State of West Virginia - Public Emploves: Insurance Agency
Health Benefits Enrollment Form HEALTH
Complete this form to enroll for health coverage Complste all sections of the form except "AGENCY."
[ || M (Lasty [First) (L) (Generason: Jr., 5r.,oc ) [ Y—
Sieeel Auddreis Ceanty of Resalense Hime Flons
]
: Cay Sise Tip Jub Tile Work Flasne
-
; G (Crdeline}  Duic of Brd immtdd ey (b Troesence (Plas M) I Ay
E M F
= || Do vou wish to participate in the TRS Section 125 Premium Conversion Plan sponsored by PEIA, if available? [ | | [wa] ]
If you do not wish to participate m any PELA health cowerage, please sign this box and retum this form to vour benefit coordinasor. I
decline to participate i the health coverage.
Signarure Diate:
| Is spouse cormenthy insered by PELA as a policyholder? OYes Do I yes, smter sponse’s Social Security Mumbar:
Pleaze complece the following information for sll depeadent: wha will be coversd under your plan:
Nams Address Bcknibhea hip Sexl EBirth DM Secial Security | Criber Inserance
Laat, First, ML Genaration) (If different from sbove) [iCorce|tneg | Category irth Dace umber (Flan Nams)
Fd 5P| CH
e
p=
: P
= 5P| CH
=
2
z 5p | CH
-
= 5P |CH
=
-
= 5P |CH
CATEGORY for Dependent Child{ren): Relogonship Code 1. Chuld fhiclegical or adapted) 2. Step-cidld 3. Gromdohid 4.
Court-Ordered Dependent Child 5. Studemr (age 19-23) 6 Orher In dependent column titled "Sex/Category”, please inclods both
gender and relationship code (&g, M1 for Male Child: F3 for Female Grandchild; F25 for Female Step-child Student, etc). [fadding a
dependens child other than your Melegical or adoped ciild, documeniation I reguined showing legal puardianship gf the child,
[ |[COVERAGE SELECTION (Select Ome) Tam Pleaze indicate the plan in which you are enrolling by checking the box beside
E enralling far- the plan option you choass:
FRE Employes Only L PELA PFE Plan A The Haalth Dlan HMO Plan A
= 2 Employes/Child(ren) Cnoly 2 PEIAPPEPlan B IID The Health Plan MO Plag B
2l [E] | Famirv [ PELA PPE Plan C e
N Family with Emploves Spouse : DELA DPE Plan D [7 ] ] The Health Plan MO Flan C
[ || Tobacce Affidavit: Pleass mark which members of the famnily uze tobacco and sizn the form. If nope of the people enrelled oo your
cowerage uses tobacco, you will receive the discount en your health and 1ife msurance premiums. I acknowledge by signing the
Acceptance box below that WVPELA o its agents have access fo my medical records to check noy tobacco nse s@ms
wn
.'E Who uses tobacco: O Policyhalder O Dependent (spouse and'or children)
; O Mo Tobacco Users within the last six (§) months
j_ Living Will Affidavit: PFEIA offers a premiom discount to heakth policyholders who have executed a Living Will' Advance Directive.
= || Eyouhave a valid Gving will. pleass check the box beside the statement below and sign the form.
O By checking this box, I acknowledge that I have executed a valid Living Will or advance directive, and that I have discussed its
contents with the appropriate parties, mchuding noy family and noy health care provider
& || Ibereby accept the group coverage [ bave indicated above. I understand that the FETA may change the types or levels of benefits ar
'i' the amwount of contrigion. I certify that the above miormaton is moe and comect and understand that providing false information on
= || this form is illapal and that those who provide false information may be prosecuted. [ hersby consent, for moyself and my coversd
= || dependents. to the release to PELA and to the plan T hawe selected, of all medical and prescription drug information nesded to process
& claims, determine coverage, review ufilization, investigate complaints, assess quality of care, evaluate plan performance or any other
W || process imvolved m my freamment, pavment of claims or health cars operations
=
| Empliovee's Sginslure Dl
T Be Campbeted By The Emplayer:
gy e T sezonmmi temee Dmiz of Freployment
-
:_; Hraers Worked ‘%ot by Fifozeve Dair of Coverre nie Coede Coveruge Crade
=
ﬂ herchry coriefy thad, i i b off ey krereiod e, the idorrshie arcbanad horen esaorsic | lurber corbify e b ereployee o a pormrese (ol bimme snrployee of e sgorey wic macia
E {he ey um ckgphadity reqEremen: for the Fobhic Freplovos Inersnos Fan
Aabarioad figrama D
Pleasa sand the original te PEIA Rsiand Apel 3013
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Health Benefits Enrollment Form

Agency Name: Your agency name as it appears on your PEIA monthly billing.

Account Number: Your 9-digit number found on the monthly billing invoice.

Date of Employment: Date Employee was hired or the date he or she became benefit-eligible.

Hours Worked Weekly: Number of hours the employee works each week.

Effective date of Coverage: When completing the form, enter the first day of the month following date of
enrollment (the date the employee signs the forms to elect the coverage). Remember that the employee must be
actively at work for coverage to begin. If the employee is not actively at work on the day coverage would have

begun, then the effective date of coverage is delayed until the employee is actively at work.

Index Code: Choose the code from the appropriate chart below to reflects the employee’s annual salary. Non-
State Agencies should mark “No IDX Needed” in this section.

For State Agencies, Colleges, Universities and County Boards of Education
For the PEIA PPB Plans and ALL Managed Care coverages

Salary
Index Code From To
01 $ 0 $ 20,000
02 $ 20,001 $ 30,000
03 $ 30,001 $ 36,000
04 $ 36,001 $ 42,000
05 $ 42,001 $ 50,000
06 $ 50,001 $ 62,500
07 $ 62,501 $ 75,000
08 $ 75,001 $100,000
09 $100,001 $125,000
10 $125,001 and over

04 Legislature

Coverage Code: Please use one of the codes below to indicate which plan the policyholder chose:

HI01 PEIA PPB Plan A
H102 PEIA PPB Plan B
HI03 PEIA PPB Plan C
H104 PEIA PPB Plan D
HMHP - A Health Plan HMO Plan A
HMHP - B Health Plan HMO Plan B
HMHP-C Health Plan HMO Plan C

Enter one of the following letters beside the Coverage Code to show the tier of coverage the employee
hasselected:
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P = Policyholder Only

F = Policyholder, Spouse and Children

C = Policyholder and Children Only

S = Policyholder and Spouse Only (generates same premium as F)

Please note: There is no coverage code for Family with Employee Spouse (ESPS). It is coded as F or
S, and the eligibility system assigns the ESPS premium. If the addition of health coverage creates as
ESPS situation, PEIA needs to be aware of the IDX change if applicable so that it may be made at time
of entry into the PEIA system. PEIA does not have access to salaries.

A completed Coverage code could look like this: HIO1 — P, or like this: HMHP-B-F.

Please note that if documentation is required for a dependent and cannot be submitted with the enrollment
application, the form on page 10 should accompany submission of the documentation to PEIA.

Authorized Signature: Your signature as the Benefit Coordinator.

Date: The date you sign the form. Forms should be signed immediately upon receipt from the policyholder.
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State of West Virginia 4 Public Emplovees Insurance Agency BASIC

Basic Life Insurance Enrollment Form

Complens this form to samell for PELA basic life insurancs coverage. Complets all sectoms of the foom eocept the last section, "AGEMNCY™, and return it to your beneft coordinator.

Name (Las1) (First) (BT} (Generation: Jr., Sr., eic.)| Sodal Securiny Nember

Soeet Address County of Rasddencs Fome Phone
[ I

City Sam Zp Job Titds Wk Phone
1

Se (Cimcle Ome) Diate of Birth {pens'ddryyy) If you do not wish to participate in FELA coverage, please sign this box and return
this form to your benefit coordinator. I decline to participate in any PELA coverage

EMPLOYEE

M F

Sigmatare: Diate:

Are yvou cwrrently insured with FETA health insurance benefits through vour spouse™ ] Yes [ No
If yes, provide spouse’s Social Secunty Number (SSH):

Please designate the beneficiary(les) of this basic term hfe insurance policy m the space provided below. The Iife insurance amount
will be distnibuted equally among all desiznated beneficianes unless otherwize indicated. If unequal percentages are assigned fo the
beneficianes, the share of anv beneficiary who predeceaszes the emploves will be distmbuted equally ameong all surviving named
beneficianies. If no beneficiary survives the emploves, payvment will be made in accordance with the terms of the pohey. The name of
the beneficiary should be fully spelled out, and wmitten "Jane B. Doe,” not "Mrs. John Doe™ or "Mrs. J. A Dee".

LEIENTE T CAsmbuGog 7o
Bepeficiary Name (Last, First, MI, Generation) Beneficiary Address (Street, Ciiy, State, Zip) Soecial Security # To Insumip Tostal mueet equal [00%

BENEFICIARY

Decreasing Term Benefit For Active Emplovees

The Basic Life Insurance offered by FELA 15 decreasmg term coverage, which means that the amount of life insurance decreases as vou
age. Here are the policy values for Achve emplovess:

Emploves under age 65 $10,000

Employee Age 65 but under 70 56,500

Emplovee Aze 70 and over 35,000

COVERAGE

Tobacco Affidavit

Please mark which members of the family use tobacco and sign the acceptance box below. If none of the people enrolled on vour
PEIA coverage nuses tobacco, vou will recerve the discount on your PEIA PPE Plan health coveraze (if anv) and ophional life msurance
preminms. | acknowledge by sipmang the Acceptance box below that WWVPELA or its agents have access to my medical records to
check my tobacco use status.

