
 P.O. Box 21367  Billings, MT 59104-1367  Phone # 800-777-3575 or 406-245-3575 

Company Name:  Deschutes County/COIC Group #   0000917 

This Section Is To Be Completed By Employee 
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� ������� Marital Status�

 Single  Married  Divorced  Legally Separated

Social Security Number Date of Birth 

Current Mailing Address 
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Home Phone (  ) Work Phone (  )  (ext) 

Part-Time Employees Only – Medical Plan Option�  Standard Plan    or  High Deductible Plan�
Please Indicate The Coverage Elected for Each Dependent 

List of Eligible Dependents  

Last Name    First Name   M.I. Social Security # Gender 

Date of 

Birth 

Relationship 
to Employee Add Drop 

SELF 

Other Health Benefit Information:   
Please complete the following information for each person in order to coordinate benefits with other health benefit plans. 
Are you or any of your dependents enrolled in another health benefit plan?  Yes  No  If yes, please complete the following for each person. 
Last Name First Name Other Health Benefit Name, Policy Number and Address Medicare Medical Dental Vision 

SELF 

If your dependent children are covered under another health benefit policy, please list the policyholder’s name and date of birth below. 
Other policyholder name:  Other policyholder date of birth:  
Certificate of Credible Coverage:  Is attached for consideration  To be sent  Does not apply�
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Declination: If you decline coverage for yourself and your dependents, please sign and date 
below.�

Applicant Signature    Date  Signature   Date  

This Section Is To Be Completed By Employer 
Division 

 Initially Eligible   Open Enrollment 

 (if applicable) 

 Late Enrollment 

 (if applicable) 

 Reinstatement – Date   /  /  Retirement 

 Termination - Date   /  /  Transfer from   to   Special Enrollment – Describe  

Change Request – Effective Date Of Change     /  /        Please Check One Or More Of The Following: 
 Addition  Newborn  Deletion  Marriage: Date   /  /    Name/Address Change  Other 

Date of Hire    /  / Coverage Effective Date /  / Original Medical Effective Date   /  / 

Employment Status:  Full-Time   Part-Time   On Leave  
�
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