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Uses for Standard Form (SF) 2809-1 
Use this form to: 

• Enroll in the FEHB Program; or 

• Change your FEHB enrollment from Self Only to Self and 
Fam ily and/or from your present plan or option to another 
plan or option because of an event described in the table 
begin ning on page 6; or 

• Change your FEHB enrollment from Self and Family to Self 
Only; or 

• Can cel your FEHB enrollment. 

Who May Use SF 2809-1 

1. Annu itants (other than Civil Service Retirement System 
(CSRS) and Federal Employees Retirement System (FERS) 
annu itants) eligi ble to enroll in or currently enrolled in the 
FEHB Program, including individ u als receiving monthly 
com pen sa tion from the Office of Workers’ Compen sa tion 
Pro grams (OWCP). 

Note: CSRS/FERS annuitants, and former spouses and children of 
CSRS/FERS annuitants -- Do not use this form. Instead, call the 
Retire ment Informa tion Office toll-free at 1-888-767-6738. Cus-
tomers within local calling distance to Washing ton, DC, should call 
202-606-0500. 

2. For mer spouses eligi ble to enroll in or currently enrolled in 
the FEHB Program under the Spouse Equity law or similar 
stat utes. 

3. Indi vidu als eligi ble for tempo rary continua tion of cover age 
under the FEHB Program, including: 

• For mer employees (who sepa rated from service); 

• Chil dren who lose FEHB cover age; and 

• For mer spouses who are not eligi ble for FEHB under 
item 2 above. 

Instructions for Completing SF 2809-1 
Type or Print Firmly 

Part A. You must complete this part. 

Item 1. Give your last name, first name and middle initial. 

Item 2. Enter your Social Security Number. (See the Privacy Act 
and Publi c Burden Statements on page 5.) 

Item 3. Give your date of birth, using numbers to show the month, 
day, and complete year; e.g., 06/30/1998. 

Item 4. Enter your perma nent home mailing address. 

Item 5. Place an “X” in the appropri ate box. 

Item 6. Place an “X” in the box that signi fies your current marital 
status (if you are separated but not divorced, you are still 
mar ried). 

Item 7. Give the telephone number where you can be reached dur-
ing normal business hours. Be sure to include the area code. 

Part B. Com plete this part to enroll or change your enrollment in the 
FEHB Program. 

Item 1. Enter the plan name and appropri ate enrollment code from 
the front cover of the brochure of the plan you want to be 
enrolled in. The enrollment code shows the plan and option 
you are electing and whether you are enrolling for Self 
Only or Self and Family. 

To enroll in a Health Mainte nance Organiza tion (HMO), 
you must live (or in some cases work) in a geographic area 
speci fied by the carrier. 

To enroll in an employee organiza tion plan, you must be or
become a member of the plan’s sponsor ing organiza tion, as
speci fied by the carrier.

Your signa ture in Part F authorizes deductions from your 
annu ity or compen sa tion to cover your cost of the enroll-
ment you elect in this item, unless you are required to make
direct payments to the employing office.

Items 2a through 2f 

Com plete these items only if your enrollment is for Self and Family. 
(If you need extra space for additional family members, list them on a 
sepa rate sheet and attach.) 

Item 2a. Indi cate the first name and middle initial of each covered 
fam ily member. Also, give the last name if differ ent from 
your own. 

Item 2b. Pro vide the ZIP code if it is differ ent from the enrollee’s
ZIP code in Part A, item 4.

Item 2c. Give each dependent’s date of birth, using numbers to show 
the month, day, and complete year; e.g., 06/30/1998. 

Item 2d. Indi cate M for male or F for female. 

Item 2e. Pro vide the code which indicates the relation ship of each 
eli gi ble family member to you. 

1. Spouse 

2. Unmarried dependent child under age 22 (including an 
adopted child) 



3. Stepchild, foster child, or recognized child born out of 
wedlock 

4. Unmarried disabled child over age 22 incapable of self 
support because of a physical or mental disability that 
began before age 22. 

Item 2f. Please provide Social Security Numbers for your depend-
ents if available. If not available, leave blank; benefits will 
not be withheld. (See Privacy Act Statement on page 5.) 

Fam ily Members Eligi ble for Cover age 

• Unless you are a former spouse or survi vor annuitant, family 
mem bers eligi ble for cover age under your Self and Family 
enroll ment include your spouse and your unmarried dependent 
chil dren under age 22. Eligi ble children include your legiti-
mate or adopted children; and recog nized children born out of 
wed lock, stepchil dren or foster children, if they live with you 
in a regular parent-child relation ship. A recog nized child born 
out of wedlock also may be included if a judicial determi na-
tion of support has been obtained or you show that you pro-
vide regular and substan tial support for the child. 

Other relatives (for example, your parents) are not eli gi ble for 
cov er age even if they live with you and are dependent upon 
you. 

• If you are a former spouse, or survi vor annuitant, family 
mem bers eligi ble for cover age under your Self and Family 
enroll ment are the unmarried dependent natural or adopted 
chil dren under age 22 of both you and your former or 
deceased spouse. 

•	 Chil dren whose marriage ends before they reach age 22 
become eligi ble for cover age under your Self and Family 
enroll ment from the date the marriage ends until they reach 
age 22. 

•	 In some cases, an unmarried, disabled child who is 22 years 
old or older is eligi ble for cover age under your Self and Fam-
ily enrollment if you provide adequate medical certi fi ca tion of 
a mental or physical handicap that existed before his or her 
22nd birthday and renders the child incapa ble of self-support. 

Note: Your employing office (see defini tion under Where to 
Obtain FEHB Guides and Brochures on page 3) can give you 
addi tional details about family member eligi bility including 
the documen ta tion required for cover age of a disabled child 
age 22 or older. 

Item 3a. Place an “X” in the appropri ate box. If you answer “Yes,” 
enter the name of the policy holder in the space provided 
and complete item 3b. 

Item 3b. If you or your spouse has Medicare, check the Medicare 
box and show which Parts each of you have. 

If you or any covered family member has TRICARE 
(includ ing CHAMPUS), check that box. 

If you or any covered family member has any other group 
insur ance, check that box and give the name of the insur-
ance. 