AFFIDAVIT

Who uses tobacco: ] Policyholder ] Dlependent (spouse and'or chuldren) [] Mo Tobaceo Users within the last six (6) months

I hereby accept the basic life msurance. ] understand that the PELA may change the types or levels of benefits or the amount of
contribution. I certify that the above mformation 15 true and comrect and understand that providmg false information on this form 15

illegal and that those who provide false information may be prosecuted.

ACCEFTANCE

Employee Signature: Drate:

To Be Completed By The Employer:

Agancy MNams Accoent Nembar Date of Employment

Hours Worked Weakhy Effactive Date of Coverage Index Cods Coverags Code

AGENCY

T heroltvy cartify that this. information is troe and this apphicant mest: the minizmem eligihility reqeiement: for the Poblic Exployses [zsaramce Plan
Anthorzed 5ignamms: Diata:

July 2003

Forms 4 August 2013




Basic Life Insurance Enrollment Form

Agency Name: Your agency name as it appears on your PEIA monthly billing.

Date of Employment: Date Employee was hired or the date he or she became benefit-eligible.
Hours Worked Weekly: Number of hours the employee works each week.

Effective date of Coverage: When completing the form, enter the first day of the month following date of
enrollment (the date the employee signs the forms and returns it to you to elect the coverage), if it is within the
month of hire and the two following calendar months. If an employee elects coverage outside this period, the
employee must complete an evidence of insurability application which will be sent to the policyholder by the
life insurance carrier; PEIA and Minnesota Life, the life insurance carrier, will determine the effective date of
coverage. We will contact you when the medical underwriting decision has been made. Remember that the
employee must be actively at work for coverage to begin. If the employee is not actively at work due to illness
or injury on the day coverage would have begun, then the effective date of coverage is delayed until the
employee is actively at work.

Index Code: Choose the code from the appropriate chart on Page 2 that reflects the employee’s annual salary.
Non-state agencies may leave this box blank or mark “No IDX Needed.”

Coverage Code: Mark with code LBO1 for basic life.
Authorized Signature: Your signature as the Benefit Coordinator.

Date: The date you sign the form. Forms should be signed immediately upon receipt from the policyholder.
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State of West Virginia « Public Employees Insurance Agency Change in

Change-In-Status Form Status

Complete thiz form to change the status of your coverage. Complete zll sections as appropriate except the Employer Information on page 2 and return
the form to your benefit coordinator
Name (La=) (Firef]) [Mn (Ganembor: Je Sr o) Zocial Securty Mumber
Sheel Address  Chech i New Addme: County of Residence Home Phone

{ ]
Ciy Siate p Jdob Tite Vizrk Peane

{ I
Do you participate in the IRS Section 125 Premium Conversion Flan sponzored by PELA, if availablz? | YES | | [ nz | |

CHANGE TYPE Pleasz indicate the status changs you are making:

[T IMame Chamgs: Policyholder ] Dependent ] ([Last] {First] (M}
T'ar*.-fe- employee's premium killing from employer account £ o acoount # withim the same agency

ependents to: (Mark your choice) [ Health [ | Dependent Optional Life Imswrance (checkome) [ Plan1 [JPlan2 [ Plan3 [ Pand _|Plans

(005 ] | Add Depend (Mark your chaice) [ Health dent Optional Life | [check Plan1 [JPlan2 [] Plan 3 [JPlan4 JPlan5
[Complete dependent information below. If not in the iniial ensoliment penod, Evidence of Insurabiity is required for [fe insurance.)

Remove Dependents from: (Mark yowr choice and complete deperdent information below] | Health  [] Dependent Optional Life Insurance

Change in health coverage: From: (Plan Name] Ta: [Flan Name)
Add Health Coverage: [ PEIAFPE FlanA [JFEIAFFEFlanE JPEIAFPEFanC [JPEIAFFEFlanD
|H=alth Flan HMO Plan & [ Health Plan HMO Plan B ] Health Plan HMO Flan C

Dirop Health Coverage. Keep life insurance OMLY. This terminates health coverage for policyholder and all dependents.
Tokacco Status Change.

[ooa [ | Advance Disective/Living Will Affidavit Changs.

[oos] 1| ra 3

Address Rielationship Sax Birth Date: Sogial Security Mumes

Dependent Name (Last, First, M1, Generation) (i dilierent from above) iCircle One) (Circle Onel [remidipyyy)

&P CH M F

&P CH M F

&P CH M F

SP CH M F

Status Change Reason. Policyholder muet provide documentation for every type of siatus change. See attached memo for defails.

Change from full-time to pari-time

Marriage 2 Death of spouse or dependent 9 employment or vice versa for
employes, spouse, or dependent

Beginning or end of spouss's or

2 Divorce 6 dependent's employment 10 Open Enroliment
Significant change in health coverage Other (please specify):

3 Birth of Child 7 due to spouse's or dependent's 1
employment

) Unpaid leave of absence by
4 Adoption g employee, spouse, or dependent
cerfify that on / [ (date of event) | incurred the status change marked above, and |, therefore, wish to change my plan benefitz as

indicated. | understand that the change requested must be consistent with the event. | further understand that | am required to provide documentation of this
gwvent to the WV Public Employees Insurance Agency.

This form is continued on page 2. You must complete and return both pages of the form for it to be valid. Please continue.
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Change in Status Form
Page 2

Policyholder's Last Mame: Last four digits of SSN:

COBRA

Under Federal COBRA law, PEIA must ofier continusd coverage to qualifisd policyholders or dependents under cartain circumstances. If you qualify, you
will be sent notification with the necessary applications by HealthSmiart Benefit Solutions, who admimisters COBRA for the PEIA. You will have a limited
amount of fime to elect continuation of coverage. If dependent's address is different than the policyholder's address, please provide the dependent's address
here:

Dependent Mame:

Sireet Address:

City, State, Zip

Premium Discount Affidavits

Tobacco Affidavit; Mark which members of the family (if any) use tobacco and sign the acceptance box below. Ifno one enrolled on your coverage
uzes tobaco, you will receive @ premium discount on your health coverage andior optional life msurance. | acknowledge by signing the Acceplance box
below that WWVPEIA or its agents have access to my medical records o check my tobacco use sfatus.

Who uses fobacco. [ Policyholder ] Dependent {spouse andior children) [ Mo Tobaceo Users within the kzst six (8) months

Living Will Affidavit: PEIA offers a preméum discount to health policyholders who have executed a Living WilliAdvance Dmective. I you have a valid
Iiving will, pleaze check the box beside the statement below and sign the form in the Acceptance box below.

] By checking this box, | acknowledgs that | have executed a valid Living Will or advancs directive, and that | have discusesd ite contents with the
appropriate partes, mcheding my family and my heslth care provider.

Acceptance

| hereby accept the changes to my group coverage | have indicated above. | understand that the PELA may change the types or levels of bensfits or the
amount of contribution, and that the changes | have made may affect my contributong. | certify that the above information is true and correct and
understand that providing false information on this form is illegal and that those who prowvide false mformation may be prosecuted. | hereby congent, for
mys=if and my coversd dependents, to the release o PELA and to the plan | have selected, of all medical and prescription drug information nesded to
process claims, determing coverage, review utilization, investigate complaints, ass=ss quality of care, evaluate plan performance or any other process
involved in my treatment, payment of claims or health care operabions.

Employes's Signature: Date:

Employer Information -- TO BE COMPLETED BY AGENCY BENEFIT COORDINATOR

Account Murmber

Agency Mame (optional):

Effective Date of Status Change Index Code

HENE NN EE

| hereby certify that, to the best of my knowledge, the mformation contained herein is accurate. | further cerdify that the applicant mests the minimum
eligibility regquirements for the Public Employess Insurancs Plan.

Authorized Signature: Date:

Please submit only the original to PEIA Raviaad Aoel 18, 2013
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Change - In - Status Form

Agency Name: Your agency name as it appears on your PEIA monthly billing.

Account Number: Your 9-digit number found on the monthly billing invoice.

Index Code: Choose the code from the appropriate chart below to reflects the employee’s annual salary.

For State Agencies, Colleges, Universities and County Boards of Education
For the PEIA PPB Plans A, B, and D and ALL Managed Care coverages

Salary
Index Code From To
01 $ 0 $ 20,000
02 $ 20,001 $ 30,000
03 $ 30,001 $ 36,000
04 $ 36,001 $ 42,000
05 $ 42,001 $ 50,000
06 $ 50,001 $ 62,500
07 $ 62,501 $ 75,000
08 $ 75,001 $100,000
09 $100,001 $125,000
10 $125,001 and over

04 Legislature

Coverage Code (old and new): Please use one of the codes below to indicate which plan the policyholder is
moving from and which plan the policyholder is moving to:

HI01 PEIA PPB Plan A
H102 PEIA PPB Plan B
HI103 PEIA PPB Plan C
H104 PEIA PPB Plan D
HMHP - A Health Plan HMO Plan A
HMHP - B Health Plan HMO Plan B
HMHP-C Health Plan HMO Plan C

Enter one of the following letters beside the Coverage Code to show the tier of coverage the employee has
selected:

P = Policyholder Only

F = Policyholder, Spouse and Children

C = Policyholder and Children Only

S = Policyholder and Spouse Only (generates same premium as F)

Please note: There is no coverage code for Family with Employee Spouse (ESPS). It is coded as F or
S, and the eligibility system assigns the ESPS premium. If the addition of health coverage creates as
ESPS situation, PEIA needs to be aware of the IDX change if applicable so that it may be made at time
of entry into the PEIA system. PEIA does not have access to salaries.
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A completed Coverage code could look like this: HIO1 — P, or like this: HMHP-B-F.

