
Retiree Family Status and Benefit Change Form

Please complete this benefits change form if you have experienced a change in family status (marriage, birth of a child, 
adoption, divorce, death of a spouse or child, etc.) as the benefits you chose at the beginning of the plan year may 
be affected. Return the signed form within 30 days of the event to hrhelp@udel.edu or through the Secure Document 
Submission site. Please contact us with any question about this form or your benefits.

To view your current benefits, log in to Web Views and select Flexible Benefits View under the Self-Service Section: 

Demographic information – Please help us keep your records current. Fill in your name, employee ID number, address, and 
phone number, then identify any other information that has changed. 

Name:	 Employee ID: 	

Home Address:	 City/State/Zip: 

Home Phone:	 Date of Event: 

UD Email: Alternate Email:	

Family Status Change – Indicate the family status change by marking an selecting in the appropriate change with an “X”:

Marriage Divorce Death of spouse or dependent

Birth or Adoption of child Change in spouse’s employment Change in your percent time worked

Change in child’s eligibility Moving out of service area

Medicare eligible Other, Explanation Required

Dependent Information – If you are removing a dependent, please provide the dependent’s current address:
___________________________________________________   	   _    ___________________________ 	 ________	 ____________
	 Street	 City	 State	 Zip

Action Spouse/Dependent Name(s) Gender SSN DOB Relationship Primary Care Physician (Aetna HMO, only)

Add

Remove

Add

Remove

Please note-documentation is required when initially enrolling a dependent under a health plan. This includes a marriage 
certificate when covering a spouse, and birth or adoption certification when covering a dependent child(ren) and a copy 
of their social security card.

CHECK ONLY THE BENEFITS YOU ARE CHANGING

Medicare Plan Selections

Name: _ ______________________________________________________ Please indicate your coverage election below with an “X”

Highmark Blue Cross Blue Shield Delaware Special Medicfill WITH Prescription
Highmark Blue Cross Blue Shield Delaware Special Medicfill WITHOUT Prescription

Waive – Medical/Prescription Coverage

Non-Medicare Plan Selections

Name:	 Please indicate your election below with an X: 

Aetna CDH Gold Highmark Blue Choice Deductible PPO

Aetna HMO Highmark Blue Choice PPO

Waive

You must download this form to your computer to make fillable.
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Please indicate your coverage election below with an “X”:

Individual Individual & Child(ren)

Individual & Spouse Family

Dental Plan Selections Vision Plan Selections

Please indicate your coverage election below with an “X”: Please indicate your coverage election below an “X”:

MetLife Core Dental Enroll

MetLife Enhanced Dental Waive Waive

Please indicate your level election below an “X”: Please indicate your level election below an “X”:

Individual & Spouse Individual & Child(ren) Individual & Spouse Individual & Child(ren)

Individual Family Individual Family

	



  
                






























Signature (Participant) Date

 
 
_______________________________________________________________________  ____________________________
Signature  (Spouse of Participant)

If you have questions regarding this form or your benefits, please contact HR at hrhelp@udel.edu or call 302-831-2171. Please 
return your completed form to hrhelp@udel.edu or our Secure Document Submission site.

You must download this form to your computer to make fillable.2
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