
�RS 
ACTIVECARE Enrollment Application and Change Form 
'"""'"'�,-,._,.,.,,� .. ,, .... 

D Annual Enrollment O New Employee 0 Add Dependent 0 Special Enrollment 

viit!Systenzs 

For District Use Only 

, TRS District # D For New Employee (check one):OEffective on Actively at Work OEffective 1' day of month followingf--------------1 
Actively at Work Date: 

. DMarriage DCourtOrder DBirth/Adoption Special Enrollment Event Date:_/_/ __ Effective/ Change Date: 
D Loss of Coverage D Other: 

Change Only: 

0 Name 

Decline Coverage: 
OYes (Complete Section 6) 
ON/A 

Cancel Employee 
ODeath 
0 Loss of Eligibility 

Cancel Dependent 
D Divorce 
ODeath 

L_ _________ __J 

DAddress Effective Date of Change/Ca-ffEE!I D Retirement/Terminated D Loss of Eligibility 

OPlan/ Coverage __ / __ / ___ _ 

i�itt,(jr.J 21�MPtov�E rr.JKofiooltiglf f!�I 
last Name: First Name: 

Mailing Address: 

Home Phone Number: Cell Phone Number: 

City: 

Date of Birth: Sex: O M  OF Language: 0 English 

Email: 

OSpanish Ethnicity: 

Employer Approval: 

Were you covered by another 
district? 0 Yes O No 

Zip: 

Do you have a disability affecting your ability to communicate or read? OVes (Please complete Section 8) 0 No 
Is the Employee Covered By Other Insurance? OYes Carrier/Plan: ONo 

Is the Employee Covered by Medicare? OYes OPartA OPart B OPart C OPart D Effective: ONo 

Reason for Medicare Coverage: 0 Entitlement Age O Disability OEnd Stage Renal Disease (ESRD) 

Plan Selection: OActiveCare 1-HD 
HMO Selection: OFirstCare Health Plans 

0 Employee Only 

Street Address: 
City: 

Sex: OM OF Date of Birth: 

Other Insurance: DYes. Carrier/Plan 
CHILD Last Name: 

State: 

OActiveCare Select OActiveCare 2 

DScott & White Health Plan DAllegian Health Plans {formerly Valley Baptist Health Plans) 

Zip: Phone Number: 

Social Security#: 

ONo OMedicare: OPartA OPart B 
First Name: 

Ml: 
Osame as Employee 

OPartC OPartD 
Ml: 

O Natural/Adopted OStepchild 0 Foster Child OGrandchild OLegal Guardian ODisabled 0 Other 
Street Address: 

City: State: 

Date of Birth: Social Security#: 

Other Insurance: OVes. Carrier/Plan 

CHILD Last Name: 

ONatural/Adopted Ostepchild OFosterChild 

Street Address: 

City: State: 

Date of Birth: Social Security#: 

Other Insurance: DYes. Carrier/Plan 

Zip Code: Phone Number: 

Sex: OM OF 

0 No O Medicare: 0 Part A O Part B 
First Name; 

OGrandchild OLegal Guardian O Disabled 

Zip Code: Phone Number: 

Sex: OM OF 

OSame as Employee 

OPart C OPart D 

Ml: 

0 Other 

O Same as Employee 

ONo OMedicare: OPartA OPartB OPartC OPart D 
PLEASE CONTINUE ON NEXT PAGE 




