
Type of Coverage
❑ Medical    ❑ Dental    ❑ Vision    ❑ Medicare

Type of Coverage
❑ Medical    ❑ Dental    ❑ Vision    ❑ Medicare

Name(s) & DOB of
person(s)covered by
other insurance:

Name Of Child(ren) Father Mother Joint Other Date Awarded _______ Is the parent without custody required by court decree to
_________________ provide coverage for the cildren?    Yes       No
_________________ If “Yes” list other coverage provided ______________________

❑   Yes   ❑   No

Is coverage still in effect   ❑  Yes    ❑  No   If yes, will coverage still be in effect when this policy

begins?    ❑  Yes    ❑  No      If no, date coverage ended or will end?

Please fill out for new employee application and/or addition of dependents.   IMPORTANT - Filling out Sections 1, 2 and 3 below will assist in processing your claims.

❑  Death
❑  Dependent Change

CENTRAL WASHINGTON SCHOOL EMPLOYEES BENEFIT TRUST

Employee Name

Mailing Address

Date of Birth
Select One of the Following:
TRADITIONAL         SELECT         ECONOMY

Social
Security #             –           –

Occupation

Effective Date

Date of Hire

Last First Middle Initial

(Street or P.O. Box, City, State, Zip Code)

Gender      M      F Home Phone #

Mo. Day Year

Instructions:  List all dependents to be covered; added or dropped.  All fields must be

completed for each beneficiary change or enrollment change.  Information on this form

supercedes any forms previously completed. ❑  Divorce (date) _____________________   ❑  Other    ❑  Birth

Add Drop No
Change

Name Gender
M / F

Date of Birth
Mo. Day Year

Relationship
To Insured

Relationship to Insured

Distribution of Copies:    White – Trust Office              Canary – Payroll Office               Pink – Insured

For Office Use Only

Primary Life Insurance Beneficiary Relationship to Insured

Social Security Number

Bldg.Work Phone #
Marital
Status

Single ❑
Married ❑

 ❑  Myself Only
 ❑  Self & Spouse

❑  Self & Family
❑  Self & Children

I am applying for
coverage for:

❑  Name
❑  Beneficiary

Change in Enrollment:    Date of change
❑  Adoption (placement date) ___________    ❑  Marriage (date) _____________

1. Do you or any dependent(s) applying for coverage have coverage with any other health care plan now or within the last 3 months?  This includes coverage through another insurance company, another Blue Shield
plan, Medicare, a self-insured plan or a group retirement plan.     ❑ NO     If No, please skip the rest of this section, section 2 and section 3, and complete the remainder of the application form in full.

            ❑ YES    If Yes, please complete the rest of this section and the remainder of the application form in full.
Insurance Company Name and Phone Number Insurance Company Address (city and state) Employer Identification/Policy #

Policyholder’s Name Policyholder’s Birthdate

           /           /
Date Coverage Began

        /          /
If you have other types of coverage and the carrier(s) is/are
different than specified above, please indicate to the right. ➥

Insurance Company Name and Address (city & state)

2.  If you have Medicare, what was the begin date for Part A: _________  B: _________  D: _________ Medicare HIC # with Alpha Prefix: _____________   Reason:   ❑ Disability   ❑ Over age 65   ❑ End Stage Renal Disease

underwritten by: Regence BlueShield

Underwritten by: Regence Life and Health, P.O. Box 1271, Portland, Oregon 97207-1271

Contingent Life Insurance Beneficiary

CWSEBT - 1  (Rev. 11-10)

 ❑  DP (Domestic Partner and/or dependent
          of DP); must attach DP affidavit

Employee

Spouse

Child

Child

Child

, 1800 Ninth Ave, Seattle, WA 98101

❑   Yes   ❑   No

❑   Yes   ❑   No

❑   Yes   ❑   No

❑   Yes   ❑   No

Is your child eligible for other employer
sponsored coverage through his/her

employer or spouse?

 I hereby apply for enrollment, change, or cancellation of coverage as indicated above.  I understand any coverage will be under the master contract between Regence BlueShield and my employer
and   I agree to the terms and conditions of the certificate issued pursuant to it.

 I hereby verify that I have reviewed all the information provided on this application (regardless of whether I completed it or someone else assisted me with completion) and certify that it is
accurate and complete.  I agree to promptly inform Regence BlueShield in writing if anything happens before my coverage takes effect that makes any answer on this application inaccurate or incomplete.

Applicant’s Signature ___________________________________________________________________________ Date _______________________________

If you and your spouse are divorced or legally separated, please indicate below who has Legal custody of your child(ren):



child. To obtain


