Basic Life Insurance Enrollment Form

BASIC
State of West Virginia Public Employee Insurance Agency LIFE

Basic Life Enrollment Form
Complete this form to enroll for Basic Life Insurance. Complete all sections of the form except “AGENCY”

Legal Name (Last) (First) (L)) [Generation: Jr., 51., etc.) Social Security Number

Mailing Address County of Residence Home Telephone
! I
city State Zip wiork Telephone
L)

Physical Address Sex [Circle one)
M F

city State Zip Date of Birth (mm,/dd/yy)

Employee

If you need additional space than what is provided below, please use a blank sheet of paper and attach it to this form.

Please delegate the beneficiaryliss) of this basic term life insurance policy in the space provided below. The name of the beneficiary should be
fully spelled out and written “Jane B. Doe,” not “Mrs. John Doe”™ or “Mrs. J. K. Doe”. If more than one beneficary is named, you may divide the
death benefit by noting what percentage is to be paid to each beneficiary. If no percentage is noted, the death bensfit will be paid in equal
shares to the named bensficiaries that survive the employee. If unequal percentages are assigned to the beneficiaries, the share of any
bensficiary who predeceases the employes 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. )

Beneficiary Legal Name Beneficiary Address Relationship to | Social Security Distribution %

[Last, First, M|, Generation) [if different from above) Insured Number Total Must equal 100%

Beneficary(ies)

Decreasing Term Benefit For Active Employees for:

Employee under age 65 510,000
Employee &ge 65 but under 70 56,500

Coverage

Employee &ge 70 and over 55,000

Tobacco Affidavit: Please mark which members of the family use tobacco and sign the form. If none of the people enrolled on
your PEIA coverage use tobacco, you will receive the discount on your health and Opt/Dep life insurance premiums. |
acknowledge by signing the acceptance box below that PEIA or its agents have access to my medical records to check my
tobacco use status.  Who uses tobacco: Policyholder

Dependent (spouse and/or children) D No Tobacco Users within the last (6) months

Affidavits

De you wish to participate in the IRS Section 125 Premium Conversion Plan sponsored by PEIA, if available? D Yes D No

[] ! hereby accept the Basic Life Insurance. | understand that PEIA may change the type or levels of benefits or the
amount of contribution. | certify that the above information is true and correct and understand that providing false
information on this form is illegal and those who provide false information may be prosecuted.

[] ! do not wish to participate in PEIA Basic Life Insurance. | decline to participate in Basic Life Insurance.

Acceptance

Employee's Signature: Date:

Agency Mame Account Mumber Crate of Employment

Hours worked Weskly | Effective Date of Coverage | Coverage Code Index Code

hereby certify that to the best of my knowledge, the information contained herein is accurate. | further certify the employee is a permanent full-time employee
of this agency who meets the minimum eligibility requirements for the Public Employee Insurance Plan.

Agency

Authorized Signature : Date:

May 2017
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Basic Life Insurance Enrollment Form

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.

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; PEIA and
Minnesota Life, the life insurance carrier, will determine the effective date of coverage. Minnesota Life
will contact you when the medical underwriting decision has been made. Please see the Life section of
the BCRM for further details. 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.

Coverage Code: Mark with code LBO1 for basic life.

Index Code: Choose the code from the appropriate charts on Page 2 and 3 that reflects the employee’s
annual salary.

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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Health Benefits Enrollment Form

Employee

Dependent Information

Coverage

State of West Virginia Public Employee Insurance Agency HEALTH
Health Benefits Enrollment Form
Complete this form to enroll for health coverage. Complete all sections of the form except “AGENCY”
Legal Name |Last) |First) [m1) |Generation: Ir., 5r.,etc) | Social Security Number
Mailing Address County of Residence Home Telephone
[ |
City State Zip ‘Work Telephone
[
Physical Address Sex [Circle ong)
M F
city State Zip Date of Birth (mmy/ddfyy)
If you need additional space than what is provided below, please use a blank sheet of paper and attach it to this form.
Legal MName Address Relationship Sex | Birth Date | Social Security Other Health
(Last, First, M|, Generation|) {if different from abaove) Number Insurance
[Plan Name)

Coverage Selection (Select One) | am Please indicate the plan in which you are enrolling by checking the box
enrolling for: bedside the plan optien you choose:

] Employee Only [] PEIA PPE Plan A [] The Health Plan HMO Plan &

] Employee/Child{ren) Only [] rEIAPPE Plan B [] The Health Plan HMQ Flan 8

[ Family [ PEIAPPE Plan C [] The Health Plan PFO

[] PEIAPPE Plan D

H Affidavits H

Acceptance

Agency

Tobacco Affidavit: Please mark which members of the family use tobacco and sign the form. If none of the people enrolled on
your PEIA coverage uses tobacco, you will receive the discount on your health and life insurance premiums. | acknowledge by
signing the acceptance box below that PEIA or its agents have access to my medical records to check my tobacco use status.

Who uses tobacco: |:| Policyholder |:| Dependent (spouse and/or children)
No Tobacco Users within the last (6) months

|:| | hereby accept the group coverage | have indicated above. | understand that PELA may change the type or levels of benefits or the amount
of contribution. | certify that the above information is trus and correct and understand that providing false information on this form is illegal
and those who provide false information may be prosecuted. | hereby consent, for myself and my covered dependents, to the release to PEIA
and to the plan | have selected, all of 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.

D | do not wish to participate in any PEIA Health Coverage. | decline to participate in PEIA Health Coverage.

Employee's Signature: Date:
Agzency Name Account Mumber Date of Employment
Howrs worked weekly Effactive Date of Coverage Index Code Coverage Code

| hereby certify that to the best of my knowledge, the information contained herein is accurate. | further certify the employee is a permanent
employes of this agency who meets the minimum eligibility requirements for the Public Employee Insurance Plan.
Authorized Signature: Date:

January 2019
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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/ 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. If paperwork is not sent in until the month after employment began, coverage may not
begin until the first of the following month and there may be a lapse in coverage.

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

Non-State Agencies Do Not fill in an Index Code.

For State Agencies, Colleges, Universities and County Boards of Education
For the PEIA PPB Plan A and ALL managed care coverages

Salary
Index Code From To
01 3 0 $ 25,400
02 $ 25,401 $ 35,400
03 $ 35,401 $ 41,400
04 $ 41,401 $ 47,400
05 $ 47,001 $ 55,400
06 $ 55,401 $ 67,900
07 $ 67,901 $ 80,400
08 $ 80,401 $105,400
09 $105,401 $130,400
10 $130,401 and over
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Coverage Code: Please use one of the codes below to indicate which plan the policyholder chose:

HI01
HI02
HI03
HI04
HMHP - A

HMHP - B
HMHP - C

PEIA PPB Plan A
PEIAPPB Plan B
PEIAPPB Plan C
PEIA PPB Plan D

The Health Plan HMO Plan A

The Health Plan HMO Plan B
The 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.

