
Enrollment I Change Form (Consolidated) 

Insured and/or Administered by 
Cigna Health and Life Insurance Company 
Cigna HealthCare 

Employer: Complete Section A 
Employee: Complete Sections B-E PLEASE PRINT CLEARLY AND ONLY LIST DEPENDENTS TO BE ENROLLED IN CIGNA MEDICAL COVERAGE 

A 

B 

D

E 

D OPEN ENROLL. 
D NEW ENROLL. 

□ CHANGE el EFFECTIVEDATEOFADO/CHANGE
1

EMPLOYERNAM1: 
CANCELLATION {MM/DD/CCYV) 

0 REINSTATE 
EMPLOY� ADDRESS 

CIGNA ACCOUNT NO. l DIVlSION/BRANCHILOCATION/CLAS OATEOFHlRE
(MMJDD/CCYY) 

I NETWORK ID I BRANCH: CODE 
ANNUAL AMOUNT 

l COH GROUP NO. 
t

EDICAL BEN. OPTION DENTAL BEN. OPTION VISION BEN. OPTION
! _

CIGNA CHOICE FUND 

TYPE OF CHANGE: 

0 Add Oependent(s)., Date: 0 Add res$ Chang$ D Family Security Benefit/Surviving Spouse 
0 cancel &nployee. Last Date of Coverage: D Transfer to COBRA D Retirement 
D cancelOependent(si* last Date of Coverage: O lSmos. Q 29!'00:S\ 0 36mos, 0 Other 

• List Names in Section B 

EMPLOYEE NAME (last} (FU$t) (MJJ SOCIAL SECURITY NO, 

I I I ' I I I I ' ' 
EMPLOYEE DATE Of BIRTH I HOMEPHONE I WORKPHONE l H0.V1E E-MAILADDRESS EMPLOYEE IDENTIFICATION NUMBER 
(MM/00/CCYY) 

( ) ( ) 
MAJLING ADDRESS (Sttttt) (City) (State) (Zip Code) 

I 
I WOULD LIKE COVERAGE FOR ME AND MY DEPENDENTS. DEPENDENT DATE OF 

(Specify Jost name if different from you� SOCIAL BIRTH GEN- COVERAGE 
SE:CURITY NO. DER SELECTION last Name Fir.stNama MJ. MM DD CCYY 

Emp!oyee-
H� ' 

Spouse 
OM 

' ' o, 
Dependent• Re1at1on .. ,1p OM 

' l OF 
Depitnc.ent" Reiatiom,r,ip bJM 

' I o, 
uepenaent Ke1a11onsr1p bJM 

I □'

I 
FULL TIME 

It /:i: ctioo.Je a Man� CzJre /!fw� vptlon: EXISTI� dyourthcfat PFtmaryCatePhp1cian 
STUDENT? (PCP}orHe:althCareCtmter(HCCJanifenter PATIEN 

the tfJ Numb:, below. Note: PCP s;eledion 15 Yes No Yes No option forOpenAtcessPJans. 

PCP or HCC Choke 
D D 

PCP or HCC Choice-

D r" 
PCP or HCC Choice-

□ □ D □

□ □ 
PCP or HCC Choice· 

□ □ 

□ D
PCP or HCC Cholc-e -

D D 

I 
1r,::,::rtir!'8;[/Jt;:

a 

Enter your 1st<tnd2fld 
dlofwoftJental Offlct! 

Mtntiiiioilow. 
1st Choke-

2ndQv,;ke 
1st Choice• 
.kid Choice 

1st Choke• 
2nd Choke 
lsl:(hoi«'-

2nd Choke 

htChotce• 

2nd Choke 

��IWr� fdt«k 

Yes N(I 
on,/ 

I: 
LJAdd 
Ocancel 
0Add 
ncancel 
0Add 

□ QCancel 
' !Add 

ft 
OCam:-el 
0Add 
□ cancel 

*DEPEN���S � De�ndents are covered und!;>f the medical plan to age 26. Proof of student status may be required for dental and/or vision coverage. Jf totally disabled prior to dependent eligibility end date, 
attach or f disab!litvforeliaJbiJitv r"'\.,;ew, 
MANAGED CARE MEDICAL OPTIONS: 

D Open Access Plus

0 Open Access Basic
D  WAIVED COVERAGE

"Jf you have checked off one of the Flexible Spenotng Accounts in Sect.'On 0, please m.aKe sure Yoli have completed the correspondina enrollment form included in this package. 
OTHER HEALTH CARE COVERAGE: 01HER Do yoo- or your dependents have other health insurance under a group plan, HMO, or Medicare? OYes □ No Jf yes, please provide the following: MEDICARE INSURANCE 
NAME OF PERSON COVERED SOCIAL SECURITY NO. EFFECTIVE DATE Part A PartB MEDICARE ID# MEDICAID CARRIER 

D □ D □ 

□ □ □ □ 
SIGNATURE· The information provided above is trLHe and correct to the best ofmy knowledge, and I a,:c-ept the previsions on the reverse side-of this form which l have read and understand. 
£Mf'U:WEE's.SIGNAT\JRE / DA:E I SPOUSE'SS!GNAT\JRE/OATI; I EM Pt.DYER'S S'GNAT\JRE/ DATE 

H'C-ENR23·A DISTRIBUTION: Original: Cigna HealthCare I Eh91blhty Setvice5 .. 2nd PJy: Cigna Eltglbi11tySen.1ces I CDH / Dental Clalm Office 3rd Ply: Employee 4th Ply: Employer CaU924600.11-20 {OYER! 

Medical Only 

Medical Only 

Medical Only 

Medical Only 

Medical Only 
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