Effective Date of This Status Change: Typically this date is the 1* day of the following month the employee
has signed to elect the change. For example, if the Change in Status is dated Jan 28, 2013, by the employee, the
effective date would be 2-1-2013.

In the case of a newborn or adopted child, the effective date may be retroactive. For newborns added within
the month of birth and the two following calendar months effective date of coverage is the date of the child’s
birth. For adopted children if added within the month of adoption or the following two calendar months, the
effective date of coverage is retroactive to the date the child was placed in the home or the date the policyholder
became financially responsible for the adopted child.

Authorized Signature: Your signature as the Benefit Coordinator.
Date: The date you signed the form. Forms should be signed immediately upon receipt from the policyholder.
Remember that all changes require documentation, and no changes can be made outside Open Enrollment

without a qualifying event. If you cannot submit the documentation with the Change in Status form, the
form on the following page should accompany submission of documentation to PEIA.
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MEMO

To: PEIA Eligibility Document Unit

From:

Date:

(policyholder’s name)

RE: Unique ID Number

OR

Last four digits of SSN -:- _

Please mark in the left column the type of transaction you are documenting and the documentation attached.

Status Change Event Documentation Required

Divorce Provide a copy of the divorce decree showing that the divorce is final.
Marriage Copy of valid marriage license or certificate.

Birth of Child Copy of child’s birth certificate.

Adoption Copy of adoption papers.

Adding coverage for a dependent

Copy of child’s birth certificate.

Adding coverage for any other child who resides
with the policyholder

Copy of court-ordered guardianship papers

Open Enrollment under spouse’s or
dependent’'s employer’'s benefit plan

A copy of printed material showing open enrollment dates and the
employer's name.

Death of spouse or dependent

A copy of the death certificate.

Beginning of spouse’s or dependent’s
employment

A letter from the spouse’s employer stating the hire date, effective date
of insurance, what coverage was added, and what dependents are
covered.

End of spouse’s or dependent’s employment

A letter from the employer stating the termination or retirement
date, what coverage was lost, and dependents that were covered.

Significant change in health coverage due to
spouse’s or dependent’s employment

A letter from the insurance carrier indicating the change in
insurance coverage, the effective date of that change, and
dependents covered.

Unpaid leave of absence by employee,
spouse, or dependent

A letter from your, your spouse’s, or your dependent’'s personnel
office stating the date the covered person went on unpaid leave or
returned from unpaid leave.

Change from full-time to part-time
employment of vice versa for employee,
spouse, or dependent

A letter from the employer stating the previous hours worked, the
new hour worked, and the effective date of the change.

| understand that PEIA cannot process my enroliment or change in enrollment for me and my dependents until these
documents have been received.

Please send this documentation checklist cover sheet with your documents to the address below.

601 57" St., SE — Suite 2 — Charleston, WV 25304-2345

10

An equal opportunity empiloyer.
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State of West Virginia
Fublic Employees Insnrance Agency TERM

Policvholder Termination Of Coverage Form

Complsts this form to terminate yoer health and'or optional life mmmnce coverxgs. Flsass complets 21l sectioms xs approprizee except the last secton AGENCY ™) and remm to your beosdt

coordinator
[ [FameTast) ) I (Genanation: Jr_ 5r., sar.) | Socill Security Hunhar
- Smeat Address County of Residence Eoms Phons
g !
£ | | ciy State Tip Tob Title Wesk Phooe
: C
Is spouse currenthy inmured by FELA as a policyboldar? | ] Yes | |Ho HEYES, provide spouse’s Social Securiny Mumbar (5527
Check Approprists Box:
Resignation (If transfeming to another PELA-insured agency, please use the online transfer fimction in Manage My Benefits)
[003] | Terminared for Misconduce (If an Adminiserative Appeal is being instinated, please complate the "ADMINISTRATIVE APDEAL" section of thiz form).
[#03] | Terminated inveluntarily or by reduction inwork force [ IDO [ IDOKWOT  accept the three {3) additional months of extended bensfits
Vohintarily cancel all coverage. Fe-enrollment restnictions may apply.***  (To cancel health insmrance ealy, use a change-in-sfams form )
P Retirement
=
E Cangellation of Employee Optional Life Insurance ***
= Cancellation of Dependent Orptional Lifs Insurance
z Deceasad (Dlsase enter date of death)
=4
E Surviving dependent remarriage (Please enter date of marriage)
£ (BT ]  Terminaden-- Palicyhalder unavailable for sipnatore (for use by agency benefit coordinator only)
E I I (Please explam)
=
#&* According to IFLS regulations, IRS Section 125 Premmum Conversion Plan participants cannot voluntanly terminate a benefit without a
qualifying event. If you are a Section 125 participant and this action is being requested outside of the Section 125 open enrollment period,
please state the qualifying event and attach docomentation to support the event. Please refer to your Summary Flan Description for further
details and a list of qualifying events.
Policyholder Signature: Diata:
In the case of a termination for misconduct, you may have the right to an administrative appeal. If an administrative appeal is o be msamted,
. with your employer's approval, you may continue your coverage for 3 MONTHS after the end of the month in which you are removed from the
w | | payToll, as long as you continne to pay your "employes's share® of the monthly premiuwm. If you lose the appeal, and have elected to continue
; your coverage for these additions]l months, you will be required to reimburse the total premiom for the months during which youn have continued
w | | your coverage. Please mark vour choice:
E 1 Ialect to comtime coverage durng the administrative appeal realizing fully that if my appeal is lost, I am responsible for reimbursing the
= entire premium te the agency of to the State of West Virginia.
&
g [1 Idecline to continne coverage during the sdminisoative appeal.
L Policyholder Siznamre: Diate:
Under Federal COBFRA law, PEIA and the manapged care plans must offer continned coverage to qualified policyholders or dependents under certain
circumstances. You will be sent a notification with the necessary applications by HealthSmart, the company which sdministars COBFRA for PELA.
= | | ¥ou will have a limited amount of time to elect continuation of coverage.
m
=
= || COBRA preminms include both the emplover and employee share of the premium, as well as an administrative fee, so they are higher than premiums
paid by active employees. The preminms are printed in the Shopper's Guide each year. For further information, you may contact Acordia National at
||| 1-BEE440-7342
To Be Completed By The Employer:
] [Accomm Nams Effectie Date of Tamimation | Account Nunsbar Drate CHf Pryroll Comrant Coverage Cods
£
5 1 harsbry cartify that, to the best of moy knowledzs, the mftrmation contained hamin iz accuras.
Anthorived 5 ignaiure Darta:

Bevised July 2015
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Policyholder Termination of Coverage Form

Agency Name: Your agency name as it appears on your PEIA monthly billing.

Account Number: Your 9-digit number found on the monthly billing invoice.

Effective Date of Termination: This date should be the last day of the calendar month in which the
employee’s coverage ends. If an employee went off payroll January 1%, the effective date of termination would
be January 31%. In the event an employee’s last paycheck would not cover the PEIA health premium, and the
employee chooses not to pay the premium, please indicate the last month for which the employee paid
premiums. In the case where the dates are not within the same month, please provide details in the “other please
explain” section.

Date Off Payroll: The last day the employee is on payroll.

Current Coverage Code: Indicate the Code of Coverage under which the employee was last covered.

HI01 PEIA PPB Plan A

HI102 PEIA PPB Plan B

HI103 PEIA PPB Plan C

H104 PEIA PPB Plan D
HMHP - A Health Plan HMO Plan A
HMHP - B Health Plan HMO Plan B
LBO1 Life Insurance Only

Authorized Signature: Your signature as the Benefit Coordinator.

Date: The date you signed the form. Forms should be signed immediately upon receipt from the policyholder.
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State of West Virginia
Public Employees Insurance Agency

Health Benefits and Life Insurance Change-In-Address Form

Complete this form to advise PEIA of a change in address. Please complete all sections as
appropriate except the last section, "AGENCY", and return to your payroll coordinator.

Name (Last) (First) (MI) (Generation) Social Security Number
E |
M OLD ADDRESS Street County of Residence Home Phone
E ( )
0 City State Zip ‘Work Phone
v { )
E Indicate Coverages That Are Currently Active
E [ Health [ Optional Life
[ Basic Life O Optional Dependent Life
C NEW ADDRESS OF POLICYHOLDER Street County of Residence Home Phone
HT { )
AY]| | City State Zip ‘Work Phone
NP { )
(G F| | Effective Date of New Address Employee's Signature
E
Name Address Relationship | Sex/Category | Birth Date Effective Date
(Last, First, MI, Generation) (If different from above) | (Circle One) M/F (mm/dd/yy) Social Security # of New Address
SP | CH
D
E sp | cH
|
E SP | CH
N
D sp | cH
E
N CATEGORY for Dependent Childi{ren):
T 1. Child (biological or adopted) 3. Grandchild 5. Student (age 19-25)
2. Step-child 4. Court-Ordered Dependent Child 6. Other
In dependent column titled "Sex/Category", please write (e.g., M1 for Male Child; F3 for Female Grandchild; F25 for Female Step-child/Student, etc.).
To Be Completed By The Employer:
A Agency Natne Agency Address (Include City, Btate and Zip Code) Regicn
G
E
N Account Mumber Authorized Bignature: Date:
C
Y
WHITE - PETA YELLOW - Managed Care Plan FINK - Payroll Location GOLDENRCOD - Employee PEIA - 4005
Revised January 2004
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Health Benefits and Life Insurance
Change - In - Address Form

Agency Name: Your agency name as it appears on your PEIA monthly billing.
Agency Address: Your agency address.

