiary as defined in the Summary Plan Document that the above information is complete and accurate, and all claims 
submitted will be for individuals who are eligible members of the health plan. I hereby authorize the Plan Sponsor to deduct, from my pay, my contributions to the cost of the 
benefits, which I indicated above and for which I am or may become eligible. The current benefits have been explained to me thoroughly. I understand that I am responsible 
for a greater portion of my health costs in excess of the amounts payable under the plan.  

I also authorize any physician or other health care professional, hospital or other health care facility, counselor, therapist, or any other medical or medically related facility or 
professional to give the health plan, respective agents or representatives any and all information or records relating to health history, health examinations, services rendered, 
or treatment given including treatment for alcohol, substance abuse or mental or emotional disorders, A.I.D.S., or A.R.C. of me or any of my dependents applying for 
coverage or any claim of benefits.  

I also authorize the health plan to disclose all such health or personal information related to myself or any covered dependent, to a health care provider, a health care service 
plan, a self-insurer, or any insurance company for the purpose of investigating or evaluating any claim for benefits. If my coverage is under a master policy held by my 
employer, an association, trust fund, union or similar entity, this authorization also permits disclosure of them for the purpose of administering my coverage, utilization 
review or financial audit.  

This authorization is effective immediately and shall remain in effect for use in connection with any claim for benefits for as long as any health coverage may be in effect. A 
photocopy of this authorization is as valid as the original.  

THE INFORMATION PROVIDED ABOVE IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE. I HAVE READ, UNDERSTOOD, AND AGREE TO 
ALL SECTIONS AND THE TERMS OF THIS ENROLLMENT FORM. 

SIGNATURE X____________________________________________________________________________     Date_________________________ 
(Required) 

TO BE COMPLETED BY LOCATION ADMINISTRATOR ONLY 

VII.  REASON FOR THE CANCELLATION / CHANGE
EMPLOYEE COVERAGE: 
r Discharged r Date of Disability __________ r New Dependent 
r Retirement r Resignation: Date Submitted:___________          r Increase in work hours: Date __________ 
r Reduction in work hours: Date_______   r Last day worked:___________ r New name: ____________________________________ 
r Deceased: Date________ r New Address r Other please specify: _____________________________ 

DEPENDENT COVERAGE: 
r Death of covered employee                   r Date of divorce / legal Separation ______________   r Eligible for Medicare 
r No longer an eligible dependent         r Termination of dependent’s health coverage

 Name of person completing this section (Please Print) Signature Date 




