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Complete all sections of this form and return this original signed document to CBSI, 1113 S. Range Ave., Ste 110-325, Denham Springs, LA 70726
EMPLOYEE ONLY □   EMP + CHILD(REN) □  EMP + SPOUSE □  FAMILY □  I DO NOT WISH TO ENROLL □  REASON:  __________________________________                                                                               
	1
	Employee Information

	Last:  MERGEFIELD "F1" 
	First: 
	Middle: 

	Home address: 

	City: 
	State: MS
	Zip: 

	SSN: 
	Date of Hire: 
	Date of Birth (MM/DD/YYYY): 
	Gender: M

	Home phone: 
	Employer:  
	Email address:      


	2
	Dependents  -  List all individuals to be covered by this enrollment.

	
	Name
	Relationship
	Gender
	Date of Birth
	SSN
	Full Time College Student ?

	
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	3
	For Employees With Children

	Is another person, other than you or your spouse, legally responsible for your children?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	4
	Other Coverage  -  If you or your dependents are enrolling in __________________________ provided health care , will you or your dependents
 also be enrolled in any other health care coverage elsewhere?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No.  If yes, please list all sources of coverage here.

	Name
	Insurance Company
	Policy Number

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Authorization - I represent the information contained on this enrollment form to be complete and accurate to the best of my knowledge. Furthermore, I authorize any health care professional or entity to provide the plan administrators (or their authorized designees) all the information needed to process the necessary insurance claims on my behalf.

	5.  Signature 
	Date:

	Notice:  I received my HIPAA Privacy Notice.

	6.  Signature 
	Date:

	Notice:  I received my COBRA Notice.

	7.  Signature 
	Date:


Complete Benefit Solutions, Inc.                                    Tel:     (866)887-2274


1113 South Range Ave., Ste 110-325                            Fax:    (225)612-6672


Denham Springs, LA 70726                                           Watts:  (866)887-CBSI
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