
 

 

  

 

E f f e c t i v e  D a t e  o f  R e t i r e m e n t  _____________________________________ 



 

Do you or any of your dependents have other MEDICAL coverage in addition to this health plan?              No         Yes             If yes, please provide the following: 

Name(s) of Those Covered _____________________________________________________________________________________________________________________ 

Insurer/Carrier ______________________________ Effective Date of Other Coverage______________________ Term Date of Other Coverage______________________ 

Type of Coverage  Single  Employee + Spouse   Employee + Child(ren) Family 

Police/Group Number _______________________________________________ Member ID Number _________________________________________________ 

 

Do you or any of your dependents have other DENTAL coverage in addition to this health plan?              No         Yes             If yes, please provide the following: 

Name(s) of Those Covered _____________________________________________________________________________________________________________________ 

Insurer/Carrier ______________________________ Effective Date of Other Coverage______________________ Term Date of Other Coverage______________________ 
 
 

Type of Coverage  Single  Employee + Spouse   Employee + Child(ren) Family 

Police/Group Number _______________________________________________ Member ID Number _________________________________________________ 

 

Blount County Government 

Retiree Benefits Enrollment 
Co m p le t e  e n t i r e  f o r m  t o  e n r o l l  in  M e d ic a l ,  D e n t a l ,  o r  V i s io n  

Return the completed and signed form to Human Resources via interoffice mail,  fax to 865 -273-5783, or email to hr@blounttn.org 

A f t e r  p r o c e s s e d ,  y o u  w i l l  r e c e iv e  in f o r m a t i o n / le t t e r  f r o m  A l le g ia n c e  t o  m a k e  p a y m e n t  a r r a n g e m e n t s  t o  p a y  m o n t h ly  p r e m iu m s .  

Last Name              Legal Given First Name                 MI Last 4 Digits of Social Security Number 

Current Mailing Address Work Location Prior to Retirement 

I M P O R T A N T  I N F O R M A T I O N :  C O O R D I N A T I O N  W I T H  M E D I C A R E  

City                                                       ST                                            Zip Code 

Home Phone   Cell Phone 

(              )    (              ) 

 Single  Married  Widowed 

 Separated Divorced 

E-mail Address 

 

O T H E R  I N S U R A N C E  C O V E R A G E  I N F O R M A T I O N  

Medicare Part A and Part B will be considered a plan for the purposes of coordination of benefits. This Plan will coordinate benefits with Medicare whether or 
not the Covered Person is actually receiving Medicare Benefits. This means that this Plan will only pay the amount that Medicare would not have covered, even 
if the Covered Person does not elect to be covered under Medicare. Also, failure to enroll in Medicare Part B when a person is initially eligible may result in the 
person being assessed a significant surcharge by Medicare for late enrollment in Part B. 
For Covered Persons who are Disabled 
This Plan is secondary and Medicare will be primary for the covered Employee or any covered Dependent who is eligible for Medicare by reason of disability if 
the Employee is retired or otherwise not actively working for the Employer. 
For Covered Persons with End Stage Renal Disease 
Except as stated below*, for Employees or Retirees and their Dependents, if Medicare eligibility is due solely to End Stage Renal Disease (ESRD), this Plan will be 
primary only during the first thirty (30) months of Medicare coverage. Thereafter, this Plan will be secondary with respect to Medicare coverage, unless after 
the thirty (30) month period described above, the Covered Person has no dialysis for a period of twelve (12) consecutive months and: 

A. Then resumes dialysis, at which time this Plan will again become primary for a period of thirty (30) months; or 
B. The Covered Person undergoes a kidney transplant, at which time this Plan will again become primary for a period of thirty (30) months. 

*If a Covered Person is covered by Medicare as a result of disability, and Medicare is primary for that reason on the date the Covered Person becomes eligible 
for Medicare as a result of End Stage Renal Disease, Medicare will continue to be primary and this Plan will be secondary. 

A U T H O R I Z A T I O N  /  S W O R N  S T A T M E N T  

 

I certify that I have read and understand the above Coordination with Medicare statement. 

TH IS  F ORM  M US T B E  S I GN E D  AN D  D A TE D  B Y  TH E  E MP L OYE E  B E F ORE  I T  C AN  B E  P R OC E S S E D .  
 
 

 

Emplo ye e S ig na tu r e  ___________________________________________________ Dat e_____________________________________________ 

 

mailto:hr@blounttn.org


 

 

W A I V E R : Complete this section ONLY if you do NOT want medical or dental coverage for yourself, spouse, and/or dependents. 

 

S U P E R I O R  V I S I O N  
M O N T H L Y  P R E M I U M S  

    Employee   $   8.54 

    Employee + Spouse  $ 16.86 

    Employee + Child(ren)  $ 16.52 

    Family    $ 25.14 
     

      

    Waive VISION 

 

D E N T A L  V I S I O N  
M O N T H L Y  P R E M I U M S  

    Employee   $   5.50 

    Employee + Family  $ 67.48 
     

 

     Waive DENTAL  

 

 
 

Please list all family members. 

