
FAMILY STATUS CHANGE  
Natural Select 

 
Employee Name: _____________________________________ Employee ID # _______________ 
 
Indicate Qualifying Event Type:_____________________________________ (Marriage, Birth, Divorce, 
Significant Change in Employment – See definitions on back) 
 
Date of Above Event:  __________________________________ (Please indicate the date the event occurred.) 
 
You may make certain changes to your Natural Select choices at the time of a family status change. 
If you wish to do so, indicate your new selections below. It is not necessary to complete this form if 
you are not making changes. All forms must be completed and returned to the benefits unit no 
later than 30 days from the date of the event.  
 
Note: If the event indicated above results in a change to your coverage status, i.e. from 1 person to 2 person, 2 person 
to 3 person or more etc., your benefit credit and price tags will also be adjusted accordingly, at the time of the event. 
 

 HEALTH       DENTAL 
 
         High Plan 
 Blue Preferred Plan (PPO)     Standard Plan 
 Health Alliance Plan (HAP)     Modified Plan 
 Not offered to those hired after 5/31/03   No Coverage (spouse is County employee) 
 Comprehensive Major Medical (CMM)   No Coverage (spouse is County employee) 
 No Coverage (spouse is County employee)   
 No Coverage (spouse is not  County employee) 
          LIFE INSURANCE 
  VISION       
         1 X Annualized Salary 
 High Plan       1/2 X Annualized Salary (Standard) 
 Standard Plan      2 X Annualized Salary 
         3 X Annualized Salary 
        REIMBURSEMENT ACCOUNTS* 
                   ACCIDENTAL DEATH 
 Dependant Care - 

Previous Annual Amt. $________    1 X Annualized Salary (Standard) 
New Annual Amt. $____________   1/2 X Annualized Salary 

 Health Care -      2 X Annualized Salary 
 Previous Annual Amt. $________    3 X Annualized Salary 
 New Annual Amt. $____________  
 
*Whole dollars only. We will begin new amount indicated the first pay period following receipt of this form. In the case of birth, 
adoption, marriage, death or divorce, attach this form to a Membership & Record Change form. In the case of a significant change  
in employment, see description on back of form. In order to process the change, both forms must be returned at the same time. 
 
I certify that the above information is true and correct 
 
Employee Signature ____________________________________ Date _____________________ 
 
    OFFICE USE ONLY 
 
Effective                             Old                                           New 
Date: ______________     Status: H____D____V____     Status: H____D____V____        Int._____ 
 

- Continued - 



FAMILY STATUS CONTINUED - 
 

QUALIFYING EVENTS AND ADDITIONAL INSTRUCTIONS 
 
The Natural Select Plan allows you to make selections under certain circumstances. Please refer to 
the “Permitted Actions” chart included in this kit for any limitations that may apply to your situation. 

 
• Marriage or Divorce 
• Death of your Spouse or Dependant 
• Birth or Adoption 
• Significant change in you or your spouse’s employment 
• Significant change in you or your spouse’s health coverage due to your spouse’s 

employment 
 
A significant change in employment could be the result of going from full-time to part-time (in which 
case you would no longer be part of Natural Select) or if your spouse starts or terminates 
employment or extended unpaid leave. Please describe your situation below.  
_______________________________________________________________________________ 
_______________________________________________________________________________
_______________________________________________________________________________ 
 

 
OTHER COVERAGE VERIFICATION 

Only complete this section if you are selecting “no coverage” for Medical and/or Dental 
 
I am selecting “NO COVERAGE” as my medical plan through Oakland County. I am currently 
enrolled in:_____________________________________________________________________ 
                                                                                        Name of Insurance Plan 
through my__________________________ coverage with________________________________ 
                                                relationship                                                                          Name of Company or Organization 
 
I am selecting “NO COVERAGE” as my dental plan through Oakland County. I am currently enrolled 
in: ____________________________________________________________________________ 
                                                                                        Name of Insurance Plan 
 
through my_________________________  coverage with________________________________ 
                                               relationship                                                                             Name of company or Organization 
 
I understand that I can rejoin Oakland County’s medical and/or dental insurance plan during the plan year only if I 
experience a change in family status. I also understand that I can participate in Oakland County’s medical and/or dental 
insurance plan in the next or any subsequent plan year during the Natural Select open enrollment period. 
 
 

AETNA LIFE INSURANCE – EVIDENCE OF INSURABILITY 
 

Aetna Insurance Company requires you to complete the two following medical questions if you increase your Life  
and/or AD&D coverage. 
 