Region: No longer required on the Change in Address form.

Account Number: Your 9-digit agency account number as it appears on your billing.
Authorized Signature: Your signature as the Benefit Coordinator

Date: The date you signed the form. Forms should be signed immediately upon receipt from the policyholder.
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State of West Virginia
Public Employees Insurance Agency
Basic and/or Optional Life Insurance Change of Beneficiary Form

Complete this form to update or change the distribution of your life insurance benefits. CB
Complete the Policyholder section of the form and retum the completed form to PEIA.

-

T m o r 0z £ 0

W [Lact) Fired] L] iGaneration Jr Sr., sbo) Soolal 3scurty Number
Ep [Cheok Onel Dats of Birth (menisdiyyyy) Work Fhone
I:l Mals D Famaie L '
stread Addrect City Shats 2 Home Fhone
I i 1

Plaass chooss ona of the following
|:| Please change the beneficiary(s) of my Basic Life Insurance. Complete Section A below.
|:| Please change the beneficiary{s) of my Optional Life Insurance. Complete Section B below.
|:| Please change the beneficiary(s) of both my Basic and Optional Life Insurance. Complete Section A and Section B below.

If more than ane beneficlary & named, you may divide the death benefit by noting what perceniage (s to be pald bo each beneficlary In the “Distribution %™ Do, ¥ no
percantage |s noted the death benefit will be pald In equal shares to the named beneficiaries who sundve the employee. If unequal perceniages are asesigned to the
beneficiaries, the share of any beneficlary who predeceases the employee will be distibuted egually among all surviving named beneficlaries. If no such beneficlary
sunvlves, payment will be made In accordance with the terms of the palicy.

SECTIONM A — BASIC LIFE INSURANCE CHAMGE OF BENEFICIARY

Please designate the beneficlary(s) of your basic life Insurance coverage below. The name of the Densficlary should be fully spelled out, and wriiten “Jane B. Doe,” not
Mrs. John Doe” or "Ms. J. A, Doe”.

Talsphons & RelaHonchip
Banefolary Name [Lact, First, MI, Gensration) Banefolary Addracs (Stresd, City, 34abe, Zip) to the Ingured | Distrbution %

SECTION B - OPTIOMNAL LIFE INSURAMCE CHAMGE OF BENEFICIARY

Please designate the beneficiany(s) of your optional Iife Insurance coverage below. The name of the beneficlany should b= fuly spelled owt, and written “Jane B. Doe,”
not Mre. John Dos™ or “Mrs. J. A Doa”

Telsphaons 2 Fslatlonchip
Banefolary Hame [Lact, Firct, M1, Genesraticn) Banaficlary Addrece | 3trest, Ciy, Stabts, Zip) o the Incursd

Dictribarticn %

| wizh to make tha changes marked above. | undaratand that | may, at a future date, chooss fo changs the above bansficlary(s) In accordance with
policy provisions.

Fodcytolders Sgnatumn Doarte:

Wnems Sigr Dravbe:

(Must be a person other than a beneficiary.)

Forms

Mail original to:

PEIA

601 57th Street, SE, Suite 2
Charleston, Wy 25304-2345

Please keep a copy for your records. Fevises December 2910
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Basic and/or Optional Life Insurance

Change of Beneficiary Form

You do not need to complete the Agency section of this form. All of the Employee information is required, but
we no longer require the Benefit Coordinator to complete or sign this form.
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State of West Virginia
Public Employees Insurance Agency OFT
Optional Life Insurance and Dependent Life Insurance Enrollment Form

G 'Ensicnnn:m]]iu’c:mm andior dependent B memmamcs covarags. i all sectioes of S form except the one tied "ACFNCY,”
wchich nmst b complsted by S bamafit at vour place of employvment Retem the o i e i your bemefit coordoin . Dio not ool 1t b PELL
THams (Tazg) (Fimg) MI}  (Gunoration] Social Security Mumbar
Gandar (check o) O M O = Dae of Birth {mm/ddvyyy) 'E.'od:_]!nm
Street Addmns City =T Zip Coda FHeme Phens
Optisnal Life Inmreace I you berez el led iz taee 1z aourmnee, yoo may chose 1o

el for pptoral L e socidenial doik and Srmemhermen! imwnes S ol
covemge o baaed on pos acloct T

aze] yorer age on e s

be drbryed une ol Trmerssisty Form emd e sppesved by the B meerance
To el for covernge check &
Taaphsyias A O reaw O rea O snvn O meswm O mea
Under age 62 o w o o ey P s o
g &5 e &0 T R Y o -l S
g T sk 00 I A S 4 EuL
Frigdas s g D-u:.nl D-u:x Dnum Dru.un O s v
Unsdir ags &5 A LEd L 0 ) A0 [ BAE aOE
A i o L i S i 20 50 00 ik B il B
A THanad abave o o L 138 0 AT Al 1m0 EL odae

Plaas Saigras tha b afloeny o) of par gricesl By rarews cvang Sdow. The nars of 84 baraficary should b S0k apalid o, e wemes "lasd N Tos” ret i bobe T or "W 14 Do
Veou oy change: your beneficiary @ any tioma by Mling & Thange-of- Thnadclany Sorm wid FRIA

M Mclary N (180, Firm, Sleddls Tninal Skl Senarky Sansbis Fala crormisiy b the [raresd Adldirem | Sown Addres, Oy Sum, TR

T morn thom ons baneficiary is namgd, v ron divide the death bamcfit by niotme what parcantag i o be paid to sach bamaficiary, afber hivhar moms
shaows. lfu.cpm:ma:l.:mdﬂndmﬂ:me will b paid in squal sharss in the mamed benshioame: who wene the seyployes. [ imeqel parcantxges
ma.-mnd.mﬂm'hmums.:nmnxmmeumthoFmdnmm:nun;ﬂmwn_'ﬂbnd:.rbuhdnan\mmﬂl SreTring mamned
beneficirios. 1 nn sech benaficiary mrvies, peyvmeed will be made mn accordmes wath e terms of g policy:

mﬂm:mr]:mn' Yion mery chisons %o el fior depandare life and arcidans ] death and di smansharment insmncs ﬁ::\tmrﬂ.ﬂ
dren Tha banaficizry of the dependant lis inserance policy is the amployes. To axrnll fior depandors bifa feurance. ok the plan .hmmmi
nfrerearticer

EMPLOYEE

complets the Solloming
® O Fla=1i- 158,000 ey oo spevesne wrd [ Pl [V - 5 30,00 for voer r and
O HAanl- 500000 fior yeourr wpuans ard 3 4000 for oach chuld 5 10,000 for each
s (800 for mmch child O PlaeDI- $ 15,000 for yoer s ad [ Plaz ¥ - 840,000 for yorr s md
% 7,500 for enchclild § 15,000 for cach child
D | Nmma [iaix of Eirth [ —. [hix Elgblc”
{las, Firsd, Wbddic: Ireti]} Gy Moo imm di ey o gy
Wik Huzhurad
Db S
Dughicr farr
Crmughnter B
Thasshics fae
Chther spocify bakw

* D o Maiags or Adopton, i spplicabia. T sdd & depardant i yoer bl covarsgs, T mast corphiss & Chinge-In-Sasms form
== o b aligibbs daparcant sccording 10 PRLA rebia. e yoar PRTA Sursary Plan Discriptaon Sor dasls. Spctfy ralarionabiy

Solectian, Acoryp and Fayreil Dud Amibearkty - | am enrsiling for (Mark ol that apply 2
] Crpticrad Lift Teasmnce [ Dependers Life e {spows sndior <kl
Vou must mark O5E of the felowing ol omsmis:

O Thae bemesfits have bee explsinad. o me, md | decline i pricsic

[ The tamafits bave hoen eapehensd to me s [ berety s the fores of greus oovemge incicaied above, e athor
wr evig ol ol b 1 i, dermiiel e fm PHLA oy g g e
cmiritasion

dediwtion of my premivm conirbetion
r e wroer of

Emplovor's Soprmiee [her

E Tobacco Affidavit
":. Pleass mok wiich memibers of the fansiy nss tohacco and sign the acceptmes box below. T fhe policyboldar is tobacco-fres, you will recaive a disoomt o
= the optional Bf mammcs pramitm . T acknmaredas by g the acceptance box el that Tl PELA ar its agents heos acoes to ery medical records o
-y chack nmy tobacos 1we sibs.
= Who usss tobaceo: [ | Policyelder [ Dependant (rpomss andior childmn [] Mo Tobacco Users within the It xix (8) months
B T harstry acoapt the tasic b insumancs. I ondantnd ot the PELA ooy changs the types or levels of baneSits or the amowns of contribution. T cartify that the
; above infiumertion is tros 2nd coorect and undervtmd ot pronviding Silse ndomation on this oom is illagal and et thoss who provide Bl infomation oy be
-
= Enployes Simatms: Diatg:

To Be Completed B The Employer:

Agemry Mame Accoend Husher
:; OFT Plan [ Plaz Dtz off Ernploymment Fifizctres Duiz of Covrage
-] 1 hizreby certify nt e rformution wheve s true o the best of oy knowlalge, snd duat the erployes i deghke for covenge wnder FELA

Anibewired Sigrmiue Chir

Bovisad il 213

Forms 17 August 2013



Optional and Dependent Life Insurance
Enrollment Form (OPT)

Agency Name: Your agency name as it appears on your PEIA monthly billing.
Account Number: Your 9-digit agency account number as it appears on your billing.

