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	Employee Enrollment and Change Form

	Employer Name
     
	Effective Date      /     /     

Date of Hire      /     /     

Hours Worked Per Week      
	Qualifying Event Description                     Event Date:      /     /     
[bookmark: Check1][bookmark: Check4][bookmark: Check22][bookmark: Check20][bookmark: Check21][bookmark: Check23]|_|  Hire/Rehire     |_|  Birth/Adoption     |_|  Marriage/DP   |_| Open Enrollment|_|  COBRA          |_|Loss of Coverage  |_|  Court Order    |_|  Name Change         |_|  New Address  |_|  Beneficiary          |_|  Other ____________
|_|  Termination     

	EMPLOYEE INFORMATION  (*indicates required field)

	*First Name, Middle Initial, Last Name
[bookmark: Text1]     
	Marital Status
[bookmark: Check96][bookmark: Check95]Married:|_|  Single:|_|
	*Date of Birth
[bookmark: Text2][bookmark: Text3][bookmark: Text4]     /     /     
	*Gender
	*Social Security #
[bookmark: Text5]     

	
	
	
	[bookmark: Check28]|_|  M
	[bookmark: Check29]|_|  F
	

	*Mailing Address: City, State, Zip
[bookmark: Text6]     
	*Employee Email Address
     
	*Phone Number
[bookmark: Text7]     
	Annual Salary
[bookmark: Text8]     
	Employee Class
[bookmark: Text9]     

	DEPENDENT INFORMATION (*indicates required field)

	*Add or
Delete
(Circle One)
	*Name of Dependent
(If dependent has different mailing address, please attach)
First name, Middle initial, Last name
	*Birth Date
(Children age 26 or over require disability certification)
	*Gender
(Circle One)
	*Social Security #

	
	
	
	
	

	Add/Delete
	Spouse/Registered Domestic Partner
[bookmark: Text10]     
	     /     /     
	M |_|   F |_|

	     

	Add/Delete
	Child
     
	     /     /     
	M |_|   F |_|

	     

	Add/Delete
	Child
     
	     /     /     
	M |_|   F |_|

	     

	Add/Delete
	Child
     
	     /     /     
	M |_|   F |_|

	     

	Add/Delete
	Child
     
	     /     /     
	M |_|   F |_|

	     

	For individuals who are eligible for enrollment in an employer group health plan:  If you are declining enrollment for yourself or your dependents (including your spouse/domestic partner) because of other health insurance or employer group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if, in the case of employer  group health plan coverage, the employer stops contributing toward you or your dependents’ other coverage.) However, you should request enrollment within 60 days after you or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). In addition, if you gain a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents.  However, you should request enrollment within 60 days of the marriage, birth, adoption, or date of assumption of total or partial legal obligation for support of a child in anticipation of adoption.

	PLAN SELECTIONS
	

	Medical and Prescription Drug (Rx) Plan Selection from
Premera Blue Cross
	|_|  Employee 		|_| Employee and Spouse/Domestic Partner 		 |_| Employee and Child(ren)  		|_| Family 
Please see your employer for plan details.  Common enrollment is required for all lines of coverage.
If no coverage is selected, attach waiver form.  

	Medical and Prescription Drug (Rx) Plan Selection from
Premera Blue Cross HMO
	|_|  Employee 		|_| Employee and Spouse/Domestic Partner 		 |_| Employee and Child(ren)  		|_| Family 
Please see your employer for plan details.  Common enrollment is required for all lines of coverage.
If no coverage is selected, attach waiver form.  

	Dental Plan Selection from
Delta Dental of Washington
	|_|  Employee 		|_| Employee and Spouse/Domestic Partner 		 |_| Employee and Child(ren)  		|_| Family 
Please see your employer for plan details.

	Vision Plan from VSP Vision Care Inc.
	|_|  Employee 		|_| Employee and Spouse/Domestic Partner 		 |_| Employee and Child(ren)  		|_| Family 
Please see your employer for plan details.

