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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 
 HI02   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: HI01 – 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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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 LB01 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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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 
 HI02   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 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: HI01 – P, or like this: HMHP-B-F. 

 
Effective Date of This Status Change:  Typically this date is the 1st 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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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 1st, the effective date of termination would 
be January 31st.  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 
 HI02   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 
 LB01   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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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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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. 
 



Forms  17 August  2013 
 
 



Forms  18 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 I 100 
Plan II 200 
Plan III 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 XIII 951 
Plan XIV 952 
Plan XV 953 
Plan XVI 954 
Plan XVII 955 
Plan XVIII 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 
 

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. 

2. Telephone Number:  Enter your work phone number. 

3. Address of employer, association or fund:  Enter your agency’s mailing address. 

4. Account number: Enter the agency account number from your PEIA monthly billing 

5. Signature of authorized representative:  Sign here. 

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

7. 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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Waiver 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 LB01 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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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: HI01 – 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 
managed care only) 011 

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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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.   

Retiree Plan 
Number Option Code 

Plan I 100 
Plan II 200 
Plan III 250 
Plan IV 300 
Plan V 400 
Plan VI 500 
Plan VII 600 
Plan VIII 700 
Plan IX 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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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 
 HI02   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: HI01 – 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 1st, the termination date would be January 
31st.   

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. 

 

 

 

 

 

 



Forms  34 August  2013 
 
 



Forms  35 August  2013 
 
 

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

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