
Member Enrollment/Change Form

Medical

Employer Name: Group Number:

Submit your completed form and supporting documentation to your Human Resources Department.

Employer: Complete Prior to Submitting to HPI

Active COBRA      Department/Division/Location (if applicable):

New Employee

Remove Dependent(s) Only

Open Enrollment Terminate from Plan

Add Dependent Coverage Change of Status

Hire Date: Termination Date:

Reason for change:

Employee Signature:

Employee Information

Last Name: First Name: MI: SS#: Date of Birth:

Mailing Address: City: ST: ZIP Code:

Gender: Marital Status: Email Address: Phone:

Medical Plan Option    (Circle One)        In-                

Employee Only

Employee + Spouse/Partner Employee + Ex Spouse Employee + Family Employee + Child(ren)

Add or Drop Dependents 

Last Name

- -

First Name MI Gender Date of Birth Relationship to 
Employee

Dependent SS Number
(REQUIRED) Add/Drop

- -
- -
- -

1.
2.
3.
4.

Yes No Self Spouse Child(ren) Ex-Spouse

Employee Signature:
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