
MEDical ENROllMENT FORM
8170 33rd AVENUE SOUTH, PO BOX 297 

MINNEAPOLIS, MN 55440-0297

NAME OF EMPLOYER: Scott County GROUP NUMBER: 2604 SITE 

EMPLOYEE STATUS

 q Active / New hire
 q Retired
 q COBRA

EVENT STATUS

 q OPEN ENROLLMENT  q LIFE EVENT
 Reason: _________________

 _________________________
 _________________________

 q LATE ENROLLMENT
Continuous medical coverage
If YES, number of months: __________ 
Coverage End Date:  _______________

aPPlicaNT: cOMPlETE all UNSHaDED aREaS

APPLICANT'S LAST NAME (LEGAL NAME) DATE OF BIRTH  ____ /____ / _______

FIRST NAME M.I.  q SINGLE   q MARRIED

STREET ADDRESS / APT NUMBER CITY STATE

ZIP CODE COUNTY APPLICANT'S PHONE                      MOBILE        HOME        OTHER

MEDical PlaN SElEcTED:    q HP Open Access Base Plan   q Waive Coverage 

TiER SElEcTED:    q Single   q Single +Spouse    q Single +Children    q Family

PlEaSE cOMPlETE THE FOllOWiNG iNFORMaTiON FOR EMPlOYEE aND EacH DEPENDENT BEiNG cOVERED 

NAME
DISABILITY* 

 (Y/N)

SOCIAL  SECURITY 

NUMBER
DATE OF BIRTH 
(M/D/YYYY)

RELATIONSHIP 
TO EMPLOYEE

SEX  
(M/F)

MEDICAL CLINIC# 
(For Primary Clinic 
Plans only)

SELF

APPLICANT NAME OF INSURER COVERAGE DATES

TO

TO

TO

TO

The HealthPartners family of health plans are underwritten and/or administered by HealthPartners, Inc., Group Health, Inc., HealthPartners Insurance Company or HealthPartners 
Administrators, Inc. Fully insured Wisconsin plans are underwritten by HealthPartners Insurance Company.
401025 (6/13) Scott County  © 2013 HealthPartners

CONDITIONS OF COVERAGE:
i HEREBY aPPlY FOR cOVERaGE ON THE BaSiS OF THE STaTEMENTS aND aNSWERS TO THE QUESTiONS HEREiN. I hereby declare all answers to be true and complies with the best 
of my knowledge.

Subject to revocation by me by written notice to my employer, I authorize the required deduction (if any) from my wages. I have read and agree with the terms as stated on this application. 
By acceptance of coverage and upon signing this Enrollment Form, I authorize HealthPartners, and others it designates, to share information about me with any medical provider, plan 
sponsor, or other entity, where such information is reasonably necessary for treatment, payment or health care operations. I understand that HealthPartners may release information 
regarding services provided under my health benefits contract when requested by the organization sponsoring my benefits plan.

i UNDERSTaND THaT PROViDiNG FalSE iNFORMaTiON OR OMiSSiON OF RElEVaNT iNFORMaTiON iN THiS aPPlicaTiON MaY RESUlT iN THE DENial OF claiMS, 
caNcEllaTiON OR REciSSiON OF cOVERaGE.

*Federal Medicare legislation now requires this information. If you have questions, contact Member Services.

Do any of the dependent(s) listed above reside at a different address from the applicant?

q YES     q NO If YES, list dependent(s) name and address: __________________________________________________________________________________________________

 __________________________________________________________________________________________________________________________________________

at the time of your effective date with HealthPartners, will you, your spouse, and/or dependent(s) be insured by any other health insurance company?

q YES    q NO If YES, please complete the Coordination of Benefits Form.  Check which type:     q Group      q Individual

How long has that applicant been with that insurer? Please list all:

____________________________________   _____________   _____________________________   _____________
SiGNaTURE OF EMPlOYEE (required) DaTE SiGNED SiGNaTURE OF EMPlOYER (optional) DaTE SiGNED

HIRE DATE:  ____ /____ / 20 

COVERAGE  
EFFECTIVE DATE:  ____ /____ / 20 



Delta Dental of Minnesota
Membership Enrollment Form

PART A – EMPLOYEE INFORMATION – Employee complete Parts A thru E and return form to benefit administrator.

PART B – ENROLLMENT INFORMATION

PART C – DEPENDENT INFORMATION

PART D – OTHER INSURANCE COVERAGE
Do you (the employee) have other dental coverage? Yes No Do your dependents have other dental coverage? Yes No
Name of Carrier: __________________________________________________ Policy/Identification No.: _______________________

I waive coverage for myself and/or my dependents and understand that by waiving coverage, whether entirely or partially paid by my
employer, that I waive the right to change this selection unless permitted in the group contract’s participation requirements and enrollment
restrictions. Delta Dental reserves the right to decline any further enrollment changes.

