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NAME OF SPOUSE

(First, Middle Initial, Last)
	DATE OF BIRTH
	SOCIAL SECURITY NUMBER
	

	1.
	
	
	


	NAME OF DEPENDENT(S) (First, Middle Initial, Last)
	
	SOCIAL SECURITY NUMBER
	SEX
	RELATIONSHIP
	Is this dependent covered under other group coverage?
	Does he/she reside with you on a full-time basis?

	2. 
	
	
	
	
	
Yes
No
	
Yes
No

	3. 
	
	
	
	
	
Yes
No
	
Yes
No

	4. 
	
	
	
	
	
Yes
No
	
Yes
No

	5. 
	
	
	
	
	
Yes
No
	
Yes
No

	6. 
	
	
	
	
	
Yes
No
	
Yes
No


 FORMCHECKBOX  

MALE

 FORMCHECKBOX  

FEMALE

 FORMCHECKBOX  

SINGLE

 FORMCHECKBOX  

MARRIED

 FORMCHECKBOX  

WIDOWED

 FORMCHECKBOX  

DIVORCED




 FORMCHECKBOX  

NONE

 FORMCHECKBOX  

PART A ONLY

 FORMCHECKBOX  

PART B ONLY

 FORMCHECKBOX  

PART A&B

 FORMCHECKBOX  
NEW ENROLLMENT
 FORMCHECKBOX  

RE-ENROLLMENT
 FORMCHECKBOX  

INFORMATION CHANGE
 FORMCHECKBOX  

Yes

 FORMCHECKBOX  

No

 FORMCHECKBOX  

No

 FORMCHECKBOX  

Yes

 FORMCHECKBOX  

No

 FORMCHECKBOX  

Yes

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  



 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

MYSELF

 FORMCHECKBOX  

MY DEPENDENT(S)

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX  

 FORMCHECKBOX 
 Active
 FORMCHECKBOX 
 Part-Time
 FORMCHECKBOX 
 Retired
 FORMCHECKBOX 
 Leave of Absence
Eff. Date: ________________

 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Family

 FORMCHECKBOX 
 Employee & Spouse

 FORMCHECKBOX 
 Employee & Dep. Children

Eff. Date: ________________

 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Family

 FORMCHECKBOX 
 Employee & Spouse

 FORMCHECKBOX 
 Employee & Dep. Children

Eff. Date: ________________

 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Family

 FORMCHECKBOX 
 Employee + ______________

 FORMCHECKBOX 
 Clergy

 FORMCHECKBOX 
 Lay

 FORMCHECKBOX 
 Surviving Spouse


EMAIL ADDRESS:





(            %)





(            %)





Relationship:





Name:





Relationship:





Name:





(            %)





(            %)





Relationship:





Relationship:





Name:





Name:





Life Insurance Contingent Beneficiary (full legal name) (Eligible Ministers only)








Life Insurance Primary Beneficiary (full legal name) (Eligible Ministers only)





VISION





DENTAL





STATUS





WORK TELEPHONE NO





Oklahoma Conference The United Methodist Church





HEALTH BENEFIT ENROLLMENT FORM





FOR





OFFICE





USE





ONLY





PLEASE USE INK PEN 





SOCIAL SECURITY NUMBER





EMPLOYEE NAME  (FIRST, MIDDLE INITIAL, LAST)





HOME ADDRESS





APT. NO.





CITY





STATE





ZIP CODE





DATE OF BIRTH





HOME TELEPHONE NO





SEX





MARITAL STATUS





EMPLOYER / CHURCH NAME





MAILING ADDRESS        (LOCATION WHERE YOU WOULD LIKE YOUR EOB’S TO BE MAILED)





DATE OF FULL-TIME EMPLOYMENT





 ANNUAL SALARY





MEDICARE COVERAGE





MEDICARE EFFECTIVE DATE





EMPLOYEE TYPE





MEDICAL





THE SECTION BELOW MUST BE COMPLETED FOR SINGLE OR DEPENDENT COVERAGE.


 FAILURE TO DO SO MAY CAUSE A DELAY IN THE EFFECTIVE DATE OF COVERAGE.








If your spouse has a different last name, are you legally married?





SEX





Is your spouse disabled?





Is your spouse on Medicare?





If yes, please explain in detail. Attach separate sheet.





DATE OF BIRTH





Life Insurance Primary Beneficiary (full legal name) (Eligible Ministers only)





Life Insurance Contingent Beneficiary (full legal name) (Eligible Ministers only)








I HEREBY APPLY FOR BENEFITS UNDER THE GROUP BENEFIT PLAN(S) PROVIDED BY THE COMPANY SUBJECT TO ALL OF ITS TERMS, CONDITIONS, AND PROVISIONS. IF A CONTRIBUTION TOWARD THE COST IS REQUIRED, I AUTHORIZE THE NECESSARY DEDUCTION FROM MY EARNINGS.





EMPLOYEE SIGNATURE (Please use ink, DO NOT USE PENCIL)





DATE





REFUSAL OF ALL GROUP MEDICAL PLAN BENEFITS





This is to certify I have been given the opportunity to examine the group medical benefits available to me and to apply through my employer, and I have decided





NOT to apply for group benefits for:





I have other group insurance with: Carrier/Administrator:





Employer,





I further understand, if in the future I decide to apply for group medical benefits, additional limitations and waiting periods may apply. I may be required to furnish at my own expense, satisfactory evidence of good health on myself and my dependents to the Plan, which reserves the right to reject or deny any such application.





EMPLOYEE SIGNATURE FOR REFUSAL





DEPARTMENT OR DIVISION





DATE





REV 5-04








