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Capital BlueCross Enrollment / Change Form
Please fill out this form completely.  You can print this document and write your responses, or you can complete the form in Word (you are able to type in all of the gray-shaded areas).  When complete, print and sign it, and return to Human Resources.

	SUBSCRIBER INFORMATION:
	PLAN INFORMATION:

	 Social Security #:       
	Date of Birth:       
	 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female
	Effective Date:       

	Subscriber Name (Last, First, MI):      
	 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Married
	Choose plan and type of coverage:

	Address (Include street address, city, state, and ZIP):       
	New Address?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 BlueCross PPO (Base/$500 ded)

 FORMCHECKBOX 
 BlueCross PPO (Opt A/$250 ded)

 FORMCHECKBOX 
 BlueCross PPO (Opt B/$0 ded)

 FORMCHECKBOX 
 BlueCross HDHP ($1200 ded)
	 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Two-party

 FORMCHECKBOX 
 Family

	
	County:       
	
	

	Home Phone Number:       
	Work Phone Number:       
	
	


	ENROLLMENT/CHANGE INFORMATION:

	
	First Name & MI (Last name if different from Subscriber)
	Social Security #
	Date of Birth
	Add or Remove?

	Spouse
 FORMCHECKBOX 
Male  FORMCHECKBOX 
Female
	     
	     
	     
	 FORMCHECKBOX 
 Add

 FORMCHECKBOX 
 Remove

	Dependent
 FORMCHECKBOX 
Son   FORMCHECKBOX 
Daughter
	     
	     
	     
	 FORMCHECKBOX 
 Add

 FORMCHECKBOX 
 Remove

	Dependent
 FORMCHECKBOX 
Son   FORMCHECKBOX 
Daughter
	     
	     
	     
	 FORMCHECKBOX 
 Add

 FORMCHECKBOX 
 Remove

	Dependent
 FORMCHECKBOX 
Son   FORMCHECKBOX 
Daughter
	     
	     
	     
	 FORMCHECKBOX 
 Add

 FORMCHECKBOX 
 Remove


	HANDICAPPED DEPENDENTS:
	STUDENT INFORMATION:

	Name of Handicapped Dependent:
	Complete the following information for DEPENDENTS who are 19 YEARS OLD OR OLDER and enrolled as full-time 
students at an accredited school or college/university.

	     
	Student’s Name
	Name of School
	Exp. Date of Graduation

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Signature:
	
	Date:
	


�











