
Dear Associate: 

This letter provides detailed instructions for each of the forms in your packet. Identification is required 
to change your name, and some of the forms are optional. 

*READ ALL OF THE INSTRUCTONS LISTED BEFORE COMPLETING THIS PACKET!

• COMPLETE ALL FORMS IN BLACK INK ONLY

• NO SCRATCHOUTS OR WHITE-OUT, IF YOU MAKE AN ERROR, COMPLETE A NEW FORM

• ALL HIGHLIGHTED AREAS MUST BE COMPLETED, ONLY COMPLETE THE HIGHLIGHTED AREAS 
ON EACH FORM

• ALL AREAS REQUESTING A SIGNATURE, SIGN YOUR NEW NAME

• INCOMPLETE PACKETS WILL NOT BE ACCEPTED, ALL PAPERWORK MUST BE SUBMITTED
TOGETHER

• IN ADDITION TO THE FORMS IN THE PACKET, YOU MUST SEND A LEGIBLE COPY OF YOUR NEW
SOCIAL SECURITY CARD AND NEW HARD PLASTIC COPY DRIVER’S LICENSE. YOU MAY PROVIDE
A COPY OF YOUR NEW MILITARY IDENTIFICATION IN LIEU OF A DRIVER’S LICENSE. SIGN YOUR
NEW SOCIAL SECURITY CARD. I CANNOT CHANGE YOUR NAME WITHOUT THESE ACTUAL ITEMS.
TEMPORARY  IDENTIFICATIONS OR LETTERS FROM THE DMV AND SOCIAL SECURITY
ADMINISTRATION CANNOT BE ACCEPTED

• I DO NOT NEED A COPY OF YOUR MARRIAGE LICENSE OR DIVORCE PAPERWORK.

Dearborn National - Life Insurance 

• Mandatory for all full-time employees, (This form is not applicable for International Faculty)
• Employee name - use your “new name”

• Primary Beneficiary(s) - percentage total must equal 100%, whether you select one or several,
they must equal 100% when percentages are added together

• Contingent Beneficiary(s) – not mandatory, but if you select a contingent beneficiary(s), they
must equal 100%

• For changes to your coverage, contact Pam Edge at (910) 678-2321 immediately.

NC State Health Plan - Health Insurance 

• Mandatory for all full-time employees with health coverage.

• Section 1 - use your “previous name”, section 3 use your “new name”

• For changes to your coverage, contact Pam Edge at (910) 678-2321 immediately.

http://www.shpnc.org/library/pdf/changeoriginal.pdf
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The Health Plan Form – Vision, Dental and Disability Insurance 

• Mandatory for all full-time employees with vision, dental or disability coverage

• Employee Name – “use your new name”

• Date of Event – use wedding date, or the date you had your name legally changed

• For changes to your coverage, contact Pam Edge at (910) 678-2321 immediately.

W-4 - Federal Withholding 

• This form is optional. If you do not want to make changes to your allowances or tax status then
disregard this form. If you are unsure about choosing new allowances consult your tax
professional for recommendations.

NC-4 - State Withholding 

• This form is optional. If you do not want to make changes to your allowances or tax status then
disregard this form. If you are unsure about choosing new allowances consult your tax
professional for recommendations.

Please return all paperwork to Kristen White at Human Resources, e-mail, mail or drop-off at front desk. 
If you have any additional questions, please contact me at 910-678-2334. 

Sincerely, 

Kristen White 

Cumberland County Schools 

Personnel Analyst/ Human Resources 

P: (910-678-2334) 

F: (910-678-2356) 

E: kristenwhite@ccs.k12.nc.us  

http://www.irs.gov/pub/irs-pdf/fw4.pdf
http://www.dor.state.nc.us/downloads/nc-4.pdf
mailto:kristenwhite@ccs.k12.nc.us
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PINK COPY should be retained by the employee and used as a temporary ID card Submit WHITE and YELLOW COPY to employing unit

EMPLOYING UNIT MUST COMPLETE

01

01

DAYMONTH YEAR

OTHER GROUP
HEALTH COVERAGE

COMPLETE THE PRIOR COVERAGE/OTHER COVERAGE INFORMATION FORM IF YOU OR YOUR DEPENDENTS HAVE OTHER GROUP HEALTH COVERAGE
IN ADDITION TO THE STATE HEALTH PLAN THAT WILL REMAIN IN EFFECT AFTER THE EFFECTIVE DATE OF THIS FORM, OR IF YOU OR YOUR
DEPENDENTS HAD OTHER COVERAGE THAT ENDED WITHIN THE PAST 63 DAYS.