	Voluntary Life from USAble Life
Please see your employer for plan details.

	If offered by your Employer, you may elect $10,000 up to $300,000 with $100,000 as guarantee issue in voluntary life insurance for yourself. Amounts over the guarantee issue require evidence of insurability. Premium will be payroll deducted. 
Employee Election Amount (starting at $10,000 in increments of $5,000):      
Use the rate table below to estimate your monthly cost.  
	Age
	Under 30
	30-34
	35-39
	40-44
	45-49
	50-54
	55-59
	60-64
	65-69
	70-74
	75+

	Rate for $20,000
	2.00
	2.20
	2.60
	4.80
	8.40
	14.20
	24.40
	28.20
	49.60
	87.00
	133.00

	Rate for $40,000
	4.00
	4.40
	5.20
	9.60
	16.80
	28.40
	48.80
	56.40
	99.20
	174.00
	266.00

	Rate for $60,000
	6.00
	6.60
	7.80
	14.40
	25.20
	42.60
	73.20
	84.60
	148.80
	261.00
	399.00

	Rate for $80,000
	8.00
	8.80
	10.40
	19.20
	33.60
	56.80
	97.60
	112.80
	198.40
	348.00
	532.00

	Rate for $100,000
	10.00
	11.00
	13.00
	24.00
	42.00
	71.00
	122.00
	141.00
	248.00
	435.00
	665.00




	Voluntary Personal Accident
National Union Fire Insurance Company of Pittsburgh, Pa. (an AIG Company)
	|_|  Please see your employer for plan details          

	Beneficiary Information

	Beneficiary Information: (Mandatory) 
	Primary Beneficiary Name and Relationship*      
	Primary Beneficiary Address
     

	
	Contingent Beneficiary Name and Relationship**      
	Contingent Beneficiary Address
     

	* If more than one primary beneficiary is named, the primary beneficiaries shall share equally unless otherwise indicated above.  ** Contingent Beneficiary (ies) will only receive proceeds if all Primary Beneficiaries have predeceased the Insured.  If you are naming more than one Contingent Beneficiary at 100% each, please indicate them in order of precedence.



	Employee and Employer Signature:
I hereby apply for enrollment or change of enrollment as indicated on this application.  I understand that the Trust and the Insurers may collect, use and disclose protected health information about each individual enrolled under this application in order to carry out their routine business functions, including but not limited to, determining eligibility for benefits, paying claims, coordinating benefits with other insurance carriers or payer, underwriting and conducting case management care management and quality reviews.  The Trust and the Insurers may also disclose protected health information to state and federal agencies, or other third parties, as required by law. I understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health products or services that might be valuable to me and otherwise as permitted by law.  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company.  Penalties include imprisonment, fines and denial of insurance benefits.
I acknowledge and understand my health plan may request or disclose health information about me or my dependents (persons who are eligible for benefits coverage and are listed on the enrollment form) for the purpose of facilitating health care treatment, payment or for the purpose of business operations necessary to administer health care benefits; or as required by law.*  Health information requested or disclosed may be related to treatment or services performed by:  a physician, dentist, pharmacist or other physical or behavioral health care practitioner; a clinic, hospital, long term care or other medical facility; any other institution providing care treatment, consultation, pharmaceuticals or supplies; or an insurance carrier or group health plan. Health information requested or disclosed may include, but is not limited to:  claims records, correspondence, medical records, billing statements, diagnostic imaging reports, laboratory reports, dental records, or hospital records (including nursing records and progress notes).  This acknowledgement does not apply to obtaining information regarding psychotherapy notes.  A separate authorization will be used for psychotherapy notes.  I authorize my employer to deduct from my earnings the amount, if any, for the coverage selected.*For more information about such uses and disclosures, including uses and disclosures required by law, please refer to the Notice of Privacy Practices.  A copy is available from the appropriate Endorsed Carrier listed below.

