) Sentara’ York County School Division
Health Plans Enrollment Application

PO Box 66189
Virginia Beach, VA 23466
(757) 552-7401

IMPORTANT: Incomplete information will delay enroliment. Please use a ball point pen, press firmly and print clearly.

[ ] NEW [ ] Open Enrollment [ ]Continuation of Coverage [ ]C.0.B.RA.

|:|Cancel All |:| Add Spouse/Dependent |:| Cancel Spouse/Dependent |:| Reinstatement
Effective/Termination Date Employee’s Social Security No. Hire Date

I Sentara Health Plans Selection: I

I POS 250/20 Equity POS 3500/0% I

m TO BE COMPLETED BY EMPLOYEE- (PLEASE PRINT LEGAL NAME)

Last Name: First Name: Middle Init.

Address: Email:

City/State/Zip: Date of Birth: Gender: [|Male
MO/DAY/YR |:| Female

MNOTE: Complete this section only if you have selected the Equity plan in Section 2.

Health Savings Account (HSA) Administration- If you have chosen the Equity HSA eligible high deductible plan offered
through your employer, you are eligible to establish a Health Savings Account (HSA). HealthEquity is our preferred vendor for

HSA account administration.

Do you want to establish a HSA account?
Yes, please DO establish or continue my existing health savings account for me with HealthEquity.

':INO, please DO NOT establish a health savings account for me with HealthEquity.

m Please list below all dependents to be covered by the enrollment application.

Effective Date:

cﬁﬂﬂé, Social Security No. Last Name First Name, Ml l:,,ag?,;’ ;?,m' M/F
SPOUSE I 1
CHILD I
CHILD I
CHILD !
CHILD !
IF ADDING TO POLICY, DATE OF QUALIFYING EVENT (BIRTH, MARRIAGE, ETC.)
XXX AutHORIZATION
Signature of Applicant Date
Benefit Administrator: Date
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