Enrollment / Change Form (Consolidated)

Insured and/or Administerad by
Cigna Health and Life Insurance Company

Cigna HealthCare

Employer: Complete Section A

(1 17
Neele

N~

Employee: Complete Sections B-E PLEASE PRINT CLEARLY AND ONLY LIST DEPENDENTS TO BE ENROLLED IN CIGNA MEDICAL COVERAGE Cigna.
EFFECTIVE DATE OF ADD/CHANGE | EMPLOYER NAME EMPLOYER ADDRESS
A | [JOPENENROLL [[JCHANGE | Gynci)[RTION (MMIDDICCYY)
[) NEWENROLL. [ ] REINSTATE|
CIGNA ACCOUNT NO. DIVIS!ORIBR#NCH.‘LOCATI ON/CLASY DATE OF HISE NETWORKID | BRANCH CODE CDH GROUP NQ. |MEDICAL BEN. OPTION | DENTAL BEN. OPTION | VISION BEN. QPTION| CIGNA CHOICE FUND
{MM/DD/CCYY} ANNUAL AMOUNT
TYPE OF CHANGE:
(7] add bapendentis)® Date: ] Address Changa [ Eamily Security Benefit/Surviving Spouse
[ cancel Employee Last Date of Coverage: [ Transfer to COBRA [ #etirement
] cancel Dependentisi*  1asi Date of Coverage: [Jrames. []20mos. [ ] 36mos, ] other
*List Names in Section B
B EMPLOYEE NAME {iasr) (First) M.} SOCIAL SECURITY NO.
I ‘ i i ‘ { f i I !
EMPLOYEE DATE OF BIRTH HOME PHONE WOIK FHONE HOME E-MAIL ABDRESA EMPLOYEE IDENTIFICATION NUMBER
{(MM/DD/CCYY)
() )
MAILING ADDRESS  [Street] {City) (State) (Zip Code}
ff you choose g Managed Care Medical Gption:, A Ieyouch the Clgna
| WOULD LIKE COVERAGE FOR ME AND MY DEPENDENTS. DEPENDENT DATE OF FULLTIME | Setect your chotee of Primary Coce Physscion | EXISTING choose the Cigna | EXISTING
{Specify last name if different from yours) C! BIRTH GEN-| COVERAGE KTUDENT?Y (PCH) or HealthCare Conter (HCC) andenter | PATIENT? Em’;‘;‘;mﬁffgﬂ'&d PATIENTY fcheck
SECURITY NO. DER| SELECTION the betow, Note: PCP selection Is choice of Dental Difice one}
Last Name First Name M., MM DD CCYY Yes No ‘optional for Open Access Plans. Yes No Nuaber below. Yes No
Employee Clm g PCP or HEC Choice - IstChake- D) {_JAcd
O ol E\_’_I_edlcal Only 0O [O[dcheie ) [0 cance:
Spouse RCP or HCC Choice- st Choica - 1| ]4dd
’ LI™| Medical Only © aoice 3t Chalce g % | [(]4d
LI i [ [ [2dChoice 1 [ [ <Cencel
Dependent * Relationsip PCP or HCC Choice - st Choke -
£Im Medical Only - (] (11 }add
| ! CIF 0O O O [OJadchoke [0 OIlOcancet
Depencent ~ Relationship M == PCP or HCC Chaice - st Choice - |5 E} [ jAdd
- OF Medical Only| ] [ a o 2rd Choize 0 O|0¢caoce
Tependent Relationship ™ PCP or HCC Choice - 15t Cholee - O Ol0)aed
Medical Onl ] *
L 0F v I O Opacre 0O OlOcence
*DEPENDENTS - Dependents are cevered under the medical plan to age 26. Proof of student status may be required for dental and/or vision coverage. If totally disabled prior to dependent eligibility end date,
attach proof of disability for eligibility review
C MANAGED CARE MEDICAL OPTIONS:
{7] open Access Plus
. [0 WAIVED COVERAGE
[C] open Access Basic
|
*If you have checked off one of the Flexble Spending Accounts in Section D, please maka sure you have completed the corresponding enscliment form included in this package.
D OTHER HEALTH CARE COVERAGE: OTHER
3 i edicare? ide the foliowing:
Do you o1 your dependents have other health insurance under a group plan, HMO, or Medicare? D Yes D No  Ifyes, please provide the following. MEDICARE INSURANCE
NAME OF PERSON COVERED SOCIAL SECURITY NO. EFFECTIVE DATE Part A Part B MEDICAREID # MEDICAID CARRIER
O d O @)
=] O O O
E SIGNATURE -  The infermation provided above is true and correct to the best of my knowledqe, and 1 accept the pravisions on the reverse sids of this form which Thave tead and understand.
IMPLOYEE'S SIGNATURE / DATE SEOUSE'S SIGNATURE § DATE EMPLOYER'S STGNATURE £ DATE
RC-28R23-A DISTRIBUTION: Original: Cigna HealthCare / Eligibifity Services 2nd Ply: Cigna Eligibility Servicas / CDR / Dental Cizim Office 31d Ply: Emgloyee 4th Ply: Employer Cat.¥324600.11-29 {OVER)
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