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 EMPLOYEE NOT ELIGIBLE   EMPLOYEE DECLINES BENEFITS    EMPLOYEE ELIGIBLE BUT UNDECIDED (31 days) 
 (based on EE type/status) 

Benefits Election Enrollment Form 

Benefit Coverage Start Date: 

(first of month 
following first 
day worked, 
unless first day 
worked is 

 Company/Location 

Employee Information 

Employee ID #      First Name    Last Name 

Benefit Plans 
Make your selection from the plans below. If coverage includes dependents (spouse or child(ren)), dependent 
information section must be completed for each covered member.

 Employee Declines Medical (+Vision) Coverage 

 Employee Only Medical (+Vision) 
*Employee and Spouse Medical (+Vision)
*Employee and Children Medical (+Vision)
*Employee and Family Medical (+Vision)

Dental 

 Employee Declines Dental Coverage 

 Employee Only Dental 
*Employee and Spouse Dental
*Employee and Children Dental
*Employee and Family Dental

*Dependent Information
If applicable- must be submitted if coverage is requested for spouse, child/ren, or family coverage.

26 Pay and 20 Pay Full-Time Employee benefits include: 
• Medical (+Vision)
• Dental
• Group Term Life
• 403(b)
• 403(d) - 4% employer contribution
• 403(m) - Match employee contribution

(see plan for details)

403(b) changes must be made by the employee via 
Lincoln Financial Group’s website

Coverage begins the first of the month following first 
day of work, unless first day of work is the first day of 
the month - then it begins on that day.

Medical  
(Vision coverage is included at no additional cost to the employee when enrolled in the medical plan) 

Name SSN DOB
Gender 

M/F

Legal 
Guardian? Step-Child?

Disabled 
Veteran?

If any of these apply, check box in columnSpouse

Child(ren)

Additional dependents may be submitted on a separate sheet of paper (include all information).
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