Oklahoma Higher Education Employee Insurance
Enrollment/Change Form

Employee 1D
Please indicate institution:
Ccameron Oecu Omsc CONoc CONsu CONwosu ORogers
ORUSOAdmIn Ose Ossc Oswosu Ouco Owosc
New Hire 0 Change 0  Reason for change
Date of Hire Coverage Effective Date Active[d  Retired Under 650 Vested[]
Last Name First Name Ml SS#
Address City State Zip
Birthdate Omale OFemale Omarried OsSingle
Phone #

Select a BlueCross/BlueShield (BCBS) Medical Plan: Dependents must be enrolled with same option employee selects.

OOBC/BSOK High Option OOBC/BSOK Basic Option Owaive Coverage (must provide proof of other group insurance)

BC/BSOK Dental (employee-paid) [Yes [INo

Vision Service Plan (university-paid) [OYes [ONo

Dependents/Options: Additions or Deletions

Add | Drop Name Relationship Birthdate SSN M/F

Health

Dental

Vision

Health

Dental

Vision

Health

Dental

Vision

Health

Dental

Vision

Health

Dental

Vision

Health

Dental

Vision

Health

Dental

Vision

Employee Signature Date