A completed Coverage code could look like this: HIO1 — P, or like this: HMHP-B-F.
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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Optional and Dependent Life Insurance
Enrollment Form (OPT)

State of West Virginia Public Employee Insurance Agency COFT/DEF

Optional Life Insurance and Dependent Life Insurance Enroliment Form
Complete this form to enroll for Opt/Dep Life Insurance. Complete all sections of the form except “AGENCY”

Legml Mesrroe [Last] |First) [11] [Seneration: k., 5. =t Sodal Security Humber
Mailing Address County of Residence Home Telsphons
1
E- ity Shate Eip Work Talmnhons
4 -
w ="'r|r:icn Agcress Sy [r_n:le or\-e:
] F
ity Stabm ﬁp Dt of Birth |r"r'.,-'cd,"|n_|-:| "
Do wou articioate in the IRS Section 125 Premium Comversion Plan soonsored by PE ifavailable? [] Yes [] Mo
* " &N asterisk beside the pian number means Suaranbesd |ssue for Mew Hires within their initisl enroliment period
Oiptionsl Life Insurance-  you have snrolisd in Desic Life insurance you may choose to enroll for optional life for yoursaif. Your coverage is besed on your
sedarticn and yourams on the effertie date of coverans. [ you need sddiional scs plesse use 8 biank shert of peper snd atisch it
Empiopes’s Ape Flan 1** Flan 2" Fan3*t Fena* [ Trans™ [ Jrens™ Flan 7" [ Plang*™™ []Flans*™
Under Apr £3 59,000 240,000 520,000 530,000 240,000 550,000 250,000 575,000 550, 000
Ape €3 o 63 3,150 5300 13,000 13,300 26,000 31500 33000 45730 32,000
Ape 70 and 2150 4300 5,000 13,300 1E,000 11500 Z7.000 E L ] 3,000
‘.g Empiopes’s Ape Flzm 10°* | | Fl=n 11 Pian 12 Fiam 13 Fian 14 Flar 15 Flan1e | Tremn1s | JreniEe
- Unicer A.:;eE! S200,000 190,000 3200,000 52%0,000 300,000 5350,000 SA00,000 450,000 5300,000
E Agz el to 63 63,000 ) 130,000 162,300 13,000 227,300 B0, 0 Z3L.300 313,000
2 Ape 70 and 45,000 67,3000 50,000 112,500 133,000 137,300 150,000 202,300 113,000
E:_ Tha raarns 2t benafichary theold b bl enaliad out 084 eTErar “lene 0 [as” 52 "W iohe [oeT o0 TRImL 1L Das®. F mees thor oo ey s, yod ruly divichs T daark e by roring w e
[:I b paici oo sach Eeaeficiang. # e percenrage B nmed the dearh bene't will e nadd I© s tares 13 the ramed Deeeicinries ot wavive the sl cpss. FUnscU parce T Mre Mg ned 13
are 7wy Devesfic iy whd pradecsn st the s picess w il B Jiorbaned squady wrorg ol mardving ramed bereficeie. 1 ro sick bereficly surdves, pnmeer will be musdes © accorinnce
sk ke tarma o rha poley
Ben=ficary Legnl Hame Eeneficdary Address Relationship to Sooal Security Distrioation %
:Lnst. First, kA, Gl:'m'r.im: |:1'-ci|1‘e'\:n'tr'u"m:um: rured Humiber Total Must agual 1008
Depeencienit ILife Irsursnoe - You miry chogse ta enroll for dependent lif for your spouse and/or children. The b-u'\-eﬁl:in."ll of the dependent Iife insurEnce Do il:'ll
s thee employee. To enroll for dependent life inswrence, mesrk the pian of your chizice ard Dompl et Hhe following information.
O mani O rFanz O PFan3 O Fand O Fans
S:I_,IZII-M'll'Dl.Ir:P-D!_'.-E :-.:I.l:-.l:l:ﬂtr-ln-:: Si.'-,rm‘m'-p:: SzlJ_JI(-I'm'll:rur:p-m_r,e 540,000 for your spouse
g 52,000 for =ack child 24, D00 for esch child 57500 for aach child 510,004 for each child 515,000 for aach child
e De:-u'\-o-urtLeEn Hame SA\:M:!ISBEUI"::.I Dyt ol Bt
5 Lt First, MI.GenEutcr] H:-utor:rip:.olnsurbc Humbser |:"n'1'|.-'dd.-"ﬁ|
o
[
i
(]
Tateooo Affidersit Fiease mark wiich memibers of the family use tobacoo and Sign the form. 1 none of the peopie enrolled on your PELA coverage uses tobaom,
a you will receive the discounk on your hesith and life insuranoe premiume. | sdnowiedze Dy sighing the aeptance bax below theat FELA, or its apEnts have BOEsE
; oo my el reconds bo check my koo use sabus
E Wiho uses tobaoo: D Policyhoider D Dep-er\-o-urt[:xuse mndfor u-iu-u-]
< D Mo Tatescoo Uszrs within the last [§] months
- ) I:‘ 1 h.zref:v-ll mcoept the Life Insurance. | understand that PEA -ru:ll c'uriz_thz typeor IE-‘E!J of berefits or the amount of nml.—il.:l.tm I.uz'trlr theat the above
B informeation is true and oomect and understand that prosading false information on this form i ilegal and those who proside false information mey be
B ted
b prosen
E I:I 1 o ot wish to partidipste i PELA OFT//Dep Life Insurance | decline to partidpats in OFT/Dep Lite Insursnce:
Empioyes’s SiEnatune: Derte:
Aze=noy Name Acrount Murmber Dete of Empioyment
E—- Hours worked Weeky Effective Date of Covernze OFT Plan ooce Di=p Flan Code
& | heraby cartify that to the Dt of my knowlecee, the information contzined hersin is acourate. | further certify the empioyes is 3 permanent Auk-ime empioyes
o of this BEancywho masts the minimum sdigibility requiremrenis for the Fublic Empioype= Insurance Plan.
Authorized Signature : Daba:

Revised Apnl 2005
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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.
Date of Employment: Date of full-time employment for the employee with your agency.
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 form 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 provided by the life
insurance carrier. PEIA and Minnesota Life, the life insurance carrier, will determine the effective date
of coverage. Minnesota Life will contact you when the medical underwriting decision has been made.
Please see the Life section of the BCRM for further details. 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.

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 I'V 400
Plan V 500
Plan VI 600
Plan VII 650
Plan VIII 700
Plan IX 750
Plan X 800
Plan XI 000
Plan XII 950
Plan XIII 051
Plan XIV 052
Plan XV 053
Plan XVI 054
Plan XVII 055
Plan XVIII 056

If an employee chooses more than $100,000 of coverage, he or she will be required to provide Evidence
of Insurability. Please see the Life section of the BCRM for further details.
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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
2 500

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 15 should accompany
submission of the documentation to PEIA.

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

The primary and contingent beneficiary(ies) determines the order in which beneficiaries become eligible to receive a death benefit. Surviving
beneficiaries in any category share equally with beneficiaries in the same category unless otherwise specified. Use of the word “Children”, without
modification, includes only your biclogical children of first generation and adopted children. For revocable designations, this signed beneficiary
designation, when accepted by the underwriting company, is the only form needed to elect or change a designation under this policy. Mo other
documents are required.

Name benefidiaries by category. If no percentage is noted, the death benefit will be paid in equal shares to the named beneficiaries who survive
the employee. If unequal percentages are assigned to the beneficiaries, the share of any beneficiary who predeceases the employes will be
distributed equally among all surviving named beneficiaries. If no such beneficiary survives, the payment will be made in accordance with the terms
of the policy. To receive a death bensfit, a beneficiary must survive the insured. In the event a beneficiary does not survive the insured, that
beneficiary’s portion shall be equally distributed to the remaining beneficiaries within that category. In the event of simultanecus death of the
insured and a beneficiary, the death benefit will be paid as if the insured survived the beneficiary.