Employee Signature: Date:

PART E – EMPLOYEE SIGNATURE – Sign and date form as verification of your enrollment.
I am enrolling myself and/or my dependents and authorize payroll deductions, if applicable. Any person who knowingly and with intent

to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false
information or conceals for the purposes of misleading, information concerning any fact material thereto may commit a fraudulent act,
which is a crime and subjects such person to criminal and civil penalties.

Employee Signature: Date:

Group Name: Scott County

Payroll Rep’s Signature:

/

/

) )

_______ /_______ /_______

Employee’s 
Name:

Last First Middle Initial Social Security Number
/

Gender: Male Female Marital
Status:

Single Married Widowed Divorced Legally Separated Date of Birth (Month-Day-Year)
/

Employee’
s Address:

Address Home Phone Number

(
Work Phone Number

(
City State Zip Code

Select Coverage Type – Who is Being Enrolled – Check One Box Only
*If waiving coverage for employee and/or eligible family members, complete Part B & D.

Employee only*
Employee and Spouse

Employee and Child(ren)
Family No Coverage*

Relationship
To Employee

First Name, Middle Initial, Last Name
(Include Last Name Only if Different From Employee’s) Gender

Date of Birth Month/
Day/Year

Spouse M F / /

Dependent Child M F / /

Dependent Child M F / /

Dependent Child M F / /

Dependent Child M F / /

PART F – GROUP ENROLLMENT INFORMATION - THIS PART TO BE COMPLETED BY EMPLOYER

New Hire

Effective Date: ______ /______ /______
Hire Date: ______ /______ /______

Open Enrollment 
Effective Date:
______ /______ /______

Loss of Coverage
Qualifying Event Reason: _________________________

Event Date:
Effective Date: _______ /_______ /_______
Group & Subgroup Number: 3014

Date of Entry:



 B  rof mroF tnemllornE stfiene S  YTNUOC TTOC
H  ynapmoC ecnarusnI tnediccA dna efiL droftra
O  )ynapmoc ecnarusni kcots A( 55160 tucitcennoC ,droftraH ,azalP droftraH en
T droftraH eh ®  .seiraidisbus sti dna ,.cnI ,puorG secivreS laicnaniF droftraH ehT si

I )1 :snoitcurtsn   ).syaled sesuac noitamrofni gnissiM( .noitamrofni etelpmoc edivorp dna kni kcalb ro eulb htiw ylraelc tnirp esaelP 2) eht weiver esaelP  
a ylno era )elbacilppa fi( )s(tnedneped ruoy dna )eeyolpme( uoY .egarevoc gnitcele ot roirp tcudorp hcae rof noitamrofni yrammus/thgilhgih tfieneb elbacilpp  
e  .ycilop puorg elbacilppa eht yb dewolla sa egarevoc rof elbigil 3) egarevoc enilced ro tcele ot )se(xob etairporppa eht kcehc esaelp ,egarevoc hcae roF  
a  .yrassecen erehw stnuoma retne dn 4)  .mrof eht etad dna ngis esaelP 5) S tnemllorne eht yb rotartsinimda stfieneb ruoy yb detcurtsni sa mrof eht timbu  
d .enildae   ).droftraH ehT ot yltcerid mrof eht dnes ro timbus ton oD(

E EEYOLPM   NOITAMROFNI
N ema  TSAL IM TSRIF( ) E eeyolpm  I  D D htriB fo eta  (  )YYYY/DD/MM

D eriH fo eta  (  )YYYY/DD/MM

D  NOITAMROFNI TNEDNEPE ( SIHT HTIW DETTIMBUS/OT DEHCATTA DNA REPAP ETARAPES NO DETSIL EB YAM NERDLIHC LANOITIDDA  
F   )MRO
S esuop  emaN   )TSAL IM TSRIF(

  A/N
D  htriB fo eta G  redne

 M   F
D  eta M  deirra

C  emaN dlih (  )TSAL IM TSRIF D  htriB fo eta G  redne C  emaN dlih (  )TSAL IM TSRIF D  htriB fo eta G  redne

 M   F  M   F

 M   F  M   F

B  EFIL MRET CISA A )D&DA( TNEMREBMEMSID & HTAED LATNEDICCA DN   ECNARUSNI
C rof egarevo  
E eeyolpm  O  yln B  tnuomA tfiene M ylhtno   tnuomA muimerP

(  – doireP yaP rep tsoC 12/  )raeY E  egarevoC tcel D enilce  
C  egarevo

E  eeyolpm $50,000 P  reyolpmE yb dia X 

A  :noitamrofnI lanoitidd

F  6769-AP MRO
E EEYOLPM  N EMA :  ___________________________

P  3 FO 1 EGA C  :ETAD NOITAER 2  3202/12/
S YTNUOC TTOC /0 5651510  



S LATNEMELPPU   EFIL MRET A )D&DA( TNEMREBMEMSID & HTAED LATNEDICCA DN   ECNARUSNI
Y  .egarevoc siht rof elbigile eb ot stnedneped ruoy rof redro ni egarevoc siht rof llorne tsum uo

