Benefit Assistance Corporation
PO Box 950, Hurricane, WV 25526 ENROLLMENT / CHANGE / TERMINATION FORM
Phone (304)562-1913 * Fax (304)562-1916 {Complete or check all that apply)
_Group Name DivistorvDepartment Number Effective Date of Coverage or M
WV Association of Count_les 033 Jackson COt_lpty
'Reason
€ [For [Jenotment  [_Jchange in Coverage [Jreminaton  [_JRe-enoiment [eencficiary Change [__JcoBRA S1en [__JCOBRA Stop
Complation:
M nGes: Dependent aungcs: Cancel Coverago Bue To:
p| [JonangeNeme Add Dependents due to: [Jvemination of Employment (Other than gross miscanduct)
L [Jcnange Address [IMeriage [Jen  [JAdoption CJReduction of Hours 7 Layolt
o] [JchangeCoverage [Jstepcnta[_Jamcso [Jomer [Jvotuntary Termination of Coverage / Other Caverag
Y [Jross 1 acquisition of Spause's Group Coverage Drop Dependents due to: [Joean
| [TJotner - specty [Cowoce [Joeatn  [Jomer [ Jotner - Speciy
R Date of Above Event Date of Above Event Date of Above Event
A d Employer Rep Sinature
TEVEL OF GENEFITS APPLIED FOR
Dental/Vision
[Jseoe ooy
$31.50 - $82.00
ENMPLOVEE IDENTIFICATION
iNama ~Fust Namo [Rcco tmal | Sociel Sccuniy Number Tato of Birth (Monih/ Oay! Vear)
E - - / /
mua TYelephone 8 onth / Bay / Year,
M / /
[ Jackson County Commission
. Jsoc  [Imate [ Jremete IMarltal swiws: [_Jsinge [ IMamies [_Jwidowed [Jowvorced IEs:pbmmv [Jactve [ Jretres [_JcoBRA
"~ DEPENDENT INFORMATION
{(Complata only if you have elected dependsnt coverage)
[+] l.eEl Documentation (Court Decree, Guardianship Papers, Federal incoma Tax Return, etc.) must be atiached o this Application if relationship is Adoption, Step-Chid, QMCSO or Other.
JRetations Crod, Name Sex Date of Bith Status Over Aga 19
Y ﬁ?ag.mmaom Fasl 1. Tast MIT [ Day | vear | Socia! Security Number nw#
Spouse - -
E - -
E - -
ar Coverage: H you, @ and/or chidren are covered under another [ name and name o alth NSUrANCe GeT DEIOW:

— WAWER OF COVERAGE
{Complete only if { you wish to declina coverage)
| horeby deciin coverage: [ JrorMyseit  [_Jfor My Dependent Spouse ﬂfu My Depandent Chidren [ Jfor the Following Person(s)

| heraby certify that | have been given the opportunity to participate in the group k pian provided by my employ 11 ¢ andsor any of my Eligibls Dependents desire to apply for
:;:I: lmmnn?;‘ ata later dale eligibllity will be subject to any eligibility requl special i, open late and other terms and provisions as specified in
group

EMPLOYEE ENROLLMENT / CHANGE AUTHORIZATION

| hereby apply for the coverage or changes to my existing coverage under the group benefit plan as indicated above. This application
shall supercede any previous application as of the effective date indicated above.

Date Employee Signature






