
Enrollment Form 
The Local Choice Health Benefits Program

PART A–ENROLLMENT 
PART B– CHANGE MEMBERSHIP AND/OR PLAN
PART C–WAIVE OR CANCEL COVERAGE 

Active Employees

Retiring/Retired Employees

Employees/Dependents No Longer Eligible For Health Benefits Coverage

HEALTH CARE PLANS AVAILABLE

STATEWIDE SELF FUNDED PLANS:
Administered by:
Anthem Blue Cross and Blue Shield
ValueOptions, Inc.
Delta Dental of Virginia
Medco Health Solutions, Inc. d/b/a Medco

REGIONAL FULLY INSURED
HEALTH MAINTENANCE ORGANIZATION (HMO)
Northern Virginia (includes Washington, D.C.  
and parts of Maryland)

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA) SPECIAL ENROLLMENT RULES
 

 

1

Employee Plans 

 
(Administered solely by Anthem)

Medicare Eligible  
Retirees/Dependents 
(Medical and vision administered by Anthem.  
 Dental administered by Delta Dental)

 
 

Employee Plan



PART A. ENROLLMENT 
 __________________________________________________________________________________

 _________________________________________________________ 
 _______________________________________________

    _________________________________________________  _________________

 ____________________  ___  __________  ___  ___________

1. I choose the following Health Benefits Plan  _________________________________________________________________________
 

 
 

2. Current Enrollment:
  Applicable to enrollees who are remaining with the same employer but applying for a different plan:

 _______________________________________
 ____________________________________________________________________________

3. Dependent Information
   H W S D SS SD O

    
This PCP

4. Medicare Information

 _____________________________________  _______________________________

 __________________________________  _______________________________________

 ______________________  ___________________________

 ___________________________________  ________________________________________

5. My Type of Membership Will Be:

 

6.  Other Coverage  

 _____________________________________________________________________________________________

 __________________  __________________  __________________

__________________________________________  ___________________________

 ________________________________________________________________________________

 __________________________________________________________

NOTE:  Retirees and their Dependents must 
move to our Medicare Supplement or 
terminate when they become eligible 
for Medicare.



7.  Certification

 ________________________________________________________________________  _______________________

8.  Premiums

 
 

Plan or membership 
changes are not permitted outside of Open Enrollment without a Qualifying Mid-Year Event.

 _________________________________________________________________________  _______________________

PART B. CHANGE MEMBERSHIP AND/OR PLAN

 ____________________________________________
 

 __________________________________________ ______________________________________ 
   
1.  My Type of Membership Will Be:

 

 Medicare Information

 _____________________________________  _______________________________

 __________________________________  _______________________________________

 ______________________  ___________________________

 ___________________________________  ________________________________________

2. Reason This Form Is Being Submitted

Change in Plan

 ___________________________

 ______________________

 Other Coverage

 

 ___________________________________________________________________________________________

 ________________  __________________  __________________

________________________________________  ___________________________

 _____________________________________________________________________________

 __________________________________________ 

 __________________________________________

NOTE:  Retirees and their Dependents must 
move to our Medicare Supplement or 
terminate when they become eligible 
for Medicare.



3.  Change in Type of Membership  

 

4.  Premiums

 
 

 _________________________________________________________________________  _______________________

 

PART C. WAIVE OR CANCEL COVERAGE

 _______________________________________________________________________________________________________ 

 ________________________________________________

 ____________________________________________________________________________________________________

 __________________________________________________________________________________________

 _____________________________________________________________________________________ 

 

 ______________________________________________  ______________________  _______________________

PART D. GROUP APPROVAL/VERIFICATION
 ____________________________  ____________________________  _________________

 _________________________________________________________  _________________ 

 ______________________________________________________  _____  ______________________
 
IF NEW COVERAGE:  _______________________________________________

 ______________  ______________

 ____________

 _______________________________  _____________________________

 _______________________
__________________ 

 ______________________
 _____________________


