
DISTRICT USE ONLY (Required) 

DISTRICT NAME (Do not abbreviate): 

REQUESTED EFFECTIVE DATE: 

MEDICAL GROUP NO.: 

DISTRICT APPROVED 

INITIALS:   

75% OPTION – PROVIDE SPOUSE 
SOCIAL SECURITY NO. 

 PRINT CLEARLY IN BLACK OR BLUE INK 

SUBSCRIBER CHANGES 

SISC III MEMBERSHIP CHANGE FORM 

NAME OF SUBSCRIBER LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO. 

NAME CHANGE 

□ Subscriber name only     □ Spouse □ Domestic Partner     □ Child 

OLD NAME(S):   LAST NAME (PRINT)   FIRST NAME (PRINT) 

NEW NAME(S): 

SUBSCRIBER  OLD  ADDRESS SUBSCRIBER  NEW  ADDRESS 
Old Address New Address 

City/State/Zip City/State/Zip 

Old Phone No. New Phone No. 

 SOCIAL SECURITY NO. AND DATE OF BIRTH CHANGES 

□ CHANGE SOCIAL SECURITY NO. FOR: FROM:  TO: 

□ CHANGE DATE OF BIRTH FOR:   FROM:    TO:  

DEPENDENT CHANGES Proof of eligibility required (i.e. birth/marriage/domestic partner certificate). 

District Use 

□ ADD

□ DELETE

□ SPOUSE

□ DOMESTIC

PARTNER 

□ M □ F

LAST NAME (PRINT) FIRST NAME (PRINT) MI SOCIAL SECURITY NO. 

REASON FOR CHANGE: 

□ MEDICAL

□ DENTAL

□ VISION

DATE OF BIRTH AGE ELIGIBLE FOR 
OTHER HEALTH 
PLAN? 

□ YES □ NO

ENROLLED IN 
OTHER HEALTH 
PLAN? 

□ YES □ NO

IPA (HMO ONLY – REQUIRED) PCP (HMO ONLY – REQUIRED) IS THIS YOUR 
CURRENT 
PROVIDER? 

□YES □NO

□ ADD

□ DELETE

□ SON

□ DAUGHTER

LAST NAME (PRINT) FIRST NAME (PRINT) MI SOCIAL SECURITY NO. 

REASON FOR CHANGE: 

□ MEDICAL

□ DENTAL

□ VISION

DATE OF BIRTH AGE ELIGIBLE FOR 
OTHER HEALTH 
PLAN? 

□ YES □ NO

ENROLLED IN 
OTHER HEALTH 
PLAN? 

□ YES □ NO

IPA (HMO ONLY – REQUIRED) PCP (HMO ONLY – REQUIRED) IS THIS YOUR 
CURRENT 
PROVIDER? 

□YES □NO

□ ADD

□ DELETE

□ SON

□ DAUGHTER

LAST NAME (PRINT) FIRST NAME (PRINT) MI SOCIAL SECURITY NO. 

REASON FOR CHANGE: 

□ MEDICAL

□ DENTAL

□ VISION

DATE OF BIRTH AGE ELIGIBLE FOR 
OTHER HEALTH 
PLAN? 

□ YES □ NO

ENROLLED IN 
OTHER HEALTH 
PLAN? 

□ YES □ NO

IPA (HMO ONLY – REQUIRED) PCP (HMO ONLY – REQUIRED) IS THIS YOUR 
CURRENT 
PROVIDER? 

□YES □NO

□ ADD

□ DELETE

□ SON

□ DAUGHTER

LAST NAME (PRINT) FIRST NAME (PRINT) MI SOCIAL SECURITY NO. 

REASON FOR CHANGE: 

□ MEDICAL

□ DENTAL

□ VISION

DATE OF BIRTH AGE ELIGIBLE FOR 
OTHER HEALTH 
PLAN? 

□ YES □ NO

ENROLLED IN 
OTHER HEALTH 
PLAN? 

□ YES □ NO

IPA (HMO ONLY – REQUIRED) PCP (HMO ONLY – REQUIRED) IS THIS YOUR 
CURRENT 
PROVIDER? 

□YES □NO

SUBSCRIBER SIGNATURE DATE 

http://sisc.kern.org/hw MUST BE SUBMITTED WITHIN 30 DAYS OF QUALIFYING EVENT 
Rev. 03/15





Adobe features (including digital signature) may not be visible when viewing/downloading in 
Chrome or other web browsers.   


Save the form(s), then open the saved forms in an Adobe Program.  Doing so will allow you to 
electronically sign the form with the Digital ID feature. 


 


Add Digital ID  


1. Complete the form 
2. Click on the Electronic Signature Field (the field should look similar to the one shown below) 


 
3. The pop-up Add Digital ID shown below will appear on your screen 
4. Choose A New digital ID I want to create now.  


Click Next. 


 


5. Choose a location where you want to store your self-signed digital ID.  
Click Next. 







 


 


 


6. Type a Name and Email Address at least for digital ID and set other information.  
For example, choose what you want the digital ID used for, Digital Signatures or Data Encryption 
or both.  
Click Next. 


 


7. Confirm or enter a file location for new digital ID file. Then set a password for digital ID file, 
which will be needed when you want to use the digital ID to sign or decrypt documents. 
Click Finish. 
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