C  rof egarevo E eeyolpm  O  yln B  noitpO enO tceleS – tnuomA tfiene M ylhtno   tnuomA muimerP
(  – doireP yaP rep tsoC 12/  )raeY

Employee

 $ 000,01  $  ___________

 $ 000,02  $  ___________

 $  000,051 $  ___________

 $ 000,005  (  )*IOE seriuqeR $  ___________

  ________________$ $  ___________

  enilceD E eeyolpm   egarevoC N  A/

Spouse

 $ 000,5  $  ___________

 $ 000,01  $  ___________

 $  000,05 $  ___________

 $ 000,052  (  )*IOE seriuqeR $  ___________

  ________________$ $  ___________

  enilceD S esuop   egarevoC N  A/

Child(ren)
• T ylppa nwohs )s(tnuoma muimerp eh

t eht fo sseldrager ,nerdlihc lla o  
n  evah uoy nerdlihc fo rebmu

 $ 000,5   dlihc hcae rof $0.23 for all children 

 $ 000,01   dlihc hcae rof $0.46 for all children 

 Decline Child(ren) Coverage N/A 

A  :noitamrofnI lanoitidd
• *If you elect an amount that exceeds the guaranteed issue amount of $150,000, you will need to provide evidence of insurability that is satisfactory to 

The Hartford before the excess can become effective.
• *If you elect an amount that exceeds the guaranteed issue amount of $50,000, your spouse will need to provide evidence of insurability that is 

satisfactory to The Hartford before the excess can become effective.
• The premium amount(s) for you and your spouse are based on your (employee) age; therefore, the premium amount(s) will change as you grow older.
• The benefit amount available to you (employee) under this plan is subject to a reduction schedule beginning at age 65.
• The child benefit amount listed applies to any child age 6 months or older. A different amount may apply to any child under the age of 6 months.

F 6769-AP MRO   
E EEYOLPM  N EMA :  ___________________________

P  3 FO 2 EGA C  :ETAD NOITAER 2  3202/12/
S YTNUOC TTOC /0 5651510  

(must be in $10,000 increments)

(must be in $5,000 increments)



B  NOITANGISED YRAICIFENE (  )TNETNI RUOY FO NOITSEUQ ON SI EREHT OS RAELC SI NOITANGISED YRAICIFENEB RUOY ERUSNE ESAELP

T  rof si noitangised sih a ll  yb detacidni sa( rovivrus ro yraicfieneb a ot elbayap era stfieneb hcihw rof droftraH ehT yb deussi egarevoc ecnarusni puorg  
e  .tseuqer nettirw nopu degnahc eb yam noitangised sihT .gnitirw ni uoy yb detseuqer esiwrehto sselnu ,htaed ruoy fo tneve eht ni )ycilop cfiiceps hca A ll  
i sselnu yllauqe stfieneb erahs llahs seiraicfieneb eht ,deman si yraicfieneb eno naht erom fI .yraicfieneb rep ,deriuqer si detseuqer noitamrofn  
p  ehT .woleb detats era segatnecre p %001 latot tsum segatnecre  ot deen uoy fI .seiraicfieneB tnegnitnoC lla rof %001 dna seiraicfieneB yramirP lla rof  
d ,mrof siht htiw ti timbus/ot ti hcatta dna repap etarapes a no noitamrofni lanoitidda eht edulcni esaelp ,wolla lliw ecaps naht seiraicfieneb erom etangise  
c  .noitamrofni lanoitidda ro ecnatsissa rof rosivda lagel ro rotartsinimda stfieneb ruoy tlusnoc esaelP .eman ruoy gnitats ylrael
 
C enoemos etangised dna – IW ro AW ,XT ,MN ,VN ,AL ,DI ,AC ,ZA ,KA – setats eseht fo eno ni evil uoy fI .setats ytreporp ytinummoc era setats niatre  
o  ruoy naht reht s esuop   ruoy taht eriuqer yam wal etats ,yraicfieneb ruoy sa s esuop  snoitcidsiruj labirt niatrec dna ociR otreuP .noitangised eht ot tnesnoc  
m  eriuqer osla ya s lasuop   .tnesnoc S lasuop  rof rosivda lagel ro rotartsinimda stfieneb ruoy tlusnoc esaelP .snalp ASIRE ot ylppa ton yam tnesnoc  
a  .noitamrofni lanoitidd
P  )sei(yraicfieneB yramir (  )HTAED RUOY FO EMIT EHT TA GNIVIL FI STIFENEB EVIECER OT ENIL NI TSRIF ERA SEIRAICIFENEB YRAMIRP

