	    2012 Benefit Election Form


Please complete this form if you are making changes to your plan(s).  

	Section A: COMPLETE CONTACT INFORMATION
	
	FOR OFFICE USE ONLY

	
	
	

	Company Name: 
	TAX ID#:
	Account #:
	
	CID:

	Address:
	Telephone #:
	
	Bill to Acct. :

	Contact:
	Email:
	
	Group #:



The contact name you provide will be the person contacted if we have questions. This should be an individual authorized to receive enrollment information, and needs to be someone who can respond promptly to questions about your selections.

	Section B: NEW MEDICAL PLANS DESIRED  Please select from the options below.  Medical, RX and Vision plan are a bundled package. Please review the Blue Solutions brochure for specific benefit information.
Underwriting Information: Firms with 2-4 enrolled contracts can select a maximum of one medical plan for all enrollees (use Selection # 1).  A second option may be added to HMO/POS only if a PPO is needed for an out-of area employee (use Selection # 3).  Firms with 5-50 enrolled contracts can select a maximum of two medical plans (use Selection # 1 & 2). A third option may be added to HMO/POS only if a PPO is needed for an out-of area employee (use Selection # 3).  Companies selecting more than one health plan MUST complete a census form.

	
	     Copay Plans
	     Deductible Plans

	Selection #1
# enrolling: _________
	HMO 1 HMO 1.1 HMO 2 HMO 2.1 HMO 3 HMO 3.1 HMO 5 HMO 5.1
Direct POS 1   Direct POS 1.1   Direct POS 2    Direct POS 2.1  

Direct POS 3   Direct POS 3.1   Direct POS 5    Direct POS 5.1

Personal Choice PPO 1  Personal Choice PPO 1.1 Personal Choice PPO 2  Personal Choice PPO 2.1  Personal Choice PPO 3  Personal Choice PPO 3.1 Personal Choice PPO 4  Personal Choice PPO 4.1  Personal Choice PPO 5  Personal Choice PPO 5.1 Personal Choice PPO 6  Personal Choice PPO 6.1
	HMO 4 HMO 4.1   HMO 6 HMO 6.1   HMO 7  HMO 7.1

Direct POS 4  Direct POS 4.1    Direct POS  6  Direct POS  6.1    Direct POS 7  Direct POS 7.1  

Personal Choice PPO 7 Personal Choice PPO 7.1  Personal Choice PPO 8  Personal Choice PPO 8.1

HSA Compatible Plans

Personal Choice HDHP 1  Personal Choice HDHP 2  Personal Choice HDHP 3 
Personal Choice HDHP 4  Personal Choice HDHP 5  

	Selection #2
# enrolling: _________
See above for 
underwriting information
	HMO 1 HMO 1.1 HMO 2 HMO 2.1 HMO 3 HMO 3.1 HMO 5 HMO 5.1
Direct POS 1   Direct POS 1.1   Direct POS 2  Direct POS 2.1  

Direct POS 3   Direct POS 3.1 Direct POS 5    Direct POS 5.1

Personal Choice PPO 1  Personal Choice PPO 1.1  Personal Choice PPO 2  Personal Choice PPO 2.1  Personal Choice PPO 3  Personal Choice PPO 3.1  Personal Choice PPO 4  Personal Choice PPO 4.1  Personal Choice PPO 5  Personal Choice PPO 5.1  Personal Choice PPO 6  Personal Choice PPO 6.1
	HMO 4 HMO 4.1   HMO 6 HMO 6.1   HMO 7  HMO 7.1

Direct POS 4  Direct POS 4.1  Direct POS  6  Direct POS  6.1  Direct POS 7  Direct POS 7.1  

Personal Choice PPO 7 Personal Choice PPO 7.1  Personal Choice PPO 8  Personal Choice PPO 8.1

HSA Compatible Plans

Personal Choice HDHP 1  Personal Choice HDHP 2  Personal Choice HDHP 3 
Personal Choice HDHP 4  Personal Choice HDHP 5  

	Selection #3
# enrolling: _________

See above for 
underwriting information
	Personal Choice PPO 1  Personal Choice PPO 1.1  Personal Choice PPO 2  Personal Choice PPO 2.1  Personal Choice PPO 3  Personal Choice PPO 3.1  Personal Choice PPO 4  Personal Choice PPO 4.1  Personal Choice PPO 5  Personal Choice PPO 5.1  Personal Choice PPO 6  Personal Choice PPO 6.1
	Personal Choice PPO 7    Personal Choice PPO 7.1  Personal Choice PPO 8  Personal Choice PPO 8.1

HSA Compatible Plans

Personal Choice HDHP 1  Personal Choice HDHP 2  Personal Choice HDHP 3 
Personal Choice HDHP 4  Personal Choice HDHP 5  

	
	Blue Saver HSA
Yes, I will be using the Bancorp Bank for  funding the HSA plan   No, I will not be using the Bancorp Bank for funding the HSA plan 

	Section C: DEPENDENT RIDER  Standard Benefit -- Basic plan includes eligible dependents covered to age 26 
Upgrade Benefit -- Request eligible dependents covered to age 30.  This rider can be added any time with a completed enrollment form. A separate group number will be set up and the dependent will be charged the single rate.  Age 30 Rider is only available to employers with 2 or more employees.

	Section D: BASIC DENTAL RIDER (HMO ONLY)   ADD Basic Dental REMOVE Basic Dental  Section E: DOMESTIC PARTNER  I would like to add Domestic Partner Coverage

	Section F: SIGN AND DATE FORM   I understand that after review of my completed paperwork, written confirmation will be sent indicating that my selections appear to meet guidelines, and have been forwarded to the carrier for final approval. I further understand that if I submitted all required paperwork prior to 11/29/2011 and the selected plans are approved by the carrier my changes will be made effective 1/1/2012. If my completed paperwork was not received until after 11/29/2011, my requested plan change will be submitted the next earliest effective date.

	Employer Authorization Signature Required: _____________________________________________________________________________________________   Date: ____________________________________
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If you are making a plan change, please complete and return by November 9, 2009.





867 Sussex Blvd.


Broomall, PA  19008


P 610-604-4500 F 610-604-4922





*C4 can only be combined with F3, F4 or F5


**F5 can only be combined with C3 or C4 and O2





Revised 10/28/09











If you are making a plan change, please complete and return by fax no later than 11/29/2011.





867 Sussex Blvd., Broomall, PA  19008


Phone: (800) 634-4428 


Fax: 610-604-4922 OR 610-604-4943