OPT Plan: Use the option code below based on the plan chosen by the employee.

Active Employee Plan Number Option Code
Plan | 100
Plan 11 200
Plan 111 300
Plan IV 400
Plan V 500
Plan VI 600
Plan VII 650
Plan VIII 700
Plan IX 750
Plan X 800
Plan XI 900
Plan XII 950
Plan XI11 951
Plan XIV 952
Plan XV 953
Plan XVI 954
Plan XVII 955
Plan XVI11 956

If an employee chooses more than $100,000 of coverage, he or she will be required to provide Evidence of
Insurability .

Dep. Plan: Use the option code below based on the plan chosen by the employee.

Dependent Plan Number Option Code
1 100
2 200
3 300
4 400
5 500
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Please note that if documentation is required for a dependent and cannot be submitted with the Optional and
Dependent Life Insurance Enrollment form, the form on page 10 should accompany submission of the
documentation to PEIA.

Date of Employment: Date of full-time employment for the employee with your agency.

Effective Date of Coverage: When completing the form, enter the first day of the month following date of
enrollment (the date the employee signs the form and returns it to you to elect the coverage),as long as it is
within the month of hire and the two following calendar months. If an employee elects coverage outside
this period, the employee must complete an evidence of insurability application provided by the life
insurance carrier; PEIA and Minnesota Life, the life insurance carrier, will determine the effective date of
coverage. We will contact you when the medical underwriting decision has been made. Remember that the
employee must be actively at work for coverage (or an increase in the amount of coverage) to begin. If the
employee is not actively at work on the day coverage would have begun, then the effective date of coverage
is delayed until the employee is actively at work.

Authorized Signature: Your signature as the Benefit Coordinator.

Date: The date you signed the form. Forms should be signed immediately upon receipt from the policyholder.
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Notice of Death

Minnesota Life Insurance Company - A Securian Company * Refer completed Claims to: ESOT!
Public Employee Insurance Agency * Capital Complex ¢ Building 5, 10th floor » Charleston, WV 25305-0710 MINN A lIFE
Toll free 1-888-680-7342
TYPE OF CLAIM: [ Active Employee [ Retiree [ Dependent
Attach a certified copy of the official death certificate.
1. Employee name (last, first, middle initial) 2. Employee Social Security number
3. Employee address (street, city, state, zip) 4. Employee telephone number

( )
5. Employee date of hire (mo/day/yr) 6. Effective date of employee’s insurance (mo/day/yr) 7. Employee actively at work on

effective date? D v D
PART 2 - DECEASED INFORMATION (to be completed by the employer)
1. Name of deceased 2. Deceased'’s Social Security number |{3. Relationship to employee 4. Gender

O male [ Female
5. If dependent, effective (mo/day/, 3 f bi 2 . i
giatepof degendem‘s ( y/yr) | 6. Date of birth (mo/day/yr) 7. Date of death (mo/day/yr) 8. Was death due to an accident?
insurance? Cves [ No

1. Name of employer, association or fund 2. Telephone number

{ )
3. Address of employer, association or fund (street, city, state, zip) 4. Account number
Signature of authorized representative Date signed Title
X

PART 4 - BENEFICIARY STATEMENT (You must sign both signature lines below.) (WITHOUT A COMPLETED IRS FORM W-9 BY THE

1. Print name of beneficiary (last, first, middle initial) idher names by which the deceased has been known, if any

3. Relationship to deceased 4. Beneficiary’s Social Security number | 5. Beneficiary’s date of birth 6. Beneficiary’s telephone number
( )

7. Beneficiary's address (street, city, state, zip)

Beneficiary's signature Date

X

CERTIFICATION INSTRUCTIONS: You must cross out item (2) below it you have been notified by the IRS that you are subject to

backup withholding because of underreporting interest or dividends on your tax return.

CERTIFICATION — Under penalties of perjury, | certify that:

(1) The number shown on this form is my correct Social Security number or Taxpayer Identification number, and

(2) 1am not subject to backup withholding either because | have not been notified by the internal Revenue Service (1RS) that | am
subject to backup withholding as a result of a failure to report all interest or dividends, or the IRS has notified me that | am no longer
subject to backup withholding, and

(3) lama U.S. person (including a U. S. resident alien).

Certification Notice: THE IRS REQUIRES US TO OBTAIN CERTIFICATION OF YOUR SOCIAL SECURITY NUMBER OR

TAXPAYER IDENTIFICATION NUMBER. WITHOUT THIS INFORMATION, YOU MAY BE SUBJECT TO GOVERNMENT IMPOSED

BACKUP WITHHOLDING FOR ANY INTEREST PAID ON THE DEATH BENEFIT.

Beneficiary’s signature
PART 5 - PEIA CERTIFICATION | certify that on the dz

Date

e T

information provided above is true and correct to the best of my knowledge and belief. (Attach a copy of enroliment form.).

1. Erﬁployerlﬁicyhol;;lnemr“name.' _ 2. Gové'rag'e code 3. Plari.'ﬁbiicy number l4. Date to which premiums were paid for deceased
PEIA 33227 (mo/dayiyr)

5. Amount of insurance
Basic$___ Optional $ Dependent §. Total $

Signature of authorized PEIA representative Date signed Telephone number

X ( )

For your protection, state laws require the following to appear on this form: Any person who knowingly presents a false or
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. Any
insurance company or agent of an insurance company who knowingly attempts to defraud a policyholder or claimant with regard
to a settlement or award payable from insurance proceeds shall be reported to the Division of Insurance.

F1471-PEIA Rev 11-2010
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Notice of Death

You complete Part 4 — Employer’s Certification

1. Name of employer, association or fund: Your agency name as it appears on your PEIA monthly
billing.

Telephone Number: Enter your work phone number.

Address of employer, association or fund: Enter your agency’s mailing address.
Account number: Enter the agency account number from your PEIA monthly billing
Signature of authorized representative: Sign here.

Date signed: The date you signed the form. Forms should be signed immediately upon receipt .

N o oos W

Title: Enter your job title.

You may also need to fill in some information at the top of the form, such as, in Part 1, boxes 9, 10 and 11 -- the
employee’s date of hire, the effective date of the employee’s insurance, and verification of actively at work.
And in Part 3, boxes 7, 8 and 9 -- the effective date of the dependent’s insurance, verification of premium
payment, and the amount of coverage.
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Forms

Waiver of Premium Claim
Employer’s Statement

Minnesota Life Insurance Company - A Securian Company * Claims
Charleston Branch Office «+ PO Box 3742 « Charleston, WV 25337-3742 « Toll free 1-800-203-9515

l MINNESOTA LIFE

Policyholder's name Policy number Branch code Coverage code
PEIA 33227
Insured employee’s name (last, first, middle initial) Employee ID Gender
[OMale [JFemale
Street address
Date of birth (mo/day/yr) Date employed (mo/day/yr) Social Security number
Job title Date last worked

Status on employment date

[ Fulltime [ Parttime If part-time, average hours per week.

Amount of Employee’s Insurance Effective Date of Coverage

Basic $
EMPLOYER CERTIFICATION: The undersigned certifies that above statements as to the employee are correct as reported on its records.
Name of employer Employer’s telephone number
Employer's address
Authorized signature Date
X

F53421-PEIA Rev 10-2010

For your protection, state laws require the following to appear on this form: Any person who knowingly presents a false or
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. Any
insurance company or agent of an insurance company who knowingly attempts to defraud a policyholder or claimant with regard
to a settlement or award payable from insurance proceeds shall be reported to the Division of Insurance.
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Waliver of Premium Claim
(Disability Waiver of Premium)

If you have an employee applying for a disability waiver of premium, the Employer’s Statement must be
completed by you.

Type of Claim: Mark whether the policyholder is an active employee or a retiree.
Account number: Enter the agency account number from your PEIA monthly billing

Coverage Code: Mark with code LBO1 for basic life. The premium can only be waived for the basic life
insurance. Premiums must be paid by the policyholder for any optional coverage to keep it in force.

Insured employee’s name: Enter the policyholder’s full name.

Employee ID: Enter the policyholder’s social security number.

Gender: Indicate the gender of the policyholder.

Street Address: Enter the policyholder’s home address.

Date of Birth: Enter the policyholder’s date of birth.

Date Employed: Date of full-time employment for the employee with your agency.

Social Security Number: Enter the policyholder’s social security number.

Job Title: Enter the job title of the policyholder.

Date last worked: Indicate the last date that the employee was actively at work on a full-time basis.
Status on employment date: Indicate whether the employee was full-time or part time.

Amount of Employee’s insurance: Fill in the amount of basic life insurance on the employee and the effective
date of coverage.

Employer Certification:

Name of Employer: Your agency name as it appears on your PEIA monthly billing.
Telephone Number: Enter your work phone number.

Address: Enter your agency’s mailing address

Authorized Signature: Your signature as the Benefit Coordinator

Date: The date you signed the form. Forms should be signed immediately upon receipt.

When the form is completed, submit it to WVPEIA, State Capitol Complex, Bldg. 5, Rm. 1001, 1900 Kanawha
Blvd. E, Charleston, WV 25305-0710.
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State of West Virginia - Public Employees Insurance Agency
Retirement Health Benefits and Basic Life Insurance Enrollment Form

RET

Please read and follow the instructions included with this form when completing it. Use this form to
enroll for health and basic life insurance coverage as a retiree. You must complete this form to continue
your benefits as a retiree. This is a 2-page form. You must submit both pages for your enroliment to be
valid. Incomplete forms will be returned and may delay your enrollment. Complete all sections of the form
except the last section, "AGENCY", and return the completed form to your benefit coordinator.

