BOISE SCHOOL DISTRICT
BENEFITS ELECTION FORM – DELTA DENTAL, VISION,  GROUP LIFE
Print Clearly Using Black Ball Point Pen
	     
	     
	     
	     
	
	     

	Last Name 
	First Name
	
	Employee Number
	
	Gender

	     
	
	     
	     
	
	     

	Home Address - Street
	
	City
	State
	
	Zip

	     
	
	
	     
	
	     
	

	  Hire Date
	
	
	Birth Date (M/D/Y)
	
	Social Security Number


Reason:  
 FORMCHECKBOX 
 New Hire    
 FORMCHECKBOX 
 IRS Status Change   Date Event Occurred: _____________     FORMCHECKBOX 
 Annual Enrollment Declination of Coverage effective _______ Plan Year
 FORMCHECKBOX 
  Marriage (Attach copy of marriage license)   FORMCHECKBOX 
  Divorce (Attach copy of divorce decree)     FORMCHECKBOX 
  Death    FORMCHECKBOX 
  Return from Non-Paid Leave of Absence

 FORMCHECKBOX 
 Birth/Adoption of child (Attach copy of birth certificate/adoption documentation)      FORMCHECKBOX 
 Other ________________________________________    
 FORMCHECKBOX 
  Name Change from ___________________ To  ___________________ 
	Delta Dental Plan   (Effective Date: ______________) 
	Vision Plan        (Effective Date: _______________)

	(Please choose ONE Dental Plan below)
 FORMCHECKBOX 
 Delta Dental of Idaho         
	(Please choose appropriate vision plan coverage below)

	 FORMCHECKBOX 
 Employee Only        FORMCHECKBOX 
 2 Party      FORMCHECKBOX 
 Family 

	 FORMCHECKBOX 
 Employee Only        FORMCHECKBOX 
 2 Party       FORMCHECKBOX 
 Family

	 FORMCHECKBOX 
 Both District Enrollment          
	
	
	

	
	Spouse’s Name
	Spouse’s Social Security #/ID #
	Spouse’s Location


Dependent Coverage Information:  List all eligible dependents to be to be added or deleted.  Attach a list for any additional dependents.
	Dependent Name
	Social Security #
	Date of Birth
	Relationship
	Action
	Coverage

	
	
	
	Spouse
	Son
	Daughter
	Add
	Delete
	Delta Dental
	Vision

	     
	     
	     
	 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 



If you have listed a dependent child age 19 through age 25, please answer the following questions about that dependent:


Is your dependent Incapacitated or Disabled?

 Yes   No    Dependent Name(s): ________________________________________________
Current or Prior Coverage:  Complete this section if you or your dependents listed on this enrollment application have any other insurance in effect within the last 12 months.    ◘ Dental      ◘ Vision
	Company name & Insured’s Name
	Policy & Group #
	Effective Dates (From – To)

	     
	     
	     

	     
	     
	     

	     
	     
	     


LIFE INSURANCE BENEFICIARY:  Specify the percentage of benefit for each beneficiary and if any beneficiary is contingent.  Contingent means the person listed only receives the benefit if your named beneficiary is deceased.  You are not required to list a contingent beneficiary.  If more space is required, please use a separate list, sign, date, and attach to form.  The District provides this coverage with no cost to the employee.
	Last Name (Please Print)
	First Name
	
	Address
	
	 FORMCHECKBOX 
 Check if Contingent

	     
	     
	
	     
	
	     
% of Benefit

	Last Name (Please Print)
	First Name
	
	Address
	
	 FORMCHECKBOX 
 Check if Contingent

	     
	     
	
	     
	
	     
% of Benefit

	Last Name (Please Print)
	First Name
	
	Address
	
	 FORMCHECKBOX 
 Check if Contingent

	     
	     
	
	     
	
	     
% of Benefit


It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the insurance company.  Penalties include imprisonment, fines and denial of insurance benefits.
	By signing below, 
· I hereby request to be insured and authorize deductions, if any, from my compensation for my share of the cost of benefits to which I may become entitled under the group policy or policies for which application has been made to the company or companies.  For those coverage’s I have declared, I understand that if I choose to decline at this time and enroll at a later date, it will  require an IRS status change for dental and/or vision coverage or proof of insurability for life insurance.  I hereby agree to all terms and conditions referred to in the group policies (including renewals and modifications thereof) with Delta Dental, Vision Services Plan and Life Insurance.  I authorize the release of my dental, and/or vision records to the group insurance plan(s) in which I wish to enroll.  The information above is true and correct to the best of my knowledge and I understand that my benefits may be affected by failure to provide complete, timely information.  A reproduction of this authorization shall be valid as the original.  Until further notice from me in writing, I hereby authorize the Boise School District to deduct from my earnings such amount as may, be due and payable to maintain my enrollment and above coverage hereunder and to remit the same to Deltal Dental, Vision Service Plan and Life Insurance.


NOTE: Your Delta Dental and VSP vision elections are not valid unless this form is signed and dated.

►Employee Signature_______________________________________________
Date
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