
                    

 Benefit Enrollment Form 
                             Human Resources / 8100 School Road, Eden Prairie, MN 55344 / 952-975-7035 

 

INSTRUCTIONS: 
• Please print clearly 

• Return to Human Resources no later than 
30 days from benefit eligibility date 

 

ENROLLMENT (Choose one):                               
❑ New Hire      ❑ Rehire      ❑ Return from Leave 
❑ Increased hours to Full Time                                     
 
 

Effective Date: __________________________    
                                                                               

 

EMPLOYMENT GROUP: 
 
 

A. EMPLOYEE INFORMATION 
 

Last Name        First Name              Middle Initial 
 
 

 

Birthdate 
 
 

 

Gender 
❑ Female 
  

❑ Male 
 

 

Address                Apt #           City                                      State         Zip Code  
 
 
 

Phone Number 
 
 

 

Work Email (jane_doe@edenpr.k12.mn.us) 
 
 

 

Social Security Number 
 
 

 

Marital Status  
❑ Single 
  

❑ Married  
 

 

Are you married to a District employee?     ❑ Yes       ❑ No      If yes, spouse’s name _________________________________________ 
 

This information may impact your District medical contribution, depending on your employment group contract. 

B. MEDICAL, DENTAL, and VISION INSURANCE  
 

Medical:        ❑ Traditional Single                ❑ Traditional Family                ❑ Three for Free $1000 Single                ❑ Three for Free $1000 Family                ❑ Decline*            
 

 

*If you are declining Medical Insurance for yourself (and eligible dependents) are you covered under another Medical Plan?        ❑ Yes       ❑ No 
 

 

Dental (Required):        ❑ Single          ❑ Family        Vision:    ❑ Single        ❑ Employee + Spouse        ❑ Employee + Child(ren)         ❑ Family        ❑ Decline   

C. FAMILY INFORMATION – List all family members to be covered and check applicable coverage 

** In order for dependent expenses to be reimbursed from a VEBA account, dependents must be enrolled in the Three for Free plan** 

 

Eligible Dependent Name 
(First, MI, Last) 

 

 

G e n d e r 
M   or   F 

 

Birthdate 
MM/DD/YYYY 

 

Relationship to 
Employee 

 

Social Security # 
(Required) 

 

Coverage 
Type 

 

Legally Married Spouse   

SPOUSE 

 
 

❑ Medical 
  

❑ Dental 
 

❑ Vision 
 

 

Dependent Child 
 
 

    
 

❑ Medical 
  

❑ Dental 
 

❑ Vision 
 

 

Dependent Child  
 
 

    
 

❑ Medical 
  

❑ Dental 
 

❑ Vision 
 

 

Dependent Child  
 
 

    
 

❑ Medical 
  

❑ Dental 
 

❑ Vision 
 

 

Dependent Child  
 
 

    
 

❑ Medical 
  

❑ Dental 
 

❑ Vision 
 

D. DOUBLE COVERAGE – Other Medical Insurance Information 
 

On the effective date above, will you or any of your covered dependents applying for this coverage have double coverage for medical insurance?   
❑ Yes      ❑ No      If yes, complete this section and attach additional documentation as needed. 
 

Coverage Type  
❑ Medical Insurance      
❑ Medicare*  
 

 

Name of Policyholder  
 

Relationship to Policyholder 
 

 

Policyholder’s Employer Name 
 
 

 

Insurance Company Name  
 
 

 

Effective Date               End Date 
 

Names of all family members who will have Double Coverage 

 

*Name of Covered Family Member(s) with Medicare 
 

*Medicare Number(s) 
 

*Part A Effective Date(s) 
 

*Part B Effective Date(s) 

E. MEDICAL AND DENTAL PREMIUM CONVERSION 
 

Your premium contributions for your employer-sponsored medical and dental insurance will be automatically deducted through a before-tax reduction of your salary.  If 
this amount increases or decreases during the plan year, your salary reduction will be adjusted to reflect any increase or decrease. 
 

