
GROUP MEDICAL AND DENTAL INSURANCE 
 

MID-YEAR QUALIFYING EVENT CHANGES 
 

INSTRUCTIONS:  The Change or Enrollment Form MUST be presented to the Payroll Department NO LATER THAN 30 DAYS after 
the qualifying event date.  Written documentation (see below) of the qualifying event MUST be submitted WITH the Change/Enrollment 
Form.  (If in doubt as to what type of documentation is required call the Payroll Department at (281) 897-3882.)  The effective date of 
change in coverage will be retroactive to the first day of the month following the qualifying event date or as indicated below. 
 
DENTAL INSURANCE: Requesting a change to your medical insurance coverage DOES NOT AUTOMATICALLY authorize a corresponding change to 

your dental plan.  DENTAL INSURANCE CHANGE OR ENROLLMENT FORMS ARE REQUIRED. 
(Click on “Your Benefit Station”; go to Claim/Change Forms for the correct forms.) 
The effective date of change in coverage will be retroactive to the last day of the month of the qualifying event. 
 

QUALIFYING EVENT  WRITTEN DOCUMENTATION THAT MUST BE SUBMITTED WITH THE CHANGE FORM            
 

Job Change   Letter from the new or former employer stating (1) the date of hire or the date of termination of employment; (2) the 
date benefits will become effective or will be terminated; (3) the names of persons who will be covered under the 
new employer’s plan, or whose coverage has been canceled; and (4) type of coverage (Medical and/or Dental).   
NOTE:  You will only be allowed to insure person(s) previously covered by other insurance that have lost their coverage due to 
the job change.  You cannot add additional dependents until our Annual Enrollment Period (currently during JULY for a 
September 1, effective date). 
Effective Date:  Retroactive to the first day of the month following termination of the former plan’s coverage.   
Termination Date:  Last day of the month following the date the new employer’s plan becomes effective. 
 

Birth    A copy of the “unofficial” birth certificate with the footprints from the hospital or a copy of the “Birth Facts” Sheet  
    from the hospital is sufficient, as long as it is signed by a hospital official and it includes the baby’s name, parents’  
    names, and date of birth. 
    Effective Date:  Retroactive to the date of birth.   

NOTE:  We will also need a Social Security Number for your newborn.  If you have not received it by the time of  
enrollment, please forward the Social Security Number to the Payroll Department as soon as possible. 
 

Adoption   A copy of the “placement authorization” from the adoption agency, Child Protective Services, or the court. 
     or    NOTE:  We will also need a Social Security Number for the child.  If you have not received it by the time of 
Foster Care    enrollment, please forward the Social Security Number to the Payroll Department as soon as possible. 

Effective Date:  Retroactive to the date of the child’s placement in the employee’s home.   
 

Marriage   To add new spouse and/or newly acquired stepchildren:  Either a copy of the marriage certificate or a copy of the  
    signed marriage license.  
    Effective Date:  Retroactive to the first day of the month following the date of marriage.   

NOTE:  A letter or church sacramental certificate signed by the wedding official can also be used for  
documentation.  



 
 
Marriage (Continued)  To terminate your own coverage:  Same as above PLUS documentation from your new spouse’s plan (medical  
    and/or dental) that you have been enrolled. 

Termination Date:  Last day of the month following the date of marriage. 
 

Divorce   To terminate your former spouse’s coverage:  Copies of the first and last pages of your certified divorce decree,  
    signed by the judge.   
    Termination Date:  Retroactive to the last day of the month of the divorce.  
 
    NOTE:  Do not wait for a copy from your attorney’s office.  You have only 30 days from the date of your divorce to  
    make your plan changes.  You are advised to purchase a certified copy of your decree from the courthouse as soon 

as it is available (usually 1-2 weeks after your court date.)  (Please provide your former spouse’s current address.   
We are required by law to send him/her a COBRA extension of coverage notice.)  
 

