
Employee  Information – Please print

Name _ ___________________________________________________________________________________________________ SSN______________________________________
	 Last 	Fi rst        	M I 	 gender

Street Address check here if new q___________________________________________________________City ____________________ State ______ Zip_________________

Home telephone _________________________ work telephone ___________________________ e-mail ____________________________________________________

Date of birth_____________________________ 	 Marital status:  ____ Single  ____ Married	 date of hire:______________________________________________

Yavapai Community College 2009 – 2010 Benefits Elections Form

	  	 Effective Date________________________________________________	
	Check applicable:  q Open Enrollment  q Address Change  q Name Change  q Beneficiary Change  q Mid-Year Enrollment Change  q New Hire: Date of Hire ______________ 

If you are a new hire, you must provide a HIPAA Certificate of Creditable Coverage from your previous employer to verify prior group coverage.  

M       F  

mid-year Enrollment changes – check all that apply

FAMILY Status EVENTS – Date of Event:___________________________________

q Marriage – copy of marriage certificate required

q Divorce or Legal Separation – copy of court papers required

q Birth or Adoption – copy of birth certificate or adoption paperwork required

q Child requires coverage due to QMCSO – copy of child support order required

q Loss of child’s eligibility (marries or reaches maximum age) – proof of loss or gain of insurance required

q Death – copy of death certificate required

q Covered person has become entitled to Medicare – proof of Medicare eligibility required

EMPLOYMENT STATUS EVENTS – Date of Event: _ __________________________

q Spouse eligible for benefits in another plan – proof of gain of insurance required

q Spouse loses employment or becomes ineligible for health benefits – proof of loss or gain of insurance required

plan elections and monthly cost – Employee and dependents must enroll in the same plan

Medical 	P remier Plan	 Basic Plus  Plan

waive coverage*	 q  $0	 q  $0

Employee Only	 q  $0	 q  $0

Employee + Family	 q  $444	 q  $33

Dental	C omprehensive	 preventative

waive coverage*	 q  $0	 q  $0

Employee Only	 q  $0	 q  $0

Employee + Family	 q  $60	 q  $0

Vision

waive coverage*	 q  $0

Employee Only	 q  $0

Employee + Family	 q  $15

dependent  Information – include each dependent (spouse and/or child) you are covering for medical, dental, or vision.

name  	 date of birth	 ssn	 gender 	 action	  
Last, First, MI 	  (mm/dd/yyyy)			 

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

List any additional dependents on a separate piece of paper

Please complete the information on the back of this form.

M       F  

Enter total monthly cost from your benefit elections on the left:  $____________

To get your per pay period salary reduction, divide by 2 _
(number of pay periods per month). If less than zero, enter zero. $____________

NOTE: �If you elect dependent coverage, premiums will be deducted _
one month in advance.

Benefit contributions will be deducted from your pay on a pre-tax basis _
unless you choose to pay for your benefits on an after-tax basis below.
q   �I decline the pre-tax (salary reduction) and choose to have my _

contributions set up on an after-tax (salary deduction) basis.

* �To waive medical coverage, you must have other GROUP coverage  
and attach a copy of the medical ID card reflecting your name.

M       F  

M       F  

M       F  

M       F  

q add   q Delete   q change

q add   q Delete   q change

q add   q Delete   q change

q add   q Delete   q change

q add   q Delete   q change

M       F  q add   q Delete   q change

You must return your completed 
enrollment form to the  

HR Department within 31 days  
of the status event or you will 

have to wait until the next open 
enrollment for your change  

to be effective (7/2010).



other creditable coverage – complete this section if you or your dependents are covered under another group medical Plan 

employee:  	 Check all that apply:    q  medical     q  Dental      q  vision

Name of Policy holder: _______________________________ 	Policy Name (Insurance Carrier)______________________________________________________________

Policy Number ________________________________________________________________ effective date_________________ termination date:_________________

Family members covered under this insurance (check all that apply)  ____ employee  ____ Spouse  ____ Employee + Family  ____ Family only

spouse:  	 Check all that apply:    q  medical     q  Dental      q  vision

Name of policy holder: _______________________________ 	Policy Name (Insurance Carrier)______________________________________________________________

Policy Number ________________________________________________________________ effective date_________________ termination date:_________________

spouse employed   q  yes   q  no            active plan   q  yes   q  no             retiree plan   q  yes   q  no

Family members covered under this insurance (check all that apply)  ____ employee  ____ Spouse  ____ Employee + Family  ____ Family only

child(ren):  	 Check all that apply:    q  medical     q  Dental      q  vision

If dependent children listed on the front side of this form have other coverage, please answer the following questions: 

is anyone legally responsible to cover the children?   q  yes   q  no 

Name of policy holder: _______________________________ 	Policy Name (Insurance Carrier)______________________________________________________________

date of birth of the Policy holder __________________________________________ effective date_________________ termination date:_________________

spouse employed   q  yes   q  no            active plan   q  yes   q  no             retiree plan   q  yes   q  no

Family members covered under this insurance (check all that apply)  ____ employee  ____ Spouse  ____ Employee + Family  ____ Family only

beneficiary Information

Under Primary Beneficiaries, print your first choice(s) to receive benefits from your basic life and AD&D insurance. Contingent Beneficiaries receive benefits if no primary beneficiaries are 
living when benefits become payable. List any additional beneficiaries on a separate sheet of paper. Basic life/AD&D insurance only is effective upon your date of hire.

primary beneficiaries

	N ame 	 relationship to you       	S ocial Security #	Pe rcentage of share

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

Contingent beneficiaries

	N ame 	 relationship to you 	S ocial Security #	Pe rcentage of share

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

signature

Employee signature	  		D  ate

All of the statements I have made on this form are true and accurate to the best of my knowledge. I understand the benefit choices I have made and authorize the Employer to make any payroll deductions required 	
to pay for my benefit choices. I understand that any pre-tax (salary reduction) choices I have made on this form will remain in effect until the next open enrollment unless I have a qualified family status change 	
(i.e. Marriage, divorce, death, birth/adoption of dependent, or change in employment status of spouse or dependent) as defined by federal law with regard to my elections.

Please return this completed form to the Human Resources Department before your enrollment deadline.

HR Use Only:    Last____________________________________________ First _________________________________ MI ______ Annual Salary: $ __________________AEI entered: ____________________


