
ENROLLMENT STATUS 

q Open Enrollment    q New Hire    q Demographic Change    q Add Dependent*    q Delete Dependent*    q Re-Hire Date:____________    q Part-Time to Full-Time Employment Date:____________

Change Type (if applicable): ___________________________________________________________________     Requested Effective Date: ___________________

w

w

EMPLOYEE INFORMATION (Please Print Clearly)

Gender Marital Status

First Name & Middle Initial Last Name Date of Hire (area code) Phone Number qMale q Single

qFemale q Married/Domestic Partner

Department / Job Title Email Address

Home Address (no P.O. Box) City State Zip Code

MEDICAL, DENTAL & VISION PLAN OPTIONS

Please select only one Medical Plan. Use the Premium Contribution Worksheet from HR to determine your payroll deduction costs.

Employee Only Employee & Spouse/DP Employee & Child(ren) Employee & Family Decline Coverage**:

q q q q

q q q q

q q q q

q q q q

q q q q

q q q  q

q q q  q

DEPENDENT INFORMATION

SELF

q Add

q Remove

q Spouse

q DP

q Add

q Remove

CHILD

q Add

q Remove

CHILD

q Add

q Remove

CHILD

q Add

q Remove

CHILD

q Add

q Remove

If space for additional dependents is needed, please continue on the back or on another election form and attach to the original.

I attest by signing below that I have reviewed the information provided on this applciation and to the best of my knowledge and belief, it is true and accurate with no omissions or misstatements. 

DEDUCTION AUTHORIZATION: I authorize my employer to deduct from my wages the required subscription charges/premiums. 

NON-PARTICIPATING PROIVIDER: I understand that I am responsible for a greater portion of my medical costs when I use a non-participating provider.

HIV TESTING PROHIBITED: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance.

EFFECTIVE DATE: The effective date of coverage is subject to carrier approval.

REQUIREMENT FOR BINDING ARBITRATION

EMPLOYEE SIGNATURE DATE

Please Return Form to HR

q  Myself 

q  Spouse

q  Child or Children

Kaiser Gold 80 HMO 250/35 

Guardian Dental PPO **if declining coverage, please 

complete waiver on last page

IRS Qualified 

Dependent (if 

over age 26)?           

(Y/N)

North Central Fire Protection District

2025-2026 BENEFITS ELECTION/CHANGE FORM

Blue Shield Gold Full PPO 500/30 

Blue Shield Gold Full PPO 1000/30 

Kaiser Platinum 90 0/10

First Name Date of BirthMILast Name Social Security Number Gender
M/F

Including Marriage/Registered Domestic Partner; Add/Remove Child; Divorce/Legal Separation/Remove Domestic Partner; Spouse insurance gain/loss/open enrollment

Note: If your enrollment or change requires additional documents (e.g. marriage, birth certificates, etc.), form must be received within 30 days of event and supporting documentation is required before enrollment is finalized

Guardian VSP Vision

Blue Shield Gold Tandem PPO 550/30

EMPLOYEE AGREEMENT

W-9 Certification Language: I certify each Social Security number listed on this application is correct.

PLEASE READ CAREFULLY - SIGNATURE REQUIRED

ALL DISPUTES BETWEEN YOU AND/OR KAISER PERMANENTE OR BLUE SHIELD OF CALIFORNIA, INCLUDING BUT NOT LIMITED TO DISPUTES RELATING TO THE DELIVERY OF SERVICE UNDER THE PLAN/POLICY 

OR ANY OTHER ISSUES RELATED TO THE PLAN/POLICY AND CLAIMS OF MEDICAL MALPRACTICE, MUST BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL 

LIMIT OF SMALL CLAIMS COURT AND THE DISPUTE CAN BE SUBMITTED TO BINDING ARBITRATION UNDER APPLICABLE FEDERAL AND STATE LAW, INCLUDING BUT NOT LIMITED TO, THE PATIENT PROTECTION 

AND AFFORDABLE CARE ACT. California Health and Safety Code Section 1363.1 and Insurance Code Section 10123.19 require specified disclosures in this regard, including the following notice: It is understood that any dispute 

as to medical malpractice, that is as to whether any medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined by submission to 

arbitration as permitted and provided by federal and California law, including but not limited to, the Patient Protection and Affordable Care Act, and not by a lawsuit or resort to court process except as California law provides for 

judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of 

arbitration. YOU AND KAISER PERMANENTE AND/OR BLUE SHIELD OF CALIFORNIA AGREE TO BE BOUND BY THIS ARBITRATION PROVISION. YOU ACKNOWLEDGE THAT FOR DISPUTES THAT ARE SUBJECT TO 

ARBITRATION UNDER STATE OR FEDERAL LAW THE RIGHT TO A JURY TRIAL, THE RIGHT TO A BENCH TRIAL UNDER CALIFORNIA BUSINESS AND PROFESSIONS CODE SECTION 17200, AND/OR THE RIGHT TO 

ASSERT AND/OR PARTICIPATE IN A CLASS ACTION ARE ALL WAIVED BY YOU. Enforcement of this arbitration clause, including the waiver of class actions, shall be determined under the Federal Arbitration Act (“FAA”), 

including the FAA’s preemptive effect on state law.    By providing your “wet or electronic” signature below, you acknowledge that such signature is valid and binding.



Please Return Form to HR
North Central Fire Protection District

2025-2026 BENEFITS ELECTION/CHANGE FORM

Declining coverage for: Reason for declining coverage:

q I decline coverage for myself, spouse, and/or all dependents q Covered by another employer's health plan (e.g. through your spouse)

q Medical Carrier Name and ID Number  ___________________________________________________
q Dental
q Vision q Covered by an individual Health Plan

q I decline coverage for: Carrier Name and ID Number  ___________________________________________________

q My spouse only
q My child(ren) only q Medicare
q My spouse and children
q The following dependents only: q Covered by TRICARE

q No other health coverage

Reason for declining coverage  ___________________________________________________

EMPLOYEE SIGNATURE DATE

EMPLOYEE DECLINATION

I acknowledge that the available coverages have been explained to me by my employer and I know that I have every right to apply for coverage. I have been given the change to apply for this coverage and I have 

decided not to enroll myself and/or my dependent(s), if any. I have made this decision voluntarily, and no one has tried to influence me or put any pressure on me to decline coverage. BY DECLINING THIS 

GROUP COVERAGE (UNLESS EMPLOYEE AND/OR DEPENDENTS HAVE GROUP COVERAGE ELSEWHERE) I ACKNOWLEDGE THAT MY DEPENDENTS AND I MAY HAVE TO WAIT UNTIL THE NEXT 

OPEN ENROLLMENT PERIOD TO BE ENROLLED IN THIS GROUP BENEFITS PLAN.

Complete if you, your spouse, and/or dependent(s) are refusing your employer’s medical, dental or vision plan coverage

WAIVER OF COVERAGE