    To enroll in coverage:  Same as above PLUS documentation that your former spouse’s plan has terminated your  
    coverage because of the divorce.  
    Eeffective Date:  Retroactive to the first day of the month following the divorce.   

 
Death    To terminate the deceased’s coverage:  Either a copy of the death certificate or the obituary. 

Termination Date:  Retroactive to the date of the death. 
 
    To enroll in coverage:  Same as above PLUS documentation that your deceased spouse’s plan has terminated your  
    coverage because of his/her death. 
    Effective Date:  Retroactive to the first of the month following the termination of your coverage from  
    your deceased spouse’s former employer’s plan.    

 
Age      A copy of the dependent’s birth certificate or driver’s license.  (Please provide the terminating dependent’s current  
Ineligibility     address.  We are required to send him/her a COBRA extension of coverage notice.)  
    Termination Date:  Last day of the month following the qualifying event date. 

 
 

Other:    Call or visit the Payroll Department at (281) 897-3882, ISC-North, Suite 328. 
 
Which Form to Use: Change Form (below):  To add or terminate dependent coverage from your medical insurance plan. 
 (See forms below) 
    Enrollment Form (below):  If your medical insurance overage was recently cancelled and you need to enroll 

in a Cy-Fair major medical plan. 
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CYPRESS-FAIRBANKS INDEPENDENT SCHOOL DISTRICT 
Group Medical Insurance CHANGE Form 

 

 
FOR PAYROLL DEPARTMENT USE ONLY 

Effective Date: 
Of Change 

Spousal Notice INSURANCE/DEDUCTION CODE 
 
Old Code _______________ New Code _______________   Processor ____________ 

Employee Number 
 
 

Name of Employee         Last                                                     First                                                                      MI 
 
(Please Print) 

Social Security Number Building Assignment 

I request the following 
change(s) to my insurance 
coverage: 

 
 

 Home Address__________________________________________________________________________________________ 
 
 

City                                                                                                      State                                    Zip Code 

Occupation  

  Name change 
        NEW Name:                                                                              Former Name: 

Home Phone Number 
 
      (                   ) 

  ADD  the following dependents to my medical insurance coverage 

 REMOVE the following dependents from my medical insurance coverage (List yourself ONLY if you are moving your coverage to the Hospital Indemnity Plan. 
 

Qualifying Event:  (This Change Form MUST be presented NO LATER THAN 30 DAYS after the event date indicated below.)  Written documentation of the 
qualifying event MUST be submitted with this Change Form.  (If in doubt as to what type of documentation is required call the Payroll Department at (281) 897-3882.) 
 

 Job Change 
 

     Date: 

 Birth or Adoption 
 

     Date: 

 Marriage 
 

     Date: 

 Divorce 
 

     Date: 

 Death 
 

     Date: 

 Age Ineligibility 
 

     Date: 

 Other 
 

     Date: 
 

Coverage Classification  
     (Pursuant to this change) 
 

 

 Employee Only 
 Employee and Child(ren) 

 

 Employee and Spouse 
 Employee and Family 

ADD_____     or   DELETE______   the following: 
 

Please use the following relationship titles when enrolling your dependents. 
Spouse       Daughter        Son        Stepdaughter        Stepson        Granddaughter        Grandson 

 
 
 

List Only Eligible Dependents for whom  
this change is affecting 

 
Relationship 
 to Employee 

 
Gender 

M/F 

 
Social Security Number 

(Required) 

 
 

Date of Birth 

 
REQUIRED FOR 

ALL 

CFISD KelseyCare 
HMO 

PARTICIPANTS 

Primary Care 
Physician ID# 
(Defualt is Kelsey-
Seybold - Cypress 

#2651883006) 
(If AddingCoverage) 

 
If Dependent is  

Over the Age of 19 
 

Eligibility Status 
 

Student 
OR 

IRS Dependent  
 

(If Adding Dependents) 

 
If Dependent is  

Over the Age of 19, 
is he/she  

physically or mentally 
incapacitated? 

