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SPECIAL OPEN ENROLLMENT (MEDICAL ELECTION ONLY) 
REQUEST TO CHANGE BENEFIT PLAN

COMPLETE THIS FORM ONLY IF YOU WISH TO TRANSFER FROM THE PPO NETWORK ONLY MEDICAL PLAN (PPO) TO THE DISTRICT COMBINED COVERAGE MEDICAL PLAN (PPO+) OR TO DELETE DEPENDENT(S). 

RETURN THIS FORM TO THE DISTRICT BY NOVEMBER 22, 2006.
The effective date of medical coverage for all changes made during this Open Enrollment will be January 1, 2007.

Please make your selection for the remainder of the Plan Year 2006/2007 (January – June 2007)

Circle the benefit option to change your current benefit coverage:




FROM





TO
Option 1:
PPO Network Only Medical Plan (PPO)

PPO+ Medical Plan with the same dependents

Option 2:
PPO Network Only Medical Plan (PPO)

PPO+ Medical Plan with fewer dependent(s)

Per IRS, regulations during a Special Open Enrollment, you may not add new dependent(s) unless there is a life qualifying event such as Marriage, Divorce, Death, Birth, Adoption, etc. However, you can delete dependents from the plan to reduce cost.

PREMIUM EFFECTIVE JANUARY 1, 2007:  
Employee + One Dependent 


 $77.12/month







Employee + Two or more Dependents  
$101.74/month
I wish to insure only the following dependent(s) – (list all insured eligible dependent(s):

EMPLOYEE NAME: _____________________________
SSN ___________________
DOB: ________

SPOUSE NAME: _____________________________
SSN ___________________ 
DOB: ________

OTHER DEPENDENTS: _______________________
SSN ___________________
DOB: ________




 _______________________
SSN ___________________
DOB: ________




 ______________________
SSN ___________________
DOB: ________

MAILING ADDRESS: _______________________________________________________________________

CITY: _______________________________________
STATE: _________ 
ZIP ________________

PHONE:  ____________________________________EMAIL: ______________________________________

I hereby authorize Foothill-De Anza C.C.D. to deduct from my pay the premium amount applicable for the coverage I elected.  I understand that the amount of salary deduction will continue in effect unless I terminate employment or change my election as permitted under the plan (during open enrollment, due to a change in family status, or during a special enrollment period.

 

_____________________________________

_________________



Employee Signature




Date

Mail your form to:  
    
Foothill - De Anza Community College District

Attn:  Christine Vo, HR Dept.

12345 El Monte Rd, Los Altos Hills, CA  94022

FAX (650) 949-2831

DEADLINE:  WEDNESDAY, NOVEMBER 22, 2006, 5:00 P.M.
