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Benefit Solutions




 Benefit Continuation: Retiree Plan
 New Retiree Event Form
	EMPLOYEE information – Please Print Legibly

	

	

	Employee Name    
	Gender     

	Social Security Number    
	Home Phone     (     )    -      

	Date of Birth (mm/dd/yyyy)      /     /     
	Work Phone     (             )             -          

	Address Line    .

	City    
	Retirement Date (mm/dd/yyyy)      /     /     

	State    
	Zip Code    
	Effective Date (mm/dd/yyyy)      /     /     

	
	

	CURRRENT Enrollment INFORMATION

	Pre 65 BCBS Medical (circle one)
	UHC Medical - Medicare (circle one)
	VSP Vision (circle one)

	Plan Name: (A)     (B)     (C)     (E)
 FORMCHECKBOX 
 Employee Only

 FORMCHECKBOX 
 Employee + Spouse

 FORMCHECKBOX 
 Employee + Child(ren)

 FORMCHECKBOX 
 Employee + Family
	Plan Name: Sr Supp Only  Sr Supp w/Part D Low       Sr Supp w/Part D High

 FORMCHECKBOX 
 Employee Only

 FORMCHECKBOX 
 Employee + Spouse


	Plan Name: BASE ENHANCED  

         FORMCHECKBOX 
 Employee Only

         FORMCHECKBOX 
 Employee + Spouse

         FORMCHECKBOX 
 Employee + Child(ren)

         FORMCHECKBOX 
 Employee + Family

	
	ADDITIONAL INSURED INFORMATION

	Delta Dental (circle one)
	Life
	Subsidy Information

	Plan Name: HIGH  LOW  PREVENTIVE
                FORMCHECKBOX 
 Employee Only

                FORMCHECKBOX 
 Employee + Spouse

                FORMCHECKBOX 
 Employee + Child(ren)

                FORMCHECKBOX 
 Employee + Family
	Current Amount: 

  
Additional notes:      

	OTRS: $      

        
School:$       


Additional notes:      



	Signature

	Employee / HR Signature   
	Date             /            /         

	Company Name    

	Additional Information:
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