 
 

Yes or No 
 

(If Adding Dependents) 

  

Self   

XXX-XX-XXXX    

XXXXXXXXXXXX 
  

Spouse     

 
Full-Time 
Student?     

YES  or NO 

 
IRS 

Dependent?  
YES  or  NO 

 

XXXXXXXXXXXX 

         
         
         
         

         
EMPLOYEE AUTHORIZATION 

 
I authorize the above changes be made and any appropriate premiums be deducted from my earnings. 
EMPLOYEE SIGNATURE 
 

DATE 
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CYPRESS-FAIRBANKS INDEPENDENT SCHOOL DISTRICT 
 

Group Medical Insurance Enrollment Form 
 

 
FOR PAYROLL DEPARTMENT USE ONLY 

Coverage 
Effective Date: 

Spousal Notice Sent: ENROLLMENT EVENT 
_____ New Hire       _____ Job Change       _____ Divorce 
_____ Death             _____ Other _____________________ 

INSURANCE/DEDUCTION CODE 
 
                                           Processor _______ 

Employee Number 
 
 

Name of Employee         Last                                                     First                                                                      MI 
(Please Print) 

Occupation 
 

Building Assignment 

Social Security Number 
 
                     -                         - 

Date Employed Hours Worked per Day 

 7 or more Hours 

 Less than 7 Hours 

Date of Birth Age  Male 

 Female 
 

 Married 

 Single 

 

Home Address: 
 

Home Phone Number 
 

( )City, State Zip Code 
 

Spouse’s Name (Last, First MI) Spouse’s Date of Birth 

 

MEDICAL INSURANCE PLAN COVERAGE SELECTION (Choose only one) 
 

Elections may not be altered during the Plan Year (May 1 – April 30) unless you and/or your family member(s) experience 
a “QUALIFYING EVENT” that results in your eligibility to make a change. 

A Change Form AND written documentation evidencing any “qualifying event” MUST be presented to the Payroll Dept. NO LATER than 30 DAYS after the qualifying event date. 
 

 CFISD Choice Fund HRA (Health Reimbursement Arrangement);  contracted with CIGNA Healthcare “Open Access Plus Network” 
 CFISD KELSEYCARE HMO PLAN; contracted with KelseyCare (Kelsey-Seybold) provider network. 
 Hospital Indemnity Plan (NO COST TO EMPLOYEE)  Not major medical coverage.  For full-time employees only; no dependent coverage available. 

          If Electing:  Do you have other major medical insurance coverage at this time?  _______ YES     ______ NO 
 

Coverage Classification  
                                   (Choose only one) 

 Employee Only 
 Employee and Child(ren) 

 Employee and Spouse 
 Employee and Family 

 

List Only Eligible Dependents for whom  
Coverage is Desired 

 
Relationship 
 to Employee 

 
Gender 

M/F 

 
Social Security Number 

(Required) 

 
 

Date of Birth 

REQUIRED FOR ALL 
CFISD KelseyCare HMO  

PARTICIPANTS 
Primary Care Physician 

PCP ID# 
Default is 

 Kelsey-Seybold – Cypress 
#2651883006 

If Dependent 
Is Over the Age of 19, 

Eligibility Status 
  Full-time Student 

OR 
IRS Dependent  

If Dependent is 
Over the Age of 19, 

Physically or 
Mentally 

Incapacitated? 
Yes or No 

  

Self 
  

XXX-XX-XXXX    

XXXXXXXXX 
  

Spouse 
    

Full-Time 
Student? 

YES  or  NO 

IRS 
Dependent? 
YES  or  NO 

 

XXXXXXXXX 
         

         

         

         

         
 

EMPLOYEE AUTHORIZATION 
I authorize my employer to deduct from my earnings the applicable premium for the coverage I have selected above. 
SIGNATURE 
 

DATE: 
                                                                                                                   H: Word/Web Page/Med Change Form  08/2009 

 


