
Form Approved:
OMB No. 3206-0160

Federal Employees
Health Beneflts Program

Health Benefits Election Form
Part A - Enroliee'and Family Member Information (Far

I . Enrollee name (last, frst, middle initial)
fanily members use a separete $hget and Attaeh,)

2. Social Securify number 3. Date of birth (mm/dd/yyyy) 4. Sex 5. Are you married?

M Yes No
6. Home mailing address ftncluding ZIP Code) are covered by 8. Medicare Claim Number

check all that apply
A B

9. Are you covered by insurance other than Medicare?

Yes, indicate in item 10 below. No

l0.Indicate the fype(s) olother insurance:

] rarcanr Other:
Name of other insuro.nce Policy rutmber:

I f eff e An FEHB self ancl family enrollment covers all eligible fam,ily member.t. No person may be covered uncler more than one FEHB enrollment. See instructions Jbr itemJ Io on page i.

F

1 1 . Name of family member (last. frst, middle initicl) l2.Social Security number it3.Date of btrth(mm/ddlyyw) 14 Sex I 5. Relationship code

M
17.lf are covered by

check all that
18. Medicare Claim Number

A B

apply
D

l9.Are you covered b-v insurance other than Medicare?

16. Address (if dffirentfrom enroilee)

Yes, indicate in item 20 betow. I NIo

20. Indicate the type(s) of other insurance.

] rrucnne Other:
Name of other insurance; Policy number

I fe He .4n FEHB self anclfamily enroltment covers alt etigibte fanily members. No person may be coverecl under more than one FEHB enrollment. See instructionsJbr item
l0 on page L

2l.Email address (if home address is dffirentfrom enroLlee's)

middle initial)

28, Address (if dffirentfrom enrolLee)

22.Prefened, te{ephone number ftf home address is dffirentfrom
enrollee's)

26. Sex 27

M
29.rf are covered by 30. Medicare Claim Number

check all that appl.v

A B D

3 1. Are you covered by insurance other than Medicare?

Yes, indicate in item 32 below No

F

32.lndicate the type(s) ofother insurance:

-l rRrca,RE
,,- l

l pEHe ,h FEHB setf
l0 on page l.

Other:
Name of other insurance : Policy rutmber

andfamily enrollment covers all eligible family members. No person may be covered under more thqn one FEHB enrollment. See instructions for item

33.Email address (if home address is dffirentlrom enrollee's1

Narne member

34.Prefened telephone number (if home address is dffirent from enrollee's1

Securiry

40. Address (if dffirentfrom enrollee)

M F

are covered by 42.Medicare Claim Number
check all that apply

A B

Are you covered by insurance other than Medicare?

D

I iY es, indicate in item 44 below. r No
44. Indicate the fype(s) ofother insurance:

] rnrca.rc

I reHa An FEHB setf
I0 on page l.

Other.
Name ofother insurance Policy rutmber:

andfamily enrollment covers all eligiblefamily members. No person may be covered under more than one FEHB enrollment. See instructionsfor item

45. Email address (d ho me addres s is dffi re nt fro m e nro lle e's 1 Preferred telephone number lifhome address is differentfrom enrollee's)

NSN 7540-01 -231 -6227 (continued on the reverse)

For agency distribution of copies, see page 5 of the instructions.
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Pat't B - FE*IB Flan You Are Currently Enrqlled ln (if tppticabte)
l. Plinname " 2. Enrollmentcode

PartrC - FEHB Plan You Are f,nrolling In or
l. Plan name

Cha[gihg To
12. Enrollment code
I

i

I

Part D - Event That Permits You To
[. Event code

Enroll, Change, or Cancel gee page 2)
i2 l)ateofevent

Part E - Election NOT to Enrall (Employees Only)

i I do NOT want to enroll in the FEHB Program.
My signature in Part H certifies thai I have rcad and understand the
information on page 3 regarding this election.

P?rt G - Suspension of FEHB (Annuitants/Former Spouses Only)

. I SUSPEND my enrollment.
My signature in Part H certiJies that I have read and understand the
information on page 4 regarding suspension ofenrollment.

I
Lart F - Cancellation of FEHB

I I CANCEL my enrollment.
My signature in Part H certiJies that I have read and understand the
information on page 3 regarding cancellation of enrollment.

Part H - Signature
IVARNING: Any intentionally false statement itt this application or willful misrepresentation relative thereto is a violation of the law punishabte by a fine of not more than
$10,000 or imprisonment ofnot more than 5 years, or both. (18 U.S.C. 1001.)

1. Your signatute (do not print) 2. Date hm/dd,'yyyy)

tt
3. Email address 4. Preferred telephone number

()
Fart tr -To be completed by agency or retirement system
REMARKS

L Date received fumiddiy;ty1t1

4. Name and address of agency or retirement system

2. Effective date of action fum,cldiyyyyl 3. Personnel telephone number

5. Authorizing official (please printl

7. Payroll office number 8. Payrotl office contact @lease print)

6. Signature ofauthorized agency offrcial

9. Payroll telephone number

ii( )
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