Basic Life Insurance Enrollment Form

Employee

Benefidary(ies)

| | Coverage

Affidavits

Acceptance

Agency

BASIC
State of West Virginia Public Employee Insurance Agency LIEE

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) (M) [Generation: Ir., Sr., atc.) Social Security Mumber
Mailing Address County of Residence Home Telephone

[ I
City State Zip ‘work Teleghone

L
Physical Address Sex (Circle ong)

M F

ity State zip Date of Birth (mm,/dd/yy)

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 bensficiary 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 benefit will be paid in equal
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 employes will be distributed equally ameng all surviving named beneficiaries. If no such beneficiary survives,
payment will be made in accordance with the terms of the policy. )

Beneficiary Legal Mame Beneficiary Address Relationship te | Social Security Distribution %

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

Decreasing Term Benefit For Active Employees for:

Employee under age 65 510,000
Employese Age 65 but under 70 56,500
Employee Age 70 and over 55,000

Tobacco Affidavit: Please mark which members of the family use tobacce 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 Tebacco Users within the last (6) months

Do 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.

[ 1 do not wish to participate in PEIA Basic Life Insurance. | decline to participate in Basic Life Insurance.
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Employee’s Signature: Date:
Agency Name Account Number Date of Employment

Hours worked Wweekly | 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 employees is a permanent full-time employes
of this agency who meets the mimimum eligibility requirements for the Public Employee Insurance Plan.

Authorized Signature Date:

May 2017




Basic Life Insurance Enrolilment 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

State of West Virginia Public Employee Insurance Agency HEALTH

Health Beriefits Enrallment Fonm

Complain this form 02 enroll for health coverage. Cosmplete all seciiond of the Roem et “AGENCY™
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Kisiling &d2res Coarey = Famicnoe tame Telphora

I 1
(v, ] Suiw Tig eorh Tels st orer
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Coverage Selection (Select Gne) | am Plase indicabe ik plan in which you e ereollng by checking the oo

enrolling for: bisdtcide thee plan opbioe woe cheoes:
H [ employes onity [J r€14 PPE Flan & ]t Health Plan HMD Flan A
E [] employee/child{ren) Griy [J re14 PP Flan B ]tz Health Plan HMD Flan B

] Family [J Fe1a pre Flan C [Jrte Health Plan FOS
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Who wuses tobacco: || Policyholder [ cependent (spoue andior childran)
D Mo Tobaooo Usars within the last [8) maonths
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September 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

o
X

New Salary Tier

$0-$28,100

$28,101-$38,100

$38,101-544,100

$44,101-550,100

$50,101-558,100

$58,101-570,600

$70,601-583,100

$83,101-5108,100

V|l N|lalup| W N|R

$108,101-$133,100

[
o

$133,101+
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Coverage Code: Please use one of the codes below to indicate which plan the policyholder chose:

HIO1
HI02
HIO3
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.

BCRM Forms and Instructions
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Optional and Dependent Life Insurance
Enrollment Form (OPT)