1  ) N ema   )TSAL IM TSRIF( D fo eta  
B  htri
 

S  NS R  uoY ot pihsnoitale P  tnecre
% 

A  sserdd (  )PIZ & ETATS ,YTIC ,TEERTS P  rebmuN enoh

2  ) N ema   )TSAL IM TSRIF( D fo eta  
B  htri
 

S  NS R  uoY ot pihsnoitale P  tnecre
% 

A  sserdd (  )PIZ & ETATS ,YTIC ,TEERTS P  rebmuN enoh

C  )sei(yraicfieneB tnegnitno (  )HTAED RUOY FO EMIT EHT TA EVILA SI YRAICIFENEB YRAMIRP ON FI STIFENEB EVIECER LLIW )S(TNEGNITNOC

1  ) N ema   )TSAL IM TSRIF( D fo eta  
B  htri
 

S  NS R  uoY ot pihsnoitale P  tnecre
% 

A  sserdd (  )PIZ & ETATS ,YTIC ,TEERTS P  rebmuN enoh

2  ) N ema   )TSAL IM TSRIF( D fo eta  
B  htri
 

S  NS R  uoY ot pihsnoitale P  tnecre
% 

A  sserdd (  )PIZ & ETATS ,YTIC ,TEERTS P  rebmuN enoh

C  ERUTANGIS & NOITAMRIFNO
B  :woleb gningis y
• I  .reyolpme ym yb dereffo egarevoc ecnarusni eht ni llorne ot ytinutroppo eht nevig neeb evah I taht egdelwonkca 
• I si taht ytilibarusni fo ecnedive edivorp ot deriuqer eb yam I ,llorne ot ediced retal tub ,won egarevoc enilced I fI )1 :taht eerga dna dnatsrednu  

s ehT yb deined eb yam egarevoc rof tseuqer yM )2 ;evitceffe semoceb ti erofeb egarevoc hcus rof devorppa eb dna droftraH ehT ot yrotcafsita  
H )4 ;ycilop ecnarusni eht fo snoitidnoc dna smret ,snoisivorp eht htiw ecnadrocca ni ylno tceffe ni niamer dna tceffe otni og lliw ecnarusnI )3 ;droftra  
O ecnarusni ym fo snoisulcxe dna snoitatimil ,snoitidnoc ,smret ,snoisivorp eht ebircsed ylluf nac reyolpme ym ot deussi )sei(ycilop ecnarusni eht yln  
c oN )6 ;ycilop ecnarusni eht yb dnuob eb ot eerga I ,ycilop ecnarusni eht dna mrof tnemllorne eht neewteb ecnereffid yna fo tneve eht nI )5 ;egarevo  
i puorg fI )7 dna ;reyolpme ym ot deussi sa )sei(ycilop puorg eht fo smret eht htiw ecnadrocca ni elbigile ton ma I fi ecrof ni ro dilav eb lliw ecnarusn  
p  .ecrof ni eb ton yam detcele evah I egarevoc eht dna detnemelpmi eb ton yam )sei(ycilop eht ,tem ton era dna deriuqer era stnemeriuqer noitapicitra

• I  .elbacilppa erehw egarevoc fo tsoc ym revoc ot segaw ym morf snoitcuded lloryap ezirohtua I siht no detacidni stnuoma muimerp yna taht dnatsrednu  
f ym no desab egnahc gniogno ot tcejbus eb yam dna ,ycilop elbacilppa eht fo smret lanfi eht no desab egnahc ot tcejbus era hcihw ,setamitse era mro  
a  .rerusni eht yb degnahc eb yam stfieneb dna setar taht dnatsrednu osla I .sgninrae ro/dna eg

• I  .ecnediser fo etats ym ot seilppa taht ”stnemetatS gninraW duarF – ecitoN tnatropmI“ eht dnatsrednu dna daer evah 
 
E eeyolpm   erutangiS
 
 

D  erutangiS fo eta

 

 

 

 

 

 

 

 
E  EGAP GNIWOLLOF EHT NO ”STNEMETATS GNINRAW DUARF – ECITON TNATROPMI“ EHT WEIVER ESAELP – MROF FO DN

F 6769-AP MRO   
E EEYOLPM  N EMA :  ___________________________

P  3 FO 3 EGA C  :ETAD NOITAER 2  3202/12/
S YTNUOC TTOC /0 5651510  

    



B   mroF tnemllornE stfiene
I  stnemetatS gninraW duarF – ecitoN tnatropm
H  ynapmoC ecnarusnI tnediccA dna efiL droftra
O  )ynapmoc ecnarusni kcots A( 55160 tucitcennoC ,droftraH ,azalP droftraH en
T droftraH eh ®  .seiraidisbus sti dna ,.cnI ,puorG secivreS laicnaniF droftraH ehT si

