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	CHARLESTON, SC 29414-6705
	DEPARTMENT OF LABOR & SPECIAL ENROLLMENT NOTIFICATION
	NAME:  _______________________________________________ DOB:  ________________________________


	Company Division: 
	Company Name: 
	Date: 
	MI: 
	First Name: 
	Employee DOB: 
	Employee SSN#2: 
	Employee SSN#3: 
	Employee Gender Female: Off
	Last Name: 
	Employee Street: 
	Employee City:         
	Employee State:  
	Employee Zip:  
	Employee SSN#1: 
	Employee Gender Male: Off
	Employee Medical Single+Spouse: Off
	Employee Medical Single+Child(ren): Off
	Employee Medical Family: Off
	Employee Dental Single+Spouse: Off
	Employee Dental Single+Child(ren): Off
	Employee Dental Family: Off
	Employee Dental Single: Off
	Employee Vision Single: Off
	Employee Vision Single+Spouse: Off
	Employee Vision Single+Child(ren): Off
	Employee Vision Family: Off
	Select Coverage Waive: Off
	Select Coverage Medical: Off
	Select Coverage Dental: Off
	Select Coverage Vision: Off
	Select Coverage HSA or FSA: Off
	Select Coverage Other: Off
	Select Coverage Other 1: 
	Name Prefix: 
	First Name 1: 
	MI 1: 
	Effective Date of Coverage: 
	Name Prefix1: 
	SS# 1: 
	SS# 2: 
	SS# 3: 
	Last Name 1: 
	QB Street: 
	QB DOB1: 
	QB City: 
	QB State: 
	Area Code1: 
	Employee Phone: 
	Employee Medical Single: Off