PLEASE TYPE OR PRINT CLEARLY IN BLUE OR BLACK INK. DO NOT WRITE IN SHADED AREAS.
CHANGE FORM

1. SUBSCRIBER/MEMBER ID NO.

STREET - ROUTE NO./BOX NO.

LAST NAME

BIRTHDATE
MO. DATE YEAR

REASON AND DATE OF EVENT REQUIRED

FIRST INITIAL BECAUSE OF
MARRIAGE
LEGAL CHANGE

CITY STATE

NAME OF SPOUSE ID NUMBER

ZIP COUNTY2.

3.

4.

5.

6.

7.

13. PART A (MM/DD/YY): PART B (MM/DD/YY):

PART B (MM/DD/YY):PART A (MM/DD/YY):14.

15.

16. COMMENTS

12. IF FULL-TIME STUDENT, LIST DEPENDENT’S NAME AND ACCREDITED INSTITUTION.

ADDRESS (IF DIFFERENT FROM YOURS)

NAME MEDICARE CLAIM NUMBER ENTITLED DUE TO: EFFECTIVE DATE ENROLLED

STREET - ROUTE NO./BOX NO. CITY STATE ZIP COUNTY

LAST NAME FIRST INITIALSOCIAL SECURITY NUMBER PLEASE
SEND
ID CARD

REMOVE, CHANGE OR
ADD DEPENDENTS

REMOVE
DEPENDENTS

MEDICARE INFORMATION

EMPLOYEE AUTHORIZATION

List below yourself and any other persons to be covered who are eligible for Part A and/or B of Medicare.

CANCEL
COVERAGE

I WISH TO
CANCEL 
COVERAGE.

FMLA/MILITARY

NO LONGER STUDENT

MAXIMUM STUDENT AGE 26

MAXIMUM CHILD AGE 19

OTHER

STUDENTMARRIAGE

SEPARATION

DIVORCE

DEATH

NEWBORN

STEPCHILD

FOSTER CHILD

SINGLE

EMPLOYEE
ONLY

REMOVE

CHANGE MY

ADD

SPOUSE

DEPENDENT
CHILD/REN

EMPLOYEE-
CHILD/REN

EMPLOYEE-
SPOUSE

EMPLOYEE-
FAMILY

COMPLETE IF YOUR 
SPOUSE IS A TEACHER 
OR STATE EMPLOYEE

MARRIED
SEPARATED
WIDOWED

DIVORCED

AGE DISABILITY
RENAL DISEASE

AGE DISABILITY
RENAL DISEASE

I hereby apply for the changes, adjustments and/or additions to my enrollment listed
on the form above and I agree that all information provided is correct. I further agree
that we shall abide by the provisions of the Agreement for the selected plan option.

I hereby authorize my employer to deduct from my earnings any deduction for the
coverage elected above.

NO

EMPLOYING UNIT NAME
EXPEDITE?

GROUP NO. HIRE DATE

PAYROLL NO. DEPARTMENT NO.

DOES MEDICARE REDUCED RATE APPLY?

EMPLOYEE DEDUCTION EFFECTIVE DATE

$

EMPLOYER CONTRIBUTION

$

YES

NO YES

DESIRED EFFECTIVE DATE OF CHANGE

EMPLOYEE’S 
SIGNATURE

C48, 6/08

DATE SIGNED

Blue Cross and Blue Shield of North Carolina, the North Carolina State Health Plan and North Carolina HealthSmart are not affiliated. Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and Blue Shield Association.

NAME
CHANGE

HOME 
PHONE NUMBER

CHANGE MY
ADDRESS TO

CORRECT MY
BIRTHDATE TO

CHANGE MY
COVERAGE TO

CHANGE MY
MARITAL STATUS TO

8.

9.

10.

11.

