
Enrollment / Change Form 
Employer:  Complete SHADED sections 
Employee:  Complete NON-SHADED sections   

A Effective Date 
      01/01/2024 

Employer Name 
University System of New Hampshire 

Employer Corporate Office Address 
5 Chenell Drive, Suite 301, Concord, NH 03301 

Account Number 
3340028 

Branch/Location of Employee 
 Active _____________________________________

Medical Option Code 
 Medical 

B Employee Name (last) (first) (M.I.) Social Security No. 

Employee Date of Birth (MM/DD/YYYY) Home Phone Work Phone Home E-Mail Address (optional) 

Address (Street) (City) (State) (Zip Code) 

Last Name First Name M.I. Date of Birth Gender Full Time Student (Age 19+ Years) 
    Yes            No Social Security Number 

Employee 
     SAME AS ABOVE SAME AS ABOVE M

F SAME AS ABOVE

Spouse (whom you wish to cover) 
|           | 

M
F 

Dependent (whom you wish to cover) 
|           | 

M
F 

Dependent (whom you wish to cover) 
|           | 

M
F 

Dependent (whom you wish to cover) 
|           | 

 M 
 F 

C      
Other Health Care Coverage 
Do you or your dependents have other health insurance under a group plan, HMO or Medicare?  Yes   No  If yes, please provide the following: 

  Medicare     Insurance 
Name of person covered Social Security or Medicare No. Effective Date     Part A       Part B   Medicaid Carrier 
1. 

2. 
Signature – The information provided above is true and correct to the best of my knowledge, and I accept the provisions on the reverse side of this form which I have read and understand.  

D Employee’s Signature/ Date Employer’s Signature / Date 

Insured and/or Administered by 
Cigna Health and Life Insurance 
Company 
Cigna HealthCare 



  
 


