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[Section 1: To Be Completed by Insurance Coordinator _
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Reasaon(s) for Application: Qualifying Event: Termination:

[ Open Enroliment L1 Marriage 1 Begin Medicare/Medicaid Coverage End Date
[ New Retiree Ol Birth/Adoption/Placement [J End Medicare/Medicaid
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[ Demographic Change [ Loss of Group Health [JOther:

{1 Termination [J Spouse turned 65
Section 2: Demographic Information - Changes or Current (Circle one)
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Section 3: Spouse Information - Skip to Section 5 if electing single coverage - Changes or Current (Circle one)
Spouse's SSN Spouse's Name (Last, First, Mi) Date of Birth (mm/dd/yyyy)
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Spouse's Date of Hire/Retirement Spouse's Organizational Unit #
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Child #1 SSN Name (Last, First, MI) Date of Birth [ Male
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