
Department of Central Management Services

Local Government Health Plan

Group Insurance Initial Enrollment Form

DEPENDENT INFORMATION

Eff. Date of Add: _____ - _____ - _____

DEPENDENT BIOGRAPHICAL: (Please print or type)

SSN


     Temporary SSN
Last Name


First Name

Middle Name
______ - ______ - ______       (Y/N): ______
______________________ 
_______________      __________

Birthdate


Sex (M/F)
Retirement Date


Medicare Status Code
_____ - _____ - _____     
 ______
_____ - _____ - ______


_______

Part A (Begin Date)


 Part A Free (Y/N)

Part B (Begin Date)
_______ - _______ - ________
     ________ 


_______ - _______ - ________

If a dependent is to receive mail at an address other than the member’s please indicate below:

Dependent Address (Other than Member’s)
      Dependent Other Addressee (guardian, POA, etc)

____________________________________________
Name: _________________________________

____________________________________________
_______________________________________

____________________________________________
_______________________________________

____________________________________________
_______________________________________

____________________________________________
_______________________________________

City: ________________________________________
City: __________________________________

State: _______________________________________
State: __________________________________

Zip: __________________ + _________________

Zip: _______________ + ______________

Resident County: ______________________________
Country: _______________________________

Country: _____________________________________
(for foreign address only)

(for foreign address only)




Relationship: ____________________________ Send Mail to this Address(Y/N): _______


Date of Relationship ______ - ______ - _____

                                                                                    Send Mail to this Address (Y/N): __________
Dependents coded as “Other” must have appropriate backup documentation.  Please refer to the Group Insurance Membership manual.  Dependents must be enrolled with the same health and dental carrier as the member.
Type Dependent: 





Please check box: ( (10) Dep. of Active Mbr

Relationship Code: ________





                   ( (40) Dep. of COBRA Mbr

Health





Dental



Pre-existing

  PCP# (if applicable)



PCD# (if applicable)


Month Appl.

    
______




______


______

(COB) Other Group Health/Dental Insurance: (Y/N) _______  (if yes, indicate plan below)

Plan (H/D)

Begin Date


Carrier Name

_____________
_____ - _____ - ______
_________________________

_____________
_____ - _____ - ______
_________________________

Unit Name:  SWCD of Illinois Insurance____           


Member Name: ________________________


Dependent ________ of ________