The same person CANNOT be named as a primary and a contingent beneficiary.

EXAMPLES OF BENEFICIARY DESIGNATIONS

Example 1: If a primary beneficiary is to receive the benefit, followed by a contingent beneficiary, if the primary
beneficiary is deceased.

PRIMARY BENEFICIARY(IES) — The person or persons named will receive the benefit

Legal Full Name Date of Address and Phone Number Social Security Relationship | Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Smith, Jane A 01-01- 123 Main Street, Amywhere, WV, 12345; 00000 Daughter 100%
1971 304-555-1234
Total = 100%
CONTINGENT BENEFICIARY([IES) — If the primary beneficiary(ies) is no longer living, the benefit is paid to this person(s)
Legal Full Name Date of Address and Phone Number Social Security Relationship | Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Brown, Nancy B. 02-02- 456 Main Street, Amywhere, WV, 12345; OO0 Sister 100%
1951 304-555-4567
Total = 100%

Example 2: If more than one primary beneficiary is to receive the benefit first, followed by the contingent
beneficiarylies) if all the primary beneficiaries are deceased.

PRIMARY BENEFICIARY(IES) — The person or persons named will receive the benefit

Legal Full Name Date of Address and Phone Number social Security Relztionship | Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Smith, Jane A 01-01- 123 Main Street, Amywhere, WV, 12345; =000 Daughter 40%
1971 304-555-1234
Smith, John 1., 5r. 03-03- 123 Main Street, Amywhere, WV, 12345; 000000 Husband 40%
1952 304-555-1234
lones, Mary C. 04-04- 22 Oak Street, Anywhere, WV, 12345; HOO0-H000 Friend 20%
1965 304-555-2222
Total = 100%
CONTINGENT BENEFICIARY[IES) — If the primary beneficiarylies) is ne longer living, the benefit is paid to this person(s)
Legal Full Name Date of Address and Phone Number Social Security Relationship | Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Brown, Nancy B. 02-02- 456 Main Street, Amywhere, WV, 12345; OO0 000 Sister 50%
1951 304-555-4567
Johnson, Jack E. 05-05- 5 Elm Street, Amywhere, W\, 12345; HOOE-20-H000K Brother 50%
1958 3(4-555-5555
Total = 100%

Example 3: If the beneficiary is a formal trust.

PRIMARY BENEFICIARY(IES) — The person or persons named will receive the benefit

Legal Full Name Date of Address and Phone Number Social Security Relationship | Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Smith, Jane A. — Trustee, her successors or successor in trust under the Jane A MNfA Trust 100%
Smith Revocable Trust Agreement. Executed by the insured on June 1, 2008.

Total = 100%

Visit securian.com/beneficiary-info for more information about naming life insurance beneficiaries.
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Change in Beneficiary Form

State of West Virginia Public Employee Insurance Agency
601 57th 5t., SE, Suite 2 # Charleston, WV 25304-2345

ciB

Full Legal Mame (Last] {First) {na1) (Generation: Ir., Sr., etc.) Social Security Number
Mailing Address County of Residence Home Telephone
City State Zip Work Telephons
Physical Address Gender (Circle One)
M F
City State Zip Date of Birth (mmjdd/yy)

INSTRUCTIONS: Clearly print or type the information belew, then sign and date the completed form. Return to the address listed above or fax to
1(877) 233-4295 or 1(304) 558-2470.

EMPLOYEE BASIC LIFE BENEFICIARY DESIGNATIONS

PRIMARY BEMEFICIARY(IES) — The person or persons named will receive the benefit

Legal Full MName Date of Address and Phone Number Sodal Security Relationship Share % [must
[Last, First, MI, Generation) Birth Number Spouse/Child/Cther | toral 100%)
CONTINGENT BENEFICIARY[IES) — If the primary beneficiarylies) is no longer living, the benefit is paid to this person(s]
Legal Full Mame Date of Address and Phone Number Socal Security Relationship Share % [must
{Last, First, Mi, Generation) Birth Number i total 100%)

OPTIONAL LIFE BENEFICIARY DESIGNATIONS

l:l Saome Beneficiaries and Shares as Basic Life Designations

PRIMARY BENEFICIARY(IES) — The person or persons named will receive the benefit

Legal Full HName Date of Address and Phone Number Social Security Relationship Share % [must
[Last, First, M1, Generation) Birth Spouse/Child/other | total 100%)
CONTINGENT BENEFICIARY[IES) — If the primary beneficiary(ies) is no longer living, the benefit is paid to this person(s)
Legal Full HName Date of Address and Phone Number Social Security Relationship Share % [must
(Last, First, MI, Generation) Birth Number Spouse/Child/Other total 100%)

SIGNATURES REQUIRED

Insured’s signature

Date

Witness's signature ¥

Cate

This form is not specifically for use by Benefit Coordinators and does not require the Benefit
Coordinator’s signature. We are including it in this book for your convenience and reference.

BCRM Forms and Instructions

Page 10

2019



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.

Waiver of Premium Claim
Employer’s Statement

Minnesota Life Insurance Company, a Securian Financial Group affiliate * Group Division Claims MINNESOTA llFE

Charleston Branch Office « PO Box 3742 + Charleston, WV 25337-3742 « Toll free 1-800-203-9515

Type of Claim: [ Active Employee [1 Retiree

Policyholder's name Policy number Account number Coverage code
PEIA 33227

Insured employee’s name (Last, First, Middle Initial) Employee ID Gender

[ Male [] Female

Street address

Date of birth (Month, Day, Year) Date employed (Month, Day, Year) Social Security number

Job title Date last worked

Status on employment date

[ Full time [ Part time 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 6-2006 PEIA Waiver Claim Packet 6-2006

Type of Claim: Check the status that applies to the employee.
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.
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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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Change - In - Status Form

State of West Virginia Public Employee Insurance Agency CIS

Change In Status Form
Complete this form to Change the status of your coverage.
Complete all sections of the form except “AGENCY”

Full Legal Mame (Last) (First) (MY (Generation: Ir., 5r., etc.) Social Security Number
Mailing Address County of Residence Home Telephone
i [ )
%_ City State Zip Wark Telephone
E L)
Physical Address Sex (Circle one)
M F
City State Zip Date of Birth (mm,/dd/yy)
Please indicate the status change you are making:
D Mame Change: [] Policyholder | Dependent (Last) (First) (M)
D Add Dependents to: [JHealth Dependent/Optional Life Oeizn1 Orlan 2 Oplan 3 O Plan 4[] Plan 5
Complete Dependent information below. If not in the initial enrollment period, Evidence of Insurability is
c required for life insurance.
&
g D Remove Dependents from: []Health Dependent Optional Life:  [JPlan 1 []Plan 2 [] Plan 3] Plan £[] Plan 5
; D Change in Health Coverage from Plan, to Plan
-
3
""="‘ D Add Health Coverage [ | PEIAPlan A [] PEIAPlan B [0 PEIAPIanC [] PEIAPIanD
EE' [J] The Health Plan HMO Plan &  [] The Health Plan HMO Plan B[] The Health Plan PPQ Plan C
= l:l Drop Health Coverage. Keep Life Insurance Only. This terminates Health Coverage for Policyholder and zll dependents.
%]
I:‘ Tobacco Status Change
D Other, Please Specify
For each Qualifying event PEIA requires documentation. To add a dependent, PEIA requires documentation to substantiate legal
dependency. Please see your Benefit Coordinator for questions about necessary documentation. The member's name, social
security number and agency of employment must be written across the top of all documents submitted to PEIA.
If spouse is currently insured by PEIA as a policyholder,
please enter their Social Security Number
Legal Mame Address Relationship | Sex | Birth Social Security Other Health
5 (Last, First, Ml Generation) | (if different from above) Date Number Insurance
‘E (Plan Mame)
-
=
E
5
c
a
o
(=]
January 2019
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State of West Virginia Public Employee Insurance Agency CIS
Change In 5tatus Form

