
CHAMBLISS, BAHNER & STOPHEL, P.C.
 EMPLOYEE BENEFITS NEW HIRE ELECTION FORM 
	Employee Name (First, MI, Last):

	Birth Date:
	SS#:

	Home Address:

	City:
	State:
	Zip:


This is your New Hire enrollment period.  If you wish to add dependents for medical, dental or vision plan, please use the back of this form.  
Please return this form to Eric Kaulfuss within two weeks of your Date of Hire
Please check the boxes below for the type of coverage desired for medical, dental & vision coverage.  
	HEALTH PLAN (CIGNA)

	Option 1 and 2    In Network Benefits

	Plan Purchased from Cigna
	$3,200 Ind/$6,400 Family Deductible 

$4,500 Ind/$9,000 Family Out of Pocket

	
	

	Employee Monthly Contributions

	Option 1 Local Plus Network
	Option 2 Open Access Plus Network

	· Individual $0.00

· Family $657.15
	· Individual $34.63
· Family $1,081.05

	DENTAL PLAN (CIGNA)

	Option 1-High Plan
	Option 2-Low Plan

	$50/150 Deductible
$1,000 Annual Maximum

$1,000 Lifetime Orthodontia Max (children)
100/80/50% coinsurance
	$250/500 Deductible
$2,500 Annual Maximum

$1,000 Lifetime Orthodontia Max (children)
100/70/70% coinsurance

	Employee Monthly Contributions

	· Individual $0.00

· Family $61.92
	· Individual $0.00

· Family $56.27

	VISION PLAN (GUARDIAN)

	$20 Copay Exam

$20 Copay Materials

	Employee Monthly Contributions

	Davis Vision Network
	VSP Network

	· Individual $8.59
· Family $18.77
	· Individual $10.73
· Family $23.46

	Waiver

I wish to waive coverage provided by my employer.  By waiving coverage, I acknowledge that I may not have another opportunity to enroll in coverage until open enrollment in 2025.  

	· Medical
	· Dental
	· Vision


My signature authorizes Chambliss, Bahner & Stophel to make the appropriate payroll deductions for my benefit elections.  My signature acknowledges receipt of the employee notification documents.
Signature: ______________________________________     Date: ________________________
DEPENDENT INFORMATION

Please complete information on all dependents to be covered.

	Name (First, MI, Last)
	Relationship
	SSN
	Gender
	Birthdate
	Medical
	Dental
	Vision

	
	Spouse
	
	
	
	
	
	

	
	Child
	
	
	
	
	
	

	
	Child
	
	
	
	
	
	

	
	Child
	
	
	
	
	
	

	
	Child
	
	
	
	
	
	

	
	Child
	
	
	
	
	
	

	
	Child
	
	
	
	
	
	



