The Wright House Wellness Center
Insurance Selection Form

(To be completed when Blue Cross Blue Shield enrollment forms are completed)

A. Do you want Blue Cross Blue Shield of Texas employee Health Insurance? 
I,  _____________________________________, (printed name) wish to elect health insurance coverage. Select from the following Blue Cross Blue Shield of Texas health insurance plans:

____ Plan M984 – I understand that $31.39 will be deducted from each bi-monthly paycheck for my coverage and dependent 
coverage is additional.

____ Plan M 982 – I understand that $64.92 will be deducted from each bi-monthly paycheck and dependent coverage is 
additional.
____ HSA Plan E773 – I understand that WHWC pays 100% of the employee’s premium and dependent coverage is additional.

I  understand that WHWC deposits $25 per month ($12.50 per payroll) into a Health Savings Account in my name. I also understand that I may make deposits to my HSA through payroll deduction. I wish to deposit an additional $_______ per payroll into my HSA account to be deducted from my each paycheck. I understand that the funds in my HSA may be used only for valid medical expenses and that when I leave employment with WHWC the HSA funds will go with me.
B. Do you want dependent health coverage? Dependent coverage is not available unless the employee is insured.

_____ Yes – I want coverage for myself and my:  ____ Spouse   ____ Children ____ Family

____   I do not wish to participate in the Blue Cross Blue Shield of Texas health plan.

C. Do you want to enroll in Blue Cross Blue Shield of Texas Dental Insurance?
Do you want Dental insurance? WHWC pays for ½ the monthly premiums for employee. The cost to employee is $12.99 per payroll. Dependent coverage costs an additional amount    __ Employee only     __ Employee/Children     __Employee/Family     __None
D. In addition to the above plans you will be enrolled in Short Term/Long Term Disability and a $25,000 Life/ADD plan that is fully paid for by The Wright House Wellness Center.

_____________________________________________     ______________

Signature of Employee




Date
_____________________________________________     ______________

Signature of WHWC Representative



Date


Supervisor completes the following information and forwards form to payroll
Employee’s First Work Day  ___________________________  Supervisor Initial or Signature ________________
Payroll completes the following information, enrolls the employee, forwards the form to Personnel Files

BCBSTX Health/Dental - Effective Date (First of Month following 30 days of employment) __________ Enrolled? _____
UNUM/Fort Dearborn Effective Date (First of Month following 90 days of employment) ____________ Enrolled? _____
(UNUM and Fort Dearborn are fully paid by WHWC and there is no opt-out for these plans)