Complete this form to Change the status of your coverage.
Complete all sections of the form except "AGENCY"

Marriage J Death of 2 dependent _I Open Enroliment
E | | Divorce | | Birth of = Child Affordable Care Act
o
=
§ J Unpaid Leave of Absence J Significant Change in Health J Change from full-time to part-time or vice versa of
] by Employee, S5pouse or Coverage the employee, spouse or dependent
¥ Dependent
L~
& . — .
5 Adoption | | Beginningorend ofa J Other [Please Specify]:
[5 dependent’s employment
Unider federal DDBRA law. PELA and the managed care plans must offer continued coversge to gualified policyholders or dependents under
certain cincumstances. Vou will be sent 3 notificstion with the necesssiry spplications by HeslthSmart Solutions, who  administers COBRA for
PELA. You will hawe 3 limited amount of time to elcect continuation of coversge.
COBRA premiums include both the employer and employee share of the premium, as well 25 an sdminstrative fes, so they are higher than
g premiumes paid by active employess. The premiwms are printed in the Shopper’s Guide each year. For further information, you may contact
@ HegithSmart at 1-E8E-440-7342.
8 If the dependent’s address is different than the policyholder's address, please provide the dependent’s mailing address below:
Dependent Mame
Street Name:
City. State and Zip:
Tobacco Affidavit: Mease mark which members of the family use tobacce and sign the form. If none of the people enrclled on
@ your PEIA coverage use tobaccoo, you will receive the discount on your health and Opt/Dep |ife insurance premiums. |
'E acknowledge by signing the scceptance box below that PEIA or its agents have scoess to my medical records to check my
= tobacoo use status.
E Who uses tobacoo: O Policyholder O Depencent [spouse andfor children)
[0 Mo Tobscoo Wsers within the last (6] months
[N hereby accept the group coverage | have indicated above. | understand that PEIA may change the type or levels of benefits
or the amount of contribution. | certify that the above information is true and correct and understand that providing false
@
= information on this form is illegal and those who provide false information may be prosecuted. | hereby consent, for myself and
g_ my covered dependents, to the release to PEIA and to the plan | have selected, all medical and prescription drug information
B rneeded to process claims, determine coverage, review utilization, investizate complaints, assess quality of care, evaluate plan
3 performance or any other process involved in my treatment, payment of claims or health care cperations.
Employese’s Signature Diate:
Azency Mame Account Number
Effective Date of Status Change Index Code
c I hereby certify that to the best of my knowledge, the information contained herein is accurate. | further certify the employee is
E = permanent full-time employee of this agency who meets the minimum eligibility requirements for the Public Employee
Insurance Plan.
Authorized Signature: Date

January 2019

BCRM Forms and Instructions Page 14 2019



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.

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, 2017 by
the employee, the effective date would be February 1, 2017.

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.

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

For State Agencies, Colleges, Universities and County Boards of Education
For the PEIA PPB Plans A & B and ALL managed care coverages

Salary
Index Code From To
01 3 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

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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Eligibility Documentation Memo

F Ted Cheatham

*
=
r{n} ; Director
o sy
g a8

WV Tollfree: 1-888680-7342 * Phone: 1.304-558-7850 * Fax: 1.304.558-2470 » Internet: www wwpeia com

Jim Justice
Governor

To:  PEIA Eligibility Documentation Unit

From: Date:
| poficyholder’s mame]

ve: niquenumber [ | [ | [ [ [ [ ][[[[[]]]on

astrouragrscrssn [T [ 1T

Please mark who you're adding to coverage and the documentation attached.

Status Change Event Documentation Required
Provide a copy of the divorce decree showing that the
Divorce diverce is final.
Marriage Caopy of valid marriage license or certificate
Birth of Child Caopy of child's birth certificate
Adoption Copy of adoption papers

Adding coverage for a stepchild who
resides with the policyhelder

Adding coverage for any other child
who resides with the policyholder

Caopy of child's birth centificate.

Court-ordered guardianship papers.

Open Enroliment under spouse’s A copy of printed material showing open enrcliment dates
employer's benefit plan and the employer's name.
Death of spouse or dependent A copy of the death cerificate.

A letter from the spouse's employer stating the hire date,
Beginning of spouse's employment sffective date of insurance, what coverage was added, and

what dependents are covered.

A letter from the spouss's employer stating the termination
End of spouse’s employment or retirerent date, what coverage was lost, and dependents
that were cavered.

A letter from your or your spouse’s personnel office stating
the date that you or your spouse went on unpaid leave or

Unpaid leave of absence by employee

or spouse
returned from unpaid leave.

Significant Change in Health A letter from the spouse's insurance carrier indicating the

Coverage Attributable to Spouse’s or change in insurance coverags, the effective date of that

Dependent’s Employment change and dependents covered,

Change from full-time to part-time A lettzr from your ar your spouse's emplayer stating the

employment or vice versa for previous hours worked and the new hours worked and the

employee or spouse effective date of the change.

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

Please send this cover sheet with your document(s) to the address below.

601 57 Street, SE * Suite 2 * Charleston, WV 253042345
An equal ofportunity emblover.

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 this should accompany submission of documentation to PEIA.
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Change - In - Address Form

State of West Virginia Public Employee Insurance Agency CILA
Change In Address Form

Complete this form to Change the Address for you or your dependents.
Complete all sections of the form except “AGENCY”

Please Note: Changing your address with PEIA does not update the information with Mountaineer
Flexible Benefits. You must also complete a Demographic Change form and send it to FBMC to update

your information in their system.