Part C. You must complete this part if you are changing your enroll-
ment. 

Item 1. Enter the name of the plan you are in now. 

Item 2. Enter your present enrollment code. 

Part D. You must complete this part if you are newly enrolling or 
chang ing based on an event listed in the Table of Permis si ble 
Changes in Enrollment beginning on page 6. Do not complete this 
part if you are cancel ling or changing from Self and Family to Self 
Only. 

Item 1. Enter the event code that permits you to enroll or change, 
from the table beginning on page 6. 

Item 2. Enter the date of the event that permits you to enroll or 
change, using numbers to show month, day, and complete 
year; e.g., 06/30/1998. For Open Season changes, enter the 
date on which the Open Season begins. 

Part E. Place an “X” in the box provided only if you wish to cancel 
your FEHB enrollment. Also enter your present enrollment code in 
the space provided. (Be sure to read the informa tion about cancel-
ling your enrollment on page 4.) 

Part F. You must complete this part. 

Item 1. Sign your name. Do not print. 

Item 2. Enter the date you sign, using numbers to show the month, 
day and complete year; e.g., 06/30/1998. 

Leave Part G and Remarks sec tion blank. They are for agency use 
only. 

If You Are Registering for Someone Else 

If you are regis ter ing for someone else under a written authoriza tion 
from him or her to do so, sign your name in Part F and attach the 
writ ten authoriza tion. 

If you are regis ter ing for a former spouse eligi ble for cover age under 
the Spouse Equity provi sions or for an individ ual eligi ble for tempo-
rary continua tion of cover age as his or her court-appointed guardian, 
sign your name in Part F and attach evidence of your court-appointed 
guardi an ship. 
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Guides to Federal Employees Health Benefits Plans (FEHB 
Guides) and Plan Brochures 

FEHB Guides contain enrollment, plan, and rate informa tion. Be 
sure you have the correct guide for your enrollment category since 
more than one guide is issued. The differ ent catego ries are: 

• Employ ees, non-Postal or Postal 

• Annui tants in CSRS or FERS or other retirement systems 

• Tem po rary Continua tion of Cover age enrollees and former 
spouses under Spouse Equity 

• Indi vidu als receiving compen sa tion from the Office of 
Workers’ Compen sa tion Programs 

• Tem po rary employees eligi ble for FEHB under 5 U.S.C. 
8906a 

• Visu ally impaired employees 

FEHB Plan brochures contain detailed informa tion about plan 
ben e fits and the contrac tual description of cover age. 

Where to Obtain FEHB Guides and Brochures 

Your plan will send you its brochure before the beginning of each 
con tract year. 

FEHB Guides and plan brochures are available from your employing 
office. 

“Employ ing office” means the office of an agency or retirement sys-
tem that is responsi ble for health benefits actions for an employee, 
annui tant, former spouse eligi ble for cover age under the Spouse 
Equity provi sions, or individ ual eligi ble for tempo rary continua tion 
of cover age (TCC). 

You can also get copies of plan brochures by contact ing the plans 
directly at the telephone numbers shown in the FEHB Guide. The 
FEHB Guide also shows which plans have their own website. 

The FEHB Guide, plan brochures, and other informa tion, including 
links to plan websites, are available on the World Wide Web. Visit 
our website at http://www.opm.gov/insure 

Dual Enrollment 

Nor mally, you are not eligi ble to enroll if you are covered as a family 
mem ber under someone else’s enrollment in the FEHB Program. 
How ever, such dual enrollments may be permit ted under certain cir-
cum stances in order to: 

• Pro tect the interests of children who other wise would lose 
cov er age as family members, or 

• Enable an employee who is under age 22 and covered under a 
par ent’s enrollment and becomes the parent of a child to 
enroll for Self and Family cover age. 

No person (enrollee or family member) is entitled to receive benefits 
under more than one enrollment in the Program. (Each enrollee must 
notify his or her plan of the names of the persons to be covered under 
his or her enrollment who are not covered under the other enroll-
ment.) 

Temporary Continuation of Coverage (TCC) 

While the employing office notifies a former employee of his or her 
eli gi bil ity for tempo rary continua tion of cover age, the employing 
office must be notified when a child or former spouse becomes 
eli gi ble. 

• For the eligi ble child of an enrollee, the enrollee must notify 
the employing office within 60 days after the qualify ing event 
occurs; e.g., child reaches age 22. 

• For the eligi ble former spouse of an enrollee, the enrollee or 
the former spouse must notify the employing office within 60 
days after the former spouse’s change in status; e.g., the date 
of the divorce. 

An individ ual eligi ble for tempo rary continua tion of cover age who 
wants to continue FEHB cover age may choose any plan (for which he 
or she is eligi ble), option, and type of enrollment. The time limits for 
a former employee, child, or former spouse to file the SF 2809-1 with 
the employing office appear in event number 4A in the table on 
page 8. 

Note: If someone other than the enrollee notifies the employing 
office of the child’s eligi bil ity for tempo rary continua tion of cover age 
within the specified time peri od, the child’s opportu nity to file the 
SF 2809-1 ends 60 days after the qualify ing event. If someone other 
than the enrollee or the former spouse notifies the employing office of 
the former spouse’s eligi bil ity for contin ued cover age within the 
speci fied time peri od, the former spouse’s opportu nity to file the 
SF 2809-1 ends 60 days after the change in status. 

Effective Dates 

Except for open season, most enrollments and changes of enrollments 
are effective on the first day of the pay peri od after the employing 
office receives the SF 2809-1 or other appropri ate request. Your 
employ ing office can give you the specific date on which your enroll-
ment or enrollment change will take effect. 

Note 1:  If you are changing your enrollment from Self and Family to 
Self Only so that your spouse can enroll for Self Only, you should 
coor di nate the effective date of your spouse’s enrollment with the 
effec tive date of your enrollment change to avoid a gap in your 
spouse’s cover age. 

