
Group Name ______________________________________________   Group # ____________________  Month: ______________    Year: ____________

Eligibility Adjustments 
Submit completed form(s) to ____________________________ .   We must receive your changes no later than 5 business days 

prior to your billing cycle; all changes received after will reflect on the subsequent billing cycle.

Completed By_______________________  Date________________ 

ID/SSN: Employee Name: Add Term Other Event Date/Reason 

  
  
  
  
  
  
  
  
  
  
  
  
  
  
   
  
Add: Enrollment Form required for all additions and can be found 
on the website below. 
Term: Provide the last day worked 
Other: Change of status such as family size, plans, etc. 

For more details:  https://healthplans.providence.org/employers/2018-products-services/
manage-enrollment/
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