List dependents to be added or removed. List additional children to be added on a separate form.

SPOUSE

CHILD 1

CHILD 2

CHILD 3

MONTH DAY YEAR

MONTH DAY YEAR

MONTH DAY YEAR

MONTH DAY YEAR

DEPENDENT
INFORMATION

NAME
(First, Middle Initial, Last)

SOCIAL SECURITY
NUMBER BIRTHDATE SEX CHILD IS MY

COMPLETE
ONLY IF CHILD

IS OVER 19

MEDICARE
ELIGIBLE?

DOES WAITING
PERIOD APPLY?

MALE

FEMALE

MALE

FEMALE

MALE

FEMALE

MALE

FEMALE

YES

NO

YES

NO

NATURAL

ADOPTED

FOSTER

STEP

STUDENT
(see line 12)

HANDICAPPED

YES
(see lines 13 & 14)

NO

YES
(see lines 13 & 14)

NO

YES

NO

NATURAL

ADOPTED

FOSTER

STEP

STUDENT
(see line 12)

HANDICAPPED

YES
(see lines 13 & 14)

NO

YES

NO

NATURAL

ADOPTED

FOSTER

STEP

STUDENT
(see line 12)

HANDICAPPED

YES
(see lines 13 & 14)

NO

REMOVE

ADD

REMOVE

CHANGE

ADD

REMOVE

CHANGE

ADD

REMOVE

CHANGE

ADD

X
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THE HEALTH PLAN/THP - ENROLLMENT SERVICES DEPARTMENT - ENROLLMENT CHANGE FORM (Revised 03/11) 
ST. CLAIRSVILLE OFFICE: 52160 NATIONAL ROAD EAST, ST. CLAIRSVILLE, OH 43950-9365 PH: 800-624-6961; FAX: 740-699-6162 

MASSILLON OFFICE: 100 LILLIAN GISH BOULEY ARD, MASSILLON, OH 44648-4816 PH: 800-426-9013; FAX: 330-830-5634 

Employee ID #: Group Name: Group#: Division # (if applicable): 

AddE I mpoyee- E nro llm tF en orm R . d equrre 
Employee Name: Date of Event: I Effective Date: 

New Hire _Name Change _Open Enrollment _HIP AA Qualified Event - Special Enrollment * 
Rehire Part time to full time _Section 125 Qualified Event * 
Recall _Other; please explain *Loss OF COVERAGE REQUIRES CERTIFICATE OF COVERAGE FROM PREVIOUS 

CARRIER, 

FEDERAL COBRA: ATTACH A COPY OF THE SIGNED COBRA ELECTION FORM /Enrollment Form Re uired if Famil Status Chan e 
Federal COBRA Event Date: COBRA Effective Date: COBRA End Date: 

·-- State Continuation (Mini-COBRA) Event Date: 

Add Dependent(s) 
Date of Event: I Effective Date: 

Name(s) Last, First, Middle Date of Birth Ml F Relationship PCP SS# 

_New Spouse Newborn _HIP AA Qualified Event - Special Enrollment * -
_Open Enrollment _Adoption** _Section 125 Qualified Event* 

Elected Cobra _Qualified Child Support Order * * *Loss OF COVERAGE REQUIRES CERTIFICATE OF COVERAGE FROM PREVIOUS 
-

Other; please explain **Legal Doc. Required CARRIER. 

T t E I erlllllla e mpoyee 
Name: Date of Event: I Effective Date: 

_Term Employment (Voluntary) Deceased Personal Moved Out of HP Service Area 
_Term Employment (Involuntary) Retired _Layoff _Transfer from Group/Division to New Group/Division# -

Termed COBRA _Coverage Through Spouse _Exhausted FMLA, Sick Leave or Workers' Comp 
Open Enrollment Transfer to HP Medicare Option Other; please explain 

T t D ermma e d t() epen en s 
Name(s): Date of Event: I Effective Date: 

_Dependent Deceased _No Longer Student _Open Enrollment Drop 
Divorce _Dependent Married _Dependent moved out of HP Service Area 
Medicare Eligible Over Age Limit Other, please explain 

Address/Telephone Number Change: 

Signature (Group Representative}: Date Submitted: 

'I 

Social Security #
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