Note 2:  If you are cancel ling your enrollment and intend to be cov-
ered under someone else’s enrollment at the time you cancel, you 
should coordi nate the effective date of your cancel la tion with the 
effec tive date of your new cover age to avoid a gap in your cover age. 
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Cancellation of Enrollment 

You may cancel your enrollment at any time. However, if you cancel, 
nei ther you nor any family member covered by your enrollment are 
enti tled to a 31-day tempo rary extension of cover age or to convert to 
an individ ual, nongroup policy. Moreover, family members who lose 
cov er age because of your cancel la tion are not eligi ble for tempo rary 
con tinua tion of cover age. (Be sure to read the additional informa tion 
below about cancel ling your enrollment.) 

Annuitants (including Compensationers) Who Cancel Their 
Enrollment 

Gen er ally, you cannot reenroll as an annuitant unless you are continu-
ously covered as a family member under another person’s enrollment 
in the FEHB Program during the peri od between your cancel la tion 
and reenroll ment. See the table beginning on page 6 for events that 
allow eligi ble annuitants to reenroll. 

If you cancel your enrollment because you are covered under another 
FEHB enrollment, you can reenroll from 31 days before through 60 
days after you lose that cover age under the other enrollment. 

If you cancel your FEHB enrollment because you are enrolling in a 
Medi care HMO, or Medicaid or similar State-sponsored program, 
you can reenroll in the FEHB Program if your cover age ends. If your 
cov er age ends involun tar ily, you can reenroll 31 days before through 
60 days after loss of cover age. If your cover age ends volun tar ily 
because you disen roll, you can reenroll during the next open season. 

If you cancel your enrollment for any other reason, you cannot 
later reenroll, and you and any family members covered by your 
enroll ment are not entitled to a 31-day tempo rary extension of 
cov er age or to convert to an individ ual policy. 

Former Spouses (Spouse Equity) Who Cancel Their 
Enrollment 

Gen er ally, if you cancel your enrollment in the FEHB Program, you 
can not reenroll as a former spouse. However, if you stop the enroll-
ment because you acquire other FEHB cover age, your right to FEHB 
cov er age under the spouse equity provi sions contin ues. You may 
reen roll as a former spouse when the other FEHB cover age ends. 

If you cancel your enrollment because you are covered under another 
FEHB enrollment, you can reenroll from 31 days before through 60 
days after you lose that cover age under the other enrollment. 

If you cancel your FEHB enrollment because you are enrolling in a 
Medi care HMO, or Medicaid or similar State-sponsored program, 
you can reenroll in the FEHB Program if your cover age ends. If your 
cov er age ends involun tar ily, you can reenroll 31 days before through 
60 days after loss of cover age. If your cover age ends volun tar ily 
because you disen roll, you can reenroll during the next open season. 

If you cancel your enrollment for any other reason, you cannot 
later reenroll, and you and any family members covered by your 
enroll ment are not entitled to a 31-day tempo rary extension of 
cov er age or to convert to an individ ual policy. 

Temporary Continuation of Coverage Enrollees Who Cancel 
Their Enrollment 

If you cancel your TCC enrollment, you cannot reenroll. Your 
fam ily members who lose cover age because of your cancel la tion can-
not enroll for TCC in their own right nor can they convert to a non-
group policy. However, family members who are Federal employees 
or annuitants may enroll in the FEHB Program when you cancel your 
cov er age if they are eligi ble for FEHB cover age in their own right. 

Note 1:  If you become covered by a regular enrollment in the FEHB 
Pro gram, either in your own right or under the enrollment of some-
one else, your TCC enrollment is suspended. You will need to send 
docu men ta tion of the new enrollment to the employing office main-
tain ing your TCC enrollment so that they can stop the TCC enroll-
ment. If your new FEHB cover age stops before the TCC enrollment 
would have expired, the TCC enrollment can be reinstated for the 
remain der of the original eligi bil ity peri od (18 months for separated 
employ ees). 

Note 2:  Former spouses (spouse equity) and tempo rary continua tion 
of cover age enrollees who fail to pay their premi ums within specified 
time frames are consid ered to have volun tar ily cancelled their enroll-
ment. 

Explanation of Table of Permissible Changes in Enrollment 

The table on pages 6 through 9 illustrates when an annuitant, former 
spouse, or person eligi ble for TCC may enroll or change enrollment. 
The table shows those permis si ble events that are found in the regula-
tions at 5 CFR Part 890. 

The table has been organized by enrollee category. Each category is 
des ig nated by a number, which identi fies the enrollee group, as fol-
lows: 

2 Annui tants (including Compen sa tion ers) 

3 For mer spouses 

4 TCC enrollees 

Note: Category 1 has been reserved for employees, who will be 
using another edition of this form, SF 2809. 

Fol low ing each number is a letter, which identi fies a specific permis-
si ble event; for example, the event code “2A” refers to open season. 

At Part D of the SF 2809-1, Health Benefits Election Form, you must 
des ig nate your two-character event code (for example, 2A) and the 
date of the event using numbers to show month, day, and complete 
year; e.g., 06/30/1998. 
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Privacy Act Statement 

The informa tion you provide on this form is needed to document your 
enroll ment in the Federal Employees Health Benefits Program under 
Chap ter 89, title 5, U.S. Code. This informa tion will be shared with 
the health insurance carrier you select so that it may (1) identify your 
enroll ment in the plan, (2) verify your and/or your family’s eligi bil ity 
for payment of a claim for health benefits services or supplies, and (3) 
coor di nate payment of claims with other carri ers with whom you 
might also make a claim for payment of benefits. This informa tion 
may be disclosed to other Federal agencies or Congres sional offices 
which may have a need to know it in connec tion with your applica-
tion for a job, license, grant, or other benefit. It may also be shared 
and is subject to verifi ca tion, via paper, electronic media, or through 
the use of computer matching programs, with national, state, local, or 
other charita ble or social security adminis tra tive agencies to deter-
mine and issue benefits under their programs or to obtain informa tion 
nec es sary for determi na tion or continua tion of benefits under this pro-
gram. In addition, to the extent this informa tion indicates a possi ble 
vio la tion of civil or criminal law, it may be shared and verified, as 
noted above, with an appropri ate Federal, state, or local law enforce-
ment agency. 

While the law does not require you to supply all the informa tion 
requested on this form, doing so will assist in the prompt process ing 
of your enrollment. 

