
Send completed forms to:
PHP Insurance Company. PO Box 853936.
Richardson. rx. 75085-3e36 Change FOfm
Or Fax to: (51'7) 364-8416
ATTN : Enrollment DeDartment

O PHP Insurance Company

ofEmplovee m ust sisn this torm tor anvthlns other than a termlnatlon ot em

A. Emnlovee information (as it aDpears on ID Card)
First
Name

.'h-tur.'1lA ffi'i," J*5ffi1Y Social Securitv
Number l,ldl rt /i $ 3'l

Date of -
Birth Y tll,ll'lk?

B. Emolovee Chanses
Change Address to:

Charrge Name lront: to:

C. Chanse in Coverase

"1..4"dditions:
EJAdd Medical Coverage n Add Dental Coverage

Qualifying event reason:

n eiflh I Adoption EMarriage '-.\s\| | Loss of other coverase lY Other (specilr ): t v1nri-\\.r', .T

Effective Date of

11$",Tr , ig
2. Terminations:
! All coverage n Medical

n Dental

ll For employee and all
covered dependents

! For dependents listed
below

Reason:

I Termination n Death I No* ineligible
I Divorce n Dissatisfied n Other (specify):

E{fective Date of
Termination:*

3. Changes:
l-l Chanee to COBRA coverase

Reason

l-'l Chanee liom Class to Class

Effective Date ofchange
tl

poliiy.Pleaseattachadditionalformifneeded.Writenameasitshou|dappearonIDCard.Dependentmay
not be elisible if other medical coverase is avallable to them throu{h their emplover.

First Name M.l. Last Name
Social Security

Number
Date of
Birth Gender Relationshio

Medical Insurance available from
his/her emolover?

lclAdd/flDelete

Ichange
:l t !!

"; i i /'t: -$ '31'l' ,l{ 5*r r

^ 
lf t'' .l

!1 i r ll
Lt ,t l+i{'i

L-lAdd
nDelete
IChange

lAdd
IDelete
LIL narrge

D. Coordination of Benefits (Failure to complete this section may result in delays in enrollment or claim payments)
Orylhe day your coverage begins, will any family members above be covered by other medical, dental or Medicare insurance?

ElNo nYcs If ves, please complete this section and attach a copy of the card. Please use extra paper if more than one additional po]&y ,y4$qjl forge.

Coverage type:
l-l Medical lnsurance

Name of
Policv Holderl-l Dental Insurance | | lvle0lcare

Policy Holder
Date of Birth

Irrsurance Company
Name & Phone number

Polic5, Holder's
F.mnlover

Policy
Number

Medicare
Policy Number

Please list everyone covered by other insurance Coverage
Dates | |

Medicare Part A
Effective date

tt
Reason for Medicare: ll End Stage Renal Disease

f]Disability ! Over age 65 n Ouer age 65 and working
Medicare Part B
Effective Date

tl

Medicare Part C
Effective Date

tt

Medicare Part D
Effective Date

/l
E. Emnlovee Sisnature (this form must be sisned bv the emolovee unless cancelins coverase due to emplovee termination)

s r ? ?64 x5{la . "/ /f , -''
5 17.364.8500.

Employee Signature Date Signed

ir enrollrnent u ilhin i0 jy a fier the rnail iage-.-br$b{d(

,"r' *-" "-*--;..^-:t",(.{d"{*r -+#{- *'
ffiiiust be completed in order to process

filili*L*[fu.^* t],u.,*
Class
Number

Effective
out. fl) /c I /,NftllB., Lr,L c r s.l L

Sub Group .
Number I "ol--t:

t
Employer Representative Printed Narne:

Employer Representative Signature (req uired): Date Signed:

l-l * Bv clteckins this box. I certifi, that the affected individual was notified ofthe loss ofcoverase prior to the termination date

For questions regnrding this form, please e-mail - ohn.enrollment@phpmm.org or call the PHP Enrollment Department at (517) 364-8320

Mcdr..l co\errge is a Fodult o1 PIP In$r.ncc ConFn! I)enul Inslrance is a poducl ofDclta Dcntnl I'l0n ofMichigan