P  .mrof tnemllorne eht gningis ot roirp ecnediser fo etats ruoy ot seilppa taht tnemetats eht daer esael

F ,kroY weN ,ocixeM weN ,yesreJ weN ,dnalyraM ,eniaM ,ykcutneK ,adirolF ,odaroloC ,ainrofilaC ,anozirA TPECXE setats lla fo stnediser ro  
N :notgnihsaW dna ainigriV ,eessenneT ,ociR otreuP ,ainavlysnneP ,nogerO ,oihO ,aniloraC htro  ro eslaf a stneserp ylgniwonk ohw nosrep ynA  
f yam dna emirc a fo ytliug si ecnarusni rof noitacilppa na ni noitamrofni eslaf stneserp ylgniwonk ro tfieneb ro ssol a fo tnemyap rof mialc tneluduar  
b   .nosirp ni tnemenfinoc dna senfi ot tcejbus e
F :anozirA fo stnediseR ro  ynA .mrof siht no raeppa ot tnemetats gniwollof eht seriuqer wal anozirA noitcetorp ruoy roF  
p  .seitlanep livic dna lanimirc ot tcejbus si ssol a fo tnemyap rof mialc tneluduarf ro eslaf a stneserp ylgniwonk ohw nosre
F :ainrofilaC fo stnediseR ro  yrevocer ot thgir eht rab ton llahs retpahc siht yb derevoc ycilop yna rof noitacilppa eht ni tnemetats yna fo ytislaf ehT  
u ksir eht fo ecnatpecca eht rehtie detceffa yllairetam ti sselnu ro evieced ot tnetni lautca htiw edam saw tnemetats eslaf hcus sselnu ycilop eht redn  
o  .rerusni eht yb demussa drazah eht r
F :odaroloC fo stnediser ro  eht rof ynapmoc ecnarusni na ot noitamrofni ro stcaf gnidaelsim ro ,etelpmocni ,eslaf edivorp ylgniwonk ot lufwalnu si tI  
p ynA .segamad livic dna ecnarusni fo lained ,senfi ,tnemnosirpmi edulcni yam seitlaneP .ynapmoc eht duarfed ot gnitpmetta ro gniduarfed fo esopru  
i redlohycilop a ot noitamrofni ro stcaf gnidaelsim ro ,etelpmocni ,eslaf sedivorp ylgniwonk ohw ynapmoc ecnarusni na fo tnega ro ynapmoc ecnarusn  
o morf elbayap drawa tnemelttes a ot drager htiw tnamialc ro redlohycilop eht duarfed ot gnitpmetta ro gniduarfed fo esoprup eht rof tnamialc r  
i  .seicnegA yrotalugeR fo tnemtrapeD eht nihtiw ecnarusnI fo noisiviD odaroloC eht ot detroper eb llahs sdeecorp ecnarusn
F :adirolF fo stnediser ro  na ro mialc fo tnemetats a selfi rerusni yna evieced ro ,duarfed ,erujni ot tnetni htiw dna ylgniwonk ohw nosrep ynA  
a  .eerged driht eht fo ynolef a fo ytliug si noitamrofni gnidaelsim ro ,etelpmocni ,eslaf yna gniniatnoc noitacilpp
F :ykcutneK fo stnediser ro  mialc fo tnemetats a selfi nosrep rehto ro ynapmoc ecnarusni yna duarfed ot tnetni htiw dna ylgniwonk ohw nosrep ynA  
o tcaf yna gninrecnoc noitamrofni ,gnidaelsim fo esoprup eht rof ,slaecnoc ro noitamrofni eslaf yllairetam yna gniniatnoc ecnarusni rof noitacilppa na r  
m  .emirc a si hcihw ,tca ecnarusni tneluduarf a stimmoc otereht laireta
F :notgnihsaW dna ainigriV ,eessenneT ,eniaM fo stnediser ro  na ot noitamrofni gnidaelsim ro etelpmocni ,eslaf edivorp ylgniwonk ot emirc a si tI  
i  .stfieneb ecnarusni fo lained dna senfi ,tnemnosirpmi edulcni yam seitlaneP .ynapmoc eht gniduarfed fo esoprup eht rof ynapmoc ecnarusn
F :dnalyraM fo stnediser ro  ohw ro tfieneb ro ssol a fo tnemyap rof mialc tneluduarf ro eslaf a stneserp ylluflliw ro ylgniwonk ohw nosrep ynA  
k ni tnemenfinoc dna senfi ot tcejbus eb yam dna emirc a fo ytliug si ecnarusni rof noitacilppa na ni noitamrofni eslaf stneserp ylluflliw ro ylgniwon  
p  .nosir
F :yesreJ weN fo stnediser ro  ot tcejbus si noitamrofni gnidaelsim ro eslaf yna gniniatnoc mialc fo tnemetats a selfi ylgniwonk ohw nosrep ynA  
c dna lanimirc ot tcejbus si ecnarusni rof noitacilppa na no noitamrofni gnidaelsim ro eslaf yna sedulcni ohw nosrep ynA .seitlanep livic dna lanimir  
c  .seitlanep livi
F :aniloraC htroN dna ocixeM weN fo stnediser ro  tfieneb ro ssol a fo tnemyap rof mialc tneluduarf ro eslaf a stneserp ylgniwonk ohw nosrep ynA  
o  .seitlanep lanimirc dna senfi livic ot timbus eb yam dna emirc a fo ytliug si ecnarusni rof noitacilppa na ni noitamrofni eslaf stneserp ylgniwonk r
F :)ecnarusnI efiL ot elbacilppa ton( kroY weN fo stnediser ro  ro ynapmoc ecnarusni yna duarfed ot tnetni htiw dna ylgniwonk ohw nosrep ynA  
o fo esoprup eht rof slaecnoc ro ,noitamrofni eslaf yllairetam yna gniniatnoc mialc fo tnemetats ro ecnarusni rof noitacilppa na selfi nosrep reht  
m livic a ot tcejbus eb osla llahs dna ,emirc a si hcihw ,tca ecnarusni tneluduarf a stimmoc ,otereht lairetam tcaf yna gninrecnoc noitamrofni ,gnidaelsi  
p  .noitaloiv hcus hcae rof mialc eht fo eulav detats eht dna srallod dnasuoht evfi deecxe ot ton ytlane
F :oihO fo stnediser ro  ro noitacilppa na stimbus ,rerusni na tsniaga duarf a gnitatilicaf si eh taht gniwonk ro duarfed ot tnetni htiw ,ohw nosrep ynA  
fi  .duarf ecnarusni fo ytliug si tnemetats evitpeced ro eslaf a gniniatnoc mialc a sel
F :nogerO fo stnediser ro  rof noitacilppa na selfi nosrep rehto ro ynapmoc ecnarusni yna duarfed ot tnetni htiw dna ylgniwonk ohw nosrep ynA  
i tcaf yna gninrecnoc noitamrofni ,gnidaelsim fo esoprup eht rof slaecnoc ro noitamrofni eslaf yllairetam yna gniniatnoc mialc fo tnemetats ro ecnarusn  
m  .elbaliava seitlanep livic yna ot tcejbus eb yam dna stfieneb ecnarusni ni noitcuder ro/dna lained a ot tcejbus si laireta
F :ainavlysnneP fo stnediser ro  noitacilppa na selfi nosrep rehto ro ynapmoc ecnarusni yna duarfed ot tnetni htiw dna ylgniwonk ohw nosrep ynA  
f yna gninrecnoc noitamrofni ,gnidaelsim fo esoprup eht rof slaecnoc ro noitamrofni eslaf yllairetam yna gniniatnoc mialc fo tnemetats ro ecnarusni ro  
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Enrollment/Change Form
FLEXIBLE SPENDING ACCOUNTS