Full Legal Name (Last) (First) (M) (Generation: Jr., Sr., etc.) | Social Security Number
Old Mailing Address County of Residence Home Telephone
()
-]
"-‘D; City State Zip Work Telephane
- ()
£
T
Physical Address Sex (Circle one)
M F
City State Zip Date of Birth {mm/dd/yy)
New Mailing Address County of Residence
“ City State Zip
@
o
=]
g Physical Address
@
=
City State Zip
Legal Name New Address
{Last, First, MI,Generation) (if different from above)
=
@
=
c
@
o
@
(=]
Agency Name
w | hereby certify that to the best of my knowledge, the information contained herein is accurate and that providing false
2 information on this formis illegal and those who provide false information may be prosecuted.
1]
c
'E Policyholder's Signature: Date:

August 2017

This form is not specifically for use by Benefit Coordinators and does not require the Benefit
Coordinator’s signature. We are including it in this book for your convenience and reference.
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Policyholder Termination of Coverage Form

state of West \ﬁrgini_PuIr.l'u: Empiloyes Insurance Agency TERAM
Polscyhalder Termanation of Coverage Fonm
this form bo Eerminate mll sections of the form “AGENCY™

Full Laged R |Lur| (Pt} [1541] |Gesarytian: Ir., Sr., #tz| Sodal Seourty Humser
- Maling Adidrear Crearry of Ramldencs [sizaTa: Taiaphans
E = St Ip Wort Taisphane

i1
E Fraeial ddormn Saa [Orclks ore
[} F
Ty e s |- Corim it Bz [ rerryt i vyl

I your spowia b currently insered by PELS @ .pEnes 4o tha Social 5 oy L

*** Partidpants cannot volantarily terminate & benefit without = qualifying event. i you are requesting this action
putsice of open snroliment F-H"I-ﬂﬂ. please state the |:|uu|i1"|lin5 eyent and attach documentation to support the event.
Flznse refer to the Summarny Flan Desoription for further details and = st of gualifying events.

|:| Resignation |B.C: T mansdering 1o another FELA insufed agescy,. plois uie e online tranife fusction in Masage My Bareiiia)

] Taeimi | o bABcondua | an Adminisirat e | b being iRdrnuted, s o dirlir Thie Ad) I nna S ctiioh
] of thi Teim)
a [ Teiminated mvelustary of by reduction in work Toms,
" i D dia D do pol esoepl tha (1) addidonal manths of etesded besalna.
|:| volenitarily cancsl all cowerain.  Re-errolmest felioion mey agply®***
E [Te tancil hsalth insurasos oaly, e a Chasge s Stabes foim)
] AetiFemant
E |:I Caneellathon of Emgloyes Basic Uile insurasce* * ¥
] [ cancsdl of 1 Diptional Lite b e
= [ cancellation of Depindn Sptionl Lfe b e
[ Decriased (Mame anter e date of daath| I
: Suividng Depeadient Remarilage (Mease entef the date ol barriage)
|:| Teimi ] I uraryailshia. For dgnaturs, Form moss b aigresd the BC andl by ancthar rnfl mamber of ths spency|
[ afferdable Care Act
[ ther (Mmase seplain) - -

“.Iql.ildmll.‘lll.ﬂllglllﬂull. [ ) -“"-““-“-D-Ii.-.-““-“

= In thet es of 5 temiratios for micondwes, you my e the right o on sdminlcaive spoeal. B the saminictrative: szesal iz e indories, with your
i [ ] TRt ] 1T BNy Fr Temekoyss’s thare” of the moreh iy premiom. Hpoo ks the spsal, ang s siacied na comtins your
covernps for thaa s scdition sl meamshe, you will 28 resquirsd 1= eimbures the 10| prem o for the momhe Suring whick you have cortineed yoar cossmmge.
-4 Flams mark your chaodcs:
B D abaos . eontice crserage during the scmiskrrrwsies appesl. realbing fally th H ovp appeal ko | am reepaaeibls for rsim buring s sntl s premiorr
B' o thes mpenoy oo the: St of Wee Virginis.
L4 I:I dedirs 1= cont res cwerags during the sdmineracies aopasl.
5 Izlizysdder Lgnature: Db
Unosr fadersl COBES bw, LW ord the maraged cars plare moe ofer cortinues -] il oyheiclers or o wrsr ceTaie
clieumessnos. Fouwil 28 e o etflonion st the recsesey spplicstione by UK, PEW s DO, sdm indctreiee. oo wlll boes: s Bmies) smesass of tims 2o
E showct corcirugtior of coverage. DOBEA prerrluma Indude Embs the smpkopsr 3nd STizioyes phars o the prem e, ox wedl ae ar sdmineracies fee, oo they ane
E highar thar premivme pald by sccies mplopss. The prermbema ars prinesd Inthe Shaopper's Guldes ssch yeaar. Far Forthesr infaormasion, you mowy concss LW ot
LRS- TH
Ageroy Hume ho=uE Humbar Corrent Coverage Code
Dot i Prprall EFfsctive Dwie of Temminatian

| heradyy oty that o the et of mry owledge, the Informmartion comained hersin v sounms.

fgency

Bana® Coorzineor Sgnmure: Toama
Apenay Aotherined Sg T,
Dwe: Sgract

Muarch 2013
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Policyholder Termination of Coverage Form

Account Name: Your agency name as it appears on your PEIA monthly billing.
Account Number: Your 9-digit number found on the monthly billing invoice
Current Coverage Code: Indicate the Code of Coverage under which the employee was last covered.

HIO1 PEIA PPB Plan A

HI02 PEIA PPB Plan B

HIO3 PEIA PPB Plan C

H104 PEIA PPB Plan D

HMHP - A The Health Plan HMO Plan A
HMHP - B The Health Plan HMO Plan B
LBO1 Life Insurance Only

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

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.

Authorized Signature: Your signature as the Benefit Coordinator.

Agency Authorized Signature: If the Policyholder is unavailable to sign the Termaination form, PEIA
requires a second authorized signature and title to confirm termination of the employee.

Date: The date you signed the form. Forms should be signed immediately upon receipt from the
policyholder
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Retirement Health Benefits and Basic Life
Enrollment Form

Retires

State of West Virginia Public Employee Insurance Agency BL/Health

Retiree Health and Life Insurance Enrollment Form
Complete this form to enroll for Health and/or Basic Life coverage. Complete all sections of the form except “AGENCY”

Retirement Health Benefits and Basic Life Insurance
Enrollment Form Instructions

Retiree: Complete all demographic information. Use your full LEGAL name. The ‘Generation’ area provides a
space for men to indicate family generation indicators such as Ir., Sr., 11, lll etc.

The Medicare ID Number can be found on your red, white and blue Medicare card. The number is 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. Your premium decreases when
you are retired and have Medicare.

Please provide the date when you were or will become eligible for Medicare. When you become eligible for
Medicare it is important that you enroll for both Medicare parts A and B. Please see your Summary Plan
Description for more information.

PEIA needs information about your last employer prior to retirement and the last day worked (or will work) for
that employer.

Dependent Information: Fill in any dependents that are to be covered under your health insurance plan.
Please complete each box and if they are Medicare eligible we will need a copy of their Medicare card. Please
see the documentation chart in the Summary Plan Description to know what documentation is needed for
proof of legal dependency for any dependents you may be adding.

Basic Life Beneficiary(s): You may enroll in a basic decreasing term life insurance policy for yourself. If you do
so, please designate your beneficiary (s) in this section. 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 beneficiary, the share of any beneficiary who predeceases the policyholder will be distributed
equally among zll surviving named beneficiaries. If no beneficiary survives the policyholder, payment will be
made in accordance with the terms of the policy. The name of the beneficiary should be written “Jane B.
Doe”, not “Mrs. Jon Doe” or “Mrs. J. A. Doe".

Coverage Selection: Please indicate the type of coverage you choose to have in retirement. Remember that if
you are to continue your health care coverage into retirement, you must remain in the health care plan you
were in as an active employee through the end of the plan year (June 30), unless you were in PEIA PPB Plans C
or D, which are not offered to retirees, or you were enrolled in 2 managed care plan and will be Medicare
eligible when you retire. Please be sure to mark the plan you want. For life insurance, on this form you can
continue your Basic Life insurance. If you wish to continue Optional and/or dependent coverage, you must
complete the Retiree Optional Life Insurance form.