We request that you provide your Social Security Number so that it 
may be used as your individ ual identi fier in the Federal Employees 

Health Benefits Program. Publi c Law 104-134 (April 26, 1996) 
requires that any person doing business with the Federal govern ment 
fur nish a Social Security Number or tax identi fi ca tion number. This is 
an amendment to title 31, Section 7701. Failure to furnish the 
requested informa tion may result in OPM’s inability to ensure the 
prompt payment of your and/or your family’s claims for health bene-
fits services or supplies. 

Agen cies other than the Office of Person nel Manage ment may have 
fur ther routine uses for disclo sure of informa tion from the records 
sys tem in which they file copies of this form. If this is the case, they 
should provide you with any such uses which are applica ble at the 
time they ask you to complete this form. 

Public Burden Statement 

We think this form takes an average of 30 minutes to complete, 
includ ing the time for reviewing instructions, getting the needed data, 
and reviewing the completed form. Send comments regarding our 
time estimate or any other aspect of this form, including sugges tions 
for reducing comple tion time, to the Office of Person nel Manage-
ment, OPM Forms Officer, (3206-0239), Washing ton, D.C. 
20415-7900. The OMB number, 3206-0239 is currently valid. OPM 
may not collect this informa tion, and you are not required to respond, 
unless this number is displayed. 
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Table of Permissible Changes in Enrollment for SF 2809-1 
Enrollment May Be Cancelled or Changed From Family to Self Only at Any Time 

Events That Permit 
Enrollment or Change 

Change Permitted� Time Limits 

Code� Event 
From Not 

Enrolled to 
Enrolled 

From Self 
Only to Self 
and Family 

From One 
Plan or 

Option to 
Another 

When You Must File Health 
Benefits Election Form With 

Your Employing Office 

2 ANNUITANT (INCLUDES COMPENSATIONERS) 

2A� Open Season.� No� Yes� Yes� As announced by OPM. 

2B� Change in family status; for example: marriage, 
birth or death of family member, adoption, legal 
separation, or divorce. 

(Enrolled survivor annuitant: a change in family 
status based on additional family members can only 
occur if the additional eligible family members are 
family members of the deceased employee or annui-
tant.) 

No� Yes� Yes� From 31 days before through 60 
days after the event. 

2C� Reenrollment of annuitant who cancelled FEHB 
enrollment to enroll in a Medicare-sponsored Coordi-
nated Care Plan (Medicare HMO), Medicaid, or simi-
lar State-sponsored program and who later was 
involuntarily disenrolled from the Medicare HMO, 
Medicaid, or similar State-sponsored program. 

May Reenroll� N/A� N/A� From 31 days before through 60 
days after disenrollment. 

2D� Reenrollment of annuitant who cancelled FEHB 
enrollment to enroll in a Medicare-sponsored Coordi-
nated Care Plan (Medicare HMO), Medicaid, or simi-
lar State-sponsored program and who later 
voluntarily disenrolls from the Medicare-sponsored 
Coordinated Care Plan (Medicare HMO), Medicaid, 
or similar State-sponsored program. 

May Reenroll� N/A� N/A� During open season. 

2E� Restoration of annuity or compensation (OWCP) 
payments; for example: 

Disability annuitant who was enrolled in 
FEHB, and whose annuity terminated due to 
restoration of earning capacity or recovery 
from disability, and whose annuity is 
restored; 
Compensationer whose compensation termi-
nated because of recovery from injury or dis-
ease and whose compensation is restored 
due to a recurrence of medical condition; 
Surviving spouse who was covered by FEHB 
immediately before survivor annuity termi-
nated because of remarriage and whose 
annuity is restored; 
Surviving child who was covered by FEHB im-
mediately before survivor annuity terminated 
because student status ended and whose sur-
vivor annuity is restored; 
Surviving child who was covered by FEHB im-
mediately before survivor annuity terminated 
because of marriage and whose survivor 
annuity is restored. 

Yes� N/A� N/A� Within 60 days after the retire-
ment system or OWCP mails a 
notice of insurance eligibility. 
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Events That Permit 
Enrollment or Change 

Change Permitted� Time Limits 

Code� Event 
From Not 

Enrolled to 
Enrolled 

From Self 
Only to Self 
and Family 

From One 
Plan or 

Option to 
Another 

When You Must File Health 
Benefits Election Form With 

Your Employing Office 

2F� Annuitant or eligible family member loses FEHB 
coverage due to termination, cancellation, or 
change to self only of the covering enrollment. 

Yes� Yes� Yes� From 31 days before through 60 
days after date of loss of 
coverage. 

2G� Annuitant or eligible family member loses coverage 
under FEHB or another group insurance plan; for 
example: 

Loss of coverage under another federally-
sponsored health benefits program; 
Loss of coverage due to termination of mem-
bership in the employee organization sponsor-
ing the FEHB plan; 
Loss of coverage under Medicaid or similar 
State-sponsored program (but see events 2C 
and 2D); 
Loss of coverage under a non-Federal health 
plan. 

No� Yes� Yes� From 31 days before through 60 
days after loss of coverage. 

2H� Annuitant or eligible family member loses coverage 
due to the discontinuance, in whole or part, of an 
FEHB plan. 

N/A� Yes� Yes� During open season, unless 
OPM sets a different time. 

2I� Annuitant or covered family member in a Health 
Maintenance Organization (HMO) moves or 
becomes employed outside the geographic area 
from which the carrier accepts enrollments, or if 
already outside this area, moves or becomes 
employed further from this area. 

N/A� Yes� Yes� Upon notifying the employing 
office of the move or change of 
place of employment. 

2J� Employee in an overseas post of duty retires or 
dies. 

No� Yes� Yes� Within 60 days after retirement 
or death. 

2K� An enrolled annuitant separates from duty after 
serving 31 days or more in a uniformed service. 

N/A� Yes� Yes� Within 60 days after separation 
from the uniformed service. 

2L� On becoming eligible for Medicare. 

(This change may be made only once in a lifetime.) 

N/A� No� Yes� At any time beginning on the 
30th day before becoming eligi-
ble for Medicare. 