	Employee Signature and Date (Required for all Adds/Changes to enrollment)
     
Employee email address (for electronic notifications):       
	Employer Signature and Date
     

	Endorsed Carrier Contact Information

	Premera Blue Cross:  7001 220th St. SW, Mountlake Terrace, WA 98043 Customer Service: 800.722.1471
Premera Blue Cross HMO:  7001 220th St. SW, Mountlake Terrace, WA 98043 Customer Service: 844.722.4661
Delta Dental of Washington:  400 Fairview Avenue North, Suite 800, Seattle, WA 98109 Customer Service: 800.554.1907
[bookmark: _Hlk525293326]VSP Vision Care Inc.:  3333 Quality Drive Rancho Cordova, CA 95670 Customer Service: 800.877.7195
USAble Life: PO Box 1650, Little Rock, AR 72203-1650 Customer Service: 800.370.5856
Behavioral Health Systems, Inc. Two Metroplex Dr., Suite 500, Birmingham, AL 35209 Customer Service: 800.245.1150 
National Union Fire Insurance Company of Pittsburgh, Pa. (an AIG Company):  1271 Ave of the Americas FL37, New York, NY 10020-1304 Customer Service: 212.770.7000
Identity & Devices Protection: Norton LifeLock Benefit Solutions: US HQ, 60 E. Rio Salado Pkwy Ste. 1000, Tempe AZ, 85281 Customer Service: 800.607.9174
Nice Healthcare: 2355 Highway 36 W, Suite 400, Roseville, MN, 55113 Customer Service: 888.642.7332

	For Employer Use Only
Please send applications to: Vimly Benefit Solutions – BHT Admin. PO Box 6, Mukilteo, WA 98275: Email: bht@vimly.com
[bookmark: Check15]Premera Blue Cross (Heritage Network):   |_| Titanium 200   |_| Titanium 350   |_| Titanium 500   |_| Sterling 250   |_| Sterling 500   |_| Sterling 750   |_| Sterling 1000   |_| Sterling 1500   
[bookmark: Check93][bookmark: Check94]|_| Sterling 2000   |_| Sterling 2500   |_| Sterling 3000  |_| Sterling 4000    |_| Sterling 5000   |_| HSA 1700   |_| HSA 2500   |_| HSA 3500   |_| HSA 5000  
|_| Cobalt 1000   |_| Cobalt 2000   |_| Cobalt 3000  
Premera Blue Cross (Heritage Prime Network):   |_| Prime Titanium 200   |_| Prime Titanium 500   |_| Prime Sterling 750   |_| Sterling 1000   |_| Sterling 2000   |_| Sterling 3000  |_| Sterling 5000   |_| HSA 1700   |_| HSA 3500   |_| HSA 5000  
Premera Blue Cross HMO (Sherwood HMO Network):   |_| HMO Plus 500   |_| HMO Plus 3000
Delta Dental of Washington: |_| Plan 1 |_| Plan 2 |_| Plan 3 |_| Plan 4 |_| Plan 5 |_| Plan 6 |_| Plan 7**  |_| Plan 8**   |_| Child Orthodontia Rider  |_|  Family Orthodontia Rider      
*Orthodontia available only to groups with 10+ Enrolled **Orthodontia not available 
[bookmark: Check25]VSP Vision Care Inc.:    |_|  Choice Plan A   |_|  Choice Plan A Voluntary   |_|  Choice Plan B   |_|  Choice Plan B w/ CVC   |_|  Choice Plan C   |_|  Choice Plan C w/ CVC   |_|  Exam Plus Plan
Behavioral Health Systems, Inc. EAP:  |_|  6-Visit        USAble Life Voluntary Life:  |_| Yes    |_| No                              
[bookmark: Check89][bookmark: Check90]National Union Fire Insurance Company of Pittsburgh, Pa. (an AIG Company) Voluntary Personal Accident:  |_| Yes  |_|  No  
Identity & Devices Protection – provided by Norton LifeLock Benefit Solutions:  |_| Benefit Essential      Nice Healthcare: |_|Supplemental Benefit Coverage





