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                                  Benefits – Open Enrollment Worksheet 2017
                            Open Enrollment Period = September 11–October 6th  

	Instructions:   Please complete this form with your selections and return the form to HR Programs, Lindero Hall, room 1804, NO LATER than 3:00 p.m. on October 6, 2017.    **This is a “worksheet” only.  You will be advised when the Enrollment Forms are ready for your signature**    CHANGES ARE EFFECTIVE:  January 1, 2018
NAME:                                                                                                              Employee ID#:                 

	Address: ____________________________________________________________________________________________                                               
City:  ________________________________ State:  ______ ZIP:___________  Email: ______________________________

	· Single                             If Married or have Domestic Partner:             
· Married                                 Spouse/Partner Name: ______________________________________________

· Domestic Partnership                                                       

                                               Spouse/Partner Social Security Number:  ________________________________

	Action to be Taken:

· NEW ENROLLMENT (not currently enrolled in plan)
· RE-ENROLLMENT (Health Care & Dependent Care Reimbursement Plans)
· CHANGE PLANS (Currently enrolled in 1 or more available plans – Health, Dental – changing Plan)                      
· ADD A PLAN (currently enrolled in 1 or more available plans – Health, Dental, Vision)
· ADD DEPENDENT (Must provide copy of Birth /Adoption/Marriage Certificate or Affidavit of Marriage/Dec. of  Domestic Partnership/ Economic Dependent information)

· DELETE DEPENDENT 
New Plan Selection(s):
Health 
Name of Plan:                       _______________________________________
Dental
· Delta Premier(Enhanced II) PPO

· Delta Care USA (HMO)

    Delta Care Provider: _____________________

                 Provider #: _______________________

HCRA 
(min = $20/max = 216.66 mo)
$ _____________ mo.

DCRA 

(min = $20/ma x= 416.66 mo)

$ _____________ mo.
Flex Cash (must show proof of coverage)
· In lieu of Health& Dental - $140.00 

· In lieu of Health Coverage - $128.00
· In lieu of Dental Coverage - $12.00
· Cancel Flex Cash 
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Employee Signature: _________________________________  Date: _____________ Contact #: _______________________