Name [Lasi) (First) L] Generation — Jr_, Se. 1l Social Security Number Medicare |0 Number
E Sirest Addness County of Residsnce Home Phone
( )
E City State Zip
Date of Birh [mmiddyyyy) | Sex | decline paricipation in any health or life inswance coverage.
[Check Ome) OM OF Signaturs Date
1) Provide the date when you were or when you will b= entiled o Medicare coverage. Effective Date . Pleaze provide a copy
of your Medicare ID Card if and when you are eligible for Medicars.
2) Prowide the name of your [2st employer and your last day worked
3) Complete the following information for 2l dependents who will be coversd under your plan
= ; e nchi Eirth Cate 50 :
h . - Address FRelationship Sex = Saocial Secunty Numbe:
g Name [Last, Fisst, MI, Generation) i ciftarent from abowe) [Cirge Ong) (cirge one) [y
> &P CH M F
=
=
L &P CH M F
&P CH M F
&P CH | M F |
Beneficiary MName Beneficiary Address S'Ji:ﬂf::;'"r” Rfllaetﬁli':::dm . D igl‘i_b'élﬁ':::guw
z (Last, First, MI, Generation) (Street, City, State, Zip) (o R
B
-
)
]
=
-
:
COVERAGE SELECTION [Select One) EARNED EXTENDED BENEFITS DEDUCTION AUTHORITY
am enrciling far: (Sick andiar Anmual Leave Credits) .
Palicyhilder omly Health and Life Printthe name of | Complete if you have sick andior anmual leave credits. | authorize annuty deduction for any
e plan you chooss hene: choose to wse my eredits to; _reql.ured premium beginning
Extznd my employer-paid insurance overage. Lﬂ;&i;ﬁg:&w my eamed extended
W |:| Famiily Health and Life Print the name of the pian Flease be aware that if the poliyholder dies
¥ou Choose hefe: whie using this bensfit, sumivors may confinve | awthiorize anmwity deduction for any
% coverage, butf may nof use any remaining required premium. | am rot using
g Focrued lsave. eave credit for msurance.
I:I Lfe Insurance Cnly (NO health benefis) I:l mcrease my anmuity amount [Complete proper
= Insurance Cely (heth benefis Under Spouse's farms from CPRE) | 3 NOT authorize anauity deductions.
- E ¥ i J :
|:| PEIA plan) Pleasa be sware that if you submit conflicting recl|due-f5t:!-:|t my ':m E':’a:ef” mate at the
documents regarding the use of your leave endl of my samed extznd=d coverage.
I:l Health Insurance Only [NO ife insurance benedits) credits, the document you file with the CPRB
will take precedence.

This form is continued on page 2. You must complete and return both pages of the form for it to be valid. Please continue.

Forms
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Retirement Health Benefits and Basic Life Insurance Enrollment Form
Page 2

Tobacco Affidavit: Mark which members of the family (if any) use tobacco and sign the acceptance box below. |f no one enrolled on your PELA
cowerage uges tobacco, you will receive a premium dizcount on any PELA PPB Plan health coverage andior optional life insurance. | acknowledge by
signing the Acceptance box below that WVPEIA or itz agents have access to my medical records fo check my fobacco use siatus.

Who uges tobacco: O Policyholder O Dependent (spouse andior children) O No Tobacco Users within the [ast six (&) months

Living Will Affidavit PEIA offerz a premium dizcount to health policyholders who have executed 2 Living WilllAdvance Directive. If you have a valid
living will, please check the box beside the statement below and sign the form in the Acceptance box below.

AFFIDAVITS

O By checking this box, | acknowlzdge that | have exccuted a valid Living Will or advance direciive, and that | have discussed its contents with the
appropriate parties, including my family and my health care provider.

| hereby accept the group coverage | have indicated on this form. | understand that the PEIA may change the types or
levels of benefits or the amount of contribution, and that the choices | have made may affect my confributions. | certify that
the above information ig true and cormect and understand that providing false information on this form iz illegal and that
those who provide false information may be prosecuted. | hersby consent, for myself and my covered dependents, to the
release to PEIA and to the health care plan | have selected, of all medical and prescription drug information needed to
process claims, determine coverage, review utilization, investigate complaints, assess quality of care, evaluate plan
performance or any other process involved in my treatment, payment of claims or health care operations.

ACCEFTANCE

Signaturs: Date

Employer Information -- TO BE COMPLETED BY AGENCY BENEFIT COORDINATOR

Active Account Mumber Retiree Account Mumber

Does the retiree remain on the Active Account? D Yes |:| Mo

Agency Name {optional):

Last Date of Active Employment Effective Date of Retirement
Hire Date Effective Date of Retiree Insurance Coverage

HRlEEEEEEpEE NN

AGENCY

Mumber of days of accrued sick and annual leave for which the employee was not paid when employment ceased. I:I:I:I:I

Mumber of months of eamed extended insurance coverage (2 days = 1 month single; 3 days = 1 month family coverage). I:I:I:I
Partial months are not allowed.

Taotal WV State Government credited years of service: |:|:|

Higher Education Faculty Only Total years of extended coverage (in months):
3-1/3 years service = 1 year single coverage; § years service = 1 year family coverage
Member Retirement from: [] miaacrer [ ] TRs [] Toc [] pers

herebry cudy that, o the best of my knowledge, the informafion confained hersin is scoumte. | further cerlfy Bl he applicant meels the minimum eligisliy rquirements for the Public Employees Insursnce Plan.

Suthorined Signafure: Date:

Revimed Oclober 2012
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Instructions for Retirement Health Benefits and Basic Life Insurance Enrollment Form

Please follow these instructions carefully when completing this form.

RETIREE
Complete ALL demographic information. The "Generation” area provides a space for men to indicate family generation
indicators such as Jr., Sr., 10, I, 1Y, etc.

The Medicare ID Number can be found on your red, white and blue Medicare card. This number iz required for continued
coverage when you reach Medicare age. If you are not yet eligible for Medicare, please send PEIA a copy of your Medicare card
when you enroll for Medicare coverage.

If you do not wish to enroll for health or life insurance coverage as a retiree, sign and date the box stating "l decline
participation ...~ and return the form to your benefit coordinator.

FAMILY INFORMATION

1) We need information about Medicare coverage for you. Your premium decreases when you are retired and have Medicare.
Pleasze provide the date when you were or will become eligible for Medicare (typically age 65, unless you have a disability). When
you become eligible for Medicare, it is important that you enrcll for both Medicare Parts A and B. Please see your Summary Flan
Description for more information.

2) We ne=ed information about your last employer prior to retirement and the last day that you worked (or will work) for that
employer.

3) We need to know about any dependents to be covered under your health insurance. Pleaze complete the chart. If adding a
dependent, documentation is required showing that the dependent is eligible for coverage. See the documentation memo for
details.

BEENEFICIARY

~ Your health insurance includes a basic decreasing term life insurance policy on you. Please designate the beneficiary(s) of this
basic term life insurance policy in the "Basic Life Insurance Beneficiary™ saction. Please consult your insurance coordinator if you
have guestions about the amount of life insurance coverage you have. The life insurance proceeds will be distributed equally
among all designated beneficiaries unless you specify otherwise on this form. If unequal percentages are assigned to the
beneficiaries, the share of any beneficiary who dies before the policyholder will be distributed equally among all surviving named
beneficiaries. If no bensficiary survives the employes, payment will be made in accordance with the terms of the policy. The name
of the beneficiary should be written "Jane B. Dos," not "Mrs. John Doe” or "Mrs. J. A, Doe ™

COVERAGE

Coverage Selection: Please indicate the type of coverage you choose to have in retirement. Remember that if you are
continuing your health care coverage into refirement, you must remain the health care plan you were in as an active employee
through the end of the plan year (June 30), unless you were in a managed care plan and will be Medicare-eligible when you retire.
Please be sure to fully specify the plan you want, including the plan name and any option, such as PEIA PPB Plan & or The
Health Plan Plan B. For life insurance, on this form, you can continue your basic life insurance. If you wish to continue Opticnal
andfor Dependent coverage, you must complete the Retiree Optional Life Insurance form.

Earned Extended Benefitzs: If you have sick and/or annual l2ave credits, you must specify how you want to use those credits.
You may use them to extend your employer-paid coverage under PEILA or to increase your annuity from CPRB. For details,
please see your Summary Plan Description. If you were hired after July 1, 2001, you cannot use sickfannual leave credits to
extend employer-paid insurance coverage. You will have the opportunity to indicate how you would like to use your leave credits
on this form, and on your retirement form from CPRB. If you file conflicting documents, then whatever you mark on the CPRE
form is what will be done. For example, if you mark here that you want to use your leave for health insurance, and you mark your
retirement forms saying you want to use your accrued leave to increase your annuity, then your annuity will be increased, and you
will pay monthly premiums from that annuity for whatever coverage you have chosen on this form.

Deduction Authority: Please indicate how you will pay your premiums by checking the appropriate box.

AFFIDAVITS

PEIA offers discounts to tobacco-free plan members for both health and optional life insurance. You must complete the affidavit
to qualify for the discounts. PEIA alzo offers a discount to health policyholders who have executed a living will or advance
directive_ If you have such a document, please complete the affidavit.

ACCEPTANCE
When you have made your selections on this form, you must sign and date the "Acceptance” box.

COMPLETING THE PROCESS
When your form is complete, return it to the benefit coordinator at your place of employment (or to the PEIA, if you are already
retired). Your benefit coordinator will complete the Agency portion of the form and submit it for processing.
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Public Employees Retirement Health Benefits
and Basic Life Insurance Enrollment Form
(PERS)

Complete the Agency information at the bottom of the form.

