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HUMAN RESOURCES & EQUAL OPPORTUNITY BENEFITS WORKSHEET

Department 






 FORMCHECKBOX 
 Staff
 FORMCHECKBOX 
 Faculty 
 FORMCHECKBOX 
 MPP

Name 







Employee SS# 





Address 






Birth Date 














Home Phone






Eligibility Zip Code (if different from mailing address zip) 

Office Phone







Gender:
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female     Marital Status:
 FORMCHECKBOX 
 Married*    FORMCHECKBOX 
 Domestic Partnership*   FORMCHECKBOX 
 Single

*Copy of Marriage Certificate or Declaration of Domestic Partnership filed with Secretary of State Required. 
I elect to:    FORMCHECKBOX 
 Enroll         FORMCHECKBOX 
 Change     
 FORMCHECKBOX 
 Cancel 
 FORMCHECKBOX 
 Add / Delete Dependents

 FORMCHECKBOX 
 FlexCash
    I do not wish to enroll in a
 FORMCHECKBOX 
 Health plan  
 FORMCHECKBOX 
 Dental plan

Reason:
  





Event Date: 





MEDICAL PLAN:
 FORMCHECKBOX 
 Blue Shield HMO (BS) 
         FORMCHECKBOX 
 Kaiser HMO (KFH)     FORMCHECKBOX 
 PERS-Choice PPO (PCH) 




 FORMCHECKBOX 
 Blue Shield NetValue (BSNV)    FORMCHECKBOX 
 PERS-Care PPO (PC)
  FORMCHECKBOX 
 PERS-Select PPO (PS)    




 FORMCHECKBOX 
 PORAC (POR) (Unit 8)

DENTAL PLAN:
 FORMCHECKBOX 
 Delta Dental PPO     FORMCHECKBOX 
 DeltaCare USA 
   DeltaCare Provider 




LIST ALL ENROLLEES (INCLUDING SELF):





















First
MI
Last


SS#  (required)
Birth Date
Relationship*
               Party Code
   










  Self



1
















2
















3
















3
















3
















3


*Copy of birth certificate required for all dependent children.

Notice to Employees: Participants in the CSU benefit plans must notify the HREO Benefits Office of any family status changes (i.e., marriage, divorce, dependent child turns age 26, etc.) within 60 days of the event date.  Failure to notify HREO of a family status change event may result in financial liability for any costs due to late notification and correction of retroactive benefits coverages.


EMPLOYEE SIGNATURE:   





______        DATE: 




HREO 10/11
HUMAN RESOURCES & EQUAL OPPORTUNITY USE ONLY:

Plan Code: 






HREO Received Date: 




Permitting Event Code: 




Health Evnt Effective Date: 




Gross Premium: 





Date Entered: 






Bargaining Unit:  





Permanent Employee:   Y / N  

Position #:  






Length of Appt./Time Base:  





LIFE/ADD:  Y / N





LTD:   Y / N
Coverage Amount:  




REMARKS: 





















