R7 09/13

Oklahoma Higher Education Employee Insurance Group
Cameron University Retiree Election Form

Employee ID
Date of Retirement Retired Under 65|:| Retired Over 65|:|
Last Name First Name Mi SS#
Address City State Zip
Birthdate I:lMaIe DFemaIe CImarried DSingIe

Phone #

Retired Under 65:
Select a BlueCross/BlueShield (BCBS) Medical Plan: Dependents must be enrolled with same option employee selects

DBC/BSOK High Option (employee-paid) DBC/BSOK Basic Option (employee-paid)
|:|Drop Coverage — | understand that | will lose my OTRS subsidy and will not be able to enroll at a later date.

Retired Over 65:
Select a United Health Care (UHC) Medicare Supplement Plan: Dependents must be enrolled with same option employee
selects

Retiree Medicare ID# Spouse Medicare ID#

|:|UHC w/Part D High Option (employee-paid) |:|UHC w/Part D Low Option (employee-paid)
|:|UHC Without Part D (employee-paid)
|:|N0 Coverage — | understand that | will lose my OTRS subsidy and will not be able to enroll at a later date.

BC/BSOK Dental (employee-paid) DYes EINO

Vision Service Plan (employee-paid) DYes DNO

Dependents/Options: Additions or Deletions

Add | Drop Name Relationship Birthdate SSN M/F

Health u
Dental

Vision

Health

Dental

Vision ]

Health

Dental

Vision

Employee Signature Date
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