Has there been any disease/impairment of, or treatment for, any of the following during the past five 
years: 
 
1.      Cancer, including leukemia and Hodgkin’s disease; AIDS or any other  

immune system disorder; diabetes mellitus, kidney or liver disorder;  
mental illness, brain or nervous system?      Yes        No 

 
2. Hearing, lung or circular disease; stroke or high blood pressure?  Yes        No 
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Status Change-Natural Select 

                                                                                                                    
Permitted Actions 

 
 

 
 

Event 
                 

 
Medical 
Dental 
Vision 

 
Accidental 

Death & 
Dismemberment 

 

 
 

 
Life 

 
Reimbursement  Accounts 

       
      Health              Dependant         
         Care                     Care 

 
Effective 

Date 

 
Marriage 

Change or Drop 
Coverage Add 

Spouse & 
Dependants 

 
Decrease 
Coverage 

 

Increase or 
Decrease 
Coverage 

 

Increase or 
Decrease 

Contributions 

Add/Drop 
Increase or 
Decrease 

Contributions 

 

Date 
 of   

Event 
 

 
Birth and/or 

Adoption 

 

Add Coverage 
Add Spouse & 
 Dependants 

 
No  

Changes 

 
Increase 
Coverage 

 

Add Coverage 
Increase 

Contributions 

Add/Drop 
Increase or 
Decrease 

contributions 

 

Date  
of  

Event 
 

Divorce 
Change 

Coverage 
Delete Spouse 

Add Dependents 
who lose 
coverage 

 
No  

Changes 

 
Increase 

 or 
Decrease 
Coverage 

 
Decrease 

Contributions 

 

Add Coverage 
Drop Coverage 

Increase or 
Decrease 

Contributions 

 
Date  

of  
Event 

Lose 
Coverage 

Due to 
Spouse 

Employment 
Change 

 
Add Coverage 

Add Spouse and 
Dependents 

 
No  

Change 

 
Increase or 
Decrease 
Coverage 

 
Add Coverage 

Increase 
Contributions 

 

Add/Drop 
Coverage 

Increase or 
Decrease 

Contributions 

 
Date  

of  
Event 

 

Begin  
FMLA/STD 

County  
Continues 
Coverage 

County 
Continues 
Coverage 

County  
Continues 
Coverage 

 

*Drop 
Coverage 

 

*Drop  
Coverage 

Date  
FMLA/STD 

Begins 
 

Return from 
FMLA/STD 

 
County 

Continues 
Coverage 

 
County 

Continues 
Coverage 

 
County 

Continues 
Coverage 

 
Add/Restart 
Coverage 

Add/Restart 
coverage or 

Increase 
Contributions 

 

Date  
FMLA/STD 

Ends 
 

Full-Time to 
Part-Time 

Eligible 

 
Drop Coverage/ 
Pay to Continue 

Coverage 

 
Continue  

PTE  
Coverage 

 
Continue 

PTE 
Coverage 

 
*Drop 

Coverage 

 
*Drop  

Coverage 

First of 
Month After 
Part-Time 

Begins 
 

PTE No 
Coverage  

to Full-Time 
 

 
Open 

Enrollment 

 
Full-Time 
Coverage 

 
Full-Time 
Coverage 

 
Open 

Enrollment 

 
Open  

Enrollment 

 

First of 
Month After 
Full-Time 
Begins 

Leave 
Without Pay 

Drop  
Coverage 

Drop  
Coverage 

Drop 
Coverage 

Drop 
Coverage 

Drop  
Coverage 

**Date of  
Leave  

 
 
*IF YOU DROP COVERAGE, BILLS MAY NOT BE SUBMITTED FOR REIMBURSEMENT FOR SERVICES 
INCURRED DURING THE LEAVE. IF YOU DO NOT DROP COVERAGES, BILLS MAY BE SUBMITTED BUT NOTE 
THAT UPON YOU RETURN THE TOAL AMOUNT OF MISSED CONTRIBUTIONS WILL BE DEDUCTED FROM 
YOUR PAYCHECK OVER THE REMAINDER OF PAY PERIODS IN THE YEAR 
 
*UPON RETURNING FROM LEAVE WITHOUT PAY, EMPLOYEE MAY REINSTATE TERMINATED BENEFITS  
FOLLOWING NEW HIRE WAITING PERIOD. EMPLOYEE MUST COMPLETE AN ENROLLMENT FORM.           3/01 


	FAMILY STATUS CONTINUED -
	QUALIFYING EVENTS AND ADDITIONAL INSTRUCTIONS
	OTHER COVERAGE VERIFICATION
	AETNA LIFE INSURANCE – EVIDENCE OF INSURABILITY
	Status Change-Natural Select
	Permitted Actions
	Death &

	Life
	FOLLOWING NEW HIRE WAITING PERIOD. EMPLOYEE MUST COMPLETE AN ENROLLMENT FORM.           3/01