2M� Annuitant’s annuity is insufficient to make with-
holdings for plan in which enrolled. 

N/A� No� Yes� Employing office will advise 
annuitant of the options. 

3 FORMER SPOUSE UNDER THE SPOUSE EQUITY PROVISIONS 

3A� Initial opportunity to enroll, Former spouse must be 
eligible to enroll under the authority of the Civil 
Service Retirement Spouse Equity Act of 1984 (P.L. 
98-615), as amended, the Intelligence Authorization 
Act of 1986 (P.L. 99-569), or the Foreign Relations 
Authorization Act, Fiscal Years 1988 and 1989 
(P.L. 100-204). 

Yes� N/A� N/A� Generally, must apply within 60 
days after dissolution of mar-
riage. However, if a retiring 
employee elects to provide a 
former spouse annuity or insur-
able interest annuity for the 
former spouse, the former 
spouse must apply within 60 
days after the retirement 
system’s notice of eligibility for 
FEHB. May enroll any time after 
employing office establishes eli-
gibility. 

3B� Open season.� No� Yes*� Yes� As announced by OPM. 

3C� Change in family status based on addition of family 
members who are also eligible family members of 
the employee or annuitant. 

No� Yes� Yes� From 31 days before through 60 
days after change in family 
status. 

* Former spouse may change to Self and Family only if family members are also eligible family members of the employee or annuitant. 
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Events That Permit 
Enrollment or Change 

Change Permitted Time Limits 

Code Event 
From Not 

Enrolled to 
Enrolled 

From Self 
Only to Self 
and Family 

From One 
Plan or 

Option to 
Another 

When You Must File Health 
Benefits Election Form With 

Your Employing Office 

3D Reenrollment of former spouse who cancelled FEHB 
enrollment to enroll in a Medicare sponsored Coordi-
nated Care Plan (Medicare HMO), Medicaid, or simi-
lar State-sponsored program and who later was 
involuntarily disenrolled from the Medicare HMO, 
Medicaid, or similar State-sponsored program. 

May Reenroll N/A N/A From 31 days before through 
60 days after disenrollment. 

3E Reenrollment of former spouse who cancelled FEHB 
enrollment to enroll in a Medicare-sponsored Coordi-
nated Care Plan (Medicare HMO), Medicaid, or simi-
lar State-sponsored program, and who later 
voluntarily disenrolls from a Medicare-sponsored 
Coordinated Care Plan (Medicare HMO), Medicaid, 
or similar State-sponsored program. 

May Reenroll N/A N/A During open season. 

3F Former spouse or eligible child loses FEHB coverage 
due to termination, cancellation, or change to self 
only of the covering enrollment. 

Yes Yes Yes From 31 days before through 
60 days after date of loss of 
coverage. 

3G Enrolled former spouse or eligible child loses cover-
age under another group insurance plan; for exam-
ple: 

Loss of coverage under another federally-
sponsored health benefits program; 
Loss of coverage due to termination of mem-
bership in the employee organization sponsor-
ing the FEHB plan; 
Loss of coverage under Medicaid or similar 
State-sponsored program (but see 3D and 
3E); 
Loss of coverage under a non-Federal health 
plan. 

N/A Yes Yes From 31 days before through 
60 days after loss of coverage. 

3H Former spouse or eligible family member loses cov-
erage due to the discontinuance, in whole or part, 
of an FEHB plan. 

N/A Yes Yes During open season, unless 
OPM sets a different time. 

3I Former spouse or covered family member in a 
Health Maintenance Organization (HMO) moves or 
becomes employed outside the geographic area 
from which the carrier accepts enrollments, or if 
already outside this area, moves or becomes 
employed further from this area. 

N/A Yes Yes Upon notifying the employing 
office of the move or change of 
place of employment. 

3J On becoming eligible for Medicare. 

(This change may be made only once in a lifetime.) 

N/A No Yes At any time beginning the 30th 
day before becoming eligible for 
Medicare. 

3K Former spouse’s annuity is insufficient to make 
FEHB withholdings for plan in which enrolled. 

No No Yes Retirement System will advise 
former spouse of options. 

4 TEMPORARY CONTINUATION OF COVERAGE (TCC) FOR ELIGIBLE FORMER EMPLOYEES, FORMER SPOUSES, 
AND CHILDREN. 

4A Opportunity to enroll for continued coverage under 
TCC provisions: 

Former employee Yes Yes Yes 

Former spouse Yes N/A N/A 

Child who ceases to qualify as a family mem-
ber 

Yes N/A N/A 

Within 60 days after the quali-
fying event, or receiving notice 
of eligibility, whichever is later. 
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Events That Permit 
Enrollment or Change 

Change Permitted Time Limits 

Code Event 
From Not 

Enrolled to 
Enrolled 

From Self 
Only to 
Family 

From One 
Plan or 

Option to 
Another 

When You Must File Health 
Benefits Election Form With 

Your Employing Office 

4B Open season: 

Former employee No Yes Yes 

Former spouse No Yes* Yes 

Child who ceases to qualify as a family mem-
ber 

No Yes Yes 

As announced by OPM. 

4C Change in family status (except former spouse); for 
example, marriage, birth or death of family member, 
adoption, legal separation, or divorce. 

No Yes Yes From 31 days before through 
60 days after event. 

4D Change in family status of former spouse based on 
addition of family members who are eligible family 
members of the employee or annuitant. 

No Yes Yes From 31 days before through 
60 days after event. 

4E Reenrollment of a former employee, former spouse, 
or child whose TCC enrollment was terminated 
because of other FEHB coverage and who loses the 
other FEHB coverage before the TCC period of eligi-
bility (18 or 36 months) expires. 

May Reenroll N/A N/A From 31 days before through 
60 days after the event. Enroll-
ment is retroactive to the date 
of the loss of the other FEHB 
coverage. 

4F Enrollee or eligible family member loses coverage 
under FEHB or another group insurance plan; for 
example: 

Loss of coverage under another FEHB enroll-
ment due to termination, cancellation, or 
change to self only of the covering enrollment 
(but see event 4E); 
Loss of coverage under another federally-
sponsored health benefits program; 
Loss of coverage due to termination of mem-
bership in the employee organization sponsor-
ing the FEHB plan; 
Loss of coverage under Medicaid or similar 
State-sponsored program; 
Loss of coverage under a non-Federal health 
plan. 

