
A ddition/ Term ination C hange F orm

A .  E m ployer/ E m ployee Infor m a tion (To be completed by the employer)                                                  

G roup ID Number: G roup Name:

E mployee Insurance ID Number: E mployer S ignature Date

X /      /
E mployee Name:

B .  Tra ns a c tion Effective Date R equired Information

Termination

/      /

W ho: E mployee                 R eason: Left E mployer Discontinue                       
S pouse/Partner Discontinue C O B R A              NY Young Adult                
Dependent(s) S witched Plans O ther: 
NY Young Adult

C hange
Address changes can be done
online or by calling O xford.

/      /

W ho: E ffective Date:      /      / S S # :                                      
Last Name: Date of B irth:        /      / Middle Intial:
First Name: O ther: G ender: M  F                 

C O B R A or  
S tate C ontinuation

/      /

W ho : E mployee                 R eason: Left E mployer        Date of E vent:
S pouse/Partner* Hours R eduction /      /
Dependent(s)* O ther:

*A New Member E nrollment Form is required for: Loss of Dependent S tatus, Divorce/S eparation, or Death of S ubscriber.

Transfer
C omplete entire section /      /

New Plan C S P: R etiree Drug S ubsidy:  Yes  No
New B illing G roup: Actively W orking:  Yes  No
R eason: E nrolled in Medicare Part: A   B     D

Addition
C omplete W HO , R E AS O N  
and S E C TIO N C below

/      /

W ho : S pouse                    R eason: O pen E nrollment Date of Marriage
C ivil Union Loss of C overage Date of C ivil Union
Domestic Partner B irth/Adoption Date of Partnership
Dependent(s) O ther:

C .  A dditiona l Infor m a tion S pouse Dependent Dependent

S ocial S ecurity Number:

Last Name:

First Name, Middle Initial:

Date of B irth: (MM/DD/YYYY) /         / /         / /         /

G ender and Disability S tatus: M   F / Disabled M   F / Disabled M   F / Disabled

Primary C are Physician (P C P) ID Number:
P C P Name: ( If an existing patient, check “Yes”. )

_________________________________

Yes
_________________________________

Yes
_________________________________

Yes

C heck all that apply:
Actively employed
Not actively employed 

Full-time S tudent
(Age 19 - 23)

Full-time S tudent
(Age 19 - 23)

Prior C arrier Policy Number:
W hat coverage you had C arrier:
prior to this. From Date:

Thru Date:

__________________________________

__________________________________

/ /

/ /

__________________________________

__________________________________

/ /
/ /

__________________________________

__________________________________

/ /
/ /

D.  C oordina tion of B enefits S pouse Dependent Dependent

Medicare C heck appropriate
box and list
effective date:

Part A /        /
Part B /        /
Part D /        /

Part A /        /
Part B /        /
Part D /        /

Part A /        /
Part B /        /
Part D /        /

Pharmacy Policy Number:
S ame for all C arrier:

E ffective Date: Policy Holder:
/ / G roup Number:

___________________________________

___________________________________

___________________
B IN:

P C N:

___________________________________

___________________________________

___________________
B IN:

P C N:

___________________________________

___________________________________

___________________
B IN:

P C N:

Medical Policy Number:
S ame for all C arrier:

Policy Holder:
E ffective Date:

___________________________________

___________________________________

___________________________________

/ /

___________________________________

___________________________________

___________________________________

/ /

___________________________________

___________________________________

___________________________________

/ /
ANY PE R S O N W HO  INC LUDE S  ANY FALS E  O R  MIS LEADING  INFO R MATIO N O N AN APPLIC ATIO N FO R  INS UR ANC E  IS  S UB JE C T TO  C R IMINAL AND C IVIL PE NALTIE S

E mployee S ignature Date

X / /
MS -07-422 W H ITE  C O PY: INS UR E R YE LLOW  C O PY: E MP LOYE E             003 R E V 7

HealthPass, 7120 Lake Ellenor Drive, Orlando, FL 32809 Fax: 888.354.7277
Many transactions can be completed online at the employer area of our website www.oxfordhealth.com
Please print neatly using black or blue ballpoint pen • ALL DATES MUS T B E: MM/DD/YYYY