Please enter your FSA election(s):

Medical FSA 
Note: If you or your spouse has a Health Savings Account (HSA), contributions 
cannot be made to the HSA while there is coverage under a Medical FSA.

Limited Medical FSA (reimburses dental, vision and/or post-deductible 
expenses as allowed by your plan)
Note: You cannot elect this account if you elect a Medical FSA. You can elect 
this account if you are covered under an HSA. In order to accurately track 
eligible expenses, apply them to the correct deductible threshold and ensure 
reimbursement of eligible post-deductible expenses, you must indicate the level of 
coverage you have under your health insurance.

Per Pay Deduction Plan Year Election

Single Family

Dependent Care FSA

This is a:

Street or PO Box

City State ZIP

Employee Name

Member ID (set by employer. Typically an employee ID or SSN.)

Employer Effective Date of Enrollment (MM/DD/YYYY)

Hire Date (MM/DD/YYYY)

Birth Date (MM/DD/YYYY)

Email Address

Phone Number

Employment Status: Full Time Part Time

New enrollment Change in previous enrollment

If this is a change in enrollment, please check the event that triggered this change:
NOTE: An election can only be changed if the change in status affects eligibility for that coverage. Any change in election must be 
consistent with the change in status and the change in eligibility

Participant’s termination of employment.

Change in employment status of spouse or dependent (including termination or commencement of employment).

Change in employee’s legal marital status (including marriage, divorce, death of spouse, legal separation, 
annulment).

Change in number of tax dependents (including birth, adoption, placement for adoption, death).