No Yes Yes From 31 days before through 
60 days after loss of coverage. 

4G Enrollee or eligible family member loses coverage 
due to the discontinuance, in whole or part, of an 
FEHB plan. 

N/A Yes Yes During open season, unless 
OPM sets a different time. 

4H Enrollee or covered family member in a Health Main-
tenance Organization (HMO) moves or becomes 
employed outside the geographic area from which 
the carrier accepts enrollments, or if already outside 
this area, moves or becomes employed further from 
this area. 

N/A Yes Yes Upon notifying the employing 
office of the move or change 
of place of employment. 

4I On becoming eligible for Medicare. 

(This change may be made only once in a lifetime.) 

N/A No Yes At any time beginning on the 
30th day before becoming eli-
gible for Medicare. 

* Former spouse may change to self and family only if family members are also eligible family members of the employee or annuitant. 
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Form Approved: 
OMB No. 3206-0239 

Health Benefits Election Form 
Federal Employees Health Benefits Program 

For Annuitants (other than CSRS/FERS), Compensationers, Former Spouses Under the Spouse Equity Law, 
and Individuals Eligible for Temporary Continuation of Coverage 

Do not separate the copies. Your employing office will certify the completed form and return your copy to you. 
Complete Parts A and F and Parts B, 
C, D, and E as applicable. 

Type or print firmly 
Sign and date in Part F 

Part A - Fill in this part. 
1. Name (last, first, middle initial) 2. Social Security Number 3. Date of birth (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

4. Your home mailing address (include ZIP code) 5. Sex 

Male Female 

6. Are you now married? 

Yes No 
��������������������������������������������������������������������������������������������� 

7. Daytime telephone number (including area code) 

� � 

Part B - Fill in this part if you wish to enroll or change your enrollment in the Federal Employees Health Benefits (FEHB) Program. 
1. I elect to enroll in a health benefits plan as shown below. (Copy the information requested below from front cover of brochure of the plan you select.) 

Name of plan (you want to enroll in) Enrollment 
code 

2a. Names of family members 
(last, first, middle initial) 

2b. ZIP code 2c. Date of birth 
(mo., day, yr.) 

2d. 
Sex 

2e. Relation-
ship "code" 

2f. Social Security Number 
(see instructions) 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

3a. Do you, your spouse or any other eligible family members have any group health insurance coverage other than 

the FEHB plan in which you are now enrolling or enrolled? No Yes  Complete 3b 
Name of policyholder (last, first, middle initial) 

3b. Type of insurance Medicare You 

� � 

Your spouse 

� � 

TRICARE 
(Including Champus) 

Other (specify name) 

Part C - Fill in this part, as well as PART B, to change enrollment. 
1. Present Plan name (the plan you are leaving) 2. Present Plan 

enrollment 
code 

Part D - Event 
1. Event code that 

permits change (see 
Table of Permissible 
Changes) 

2. Date of event that permits 
change (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part E - Cancellation 
Place an "X" in the box below only if you wish to CANCEL your enrollment. 

I elect to cancel my enrollment in the Federal Employees Health Benefits Program. I am currently enrolled under the code shown here 

Present Plan 
enrollment 
code 

My signature in PART F certifies that I have read the information in the instructions on page 4 regarding cancellation of enrollment . 

Part F - Fill in this part. 

WARNING: Any intentionally false statement in this application or willful misrepresentation relative thereto is a violation of the law punishable by a fine of not more than 
$10,000 or imprisonment of not more than 5 years, or both. (18 U.S.C. 1001.) 

1. Your signature (do not print) 2. Date (mo., day, yr.) 

Part G - To be completed by agency 
1. Name and address of employing office (include ZIP code) 2. Date received in employing office 

(mo., day, yr.) 
3. Effective date of action 
(mo., day, yr.) 

4. SF 2811 report number 

��� ������� ������� ��� ��� ��� ��� ������� ������� ��� ��� ��� 

5. Payroll office number 6. Payroll contact and telephone number (including area code) 
���������������������������������������������������������������������� 

� � 

7. Personnel contact and telephone number (including area code) 

���������������������������������������������������������������������� � � 

8. Signature of authorized agency official and telephone number (including area code) 

� � 

Remarks 

Office of Personnel Management NSN 7540-01-466-9084 

Copy 1 - OFFICIAL PERSONNEL FOLDER 
Standard Form 2809-1 

July 1999 

��� ������� ������� ��� ��� ��� 



Form Approved: 
OMB No. 3206-0239 

Health Benefits Election Form 
Federal Employees Health Benefits Program 

For Annuitants (other than CSRS/FERS), Compensationers, Former Spouses Under the Spouse Equity Law, 
and Individuals Eligible for Temporary Continuation of Coverage 

Do not separate the copies. Your employing office will certify the completed form and return your copy to you. 
Complete Parts A and F and Parts B, 
C, D, and E as applicable. 

Type or print firmly 
Sign and date in Part F 

Part A - Fill in this part. 
1. Name (last, first, middle initial) 2. Social Security Number 3. Date of birth (mo., day, yr.) 

4. Your home mailing address (include ZIP code) 5. Sex 

Male Female 

6. Are you now married? 

Yes No 

7. Daytime telephone number (including area code) 

� � 

Part B - Fill in this part if you wish to enroll or change your enrollment in the Federal Employees Health Benefits (FEHB) Program. 
1. I elect to enroll in a health benefits plan as shown below. (Copy the information requested below from front cover of brochure of the plan you select.) 

Name of plan (you want to enroll in) Enrollment 
code 

2a. Names of family members 
(last, first, middle initial) 

2b. ZIP code 2c. Date of birth 
(mo., day, yr.) 

