
2024 Retiree Benefits Enrollment Form 

Effective Date: College: 

Name:  Date of Birth: 

Address:  City: State: Zip: 

Email:  Phone: 

NON - MEDICARE 
Medical Retiree Only Retiree + 1 Retiree + Family 

 Waive/Cancel Coverage
 Blue Shield Trio HMO  499.73  1,049.35  1,497.68
 Blue Shield Access+ HMO  632.97  1,329.14  1,897.03
 Blue Shield HDHP  1,031.47  2,168.30  3,105.85
 Kaiser HMO  679.05  1,425.99  2,037.14

MEDICA9RE 
Kaiser Permanente Senior Advantage (M = Medicare / NM = Non-Medicare 

 Waive/Cancel Coverage  Retiree (NM) + Spouse (M) $ 822.80 
 Retiree Only (M) $ 143.75  Retiree (M) + Spouse (M) + Child (NM) $ 890.69 
 Retiree (M) + Spouse (M) $ 287.50  Retiree (M) + Spouse (NM) + Child (NM) $ 1,501.84 
 Retiree (M) + Spouse (NM) $ 890.69  Retiree (NM) + Spouse (M) + Child (NM) $ 1,433.95 

DENTAL 
Medical Retiree Only Retiree + 1 Retiree + Family 

 Waive/Cancel Coverage

 Cigna DHMO  16.47  28.86  48.94
 Cigna PPO  62.01  121.84  240.49

VISION 
Medical Retiree Only Retiree + 1 Retiree + Family 

Waive/Cancel Coverage
 Core Plan  1.90  3.05  4.95
 Buy-Up Plan  8.29  13.26  21.55
Retiree and Dependent Information – Please complete the following information for any dependents covered under The Claremont 
Colleges medical dental and vision plans. If you and/or your dependents(s) have elected Anthem Advantage HMO or Cigna DHMO, 
please elect a medical/dental provider. 

Name SSN DOB Sex Relationship PCP# Doctor # Dental Facility 

BENEF ITS @CLAREMONT . ED U | ( 909 ) 6 21 - 81 51 

P OM O N A C OL L E G E | CL A R E MO N T G R A D U A T E U N I V E R S I T Y | S CR I P P S CO L L E G E | CL A R E M O N T MCK E N N A C O L L E G E 

H A R V E Y MU D D C O L L E G E | P I T ZE R C O L L E G E | KE C K G R A D U A T E I N S T I TU TE  



 
 
 

  
 

Kaiser Permanente Arbitration Agreement 
 

I understand that, except for Small Claims Court cases and claims subject to a Medicare appeals procedure, and dispute between 
myself, my heirs or other associated parties on the one hand and Health Plan, its health care providers, or other associated parties 
on the other hand, for alleged violation of any duty arising out of or related to membership in Health Plan, including any claim 
for medical or hospital malpractice, for premises liability, or relating to the coverage for, or delivery of, service or items, 
irrespective of legal theory, must be decided by binding arbitration under California law and not by lawsuit or resort to court 
process, except as applicable law provides for judicial review of arbitration proceedings. I agree to give up my right to a jury 
trial and accept the use of binding arbitration. I understand that the arbitration provision is contained in the Evidence of 
Coverage. 

 

Signature Date 
 

LIFE INSURANCE BENEFICIARY - Complete this section to enroll in the Retiree Life Insurance Plan. The person(s) you name as beneficiary 
below will replace any previous designations you’ve made. For each person named, indicate the percentage of benefit he or she is to receive 
from the plan. Each column should total 100%. 

 
Beneficiary Name SS# Relationship Address (leave blank if same) DOB % 
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AUTHORIZATION AND SIGNATURE: I understand that I must notify Benefits Administration promptly if I wish to change my elections. I agree to abide 
by the provisions of membership in the Plan(s) as stated in my group’s contract and my Evidence of Coverage, including the clause compelling binding 
arbitration of unresolved disputes regarding services, including claims of medical malpractice. NON-PARTICIPATING PROVIDER: I understand that I am 
responsible for a greater portion of my medical costs when I use a non-participating provider. I have read and understood the provisions set out on this 
form. All information on this form is correct and true. I understand that it is the basis on which coverage may be issued under the plan. Any misstatements 
or omissions may result in future claims being denied and/or my coverage being declined. 

 
KAISER SENIOR ADVANTAGE PREMIUM ACKNOWLEDGMENT: I acknowledge that if I make a change in my Kaiser membership or Medicare enrollment 
information, I may be liable for additional premiums. I understand that in the event my Medicare assignment to Kaiser should change and additional 
premiums are billed, I will be responsible for the difference in premiums. 

 
 

Signature Date 
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