
	Type of Change
	 FORMCHECKBOX 
 Open Enrollment
	 FORMCHECKBOX 
 Change
	Effective Date:
	Employer Name:
	CIGNA Account Number
	Dental Delta Account Numbers
	Hire Date:

	
	 FORMCHECKBOX 
 New Enrollment
	 FORMCHECKBOX 
 Reinstate
	1/01/2010
	Broward College
	3208600
	PPO  10-6083 – DHMO 06-236
	

	 FORMCHECKBOX 
 Add Dependent(s)

Please specify reason:

 FORMCHECKBOX 
Birth

 FORMCHECKBOX 
Adoption Placement

 FORMCHECKBOX 
Marriage

 FORMCHECKBOX 
Open Enrollment

 FORMCHECKBOX 
Other
	 FORMCHECKBOX 
 Cancel Dependent(s)
Please specify reason:

 FORMCHECKBOX 
Divorce

 FORMCHECKBOX 
Marriage

 FORMCHECKBOX 
Change in Student Status

 FORMCHECKBOX 
Open Enrollment

 FORMCHECKBOX 
Other

	Employee Status

 FORMCHECKBOX 
Administrative

 FORMCHECKBOX 
PTS

 FORMCHECKBOX 
Faculty
	Cigna Medical Benefit Option
Please select:
 FORMCHECKBOX 
EPP (HMO)

 FORMCHECKBOX 
PPO                FORMCHECKBOX 
POS


	Delta Dental Benefit Option
Please Select:
 FORMCHECKBOX 
 Delta Care (DHMO)

 FORMCHECKBOX 
 PPO

	Please provide information below for yourself and ALL dependents you wish to have on your Medical and/or Dental plans.
	Gender
	Coverage

Selection
	Student?
	Living at Home?
	If you choose the EPP Medical Option: Please provide the ID # of your 1st and 2nd choice of Primary Care Physician (PCP) below.
	If you choose the Delta Care (DHMO) Option: Please provide the Office # of your 1st and 2nd choice of Dental Provider below.

	Home Phone:                                               Work Phone:
	
	
	
	
	
	

	Last Name
	First Name
	MI
	
	
	
	
	
	
	

	Employee:

 
	Date of Birth:


	  FORMCHECKBOX 
  FORMCHECKBOX 

 M   F
	      FORMCHECKBOX 
          FORMCHECKBOX 

Medical   Dental
	  N/A
	  N/A
	1st
       
	1st


	
	SS#


	
	
	
	
	2n

	2nd


	 FORMCHECKBOX 
Spouse                                             FORMCHECKBOX 
Domestic Partner

 
	Date of Birth:


	 FORMCHECKBOX 
   FORMCHECKBOX 

 M   F
	      FORMCHECKBOX 
          FORMCHECKBOX 

Medical   Dental
	N/A


	  N/A
	1st


	1st


	
	SS#


	
	
	
	
	2nd

	2nd


	Dependent:
	
	
	Date of Birth:


	 FORMCHECKBOX 
   FORMCHECKBOX 

 M   F
	      FORMCHECKBOX 
          FORMCHECKBOX 

Medical   Dental
	  FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	1st

	1st


	
	
	
	SS#


	
	
	
	
	2nd

	2nd


	Dependent:
	
	
	Date of Birth:


	 FORMCHECKBOX 
   FORMCHECKBOX 

 M   F
	      FORMCHECKBOX 
          FORMCHECKBOX 

Medical   Dental
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	1st

	1st


	
	
	
	SS#


	
	
	
	
	2nd

	2nd


	Dependent:

  
	
	Date of Birth:

     
	 FORMCHECKBOX 
   FORMCHECKBOX 

 M   F
	      FORMCHECKBOX 
          FORMCHECKBOX 

Medical   Dental
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	1st

	1st


	
	
	SS# 
     
	
	
	
	
	2nd

	2nd


	Eligibility Requirements - Adult unmarried with no dependents, Florida resident, students full-time or part-time and have 

no other health insurance  coverage. Provide Florida Drivers License OR student status information.


	Adult Dependent Name :
	Date of Birth:


	 FORMCHECKBOX 
   FORMCHECKBOX 

 M   F
	 FORMCHECKBOX 

Medical
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	1st

	Drivers License#
                         

	
	SS#


	
	
	
	
	2nd

	Student ID#

	Adult Dependent Name :
	Date of Birth:


	 FORMCHECKBOX 
   FORMCHECKBOX 

 M   F
	 FORMCHECKBOX 

Medical   
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	 FORMCHECKBOX 
    FORMCHECKBOX 

Yes  No
	1st

	Drivers License#

                         

	
	SS#


	
	
	
	
	2nd

	Student ID#


Signature - The Information provided above is true and correct to the best of my knowledge.  If covering “Adult Child” I affirm dependent has met the eligibility requirement listed above. I understand any misrepresentation by me may result in retroactive termination of coverage in the Broward College Group Health Plan, and retroactive denial of claims previously processed.
Broward College – CIGNA Medical & Delta Dental Enrollment/Change Form





ADULT CHILD 25 to 30 








	Employee’s Signature:
	Date:
	Processed by:
	Date:


Employee Benefits Office Fax Number (954) 201-7096