Agency Name: Your agency name as it appears on your PEIA monthly billing.

Account Number: Your 9-digit number found on the monthly billing invoice.

Retiree Account Number: Leave blank.

Coverage Code: Please use one of the codes below to indicate which plan the policyholder chose:

HI01 PEIA PPB Plan A

HMHP - A Health Plan HMO Plan A
HMHP - B Health Plan HMO Plan B
HMHP-C Health Plan HMO Plan C

Remember that PEIA PPB Plan B is not available to retired employees, and that only NON-MEDICARE
retirees are eligible for the managed care plans.

Enter one of the following letters beside the Coverage Code to show the tier of coverage the employee has
selected:

P = Policyholder Only

F = Policyholder, Spouse and Children
C = Policyholder and Children Only

S = Policyholder and Spouse Only

Please note: There is no coverage code for Family with Employee Spouse (ESPS). It is coded as F or
S, and the eligibility system assigns the ESPS premium. ESPS is based on the active member’s salary,
and they only receive ESPS if the active member carries health coverage,

A completed Coverage code could look like this: HIO1 — P, or like this: HMHP-B-F.

Option: Choose from the following option codes for the coverage selected.

Retiree Option Codes

Non-Medicare Retiree (Plan A or
011

managed care only)

Medicare Retiree 012

Last Date of Active Employment: The last day the employee is on payroll.
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Effective Date of Retirement: Enter the effective date of the employee’s retirement

Effective Date of Coverage: Usually the same as the effective date of retirement. Coverage for retirees is
continuous as long as forms are completed and signed during the retirement event enrollment period.

Number of days of accrued sick and annual leave for which the employee was not paid when employment
ceased: complete this if the employee elected to extend employer-paid insurance coverage.

Number of earned extended insurance coverage: calculate the months of extended coverage if the employee
elected to extend employer-paid insurance coverage.

Higher Education Extension (Teaching Service): complete if applicable. Please be sure to calculate the
total to MONTHS of coverage. See page 18 of the Eligibility section.

Total WV State Government credited years of service: Leave blank.

Authorized Signature: Your signature as the Benefit Coordinator.

Date: The date you sign the form. Forms should be signed immediately upon receipt from the policyholder.
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State of West Virginia @
Public Employees Insurance Agency

Retired Employee's Optional and Dependent Life Insurance Enrollment Form

Complete this form to enroll for, continue or increase life insurance coverages. Complete all sections of the form except
the last section titled "AGENCY™.

Retires Mame (Last) [First) M0 (Generation) | Social Security Mumber
Cendar (Mark Ous) Ctate of Birth (pem/ddiviyy) Home Phoxs

I:I hials I:I Famale
Streat Addross City Saw Zip Coda

Optional Life Insurance  If you have enrolled in basic life insurance, you may choose to enroll for optional life insurance for
yourself. If you choose a plan higher than what you have as an active employee, you must complete and attach an Evidence of
Insurability Form, and be approved by the life insurance carrier. To enroll for coverage, check the box beside the amount of life
insurance you desire:

Retiree's Age |:| Plan 1 ] Plan 2 L] Plan 3 |:| Plan4 | [] Plan 5
Under age 65 $ 5,000 % 10,000 £ 15,000 & 20,000 $ 30,000
Age 65 1o 69 3,250 6 500 8,750 13,000 19,500
Age 70 and above 2,500 5,000 7,500 10,000 15,000
Retiree's Age ] Plan6 | [ | Plan7 | [ Plang| [] Plan9|[] Plan10
Under age 65 $ 40,000 $ 50,000 $ 75,000 $100,000 $150,000
Age 65 to 63 26,000 32,500 48,750 65,000 97,500
Age 70 and above 20,000 25,000 37,500 50,000 75,000

Please designate the beneficiary(s) of your optional life insurance coverage below. You may change your heneficiary at any time
by filing a Change of Beneficiary form with PEIA. The name of the beneficiary should be fully spelled out, and written "Jans B.
Doe," not "Mrs. John Doe" or "Mrs. J. A. Doe".

Beneficiary Name Address Social Security Relationship

. - ; Distribution %
{Last, First, Ml, Generation) [Street Address, City, State, Zip Code) Number i the Insured Istnoution

If more than one beneficiary is named, you may divide the death benefit by noting what percentage is to be paid to each
heneficiary in the "Distribution %" fizld. If no percentage is noted, the death benefit will be paid in equal shares to the named
heneficiaries who survive the employee. If unequal percentages are assigned to the beneficiaries, the share of any beneficiary
who predeceases the employee will be distributed equally among all surviving named beneficiaries. If no such beneficiary
survives, payment will be made in accordance with the terms of the policy.

This form is continued on page 2. You must complete and return both pages of the form for it to be valid. Please continue.
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Retiree Optional Life Form Page 2

Dependent Life Insurance — You may choose to enroll for dependent life insurance for your spouse andfor children. If you
choose a plan higher than what you have as an active employee, you must complete and attach a Evidence of Insurability
Form, and be approved by the life insurance carrier. To enroll, check the box beside the amount of dependent life insurance
you desire. The beneficiary of the dependent life insurance policy is the employee. To enroll for dependent life insurance,
mark the plan of your choice and complete the following information for each dependent to be covered.

[0 Plan 2 — 5 10,000 for your spouse O Plan 4 — 520,000 for your spouse
O Plan 1 — 35 5,000 for your spouse and § 4,000 for each child amd § 10,000 for each child
and § 2,000 for each child [0 Plan 3 - 3 15,000 for your spouse [0 Plan 5 — 340,000 for your spouse
and % T.500 for each child and 5 15.000 for each child
Dependent Name Social Security Date of Birth Relationship Date Eligible™
[Last, First, Middle Initial} Humber {mmddiyyyy) to the Insured [mmidalyyyy)
Witz Husband
Son Daughter
son Daugnter
Son Daughier
Son Daughter
Other specify below*™

* Date of marriage or adoption, if apelcable. To add a dependent to your health coverage, complete a Change-In- Status form.

** Must be an ehigible dependent according to PELA rules. S22 your Summary Plan Descriplion for detals. You must provide documentation proving eligibility for each
dependent you wizh to cover under your dependent life incurance policy. Please see fhe memo that accormpanies this form for details.
Specify relationship:

Selection, Acceptance and Deduction Authority - | am enrolling for (Mark all that apply):
[0 Optional Life Insurance for myself O Dependent Life Insurance (spouse and/or children)

You must mark OME of the following statements:
O The benefits have been explained to me, and | decline to participate.

O The benefits have been explained to me, and | hereby accept the forms of group coverage indicated above, and
authorize deduction of my premium contribution from my annuity until revoked by me in writing. | understand that the
PEIA may change the types or levels of benefits or the amount of contribution.

Tobacco Affidavit

Please mark which members of the family use tobacco and sign the acceptance box below. If the policyholder is tobacco-free,
you will receive a discount on the optional life insurance premium. | acknowledge by signing the acceptance hox below that
WYPEIA or its agents have access to my medical records to check my tobacco use status.

Who uses tobacco: [ Policyholder [] Dependent (spouse andfor children) [] No Tobacco Users within the last six (6) months

| hereby accept the life insurance elected on this form. | understand that the PEIA may change the types or levels of benefits or
the amount of contribution. | cerify that the above information is true and correct and understand that providing false
information on this form is illegal and that those who provide false information may be prosecuted.

Policyholder Signature: Date:

Agency Information -- TO BE COMPLETED BY AGENCY BENEFIT COORDINATOR
Active Account Number Retiree Account Mumber

Agency Name (optional):

Last Date of Active Employment Effective Date of Retirement

HRER RN IENEEEe
Hire Date Effective Date of Retiree Insurance Coverage
HEENEEEEeENN RN e

| hereby cerffy that, bo the best of my knowledge, the information contained herein is acourate. | furder corify hat the applicant meets the mirimum eligikdity requirements fior the Pullic Employess
Insurance Plan.
Authorinzd Signature: Diabe: Revised April 2013
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Retired Employees Optional and Dependent
Life Insurance Enrollment Form

Complete the Agency information at the bottom of the form.
Agency Name: Your agency name as it appears on your PEIA monthly billing.
Account Number: Your 9-digit number found on the monthly billing invoice.

OPT Plan: Use the option code below based on the plan chosen by the employee.

R?\tllur;ar?bIZIran Option Code
Plan | 100
Plan 1l 200
Plan 111 250
Plan IV 300
Plan V 400
Plan VI 500

Plan VII 600
Plan V111 700
Plan 1X 800
Plan X 900

DEP Plan: Use the option code below based on the plan chosen by the employee.

Dependent Plan Number Option Code
1 100
2 200
3 300
4 400
5 500

Please note that if documentation is required for a dependent and cannot be submitted with the enrollment
application, the form on page 10 should accompany submission of the documentation to PEIA.

Date of Retirement: Enter the effective date of the employee’s retirement

Effective Date of Coverage: Usually the same as the effective date of retirement. Coverage for retirees is
continuous as long as forms are completed and signed during the retirement event enrollment period.

Authorized Signature: Your signature as the Benefit Coordinator.