If you prefer to have your premiums for medical, dental, and vision insurance deducted AFTER-TAX, please contact Human Resources at HRHelp@edenpr.org to opt out. 
 



Months: 

F. BASIC LIFE INSURANCE AND LONG TERM DISABILITY (Employer Paid) 
 

You are automatically covered for the following benefits: 
 

  Basic Life Insurance                          Basic Accidental Death and Dismemberment                          Long Term Disability   

G. LIFE INSURANCE BENEFICIARY DESIGNATION  

Primary Beneficiary Designation: On the lines below, list the individual(s) who should receive proceeds in the event of your death. You may specify as many individuals as 
you like, but the total proceeds must equal 100%. Attach additional pages if necessary. 

 

Name of Primary Beneficiary(ies) 
(First, Middle Initial, Last) 

 

 

Relationship                   
to Employee 

Address 

 

Social Security 
Number 

 

Percent Share of 
Proceeds* 

1.     % 

2.     % 

3.    % 

*Total must equal 100% 
 

Secondary Beneficiary Designation: On the lines below, list the individual(s) who should receive proceeds ONLY IF ALL of the individuals listed above are not living at the 
time of your death. This is your secondary (or contingent) beneficiary. They are not paid if anyone listed above is alive at the time of your death. Attach additional pages if 
necessary. 
 

 

Name of Secondary Beneficiary(ies) 
(First, Middle Initial, Last) 

 

Relationship                   
to Employee 

Address 

 

Social Security 
Number 

 

Percent Share of 
Proceeds* 

1.     % 

2.    % 

3.    % 

*Total must equal 100%  

This election replaces all previous basic and supplemental life insurance beneficiary elections. If you wish to designate different beneficiaries for your supplemental life 
coverage, please contact HR for the proper form. 
 

H. ACKNOWLEDGEMENTS 
 
 

I understand that misstatements, material misrepresentations, or omissions may result in my coverage being void as of its effective date with no benefits payable. I hereby 
request the group coverage for which I am eligible and authorize payroll deductions from my earnings to serve as payment for any required contributions. I authorize any 
physician, other health professionals, hospitals and other health care institutions, to provide the carriers (HealthPartners, Delta Dental, EyeMed, Madison National Life), 
contracted physicians, consulting health professionals, utilization review organizations, and independent claim administrators with whom the carriers have contracted, 
information concerning health care advice, treatment or supplies, including those involving mental illness, provided me and/or my dependents, relating to coverage under 
these plans. This information will be used for coordinating patient care, evaluating and administering claims for benefits, and for fulfilling obligations imposed on the carriers 
by federal or state law. The carriers may provide Eden Prairie Schools with any benefit calculation used in the payment of these claims for the purpose of reviewing the 
experience and operation of the policy or contract. My signature below affirms that all information and statements provided on the form are full, complete and true to the 
best of my knowledge. 
 

I understand that if I decline enrollment for myself or my dependents (including my spouse) because of other health coverage, I may in the future be able to enroll myself 
and my dependents in the plan, provided that I request enrollment within 30 days after such coverage ends. I understand that if I wish to elect or terminate coverage during 
the plan year, I must have an IRS-qualified event (i.e. marriage, birth, adoption, divorce, other group coverage becomes available through a spouse/parent, etc.) and I must 
request the enrollment change within 30 days of the event. 
 

 
                    
Employee Signature                           Date 

I. OFFICE USE ONLY 
 

 

Received: _________________ 
 
 
 

Payroll: ___________________ 

 

PPY 
 

 

 

❑ Medical 
 

 

❑ Dental 
 

❑ Vision                                                                                   ❑ VEBA 

 

❑ Life                                    ❑ LTD                                    ❑ Life Amt                                    ❑ Tax Life                                     
 

❑ Dependents 

 
 
 

HEALTHPARTNERS PRIVACY NOTICE 
 

Once enrolled in the plan, every HealthPartners member will be sent our full Privacy Notice. For more information regarding HealthPartners Privacy Notice, please call  
(952) 883-5000, toll free at 1-800-883-2177 or (952) 883-5127 (TTY) or visit www.healthpartners.com. 

 