Change in work schedule (reduction/increase in hours by employee, spouse or dependent, including a switch 
between full-time/part-time, a strike/lockout, and commencement of or return from an unpaid leave of absence).

Change in residence or worksite (of employee, spouse, or dependent).

Dependent satisfies or ceases to satisfy dependent eligibility requirements (attainment of age, student status, 
etc.).

Change in dependent care cost or provider (for Dependent Care FSA elections only).

Other:



Enrollment/Change Form
FLEXIBLE SPENDING ACCOUNTS

PLEASE CERTIFY THE FOLLOWING:
I have received and read the printed material which explains my plan and my options under it. I understand that any expenses paid 
under this plan must be eligible expenses as governed by Internal Revenue Service (IRS) regulations, must be for services provided for 
me or a qualifying individual and must not be reimbursed from any other source. I also understand that by signing and submitting this 
enrollment form, I am making an irrevocable election for the current plan year. Any choices above may be modified only as defined in the 
plan. Moreover, I authorize the amount(s) above to be deducted from payroll as indicated. I also understand that unused amounts in any 
Flexible Spending Account may be forfeited after the time frame indicated in the Plan Highlights.

I understand that Federal law requires financial institutions to obtain, verify and record information that identifies each person with an 
account. I also understand that I may be required to provide identifying information (e.g. social security number, address and date of 
birth) when making inquiries about my account. I understand that any personal information obtained will not be shared with anyone, 
including non-affiliated third parties, except as permitted by law.

If a Beniversal® Prepaid Mastercard® is associated with my Flexible Spending Account: 

• I authorize the issuance of a Beniversal Card. I agree to use this card only for eligible medical expenses under the plan for me or
a qualifying individual and to be bound by all provisions of the Cardholder Agreement and card promises sent to me with my card.
Furthermore, I understand that if my Beniversal Card is used for expenses other than eligible medical expenses or if I violate the
terms of the Cardholder Agreement, my  account may besuspended and I will reimburse the plan for the expenses. I authorize
my employer to deduct any non-approved expense directly from my paycheck onan after-tax basis. I also authorize expenses for
replacement cards and paper followup requests to be deducted from my account balance as needed.

• Since the IRS requires that certain purchases made with the Beniversal Card be verified for eligibility, I agree to acquire and retain
sufficient documentation for any expense paid with the card and to submit such followup documentation to Benefit Resource upon
request.

Signature Date (MM/DD/YYYY)

EMPLOYERS ONLY - This section must be complete for employee to be enrolled

Pay date of first FSA deduction(s): FSA Pay Dates This Year:

Deduction Cycle:

Other:

Single FamilyChange in Health Insurance level of Coverage:

Insurance Coverage Code:

This information is required for Beniversal Cards. The six digit code must match a code on your Group Insurance Form. Note: If 
employee is not insured through an employer sponsored health insurance plan, enter NOMED.

Monthly Semi-monthly Bi-weekly Weekly

Return to Scott County Employee Relations.

© 2021 Benefit Resource, LLC. | All rights reserved | Updated 7/16/2021 | Benefit Resource and BRI are tradenames of Benefit Resource, LLC.

(800) 473 - 9595 | PART IC IPANTSERV ICES@BENEF I TRESOURCE.COM | BENEF I TRESOURCE.COM
The Beniversal Prepaid Mastercard is issued by The Bancorp Bank pursuant to license by Mastercard International Incorporated. Mastercard is a registered trademark, and the circles 

design is a trademark of, Mastercard International Incorporated. The Beniversal card is accepted at qualified merchants accepting Debit Mastercard. The Bancorp Bank; Member FDIC. 
The employer maintains a Plan Document; if anything in this document conflicts with the Plan Document, then the Plan Document controls. 



Enrollment/Change Form
Please print and complete all sections.

Underwritten by Fidelity Security Life Insurance Company of
Kansas City, Missouri

EMPLOYER INFORMATION: To be Completed by Employer

Group Number:

Materials ONLY 1001162
or

Exam and Materials 1001163

Employer Name:

Scott County

Effective Date:

EMPLOYEE INFORMATION A: Add (enroll) T: Terminate C: Change (change of name, address or phone)

 ADD

 TERM

 CHG

Materials ONLY
or

Exam and Materials

Last Name (Employee or subscriber) First Name M.I. Date of Birth

Sex
M
 F

Social Security Number Home Street Address City/State/Zip Home Phone
( )

FAMILY INFORMATION (Only those eligible may be enrolled.) A: Add (enroll) T: Terminate
C: Change (change of name)
A
T
C

Sex
M
 F

Last Name (spouse) First Name M.I. Date of Birth Social Security Number

A
T
C

Sex
M
 F

Last Name (dependent) First Name M.I. Date of Birth Social Security Number

A
T
C

Sex
M
 F

Last Name (dependent) First Name M.I. Date of Birth Social Security Number

A
T
C

Sex
M
 F

Last Name (dependent) First Name M.I. Date of Birth Social Security Number

A
T
C

Sex
M
 F

Last Name (dependent) First Name M.I. Date of Birth Social Security Number

A
T
C

Sex
M
 F

Last Name (dependent) First Name M.I. Date of Birth Social Security Number

Employee Signature: _______________________________ Date: ____________________



	

Short Term Disability Insurance Enrollment/Change Form
Return to:  Employee Relations

*If you are not a U.S. Citizen, please provide a copy of your Visa.

