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City of Maryville
2019 Employee Benefit Plan Enrollment / Change Form

(Medical, Dental, Vision)
Part 1 – Employer Use Only
	 Group Name:

CITY OF MARYVILLE
	FOR THE PERIOD JULY 1, 2019 – JUNE 30, 2020

	Part 2 – Employee Information:
	Effective Date:

July 1, 2019
 

	Employee’s Legal Name:  Last, First, Middle Initial


	

	Employee ID Number
	Social Security Number
	Date of Birth:
	Sex:   □ Male  □ Female

	Street Address


	Home/Cell Number

(              )

	City


	State


	Zip Code


	 Position

	Reason for change

	Marital Status: □ Married   □ Single  

	Part 3 – Coverage Information:   (Check your election for each benefit below) 
Medical (per pay period): WITH WELLNESS INCENTIVE
                                                 □ EE Only ($28.58)   □ EE + 1 ($58.28)   □ Family ($106.22)  □ Coverage Declined
Medical (per pay period): NO WELLNESS INCENTIVE
                                                  □ EE Only ($51.66)   □ EE + 1 ($81.36)   □ Family ($129.30)
If Medical coverage declined for EE or Family member(s), complete waiver on reverse side
Dental  (per pay period):   □ EE Only ($3.67)         □ EE + 1 ($19.79)   □ Family ($42.03 ) □ Coverage Declined 

Vision (per pay period):    □ EE Only ($4.17 )    □ EE + 1 ($8.10)  □ Family ($11.89 )  □ Coverage Declined 
 

	Part 4 – Personal Data                                                                                       * Please check if you want coverage for each dependent list            

	Family Members 
	Sex
	Date of Birth
	Social Security Number
	Relation

To Insured
	 Health*
	Dental*
	Vision*

	
	
	 /   /   /
	
	Spouse
	
	
	

	
	
	/   /   /
	
	Child
	
	
	

	
	
	/   /   /   
	
	Child
	
	
	

	
	
	    /   /   /
	
	Child
	
	
	

	
	
	/   /   /
	
	Child
	
	
	

	
	
	/   /   /
	
	Child
	
	
	


*for health, dependents must be under age 26
*for dental, dependents must be under age 26 
*for vision, dependents must be under 24 and unmarried
 Part 5 – OTHER COVERAGE INFORMATION

a)
Are you or any dependents covered by any other group health insurance plan, HMO plan, or Federal program? 
  □ Yes     □ No
    

b)
If yes, Name of Carrier:





 f) Policy ID #:





c)
Address: ​







 g) Effective Date:




d) Policyholder Name:






 
e) Covered members under other plan (list):  ______________________________________________________________________
Part 6 – Please Read Thoroughly the Authorization and Acknowledgment Terms Below
Election and Certification:

I elect coverage under the City of Maryville on behalf of myself and my eligible dependent(s) listed above.  I authorize any required payroll deductions on a pre-tax basis (unless requested otherwise).  I represent that the above information is correct to the best of my knowledge and belief.  I also understand that I may not change any of these benefit elections until the next annual enrollment or within 31 days of a valid change in status.  
I have read this application and declare all information to be true and complete, and I acknowledge that any untrue or incomplete information may result in denial or rescission of coverage retroactive to the initial effective date of my coverage under the City of Maryville.
Employee’s Signature





   Date (mm/dd/yy)
_______

Part 7 – WAIVER OF GROUP COVERAGE (only complete if you are declining health insurance for yourself or one or more family members.)
I waive the following coverage:




Reason for declining coverage (check one):


Employee

Family




□  Covered by spouse’s plan

□  Medical
         □  Medical



□  Covered by Government Plan

 







□  Other (explain)
I acknowledge that the available coverages have been explained to me.  I have been given the opportunity to apply for the available coverage and have elected not to enroll myself and/or dependents, if any.  I understand that in the event that I decide to apply for coverage in the future, my application will be subject to the applicable terms and conditions of the master group contract(s).

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able to enroll yourself or your dependents in this plan, provided that you request enrollment within 31 days after your other coverage ends.  
In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enrollment within 31 days after the marriage, divorce, birth, adoption or placement for adoption.

Employee’s Signature






Date (mm/dd/yy)




                                   Waiver of Group health coverage only sign here