2d. 
Sex 

2e. Relation-
ship "code" 

2f. Social Security Number 
(see instructions) 

3a. Do you, your spouse or any other eligible family members have any group health insurance coverage other than 

the FEHB plan in which you are now enrolling or enrolled? No Yes  Complete 3b 
(last, first, middle initial)Name of policyholder 

3b. Type of insurance Medicare You 

� � 

Your spouse 

� � 

TRICARE 
(Including Champus) 

Other (specify name) 

Part C - Fill in this part, as well as PART B, to change enrollment. Part D - Event 
1. Present Plan name (the plan you are leaving) 2. Present Plan 

enrollment 
code 

1. Event code that 
permits change (see 

Table of Permissible 
Changes) 

2. Date of event that permits 
change (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part E - Cancellation 
Place an "X" in the box below only if you wish to CANCEL your enrollment. 

I elect to cancel my enrollment in the Federal Employees Health Benefits Program. I am currently enrolled under the code shown here 

My signature in PART F certifies that I have read the information in the instructions on page 4 regarding cancellation of enrollment . 

Present Plan 
enrollment 
code 

Part F - Fill in this part. 

WARNING: Any intentionally false statement in this application or willful misrepresentation relative thereto is a violation of the law punishable by a fine of not more than 
$10,000 or imprisonment of not more than 5 years, or both. (18 U.S.C. 1001.) 

1. Your signature (do not print) 2. Date (mo., day, yr.) 

Part G - To be completed by agency 
1. Name and address of employing office (include ZIP code) 2. Date received in employing office 

(mo., day, yr.) 
3. Effective date of action 
(mo., day, yr.) 

4. SF 2811 report number 

��� ������� ������� ��� ��� ��� ��� ������� ������� ��� ��� ��� 

5. Payroll office number 6. Payroll contact and telephone number (including area code) 
���������������������������������������������������������������������� 

� � 

7. Personnel contact and telephone number (including area code) 

���������������������������������������������������������������������� � � 

8. Signature of authorized agency official and telephone number (including area code) 

� � 

Remarks 

Office of Personnel Management NSN 7540-01-466-9084 

Copy 2 - NEW CARRIER 

��� ������� ������� ��� ��� ��� 

��������������������������������������������������������������������������������������������� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

Standard Form 2809-1 
July 1999 



Form Approved: 
OMB No. 3206-0239 

Health Benefits Election Form 
Federal Employees Health Benefits Program 

For Annuitants (other than CSRS/FERS), Compensationers, Former Spouses Under the Spouse Equity Law, 
and Individuals Eligible for Temporary Continuation of CoverageComplete Parts A and F and Parts B, 

C, D, and E as applicable. 
Type or print firmly 
Sign and date in Part FDo not separate the copies. Your employing office will certify the completed form and return your copy to you. 

Part A - Fill in this part. 
1. Name (last, first, middle initial) 2. Social Security Number 3. Date of birth (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

4. Your home mailing address (include ZIP code) 

��������������������������������������������������������������������������������������������� 

5. Sex 

Male Female 

6. Are you now married? 

Yes No 

7. Daytime telephone number (including area code) 

� � 

Part B - Fill in this part if you wish to enroll or change your enrollment in the Federal Employees Health Benefits (FEHB) Program. 
1. I elect to enroll in a health benefits plan as shown below. (Copy the information requested below from front cover of brochure of the plan you select.) 

Name of plan (you want to enroll in) Enrollment 
code 

2a. Names of family members 
(last, first, middle initial) 

2b. ZIP code 2c. Date of birth 
(mo., day, yr.) 

2d. 
Sex 

2e. Relation-
ship "code" 

2f. Social Security Number 
(see instructions) 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

3a. Do you, your spouse or any other eligible family members have any group health insurance coverage other than 

the FEHB plan in which you are now enrolling or enrolled? No Yes  Complete 3b 
Name of policyholder (last, first, middle initial) 

3b. Type of insurance Medicare You 

� � 

Your spouse 

� � 

TRICARE 
(Including Champus) 

Other (specify name) 

Part C - Fill in this part, as well as PART B, to change enrollment. Part D - Event 
1. Present Plan name (the plan you are leaving) 2. Present Plan 

enrollment 
code 

1. Event code that 
permits change (see 

Table of Permissible 
Changes) 

2. Date of event that permits 
change (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part E - Cancellation 
Place an "X" in the box below only if you wish to CANCEL your enrollment. 

I elect to cancel my enrollment in the Federal Employees Health Benefits Program. I am currently enrolled under the code shown here 

My signature in PART F certifies that I have read the information in the instructions on page 4 regarding cancellation of enrollment . 

Present Plan 
enrollment 
code 

Part F - Fill in this part. 

WARNING: Any intentionally false statement in this application or willful misrepresentation relative thereto is a violation of the law punishable by a fine of not more than 
$10,000 or imprisonment of not more than 5 years, or both. (18 U.S.C. 1001.) 

1. Your signature (do not print) 2. Date (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part G - To be completed by agency 
1. Name and address of employing office (include ZIP code) 2. Date received in employing office 

(mo., day, yr.) 
3. Effective date of action 
(mo., day, yr.) 

4. SF 2811 report number 

��� ������� ������� ��� ��� ��� ��� ������� ������� ��� ��� ��� 

5. Payroll office number 6. Payroll contact and telephone number (including area code) 
���������������������������������������������������������������������� 

� � 

7. Personnel contact and telephone number (including area code) 

���������������������������������������������������������������������� � � 

8. Signature of authorized agency official and telephone number (including area code) 

� � 

Remarks 

Office of Personnel Management NSN 7540-01-466-9084 

Copy 3 - OLD CARRIER 
Standard Form 2809-1 

July 1999 



Form Approved: 
OMB No. 3206-0239 

Health Benefits Election Form 
Federal Employees Health Benefits Program 

For Annuitants (other than CSRS/FERS), Compensationers, Former Spouses Under the Spouse Equity Law, 
and Individuals Eligible for Temporary Continuation of Coverage 

Do not separate the copies. Your employing office will certify the completed form and return your copy to you. 
Complete Parts A and F and Parts B, 
C, D, and E as applicable. 

