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Primary Members Information

	Member Number:

	
	First Name:

	
	Last Name:

	
	Date Of Birth:

	
	Gender:

	

	
	Title (Mr, Ms, Mrs)

Middle Initial:

Suffix (JR, SR, 2nd etc):

Relation (C=Child, S=Spouse, O= Other):

	Address



	Line 1:

Line 2:

City:

State:

Zip:

Primary Phone Number: 
Secondary Phone Number:

Email Address:

Coverage Type:  
Full Time Dependant Student: Y / N

Deadline:

MF=MEMBER FAMILY, MS = MEMBER SPOUSE

MD=MEMBER CHILD OR DEPENDENT, MO=MEMBER ONLY



	Office Use Only

Group Code:

Effective Date:



	Sequence Number:

Plan Code:

Termination Date (MMDDYYYY):

Other Information / Notes:

Action Items:

Person Responsible For Membership Application:
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