	
WILLIAMSON COUNTY

ENROLLMENT / CHANGE FORM

301 South/East Inner Loop Rd., Suite 108

Georgetown, Texas 78626 

(512) 943-1533

(512) 943-1535 
	Effective Date:


	
	Enrollment 
· New Employee
· Rehire
· Late Entrant 

· Other, explain; 

 
	Termination 
(  Termination of Employment

(  Military Leave of absence

(  Death

(  COBRA Continuation
(  Other, explain;
	Change 
(  Add / Remove                                                Dependent
(  *Family Status Change

      (see examples below)
(  Other, explain;


	*Family Status Change:      ( Marriage      ( Birth       ( Divorce    ( Death    ( Termination / Reduction in hours    ( Loss of coverage 

 ( Adoption / Placement for adoption  ( Other, explain;  

	EMPLOYER NAME:
     Williamson County 
	EMPLOYEE’S ORIGINAL EFFECTIVE DATE FOR COVERAGE:




	Employee Name (Last, First, Middle Initial)


	Social Security Number
	Date of Hire
	Date of Birth


	Marital Status

( Married    

( Single

	Mailing Address                                                                        City, State & Zip
	Contact Phone Number
(      )
	Location/Division


	Sex

( Male         

( Female

	Medical

PPO High Plan

(    No Election*
	Medical

PPO Low Plan
(    No Election*
	Medical

EPO/HMO Plan
(    No Election*
	Dental

Low Plan
(    No Election*
	Dental

High Plan
(    No Election*
	Vision Plan
(    No Election*
	Group Life


	(    Employee
(    Spouse

(    Child(ren)
	(    Employee
(    Spouse

(    Child(ren)
	(    Employee
(    Spouse

(    Child(ren)
	(    Employee
(    Spouse

(    Child(ren)
	(    Employee
(    Spouse

(    Child(ren)
	(    Employee
(    Spouse

(    Child(ren)
	(    Employee
(    Spouse

(    Child(ren)


Changes:  Check “Add” to add a dependent and provide dependent details.  Check “Cancel” to delete a covered dependent from the plan.

	ADD/ CANCEL


	DEPENDENT(s) NAME

(Full Name)


	DATE OF BIRTH


	SEX


	RELATIONSHIP


	OTHER INSURANCE INFORMATION

IF YES, PROVIDE CARRIER’S NAME & ADDRESS BELOW

	
	
	SOCIAL SECURITY NUMBER
	
	
	

	( ADD

( CANCEL
	
	
	M /  F
	SPOUSE     

WIFE  /   HUSBAND
	( Yes
( No

	
	
	
	
	
	

	( ADD

( CANCEL
	
	
	M /  F
	 
	( Yes
( No

	
	
	
	
	
	

	( ADD

( CANCEL
	
	
	M /  F
	 
	( Yes
( No

	
	
	
	
	
	

	( ADD

( CANCEL
	 
	
	M /  F
	 
	( Yes
( No

	
	
	
	
	
	

	( ADD

( CANCEL
	 
	
	M /  F
	 
	( Yes
( No

	
	
	
	
	
	

	OTHER COVERAGE INFORMATION

	Name of Spouse or Dependent(s) Employed:

	Social Security No.:
	Relationship to Applicant:
	Employer Name:
	Telephone No.:

	Name & Address of other insurance company:

	Effective Date:

_____/______/_____


	Type(s) of Coverage:

· Medical     (  Dental

· Vision       (  Pharmacy
	Individual(s) Covered Under Policy:

· Self
     ( Spouse   
· Child(ren)

	*No Election – NO, I DO NOT WISH TO ENROLL IN THIS PLAN although it has been made available. I understand that my                                dependent(s) and I can enroll in the plan during a special enrollment period, or other enrollment period as defined in Summary Plan Description.


ACKNOWLEDGMENT: I hereby elect or decline enrollment as indicated above. If I am electing enrollment, I agree that my pay will be reduced by the amount of my required contribution. I also agree that my pay reduction may be adjusted to reflect any increase or decrease if required contributions in the future. I understand that under the terms of the Internal Revenue Code I can change or revoke this agreement for the Health Coverage as of November 1st of each year, unless there is a change in my family status.

My signature below affirms that all information and statements, provided on this form, are full, complete and true to the best of my knowledge. I understand that any misrepresentation of a material fact on this document may be cause for dismissal and may result in my coverage being void as of its effective date with no benefits payable.
	Employee Acknowledgement (Signature required)


	Date