[image: A close up of a document

Description automatically generated]
[image: A close up of a document

Description automatically generated]
2

        [image: ]		3										 
												
         BHT CI.1.1.2026														Employee Enrollment Form 2026
image1.jpeg
ik

INDUSTRY
HEALTH

TRUST




image2.png
Notice of availability and nondiscrimination 800-722-1471| TTY: 711

Call for free language assistance services and appropriate awdiary aids and senvies.
Liame para oblener senicios gratitos de asistenca ingisica, y ayudas y senvicios auxiiares apropiados.
TR €4 6 8% 1) R 5 RS MR R S RBS .
PERRHR G S BT BRI AR RS O E AR A RRES -
‘Goi cho céc dich vy hd trg ngén gl min phi va céc hdtro va dich vu ph 0 thich hop.
PE 20 N2 HUl22 HBe 2X S & AUIAE AEFAAR.
'380HUTE 1 NONYEHWA BECTNGTHBIX YCAYT 10 NIEPESOAY  APYTK BCTIOMOTATENSHBIX CPEAICTS H YTy
Tumawag para sa mgalbreng serbisyo ng tulong sa wika at angkop nia mga karagdagang tulong at setisyo.
‘38epTaifTecs 32 6e3KOWTOBHOI0 MOSHOI0 MATPANIKOIO Ta BIANOBIAHHNY fIOZATKOBAMH I
rsTIginiS N g AN ER SR USSRy SHd gt ST R 0s
MEBELRY—ERLBICRNBRRUY—EREBRO S,
19 PRIR ACRF MATAET AT+ £I6 AL AT TALEPF AT KIADAFTY A9 TH AR &7C
Tajaajoota deeggarsa afaan bilsaa fi gargaarsaa fi ajaajoota barbaachisaa ta'an argachufbilila.
W3 IH AITeTT Aee w3 653 AofeR O w3 AT TR I F1
Fordemn Sie kostenlose Sprachunterstitzungsdiensie und geeignete Hifsmitel und Dienstieistungen an.
Uncogunmidnmgondormwiz s 73N car MugoscdoiahunzSIEULTVEN.
Rele pou w jwenn sévis aistans lenguisilk gratis ak &d epi sévis oksiyé ki apwoprie.
‘Appelez pour obferir des services grauis d assistance fnguistoue et des aides et senvices awdiaies approprids.
‘Zadzwon, aby uzyskat bezplatn pomo jezykowa oraz odpowiedrie wsparcie i ushigi pomocricze.
Ligue para senvigos gratutos de assisténcia inguistca e audiares e servigos auxiiares adequados.
‘Chiama per i senvizid assistenza fnguistica grai @ per gi ausii e i senizi ausilari

il sl Sl 35 3,2l Sl st e el i

R0 G i 53 s 5 S 5 5 3 S s 3
Discrimination is against the law. Premera Blue Cross (Premera) complies with appicable Federal and Washinglon state
il ightslaws and does no disciminate on the bass o race, color natinal rigin, g, disablfy, or se, including sex
characteistcs, ntersex tais, pregriancy or related conditons, sexual orentation, gender dentiy, and sex stereotypes.
Premera does not exciude people or treat them less favorably becatse of rac, color, national rigin, age, disabily, sex,
‘sexual orentafion, or gender deniity. Premera provides people with disabilies reasonable modiications and free:
‘appropriate auxiiary aids and senvices fo communicate effecively wit us, such as qualified sign anguage interpreters and
witen information in other formats (arge prin, audio, accessile elecionic formats, ther formats). Premera provides free:
language assistance senvices to people whose primary language is ot English, which may include quaiifed interpreters and
information writen n other languages. f you need reasonable modifications, appropriate auxiiary aids and services, or
Ianguage assistance services, Gontact our Givil Rights Coordinator. f you believe that Premera has failed fo provide these:
services or discriminated in another way on th basis of race, color, national orgin, age, disabilt, sex, Sexual orientaion,or
‘gender dentity, you can fle a grievance with: Gl Rights Coordinator — Complaints and Appeals, PO Box 91102, Seatle,
WA 98111, Tol free: 855-332-4535, TTY: 711, Fax 425.918-5552, Email AppeaisDepartmentinquinies@Premera com You can
fle:a grievance in person or by mail, fax, o email. I you need helpfiing a grievance, our Givl Rights Coordinator is
‘availableto help you. You can aso file 2 civlrights complain with the U.S. Department of Health and Human Senvices,
Office for Civl Rights, elecronicallythrough the Offic for Civil Rights Complaint Portal avaiable at