Insurance benefits:
Optional Insurance Benefits:

Short-Term Disability Weekly Benefit Amount $____________*o Elect o Decline/Cancel
Coverage You may elect coverage in $100 increments not to exceed 60% of your income or $1,700 (whichever is less).

Instructions for the employee: Complete and return this form to your Benefits Administrator.

Instructions for the Benefits Administrator: Retain a copy of this form for your records and provide employee with a copy. Mail original
to National Insurance Services at the address above.

BVENR.ScottCounty1time (11/2020)1

Enter your information:
Employer Name: Scott County NIS Group Number: 022470
Full Name (Last name, First name, Middle Initial): Date of Hire:

Home Address: City: State: Zip:

Social Security Number: o Single
o Married

U.S. Citizen? 
o Yes o No*

Date of Birth: o Male
o Female

Occupation/Title: Hours worked per week: Base Annual Salary:

Sign here (required whether electing or declining any coverage):
I have been given the opportunity to apply for group insurance and agree to accept or decline coverage(s) as noted above. If I am declining 
coverage(s), I understand that if my dependents or I decide to apply for coverage at a later date, Evidence of Insurability (medical questions) 
may be required at my own expense and the insurance company must approve coverage. If I have elected any coverage(s) above, I authorize 
my employer to make any required deductions, if any, from my salary to pay my portion of the insurance premium when my insurance 
becomes effective.

Warning: Any person who knowingly presents false information on an application for insurance may be guilty of a crime and subject to fines, 
confinement in prison, and/or denial of insurance benefits.

Signature: Date:



Age

Short-Te rm Disability Benefit and Rate  Calculation Worksheet

Choose your Short-Term Disability weekly benefit in $100 increments not to exceed 60% of your income (or
$1,700, whichever is less).

Instructions:
1. First, figure your maximum weekly benefit based on your salary using calculator #1 below. For example,

if you make $45,000 per year, your calculations will look like this: $45,000 x 60% = $27,000 ÷ 52 weeks
= $519.23.

2. Next, choose your coverage in $100 increments and figure your cost using calculator #2 below. Be sure
you don’t exceed $1,700 or your maximum weekly benefit as calculated in #1, whichever is lower. Using
the example above with a salary of $45,000, the maximum weekly benefit you can choose is $500. The cost
can be figured by dividing $500 by $100, then multiplying by the age rates listed in the chart on the right.
For example, if you want $500 of weekly benefit and you are age 47, your calculations will look like this:
$500 ÷ $100 = 5 x $4.70 = $23.50 (your monthly premium payment).

Age as of December 1 of the
prior year.1 Calculate  Your Maximum Weekly Benefit

  Age rates per $100 
    of weekly benefit.Yo ur Annual l$ Salary,

X 60%

Subtotal= ,
÷ 52

Yo ur m axim um= $ Weekly Benefit based, .
o n yo ur salary.

Maximum benefit is $1,700 per week. If your weekly
benefit amount exceeds $1,700 enter $1,700 here.

Calculate  Your Monthly Cost2 Weekly Benefit
Enter your coverage amount
in $100 increments not= $ to exceed your Maximum, . Weekly Benefit you calculated
above. If your benefit exceeds
$1,700, enter $1,700.÷ 100

=
Subtotal.

Your Age RateX $ (Se e  Chart).

To tal Mo nthly= $ Cost.

Administered by: Underwritten by:

Corporate Headquarters
250 South Executive Drive, Suite 300, Brookfield, WI 53005

Office s Nationwide
800.627.3660

Madison National Life Insurance Company, Inc. is a  Wisconsin Insurance company and a  Member of the IHC Group. The IHC Group is an insurance organization
composed of Independence Holding Company (NYSE: IHC) and its operating subsidiaries. The IHC Group has been providing life, health and stop loss insurance solutions
for nearly 30 years. For information on the IHC Group, see www.ihcgroup.com.

©National Insurance Services of WI, Inc. BVENR.ScottCounty1time (11/2020)

Age Rates per
$100

of weekly
benefit

0-24 $7.20

25-29 $7.60

30-34 $5.60

35-39 $4.20

40-44 $4.00

45-49 $4.50

50-54 $5.60

55-59 $7.00

60-64 $8.60

65 + $10.50
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