State of West Virginia Public Employee Insurance Agency OFT/DEF

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

Legal Name [Last] {First) [MI]  [Seneration: k., 5r., et Sodal Security Number
Mziling Address County of Residence Homa Talenhone
(1
E‘ iy State dp Work Telenhane
B L
] PiTysical Adidress Sy (Cirde ore)
] F
ity Stabe Zip Date of Birth [mrmyddfyy) I
Do wou perticioate in the IRS Section 125 Premium Comversion Plan soonsored by PELA if availabie? D fes |:| No
** &n nsterisk beside the pl=n number means Suaraniesd [ssue for Rew Hires within their initial enroliment penad
Optionai Life Insurance- If you have enrofied in Dasic Life insursnce: you mey choose t2 enmil for aptional ife for yoursel. Wour coverage is Desed on your
selection and your ase on the effective date of covernze. I you need additonal space plece use 8 biank sheet of paper and attech it
Empioypese's Aze Flan 1°* Flan 2°* Fanit Fend™ [ mans™ [ 1rens™ Flan7** [ PenE** []Fi=n5*"
Under Ape £3 53,000 240,000 520,000 530,000 540,000 550,000 S50, 000 75,000 S50, 000
Ape £3 o 63 3.2%0 5,300 13,000 13,300 26,000 32500 35,000 a5 750 =2, 000
Are 70 AN 2,130 4,300 5000 13,300 18,000 L3300 27000 337X 35,000
.-E Empioy=e's ﬂ.E: Plar 10%* Plam 11 Pan 12 Plar 13 Fian 14 Plar 15 Fian 1€ _ | Plap 17 | Flan 1B
— Under Ame£3 S0, 000 £130,000 200,000 SZ%0,000 300,000 5350,000 400,000 450000 5300,000
2 Ape 63t 63 55,000 97,300 130,000 162,500 155, 000 227,300 260,000 252,500 329,000
-] Are 70 AN 43,000 E7. 3000 50,000 112,500 133000 137,300 180,000 202,300 223,000
IE.._ The rurns o the Bsaalic by thocld &ty opelsd ou sad srimer ‘e i Dos." s "W iokr Dos" or Wm0 ol Doe®. B muers chor ores besreallcinry i roresd, you muwy divicks thes deach. beresfr ey reoring wier
|:| EerCENTAg ¢ B 13 bR pai mo mach BEneflolars. i pevoErage B amed the dearh e raE el B madd r A | BN 13 1R rameed el e TR munvive the Aral oo R, F LR pETCE TR AN Mg ned 12 1E
el i i, T8 Lharw o vy el i py D P mce a8t th s pioges v ] B8 dicrribiraed squally sTorg ol mindving rames beralicieie. § rogsdh berefchry sardver, pmmem will b mads @ oaccorieno
whh the terma o the policg.
Beneficary Lezal Mame Beneficiany Address Reiationship to Sodial Security Distriourtion %
Last, First, b, Generstion| (it ciffrent from sooe) Irsured Number Tokal bMust egual 100%
D pe et Life Insursmoe - You mery chaase to enroll for ﬂ::ﬂ'\-nmtli‘l‘e'nr'lmurwar\c:br children. The b-H'\-EﬁI:iH'llcl'ThE dep-er\-n-urtli'e MEUrETCE x!il:'ll
= thes mmiployes. To enroll for depsnaant lifie insurmnce . mark the plan of your choios and comiplets the followi ne informretion.
O Fani O Fanz O Pean3 O Fland O Fans
53,000 for your spouse S0, 000 for your spouse 515,000 for your spouse 530,000 for your spouse 540,000 for your spouse
£ 52,0000 for =ach child 24 000 for msch child 57500 Tor =ach chikd 510,000 for =ach chils 515,000 Tor =ach child
=
I De:ﬂ'\-n-erl'tb:ﬁ'n Hame sq:-cms«rurh_.- Dt of [Brth
73 [Lmst, Fiirst, I, Seneration] Reimtionship to Insured Humber [mmy'ddfyy]
@
[=1
a
(&)
Tabeooo Affidesit Flease mark which members of the family uze tobacoo and Sgn the form If none of the peooie enrolizd on your PER coversge Lzes tobacoo,
a youwill recense the disoount on your hesikh and Ffe insurance premiums. | sonowiedze Dy Signing e acceptance box below that FELA or its aperts have BOCRSS
E o my mecicel reconds to check: my bobeoo use stabus
-E 'Who uses tobaoo: |:| Poficyhokder D Deperudent [spouse and)or children)
o . -
D Ho Toteroo Users wethin the last (&) months
- I 'hereby acoept the Life Insurance. | underskand thet PELA mfcﬂrﬁzthzﬁpﬂa’lzﬂbdbﬂmﬁuaﬂ mmysunt of contribution | ceriatty tht the above
A informetion is true and owredt and understand et providing failse informetion on this formis ill=gel and those who provide false informetion mey oe
i fed
a pross
.E D I o mot wish to participste in PELS OFT;'Dep Life Insursncs. | decine to partidpate in OPT/Dep Lits Insursnce:
Employes"s Signaturs: Caie:
Azanoy Nami Acrount Nurmber et of Emipicyrmient
:E- Hours worked Weskly Effecinioe Date of Covermze OFT Plan code Do Fian Code
ﬁ. I h:rd:vlll certiy that to the pest of my h'mubc.ﬁ:.th:lnfo‘rrutor montzined hersin is acorabe. | further ceritify the employes is & permenent full-time employes
L of this BEency whi masis the minimum sligibikty requirements for the Fublic Empioy=s Insurance Plan.
Authorized Sensture Darbe:

