SOUTHINGTON PUBLIC SCHOOLS
SOUTHINGTON, CONNECTICUT

HEALTH BENEFIT ENROLLMENT FORM

Section 1

EMPLOYEE INFORMATION

Employee Name: Employee ID#:

Address:

City, State and Zip Code:

Home Phone #: Cell Phone #:

Section 2
O Please enroll me in the following coverage:
HEALTH (Check one below) DENTAL (Check one below)
O Single O Single
O 2-Person O 2-Person
0 Family O Family
O None O None
Reminder:

1. Dental coverage ends for dependents at age 19; unless you provide proof
of full-time student status up to age 23.
2. Provide a copy of your Marriage Certificate, if applicable.

O No, I want to waive all health insurance coverage for 2024-2025.

Section 3

Signature

Date

Please return this form to SOUTHINGTON BOARD OF EDUCATION — PAYROLL OFFICE
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