LEGAL GIVEN NAME 

LAST                        FIRST                        MI 

 
 

 

SOCIAL SECURITY 

NUMBER 

 
 

 

 
 

 

 

SEX 

 

 
 

 

 
 

 

 

 

 

 

 

BIRTH DATE 

 

 

MEDICAL 
Add or Waive 

 

 

DENTAL 
Add or Waive 

 

 

VISION 
Add or Waive 

 

 

 

 

EMPLOYEE     
 

 

 

 

A       W 

 

 

 

 

A       W 

 

 

 

 

A       W 
 

 

 

 

SPOUSE     
 

 

 

 

A       W 

 

 

 

 

A       W 

 

 

 

 

A       W 
 

 

 

 

 

CHILD     
 
 

 

 

A       W 

 
 

 

 

A       W 

 
 

 

 

A       W 
 

 

 

 

 

CHILD     
 

 

 

 

A       W 

 

 

 

 

A       W 

 

 

 

 

A       W 
 

 

 

 

 

CHILD     
 

 

 

 

A       W 

 

 

 

 

A       W 

 

 

 

 

A       W 
 

 

 

 

 

CHILD     
 

 

 

 

A       W 

 

 

 

 

A       W 

 

 

 

 

A       W 
 

 

 

 

 

CHILD     
 

 

 

 

A       W 

 

 

 

 

A       W 

 

 

 

 

A       W 

 

E n r o l l m e n t  E l e c t i o n s  A u t h o r i z a t i o n  /  S w o r n  S t a t e m e n t  

A L L E G I A N C E  ( a  C i g n a  C o m p a n y )  M E D I C A L  

G O L D  P L A N  
M O N T H L Y  P R E M I U M S  

    Employee   $ 163.00 

    Employee + Spouse  $ 373.00 

    Employee + Child(ren)  $ 366.00 

    Family   $ 378.00 

 

B R O N Z E  P L A N  

M O N T H L Y  P R E M I U M S  

    Employee   $   66.00 

    Employee + Spouse  $ 152.00 

    Employee + Child(ren)  $ 149.00 

    Family   $ 156.00 
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Who is declining medical coverage? (Check any that may apply.)   Self   Spouse   Dependent(s) 
 

 

Who is declining dental coverage? (Check any that may apply.)   Self   Spouse   Dependent(s) 
WAIVER AUTHORIZATION 

I certify that I, my spouse, and/or dependent(s) as indicated above are not to be covered under the health insurance offered by my employer. I understand that persons 
declining coverage now may be able to apply for coverage in the future and may be required to show evidence of exhaustion of benefits, loss of eligibility for coverage, 
termination of employer contributions and/or termination of prior benefits. I may be required to furnish such evidence at my expense. I also understand that those 
declining coverage now but later seeking coverage, must enroll within a specific timeframe (e.g., 31 days after termination of the prior group benefits) and that 
additional limitations and waiting periods may apply. 
 

 

Emplo ye e S ig na tu r e  ___________________________________________________ Dat e_____________________________________________ 

 

 

Indicate the coverage requested for the plan year for each individual listed by circling the appropriate letter in each column below: 
A= Add to Plan W= Waive (Do not want coverage) 
 

I n s u r a n c e  w i l l  a u t o m a t i c a l l y  t e r m  o n  y o u r  6 5 t h  b i r t h d a y ,  a s  l o n g  a s  y o u  p a y  t h e  m o n t h l y  p r e m i u m s  r e q u i r e d .  

If you cover your spouse, they will automatically term on their 65 th birthday, and child(ren) are eligible for coverage up to age 26.  

S I L V E R  P L A N  

M O N T H L Y  P R E M I U M S  

    Employee   $ 104.00 

    Employee + Spouse  $ 239.00 

    Employee + Child(ren)  $ 235.00 

    Family   $ 242.00 

 

C O V E R A G E  T Y P E  
Indicate which level of coverage you are electing for your RETIREE Medical, Dental, and Vision coverage through Blount County Government below. 

Y o u  m u s t  l i s t  a l l  f a m i ly  m e m b e r s  in  t h e  s e c t io n  b e lo w  o r  y o u  r i s k  e r r o r s  in  y o u r  e n r o l lm e n t .  

I f  you  w ish  t o  w a ive  s omeone  fr om y our  cove rage ,  l is t  the ir  name  an d c irc le  “W”  for  WAIVE.  

         Waive Medical 

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

o

n 

t

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

o

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

 D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

o

n 

t

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

o

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

o

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

t

i

o

n 

t

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

d

i

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

y

o

u

r 

d

e

p

e

n

d

e

n

t

s 

h

a

v

e 

o

t

h

e

r 

M

E

D

I

C

A

L 

c

o

v

e

r

a

g

e 

i

n 

a

d

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

D

o 

y

o

u 

o

r 

a

n

y 

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

D

o 

y

o

u 

o

r 

a

n

y 

D

o 

y

o

u 

o

r 

a

n

y 

o

f 

D

o 

y

o

u 

o

r 

a

n

y 

 

I certify that the answers provided on this form are true and correct. A person may be committing insurance fraud if he or she submits this form containing a 
false or deceptive statement with the intent to defraud (or knowing that he or she is helping to defraud). 
TH IS  F ORM  M US T B E  S I GN E D  AN D  D A TE D  B Y  TH E  E MP L OYE E  B E F ORE  I T  C AN  B E  P R OC E S S E D .  

 
Emplo ye e S ig na tu r e  ___________________________________________________ Dat e_____________________________________________ 

 

A U T H O R I Z A T I O N  /  S W O R N  S T A T E M E N T  