Type or print firmly 
Sign and date in Part F 

Part A - Fill in this part. 
1. Name (last, first, middle initial) 2. Social Security Number 3. Date of birth (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

4. Your home mailing address (include ZIP code) 

��������������������������������������������������������������������������������������������� 

5. Sex 

Male Female 

6. Are you now married? 

Yes No 

7. Daytime telephone number (including area code) 

� � 

Part B - Fill in this part if you wish to enroll or change your enrollment in the Federal Employees Health Benefits (FEHB) Program. 
1. I elect to enroll in a health benefits plan as shown below. (Copy the information requested below from front cover of brochure of the plan you select.) 

Name of plan (you want to enroll in) Enrollment 
code 

2a. Names of family members 
(last, first, middle initial) 

2b. ZIP code 2c. Date of birth 
(mo., day, yr.) 

2d. 
Sex 

2e. Relation-
ship "code" 

2f. Social Security Number 
(see instructions) 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

3a. Do you, your spouse or any other eligible family members have any group health insurance coverage other than 

the FEHB plan in which you are now enrolling or enrolled? No Yes  Complete 3b 
Name of policyholder (last, first, middle initial) 

3b. Type of insurance Medicare You 

� � 

Your spouse 

� � 

TRICARE 
(Including Champus) 

Other (specify name) 

Part C - Fill in this part, as well as PART B, to change enrollment. Part D - Event 
1. Present Plan name (the plan you are leaving) 2. Present Plan 

enrollment 
code 

1. Event code that 
permits change (see 

Table of Permissible 
Changes) 

2. Date of event that permits 
change (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part E - Cancellation 
Place an "X" in the box below only if you wish to CANCEL your enrollment. 

I elect to cancel my enrollment in the Federal Employees Health Benefits Program. I am currently enrolled under the code shown here 

My signature in PART F certifies that I have read the information in the instructions on page 4 regarding cancellation of enrollment . 

Present Plan 
enrollment 
code 

Part F - Fill in this part. 

WARNING: Any intentionally false statement in this application or willful misrepresentation relative thereto is a violation of the law punishable by a fine of not more than 
$10,000 or imprisonment of not more than 5 years, or both. (18 U.S.C. 1001.) 

1. Your signature (do not print) 2. Date (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part G - To be completed by agency 
1. Name and address of employing office (include ZIP code) 

���������������������������������������������������������������������� 

���������������������������������������������������������������������� 

2. Date received in employing office 
(mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

3. Effective date of action 
(mo., day, yr.) 
��� ������� ������� ��� ��� ��� 

4. SF 2811 report number 

5. Payroll office number 6. Payroll contact and telephone number (including area code) 

� � 

7. Personnel contact and telephone number (including area code) 

� � 

8. Signature of authorized agency official and telephone number (including area code) 

� � 

Remarks 

Office of Personnel Management 

Copy 4 - PAYROLL OFFICE 

NSN 7540-01-466-9084 
Standard Form 2809-1 

July 1999 



Form Approved: 
OMB No. 3206-0239 

Health Benefits Election Form 
Federal Employees Health Benefits Program 

For Annuitants (other than CSRS/FERS), Compensationers, Former Spouses Under the Spouse Equity Law, 
and Individuals Eligible for Temporary Continuation of Coverage 

Do not separate the copies. Your employing office will certify the completed form and return your copy to you. 
Complete Parts A and F and Parts B, 
C, D, and E as applicable. 

Type or print firmly 
Sign and date in Part F 

Part A - Fill in this part. 
1. Name (last, first, middle initial) 2. Social Security Number 3. Date of birth (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

4. Your home mailing address (include ZIP code) 

���������������������������������������������������������������������������������������������

5. Sex 

Male Female 

6. Are you now married? 

Yes No 

7. Daytime telephone number (including area code) 

� � 

Part B - Fill in this part if you wish to enroll or change your enrollment in the Federal Employees Health Benefits (FEHB) Program. 
1. I elect to enroll in a health benefits plan as shown below. (Copy the information requested below from front cover of brochure of the plan you select.) 

Name of plan (you want to enroll in) Enrollment 
code 

2a. Names of family members 
(last, first, middle initial) 

2b. ZIP code 2c. Date of birth 
(mo., day, yr.) 

2d. 
Sex 

2e. Relation-
ship "code" 

2f. Social Security Number 
(see instructions) 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

��� ������� ������� ��� ��� ��� 

3a. Do you, your spouse or any other eligible family members have any group health insurance coverage other than 

the FEHB plan in which you are now enrolling or enrolled? No Yes  Complete 3b 
Name of policyholder (last, first, middle initial) 

3b. Type of insurance Medicare You 

� � 

Your spouse 

� � 

TRICARE 
(Including Champus) 

Other (specify name) 

Part C - Fill in this part, as well as PART B, to change enrollment. Part D - Event 
1. Present Plan name (the plan you are leaving) 2. Present Plan 

enrollment 
code 

1. Event code that 
permits change (see 

Table of Permissible 
Changes) 

2. Date of event that permits 
change (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part E - Cancellation 
Place an "X" in the box below only if you wish to CANCEL your enrollment. 

I elect to cancel my enrollment in the Federal Employees Health Benefits Program. I am currently enrolled under the code shown here 

My signature in PART F certifies that I have read the information in the instructions on page 4 regarding cancellation of enrollment . 

Present Plan 
enrollment 
code 

Part F - Fill in this part. 

WARNING: Any intentionally false statement in this application or willful misrepresentation relative thereto is a violation of the law punishable by a fine of not more than 
$10,000 or imprisonment of not more than 5 years, or both. (18 U.S.C. 1001.) 

1. Your signature (do not print) 2. Date (mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

Part G - To be completed by agency 
1. Name and address of employing office (include ZIP code) 

����������������������������������������������������������������������

����������������������������������������������������������������������

2. Date received in employing office 
(mo., day, yr.) 

��� ������� ������� ��� ��� ��� 

3. Effective date of action 
(mo., day, yr.) 
��� ������� ������� ��� ��� ��� 

4. SF 2811 report number 

5. Payroll office number
 

6. Payroll contact and telephone number (including area code) 

� � 

7. Personnel contact and telephone number (including area code) 

 � � 

8. Signature of authorized agency official and telephone number (including area code) 

� � 

Remarks 

Copy 5 - ENROLLEE 

NSN 7540-01-466-9084 Office of Personnel Management 
Standard Form 2809-1 

July 1999 
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