July201s 1
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Retires

State of West Virginia Public Employee Insurance Agency BL/Health

Retiree Health and Life Insurance Enrollment Form
Complete this form to enroll for Health and/or Basic Life coverage. Complete all sections of the form except “AGENCY”

Earned Extended Benefits: If you have sick and/or annual leave credits, or faculty teaching credits, you must
specify how you want to use those credits. You may use sick/annual leave credits to extend your employer-
paid coverage under PEIA or to increase your annuity from CPRB. For details, please see your Summary Plan
Description. If you were hired after July 1, 2001 {or July 1, 2009, for faculty), you are not eligible for this
benefit.

Affidavit: PEIA offers discounts to tobacco-free plan members for both health and optional life insurance. You
must complete the affidavit to qualify for the discount.

Acceptance: When you have made your selections on this form, you must sign and date the “Acceptance” box
and sign and date the bottom of the acceptance box. If you do not wish to enroll for health or life insurance
coverage as a retiree, you must mark the appropriate “Declination” box and sign and date below it.

What next: When your form is completed to this point, please return it to the Benefit Coordinator at your
place of employment. Your Benefit Coordinator in your HR department will complete the agency portion of

the form and submit it for processing.
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Retires

State of West Virginia Public Employee Insurance Agency BL/Health

Retiree Health and Life Insurance Enrollment Form
Complete this form to enroll for Health and for Basic Life coverage. Complete all sections of the form except “AGENCY”

Please read and follow the instructions included with this form when completing. 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 two-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 "Agency” portion. Return the completed forms to your HR

department.

Legal Mame [Last) (First) (M) [Generation: Jr., 5r., etc.) Social Security Number

Mailing Address County of Residence Medicare ID NMumber
=
.g City State Zip Home Telephone
[3:}
z L)
-g Physical Address Sex (Circle one)
E M F
5 City State Zip Date of Birth (mm/dd/yy)
Q
[

Provide the date when you were or will be Medicare Eligible: Personal Email Address

Please also Provide a copy of your Medicare 1D card now or when you are Medicare eligible.

Provide the name of your last employer and your last day worked:

Complete the following infermation ONLY for dependents to be covered under your plan.
c Legal Mame Address Relationship Sex | Birth Date | Social Security Other Health
g [Last, First, M1, Generation) (i different from abaove) Number Insurance
1 (Plan Mame)
E
£
=
=
L8]
-
=
U
-4
U
(=]

Basic Life Insurance Beneficiary(s)
Please designate the beneficiany(s) of your Basic Life insurance coverage below. The name of the beneficiary must be the full LEGAL name spelled cut, and written

— Jane B. Doe and not Mrs. John Doe or J. A. Doe.
= Legal Name Address Relationship Social Security Distribution %
-S [Last, First, M1 Generation) | (if different from above) Number
T
j =
1]
5]
&
-
o
“n
1]
@

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

PLEASE Continue.

November 2019 3
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Retires

State o.f West Virginia P.l.lhlll: Employee Insurance Agency BL/Health
Retiree Health and Life Insurance Enrollment Form
Complete this form to enroll for Health and/or Basic Life coverage. Complete all sections of the form except “AGENCY”

Please read and follow the instructions included with this form when completing. 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 two-page form. You must submit both pages
for your enrellment to be valid. Incomplete forms will be returned and may delay your enrollment. Complete all sections of the form except the
last “Agency” portion. Return the completed forms to your HR department.

Please be aware that if you submit conflicting documents regarding the
use of your leave credits, the document you file with the CPRB will take

Coverage Selection [Select One) | am enrolling for: Earned Extended Benefits
D Policyholder Only Health and Life Sick and/or Annual leave and Faculty Credits
Mark plan choice below I choose to use my credits to:

. ) D Extend my employer-paid insurance coverage. Please
© D Family Heal_th and Life be aware that if the policyholder dies while using this
&o Mark plan choice below benefit, survivors may continue coverage, but may not
g [ Life Insurance Cnly (No Health Benefits) use any remaining credits.

“ [ Life Insurance Only (Health Benefits under [0 [Increase myannuity amount.
spouse’s PEIA plan) (Complete proper forms from CPREB)
O

Health Insurance Only {No Life Insurance

Benefits) Mark plan choice below
precedence.

- [CJeeia PPE Pian AfSpecial Medicare Plan [] PEIA PPB Plan B
= [CJHeatth Plan HMO Plan &[] Health Plan HMO Plan B[] Health Plan POS Plan C
Health Plan HMO and POS Plans are NOT avsilable to Medicre Retirees/Dependents. Medicare Retirees choosing to move immediately to Humana must contact PELA for 2 Transfer Form.

Tobacco Affidavit: Please mark which members of the family use tobacco and sign the form. If none of the people enrolled on
your PEIA coverage uses tobacco, you will receive the discount on your health and life insurance premiums. | acknowledge by
signing the acceptance box below that PEIA or its agents have access to my medical records to check my tobacco use status.
Who uses tobacco: D Policyholder D Dependent (spouse and/or children)

D Mo Tobacco Users within the last (6) months

Affidavits

D | hereby accept the group coverage | have indicated above. | understand that PEIA may change the type or levels of bensfits or the
amount of contribution. | certify that the above information is true and correct and understand that providing false infermation on this form is
illegal and those who provide false information may be prosecuted. | hereby consent, for myself and my covered dependents, to the release to
PEIA and to the plan | have selected, all of medical and prescription drug information nesded 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.

D | do mot wish to participate in ANY PEIA Health Coverage or Basic Life Coverage. | decline to participate in AMNY PEIA Coverage at this time.

Acceptance

Signature: Date:

Agency Name Agency Account Number Hire Date

Last date of active Employment Effective Date of Retirement Effective date of Retiree Insurance Coverage

Number of Days of accrued sick and annual leave for which the employes was not paid when employment ceased.

Number of months of earmed extended insurance coverage (2 days = 1 month single; 3 days = 1 moth family coverage)
Partial months are not allowed.

Total W State Government cradited years of service:

Agency

Higher Education Faculty Only: Total years of extended coverage in months:
3 and 173 years = 1 year of single coverage; 5 years' service = 1 year family coverage

Meamber Retirement from: l:l TIAA-CREF I:l TRS l:lTDc l:lpsks l:l TROOPERS DDTHEF.:

| hereby certify that to the best of my knowledge, the information contained herein is accurate. | further certify the employee meets the
minimum eligibility requirements for the Public Employee Insurance Plan.
Authorized Signature: Date:

November2019 4
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Retirement Health Benefits and Basic Life
Enrollment Form

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

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

Hire Date: Enter the date in month, day and year policyholder was hired.

Last date of Active Employment: Date employee was last actively on payroll

Effective Date of Retirement: Date the employee retires

Effective Date of Retiree Insurance Coverage: First day of the month following the date of retirement

Number of days accrued, sick and annual: Enter the total number of days to be used towards payment
of premiums.

Number of Months earned extended coverage: Enter the total number of months earned for coverage
of premiums. 2 days = 1 month of single coverage and 3 days = 1 month of family coverage. Partial
months are not allowed.

WV State Credited years of Service: Enter the correct number of years without lapse in service.