Date: The date you sign the form. Forms should be signed immediately upon receipt from the policyholder.
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State of West Virginia
Surviving Dependents - Health Benefits Enrollment Form

Cormpicic thea Sorm o crel| for or coslizus FELA hoadth inmnce covermsgr ana muvivng doponden:
Cormpiicte all soction of Lhe form sxoopt e bt soction tiled * AEEHCY

wrre (Ll (Frnd} (1.214] ienemtion]
fax {Circle Ol | Dt of Birik {memiddifyyyy) | Social Securiey # Have yos previcsly been covered by FELAT ey bewerencs (Plan Name) 1l Any
M _F wes[ ] wo
troct Addreas County of Rexidence Heme Fhone
i )
= e Tip Work Phome
; \
Tiereassd Hame &8H. Dt ol Dhenik M yom i ol wink e participaie in PELA oo , pless ndicaie below,
g aned rear frix fomn b porer preerenes coerdinator

I dockine o participsic i sy FELA coveragr:

Sigmatar
1} Wiere: yor sessily cowered by sy tbr healf bezeSin plas for s poriod of t least thres (¥ mentha? O ves e

I VES, provids the following information: lexsruncs Comgpany (Flan Mume) Termination Dute
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Nams Sea! Birth Dwic Sacial Socurty Other Inmrancs Frev.
{Last, First, ML Generation) Cotogory | m ddiyyay | Sumbser (Plan Marms) Cavg?

CATEGORY for Dependmi Childinmic
1. Child (biciogical ar adopiad) A Grandehild 8, Soucdert (mge 15-28)
2 Surpcild 4. Clrert-Credered Diependent Child . Crher
In depemdont columm titled "Sex'Categony”, please write (eg., M1 for Male Child: F3 for Famals Grandckild; F25 for Famale Swp-chdldSmdent, o).

Fiaoe, mdicats the bmcfie plan for whach o are enrslling: Flesoe indicade e ype of FELA plan for which sou arv enralling:
1 gl Srvime's Fes s Crmmogs (e oot 1 | FarrErn chtopien AT B[
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Applicast's Sgeatere Dt

Tobacco Affidavit: Please mark which members of the famity wse tobacoo and sizn the form. If none of the people enrolled on your PELA coverage
uses tobacco, vou will receive the discoumt on vour health and ife insumnce premiums I acknowledee by siming the Acceptamce bo helow that
WWPELA ar its agents hawe access fo my medical records to check ooy tobacco nse stans.

Who uses tobacco: [ ] Palicyhelder [ ] Dependent (spouss andfar children) [ ] Mo Tobacco Users within the last six () months

Living Will Affidavit: PELA offers a premiim discount to health policyhelders whe have execsied a Living Will' Advance Directive. If you have a
walid livinz will, please check the box beside the statement below and sign the form

[ By checking this box. T acknowledge that I have execused a valid Living Wil or advance directive, and that I have discussed its contents with the
appropriate parties, inchiding ooy famity and moy health care provider.
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Surviving Dependent Enrollment Form

Complete the Agency portion at the bottom of this form.

Agency Name: Your agency name as it appears on your PEIA monthly billing.

Account Number: Your 9-digit number found on the monthly billing invoice.

Region: No longer required on the Surviving Dependent Enrollment Form.

Effective date of Coverage: When completing the form, enter the first day of the month following date of
enrollment (the date the survivor signs the forms to elect the coverage).

Coverage Code: Please use one of the codes below to indicate the survivor’s plan:

HI01 PEIA PPB Plan A
H102 PEIA PPB Plan B
HMHP - A Health Plan HMO Plan A
HMHP - B Health Plan HMO Plan B

Remember that the survivor has to continue coverage in whichever plan he or she was in at the time of the
policyholder’s death. The survivor will pay the same premium as a retiree with 25 or more years of service.
Another choice can be made during the next open enrollment

Enter one of the following letters beside the Coverage Code to show the tier of coverage the employee has
selected:

P = Survivor Only

C = Survivor and Children Only
A completed Coverage code could look like this: HIO1 — P, or like this: HMHP-B-C.
Remember that survivors are not eligible for life insurance.

Termination Date of Deceased Employee’s Coverage: This date should be the last day of the calendar month
in which the employee died. If the employee died on January 1%, the termination date would be January
31%.

Authorized Signature: Your signature as the Benefit Coordinator.

Date: The date you sign the form. Forms should be signed immediately upon receipt from the survivor.
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Ted Cheatham
Director

Earl Ray Tomblin

Governor

WV Tollfree: 1-888:680.7342 * Phone: 1.304.558-7850 » Fax: 1.304.5582470 * Internet: www.wvpeia.com

AUTHORIZATION TO REMOVE
BENEFIT COORDINATOR/WEB CONTRIBUTIONS COORDINATOR

Please remove the following individual as an active Public Employees Insurance Agency
(O Benefit Coordinator

() Web Contributions Coordinator

Employee Name:

Employee E-Mail Address:

Agency Name:

Effective Date of Removal:

Authorized by (print name):

Title: Phone:

Signature: Date:

601 — 57" Street, SE * Suite 2 * Charleston, WV 25304.2345
An equal opportunity employer.
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The forms on the following pages are not specifically for use by Benefit Coordinators, and do not require the
Benefit Coordinator’s signature. We are including them in this book for your convenience and reference.

Forms included here are:

Combining of Accrued Sick and/or Annual Leave form
Request for Refund of Premium
Beneficiary Statement (Minnesota Life)
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West Virginia Public Employees Insurance Agency

REQUEST FOR REFUND OF PREMIUM

TO WHOM SHOULD THIS REFUND BE ISSUED? SSN OR FEIN:

TO WHAT ADDRESS SHOULD THIS REFUND BE SENT?

UNDER WHICH ACCOUNT NUMBER WAS THE OVERPAYMENT MADE?

IN WHICH MONTH(S) WAS THE OVERPAYMENT MADE?

PLEASE INDICATE THE TOTAL PAYMENTS MADE FOR THIS EMPLOYEE/RETIREE DURING THIS PERIOD:

EMPLOYER CONTRIBUTION: EMPLOYEE/RETIREE CONTRIBUTION:

TOTAL REFUND DUE FOR THE MONTH(S) LISTED ABOVE:

$

PLEASE EXPLAIN IN DETAIL WHY A REFUND IS BEING REQUESTED:

AUTHORIZED SIGNATURE: DATE:

THIS FORM MUST BE COMPLETED AND SIGNED BY THE BENEFIT COORDINATOR OR PAYROLL OFFICER

Forms 37 August 2013




Beneficiary Statement

Mii ta Life In Company - A Securian Company ¢ Claims MINNESOTA I.“:E
Charleston Branch Office » PO Box 3742 » Charleston, WV 25337-3742 * Toll free 1-800-203-9515
PART 1 - All fields must be completed in Part 1 including your signature
Name of deceased (last, first, middle initial) Policy number CLAIM NUMBER
33227
Other names by which the deceased has been known, if any
Address prior to death (street, city, state, zip)
Date of birth (mo/day/yr) Date of death (mo/day/yr)
Name of beneficiary (last, first, middle initial)
Relationship to deceased Beneficiary's date of birth

CERTIFICATION INSTRUCTIONS: You must cross out item (2) below if you have been notified by the IRS that you are subject
to backup withholding because of underreporting interest or dividends on your tax return.

CERTIFICATION — Under Penalties of perjury, | certify that:

(1) The number shown on this form is my correct Social Security Number or Taxpayer Identification Number, and

(2) | am not subject to backup withholding either because | have not been notified by the Internal Revenue Service (IRS)
that | am subject to backup withholding as a result of a failure to report all interest or dividends, or the IRS has notified
me that | am no longer subject to backup withholding, and

(3) 1 ama U.S. person (including a U. S. resident alien).

CERTIFICATION NOTICE: The IRS requires us to obtain certification of your Social Security number or Taxpayer Identification
number. Without this information, you may be subject to government imposed backup withholding for any interest paid on the

death benefit.

Signature of beneficiary Date Beneficiary’s Social Security number
X

Address of beneficiary (street, city, state, zip) Telephone number of beneficiary
Signature of witness Date signed

X

Address of witness (street, city, state, zip)

A CERTIFIED COPY OF THE PUBLIC DEATH RECORD IS REQUIRED AS PROOF OF DEATH

PART 2 — PAYMENT INFORMATION (Benefits will be sent to you via a check if Part 2 is not fully completed and signed.)

How would you like to receive the proceeds payable to you?

(] check [ Direct Deposit - if you select this option, you must complete and sign the bottom of this form.

Authorization for Direct Deposit

| authorize Minnesota Life Insurance Company (“Company”) to initiate deposits (credit entries) and corrections (debit entries) to
adjust any deposits made in error to my account indicated below. | authorize the financial institution (‘Depository”) named below
to accept these deposits and/or corrections made to this account.

This authorization is to remain in full force and effect until Company has received written notification from me of its termination in
such time and manner as to afford Company and Depository a reasonable opportunity to act on it or until such time as Company
terminates this method of payment.

Name of depository (bank, credit union, etc.) Depository telephone number
Street City State Zip code
Account type Bank routing/transit number Account number

[] savings [J checking
IMPORTANT: For purposes of accuracy, PLEASE ATTACH A VOIDED CHECK OR SAVINGS DEPOSIT SLIP.
Signature of beneficiary Date signed

X
PART 3 - NOTICE

For your protection, state laws require the following to appear on this form: Any person who knowingly presents a false or
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. Any
insurance company or agent of an insurance company who knowingly attempts to defraud a policyholder or claimant with regard
to a settlement or award payable from insurance proceeds shall be reported to the Division of Insurance.

F5562-PEIA Rev 11-2010
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	For State Agencies, Colleges, Universities and County Boards of Education
	For the PEIA PPB Plans and ALL Managed Care coverages

	Salary
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	Dependent Plan Number
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	2
	200
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	300
	4
	400
	5
	500
	Retiree Option Codes

	Retiree Plan Number
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