o by mal or phone at: .S, Department of Health and Human Services,

200 Independence Ave SW, Room 509F, HHH Buiding, Washinglon, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at http://www hhs goviocrlofficefiefindex.himi. You can also file a civil rights complaint with
the Washington State Offce of te Insurance Commissioner, elecronicaly trough the Offce of the Insurance:
‘Commissioner Complaint Poral avaiabie at htos:wwinstrance wa govlfle-complaint.or-chectc your-comglaint status,

‘or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at

“hitps:Iffortress wa govioiclonlineservices/oc/publcomplaintinformation aspx.
N PREMERA |
ET—

et s o e s e s Ascsion
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‘Appelez pour obteni des services gratts d assistance finguistique et des aides et services auxiiates appropris.
‘Zadzwon, aby uzyskat bezplatn pomo jezykowa oraz odpowiedrie wsparcie i ushigi pomocricze.
Ligue para senvigos gratitos de assisténcia linguisica e ausiiares e servigos auliares adequados.
‘Chiama per i senvizi di assistenza inguistica gratit e per gl ausl e senvizi ausiiari
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Discrimination s against the law. Premera Blue Cross HMO complies with applicatie Federal and Washington state vl
ights laws and does notdisciminate on the basis ofrace, cokor, nationalorigin, ag, disaby,or sex, including sex
characieristics, intersex rats, pregnancy orrelated conditons, sexualorentation, gender identy, and sex stereotypes.
Premera Blue Cross HMO does not excluds people ortrat them less favorably because o race, coor, nafonal rigi, age,

Premera Biue Cross HMO provides fre language assistance senvices fo people whose primary language is not Engish, which
‘may include qualiied interpreters and information writen n othr languages. fyou need reasonable modficatons, appropriate.
aids and services, or anguage assistance servios, contact our Gvil Rights Goardinator. f you beeve that Premera
Biue Cross HMO has faild to povide these services or iscriminated in another way on the bass ofrace, cokor, nafiorial
origin, age, disabiiy, sex, sexual orintation, or gender identity, you can fie a grevance wit Civi Rights Coordinator —
‘Compiaints and Appeais, PO Box 91102, Seatte, WA 38111, Tl free: 8553324535, TTY: 711, Fax 425.918.5592, Emal
com You can fle a grievance in person or by mai, fax, or email. I you need help fiing
‘agrievance, our Givi Rights Goordinalor i available fo help you. You can alsofle a civi rights complaint with the U.S.
Department of Health and Hurman Senvices, Offcefor Cii Rigts, elecronicaly thrugh the Offcefor Civi Rights Complaint
Portal, avaiable at hfpsoorportal s qoviocrporiallobby s, o by meil or phone atU'S. Department of Health and Human
‘Services, 200 Independence Ave SW, Room 503F, HHH Buiding, Washinglon, D.C. 20201, 1-800-368-1019, 800-537-7697
(TDD). Complaintforms are avaiable a htpwws. hhs govlocroffoeflefindex hml. You can also fle 2 il ights complaint
with the Washington Stete Offce ofthe Insurance Commissioner, elecronicalythrough the Offce of the Insurance:
‘Commissioner Complaint Portal avaiable at hits:/www insurance wa ovfie-complaint.or-checcyour-complaint tatus,

‘or by phone at 800-562-6300, 360-586-0241 (TDD). Complaint forms are available at
‘hitps /fortress wa govloiclonlineservices/ocipublcomplaintinformation aspx.
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