Higher Ed years of extended coverage: Enter the correct number of months of extended coverage.
3 and 1/3 years = 1 year of single coverage and 5 years of service = 1 year of family coverage

Member Retirement from: Mark the correct box if any apply.
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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Retirement Optional/Dependent Life
Enrolilment Form

State of West Virginia Public Employee Insurance Agency
Retiree Optional Life Insurance and Dependent Life Insurance Enrollment Form

RET
OFT/DEE,

Complete this form to enrcll for Opt/Dep Life Insurance. Complete all sections of the form except "AGENCY™

] Legal Name |Last) (First) [M1] |Generation: Ir., S, Socal Securty Humber
(|
Mailing Address County of Residenc Home Telephane
% City State zip I: :I
E
w Fhysical Acress Sex [Ciroie one|
M F
ity Stakm ﬂp Darte of Birth |rr'r'1."-:-:."'|r|r]
You Must be enrolled with BASIC LIFE to enroll in Optional and/or Dependent Life. If you
have not enrolled for Basic Life, please fill out a Retiree Basic Life and Health Enrollment Form
to enroll in Basic Life prior to submitting this form.
Optional Life Insurance- If you have enrolled in basic Life insurance you may choose to enroll for optiona
ife for yourself. Your coverage is based on your selection and your age on the effective date of coverage.
If you need additional space please use a blank sheet of paper and attach it.
Emplﬂyee’zﬁ.ge’J Plan 1 [ Planz [ | plans Plan 4 Plan 5
Under Age 65 55,000 510,000 515,000 520,000 530,000
Age B5 to 69 3,250 6,500 9,750 13,000 15,500
Age 70 and 2,500 5,000 7,500 10,000 15,000
above
Employee's Age L1 Plan 6 | Plan 7 L | Plan g L I Plang | Plan 10
Under Age 65 540,000 550,000 575,000 %100, 000 %150,000
Age B5 to 69 26,000 32,500 48,750 65,000 57,500
% Age 70 and 20,000 25,000 37,500 50,000 75,000
2 above
,'E.. The name of the beneficiary should be fully spelled out and written “Jane B. Doe,” mot “Mrs. John Doe” or “Mrs. L K. Do=". f
S‘ more than one beneficiary is named, you may divide the death benefit by noting what percentage is to be paid to each

beneficiary. If no percentage is noted, the death benefit will be paid in egual shares to the named beneficiaries that 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 zll surviving named beneficiaries. |f no such beneficiary survives, payment will be made in
accordance with the terms of the policy.

Beneficizry Legal Namie
|Last, First, M, Generation)

Beneficiary Address
(if different from abowe)

Relztionship
to Insured

Socizl Security
Number

Distribution %
Total Must egual
100%

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

Revised March 2019
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State of West Virginia Public Employee Insurance Agency
Retiree Opticnal Life Insurance and Dependent Life Insurance Enrollment Form

Dependent Life Insurance - You may choose to enroll for dependent |ife for your spouse and/or children. The
bensficiary of the dependent life insurance policy is the employes. Toenrcll for dependent life insurance, mark the

plan of your choice and complete the following information.
O Planl O Plan2 O Flan3 O Pland O Flans

55,000 for your 510,000 for your 515,000 for your 520,000 for your 540,000 for your

SpOdseE SpoLsE SpousE Spouse Spouse

52,000 for each child | 54,000 for each child | 57 500 for each child | 510,000 for each child | 515,000 for each child
£
= Dependent Legal Mame Social Security Date of Birth
E {Last, First, M|, Generation) Relationship to MNurnber {mmy/ddfvy)
= Insured
&
&

Tobacoo Affidavit: Please mark which members of the family use tobacoo and sign the form. f none of the people
- enrolled on your PEIA coverage uses tobacoo, you will receive the discount on your health and life insurance
JE premiums. | acknowledge by signing the acceptance box below that PELA or its agents have access tomy medical
= records to check nmry tobacco wse status.
E Who uses tobacco: [[] Policyhoider [[] Dependent [spouse and/or children)

[] Mo Tobacco Users within the last {8} months
| am enrclling in |:| Optional Life |:| Dependent Life
|:| The Benefits have been explained to me and | hereby decline to participate.

L]
E |:| | hersby accept the Life Insurance. | understand that PEIA may change the type or levels of bensfits or
'!j#‘ the amount of contribution. | certify that the above information is true and correct and understand that
a4 providing false infermation on this form is illegal and those who provide false information may be

prosscuted.

Emiployee’s Signature: Date:

Agency Name Hire Date Last Date of Active Employment

Account Number Effective Date of Retirement Effective Date of Retiree Coverape
[
[ =

| hereby certify that to the best of my knowledge, the information contained herein is accurate. | further certify the employee is
a permanent full-time employee of this agency who meets the minimum eligibility requirements for the Public Employee
Insurance Plan.

Buthorized Signature : Date

Revised Mardh 2015
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Retirement Optional/Dependent Life
Enrolilment Form

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

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

Hire Date: Enter the date in month, day and year policyholder was hired.

Last date of Active Employment: Date employee was last actively on payroll

Effective Date of Retirement: Date the employee retires

Effective Date of Retiree Insurance Coverage: First day of the month following the date of retirement

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

If an employee chooses more than $100,000 of coverage, he or she will be required to provide Evidence
of Insurability. Please see the Life section of the BCRM for further details.

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
2 500
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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 15 should accompany
submission of the documentation to PEIA.

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

Notice of Death

I, "
Minnesota Life Insurance Company - A Securian Compary [3] | M'NNESU"’A I_“-'E
Charleston Branch Office » PO Box 3742 « Charleston, WV 25337-3742 ¥
Claims = Toll free 1-800-203-9515

TYPE OF CLAIM: [ Active Employee [ Retiree [ Dependent
Attach a certified copy of the official death certificate.

PART 1 - EMPLOYEE INFORMATION (to be completed by the employer)

1. Employes name 2. Employee Social Sacurity number
3. Employes address (sfrect, city, stata, zip) 4. Employee telephone number
5. Employes date of hire {mafday/yr) 6. Effective date of employes's insurance (modaylyr) 7. Employes actively at work on
effective data?
[1v¥es [Ino
PART 2 - DECEASED INFORMATION (to be completed by the employer)
1. Name of deceased 2. Daceasad's Social Security number | 3. Relationship to employee | 4. Gender
[ male [] Female
5. If dependent, affective (moidayiyr) 6. Date of birth (mo/dayfyr) 7. Date of death (mo'day/yr) 8. Was death due to an accident?
date of dugendem‘s
insurance? [ ¥es [JMNo
PART 3 - EMPLOYER CERTIFICATION
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 Titla
X

PART 4 - BENEFICIARY STATEMENT (You must sign both signature lines below.) (WITHOUT A COMPLETED IRS FORM W-0 BY THE
BENEFICIARY, THE BENEFICIARY MAY BE SUBJECT TO GOVERNMENT IMPOSED BACKUP WITHHOLDING ON INTEREST PAID.)
1. Print name of baneficiary 2. Other names by which the deceased has been known, if any

3. Relationship to deceased 4. Beneficiary Social Security number | 5. Beneficiary date of birth . Baneficiary telephone number

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

Beneficiary signatura Date

X
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 retum.

