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Benefits Enrollment Form
If you are a full-time non-exempt staff member (paid weekly or every two weeks), your benefits begin exactly 90 days from your hire O New Hire
date and this form MUST be received within 90 days from hire date. If you are a full-time exempt faculty/staff member (paid monthly),
your benefits begin on your hire date and this form MUST be received within 30 days from hire date. If you change from a regular part- 0 Part-time to Full-time
time position to a regular full-time position, your part-time service counts toward your benefits-eligibility wait and you MUST submit O Rehire
this form within 30 days of the change to full-time status.
Faculty/Staff Information (Please print clearly)
Social Security Number Last Name First Name M.I Date of Birth
Home Mailing Address City State Zip
OMale [OFemale Married? O Yes [0 No
Daytime Phone Numb D f Hi D
aytime Phone Number ate of Hire epartment Does your spouse work at Vanderbilt? O Yes [ No
Health Dental (Optional) Vision (Optional)
Health Option (Choose One): Health Coverage Level: Dental Plan (Choose One): Dental Coverage Level: VSP Eye Care
[ Aetna Standard O Self O CIGNA Dental PPO O Self

O Aetna Choice
O BlueCross Advantage P
[0 Waive (attach required waiver)

O Self + Spouse
[ Self + Certified Partner*
[ Self + Children

O Self + Spouse
[ Self + Certified Partner*
[ Self + Children

O CIGNA Dental Care (DHMO)
DHMO facility number:

Vision Coverage Level:
O Self

O Self + Spouse

O Self + Certified Partner*

O Family

If you do not indicate an option, you will be enrolled in the
default: Aetna Standard with coverage only for yourself

(If you do not indicate a facility, one
will be assigned to you.)

O Family [ Self + Children

O Family

Covered Family Members (By including your spouselcertified partner and/or children, you assert they meet eligibility requirements. Attach second sheet if necessary.)

Relationship Last Name First Name Social Security Number Date of Birth  Gender Enroll In
OM OF | OHealth O Dental O Vision
OM OF | OHealth O Dental O Vision
OM OF | OHealth O Dental O Vision
OM OF | OHealth O Dental O Vision
Life Insurance
Basic Coverage of 1x your salary is paid for by Beneficiary Name** Relationship Percentage

Vanderbilt. Coverage begins on your eligibility date.

Supplemental Coverage (paid by employee)
O 1x Salary (for a total of 2x your annual salary)

[ 2x Salary (for a total of 3x your annual salary)

[ 3x Salary (for a total of 4x your annual salary)
An application is needed for coverage of $500,000-$1,000,000

Accidental Death & Dismemberment (Optional)

Maximum coverage is 10X your salary or $500,000 (whichever is less). Choose a coverage amount in an increment of $10,000.

Processing Office Use Only

Coverage Amount $ (If you enter an amount greater than 10x your salary, the coverage amount

will be lowered to 10x your salary at the time of enrollment.) Pay Group

Coverage Level O Individual O Family

Eff Date

Beneficiary Name** Relationship Percentage

Correction Mode Needed []

ID #

Group #

Date Received in Processing

When declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may
in the future be eligible to enroll yourself or your dependents in the Vanderbilt Plan provided you request enrollment within 30 days of
other coverage ending. In the event you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may
be eligible to enroll yourself and your dependents provided you request enrollment within 30 days of the qualifying event.

I'have received information about Vanderbilt University’s benefit program. I choose to enroll as indicated above and waive my right to
participate in the plans not selected. I understand enrollment at a later date in plans not selected may require proof of insurability.

I authorize Vanderbilt to deduct my share of the cost of the plans I have selected from my paycheck. I also understand that the monthly
cost is not pro-rated. I understand that after one year of employment, full Long-term Disability Insurance is automatically effective unless
waived by submitting an LTD waiver form. Under penalties of perjury I declare that the above information, to the best of my knowledge
and belief, is true, correct and complete. I authorize the dentist who renders service to me or covered members of my family to make
available to CIGNA my dental records, x-rays or other information regarding such services to the extent permitted by law.

Return form to:
HR Processing
VU Station B # 357718
2301 Vanderbilt Place
Nashville, TN 37235-7718

Employee Signature Date

615.322.8330
* Requires certification of same-gender partnership. Contact the Office of Benefits Administration to make an appointment.

** I a beneficiary is not named, the default beneficiary will be your estate. To name contingent beneficiaries, use “Beneficiary/Lifel AD&D Change Form.”
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