
MEMPHIS SHELBY COUNTY SCHOOLS

New Retiree Health Care Plan 

Enrollment/Change Form 

Administered by 
Connecticut General Life Insurance Company 

Cigna HealthCare of Tennessee, Inc. 

(Please complete this form in its entirety) 

A 

B 

R 

E 

T 

□ NEW RETIREE I EFFECTIVE DATE OF ADO/CHANGE/ I  MSCS PLAN GROUP I CIGNA ACCOUNT NO. 
!
BRANCH CODE 

0 ENROLL CHANGE PERIOD
CANCELLATION (MM/DD/CCYY) 

3211484 

EMPLOYER NAME I EMPLOYER ADDRESS 

MEMPHIS SHELBY COUNTY SCHOOLS 160 S. HOLLYWOOD, MEMPHIS, TN 38112 

TYPE OF CHANGE: 

O Cancel Dependent(s)* O Change to Single O Other ----------

O Cancel Coverage* O Change to Retiree+ One Dependent 

* List Names in Section B 

RETIREE NAME (Last) 

DATE OF BIRTH (MM/DD/CCYY) I GENDER I HOME PHONE 

OM OF ( ) 
ADDRESS (Street) 

DEPENDENT INFORMATION 

Last Name First Name M.I. 

(First) 

I I WORK PHONE 

( ) 

DEPENDENT SOCIAL 

SECURITY NO. 

I E-MAIL ADDRESS 

(City) 

DEPENDENT 

PRIMARY CARE 

PHYSICIAN 

MEDICAL COVERAGE TIER 

0 RETIREE ONLY 

0 WAIVE MEDICAL 

0 RETIREE+ ONE 

PRE-65 RETIREE (under age 65) 

0 OAP IN-Network Plus O OAP Basic 

0 RETIREE+ FAMILY 

0 Choice Fund HRA 

POST-65 RETIREE or Medicare eligible (over age 65) 

0 MEDICARE ADVANTAGE COVERAGE () PPO 

DENTAL COVERAGE TIER (MUST HAVE MEDICAL COVERAGE) 

0 RETIREE ONLY O RETIREE+ ONE O RETIREE+ FAMILY 

0 DPPO 1500 0 WAIVE DENTAL 

VISION COVERAGE TIER (MUST HAVE MEDICAL COVERAGE) 

0 RETIREE ONLY 

0 VISION 

I 
(M.I.J 

0 RETIREE+ ONE 

0 WAIVE VISION 
0 RETIREE+ FAMILY 

I SOC IAL SECURITY NO. 

I I I I I I I I 

I 
PRIMARY CARE PHYSICIAN NAME I PRIMARY CARE PHYSICIAN ID 

DATE OF 

BIRTH 

MM DD CCYY 

GENDER 

(State) 

DEPENDENT 

COVERAGES 

(Zip Code) 

I 
MSCS 

EMPLOYEE? 

Yes No 

(check 
one) 

I Spouse Name_________ OM Medical OAdd 
R - Dental D D 
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Dependen t• Rela tionship Name_________ O M Medi cal □Add 

C 

D 

ID 
Dependent• Rela t ionsh ip Name _______ _ 

ID 

I I 

I I 

.._ Dental D D 0 F .._ Vis ion D Cancel 

OM Medical 
OAdd .._ Dental D D 

D F .._ Vi sion D Cancel 

*DEPENDENTS-Up to age 26. Adult children married or unmarried and living or not living with parent qualify for this coverage. If totally disabled prior to age 26, attach proof of disability for eligibility review. 

OTHER HEAL TH CARE COVERAGE: 
Do you or your dependents have other health insurance under a group plan, HMO, or Medicare? □Yes Oo If yes, please provide the following: 

NAME OF PERSON COVERED SOCIAL SECURITY NO. EFFECTIVE DATE 
MEDICARE 

Part A Part B 

D D 

D D 

HIC# 
(MEDICARE 
ID NUMBER) 

MEDICAID 

D 

D 

OTHER 

INSURANCE 

CARRIER 

D 

D 

SIGNATURE- I have read this form and certify that all statements contained are true and correct to the best of my knowledge. I understand any material misrepresentation will result in the cancellation of my coverage 
and the denial of claims plus reimbursement to the health plan of any benefit payments. I understand that if my coverage contains limitations on pre-existing conditions that these limitations will be stated in the 
olan. I acceot the orovisions on the reverse side of this form which I have read and understand. 
RETIREE'S SIGNATURE I DATE 

DISTRIBUTION: Original - Memphis Shelby County Schools Employee- Please make a copy for your records (OVER) 
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