CERTIFICATION — Under penalties of perjury, | cerify that:

(1) The number shown on this form is the beneficiary’s correct Social Security number, and

(2) The beneficiary is not subject to backup withholding either because hefshe has not been notified by the Internal Revenue Service
(IRS) that hefshe is subject to backup withholding as a result of a failure to report all interest or dividends, or the 1RS has nofified
him/hier that he/she is no longer subject to backup withholding, and

(3) The beneficiary is a U. 5. person (including a U. 5. resident alien), and

(4) The FATCA code(s) entered on this form (if any) indicating that the beneficiary is exempt from FATCA reporting is comect.
Exempt payee code (if any) Exemption from FATCA reporting code (if any)
Certification Notice: THE IRS REQUIRES US TO OBTAIN CERTIFICATION OF ¥YOUR S0OCIAL 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.

Bengficiary signatura Date

X

PART & - PEIA CERTIFICATION | certify that on the date of death, the above named was insurad under this policy. | further certify that the
information provided above is true and correct to the best of my knowledge and belief. (Attach a copy of enrollment form.)

1. Employer/policyholder name 2. Coverage code 3. Plan/policy number | 4. Date to which premiums were paid for deceased
PEIA 33227 (moiday/fyr)

5. Amount of insurance
Basic $. | Optional $_ | Dependent § | Total $.

Signature of authorized PEIA reprasentative Date signad 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 Palicyhulder or claimant with regard
to a settlement or award payable from insurance proceeds shall be reported fo the Division of Insurance.

F1471-PEIA Rev3-2045
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Notice of Death

A Benefit Coordinator may call Securian/Minnesota Life at 1-800-203-
9515 or 1-304-344-1222 to report the death of a policyholder or
dependent. Otherwise, they may fill out the Notice of Death Form.

Part 1- Employee Information

Employee Name: Enter the policyholder’s name, Last, first and middle.

Employee Social Security Number: Enter the Social Security number of the policyholder.
Employee Address: Enter the address of the policyholder.

Employee Telephone Number: Enter the telephone number of the policyholder.
Employee Date of Hire: Enter the date employment began.

Employee Date of Insurance: Enter the date insurance began.

Actively at Work on Effective date: Mark the correct box.

Part 2 — Deceased Information

Name: Name of the deceased member or dependent

Social Security Number: Enter the Social Security number of the deceased.
Relationship: Enter the relationship of the deceased to the policyholder
Gender: Mark the box for the gender of the deceased.

Dependent effective: If the deceased is a dependent, enter the date insurance was effective for the
dependent.

Birthdate: Enter the birthdate of the deceased
Date of Death: Enter the Date of death of the member of dependent.

Accidental: Mark the correct box.
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Part 3 — Employer’s Certification

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: Your signature as the Benefit Coordinator

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

Title: Enter your job title.
Please mail it to:
Securian Charleston Branch Office

P. O. Box 3742, Charleston WV, 25337-3742
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Surviving Dependent Enrollment Form

State of Wiest Wirginia Public Employes Insarance Agency ]
Zurviving Dependent Health Benefits Enrollment Fonm HEMITH
Compiete this form &o enroll for health coverage. Compiste all sections of e form except “AGENCT
Legal Mame |Last) [First] (bt} (Seremior: | Socl Security Number
I, 5, Eh'_]
'E bAmiling Address County of Resdence Home Telephone
B (1
a ity Sa= e ‘Work Teiephone
E Deceased Policyholder's name Social Ssourity Kumier [Cesbe: off Demai
Diate wihen you were or will b= entitied to Medimre Coverage
I i reeed additiomsal dpace than what [ provided below, please use & blask sheet of paser and amach it 1o B form
IFlpumrrh.-aurrrnI}fIm-derlLl.nlpnlqlhuHrr pleme snter I}|rl'hnl:-|h-u|.rl.-|lﬁ.|rrb-' R —
Lexal Kame Addren Heatiorship Sex | Erth Date !.-ul:.l h-ul.ﬂl.-f l.llhrr Health
Imuresoe
[Last, First, 8, Generaticn ) (¥ diferent frem albowe) Humber
(™an Hame]

Family ldarmatian

Flesss indicake the plen in which you sne enroling oy cheddng the box
Desisile the plan antion you dhoose
D FEA PPB Flan & D The Hesfth Flan HWO Plan A

Coverage Selection [Select One] | am
enralling for:
[ Single Survivor's Health Coverage

D FEA FPE Flan B D The Heslth Fisn HWO Plan B

[] Family Survivor's Health Coverage

[ The Heanh Fian PPO

bl

E signing the aco=ptancs box below that PELA o its aments have aooess to my medical reconds to chedk my toleco use: Sabus.
g Who uses tobacoo:
-

[] survirgspouse [ ] Dependent chisdren) [] Mo Totmcos Uisers within the lact [§] manths

Tobeoco Affidmat: Flease mark which members of the family use inbscm and sigp the form. 1 none: of the peonis sneolled on
your PELA coverape: uses tnbs oo, you will receve the distount on your hesith and ife insurance premiums. | acnowiedse oy

D | hareby accest the grous coverape | Barse indlortsd abowve. | underitand et FELA miy chamis B byoe o ek of berefit o the
amoust of contrition. | certify thet the abowe information i Fus and csreect and usd | hat Falten informrati

en thh form b

ilegal and Bamie whe provide fabe ir miry ba fAred. | hereby coment, for myiell and my covened dependants, be the releane b
FEA and 1o the plan | Bavs { all | i dng infcrmation reeded bo prooma dalm, determine coverage, Fovdiew
wHlirtion, irentigate complaint, esena qually of care, evaluits plas performance or any other proces in =y 1L, ey

and it is my responsibility to report that change to FEIA.

B o pitan o

D | do not whih o paricipate in ey PEA Health Covermie. | decdine bo partidpats in FELS Health Coverage.
K Jorit's 4 3 Dt

of dairm o health care cperations. | understand that upon remarrisge, | will no longer be eligible for Surviver coversge

Account Nurmber 200000324 January 2013

This form is not specifically for use by Benefit Coordinators and does not require the Benefit
Coordinator’s signature. We are including it in this book for your convenience and reference.
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Authorization to Remove WCC/BC

.\ Public Employees
Insurance Agency

Please remove the following individual as an active PEIA:
2} Benefit Coordinator
2} Web Contributions Coordinator

Employes Hame:

W Toll-free: 1 (585) 680.7342
Plones | (304} 558.7850
Faxi 1 (B77) 2334295
Website: www varpeia.com

Employee E-Mail address:

Agency Hame:

Agency Account Humber:

Effective Date of Removal:

Authorized by (print name):

Title: Phone:

signature: Date:

601 - 577 Spreer, SE o Sudte I o» Charlesten, WV 253042345

An equel apporticnicy employer.
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Authorization to Remove WCC/BC

It is important to immediately remove access of previous
WCCs and BCs when they leave your agency.

Mark appropriate circles: Mark which roles from which they need access to be removed.
Employee Name: Enter the employee’s name

Employee Email Address: Enter the employee’s email address

Agency Name: Enter the name of the Agency

Effective Date of Removal: Enter the effective date of removal from the role(s).

Agency Account Number: Enter your 9-digit number found on the monthly billing invoice.
Authorized By: Write your printed name.

Title: Enter your title.

Telephone Number: Enter your telephone number at your agency.

Signature: Sign your signature.

Date: The date you sign the form. Forms should be signed immediately and emailed or faxed to PEIA.
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