Fevized April 2015
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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 XTI 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, indudes only your biclogical children of first generation and adopted children. For revocable designations, this signed beneficiary
designation, when accepted by the undenariting company, is the only form needed to elect or change a designation under this policy. Mo other

documents are required.

Name beneficiaries 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 bensficiaries, 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 simultaneous 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 Relztionship | Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Smith, Jane A 01-01- 123 Main Street, Amywhere, WV, 12345; 000000 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 Mame Date of Address and Phone Number Social Seourity Relationship Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Smith, Jane A 01-01- 123 Main Street, Amywhere, WV, 12345; 000000 Daughter 40%
1971 304-555-1234
Smith, John 1., 5r. 03-03- 123 Main Street, Anywhere, WV, 12345; 000000 Husband 40%
1952 304-555-1234
lones, Mary C. 04-04- 22 Oak Street, Anywhere, WV, 12345; HOOE-20-H000K Friend 20%
1965 304-555-2222
Total = 100%
CONTINGENT BENEFICIARY[IES) — If the primary beneficiarylies) is no longer living, the benefit is paid to this person(s)
Legal Full Name Date of Address and Phone Number social Security Relztionship | Share % [must
|Last, First, MI, Generation) Birth Number total 100%)
Brown, Nancy B. 02-02- 456 Main Street, Amywhere, WV, 12345; OOK-D0-M00CK Sister 50%
1951 304-555-4567
Johnson, Jack E. 05-05- 5 Elm Street, Amywhere, WV, 12345; 000000 Brother 50%
1958 304-555-5555
Total = 100%
Example 3: If the beneficiary is a formal trust.
PRIMARY BEMEFICIARY(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 & — Trustes, her successors or successor in trust under the Jane A. M/A Trust 100%
Smith Revocable Trust Agreement. Executed by the insured on June 1, 2008.
Total = 100%
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Change of Beneficiary Form

ciB

Change in Beneficiary Form

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

Full Legal Name (Last) {Firse) {nAn) {Generation: Ir_, Sr., etc) Social Security Number
Mailing Address County of Residence Home Telephone
City State Zip ‘Work Telephone
Physical Address Gender [Circle Ong)
M F
City State Zip Diate of Birth (mm/dd/yy)

INSTRUCTIONS: Clearly print or type the infermation below, 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 Mame Date of Address and Phone Number Sodal Security Redationship Share % [must
[Last, First, MI, Generation) Birth Number Spouse/Child/Other | 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 Sodal Security Relationship Share % [must
(Last, First, M, Generation) Birth Numiber Spouse/Child/Other total 105
OPTIOMAL LIFE BEMEFICIARY DESIGMNATIONS |:| Some Beneficiaries and Shares as Basic Life Designations
PRIMARY BENEFICIARY(IES) — The person or persons named will receive the benefit
Legal Full Mame Date of Address and Phone Number Social Security Relationship Share % [must
[Last, First, MI, Generation) Birth Number Spouse/Child/Cther | total 100%)
CONTINGENT BENEFICIARY(IES) — I the primary beneficiarylies) is no longer living, the benefit is paid to this person(s)
Legal Full Name Date of Address and Phone Number Social Sequrity Relationship Share % [must
{Last, First, M1, Generation) Birth Number Spouse/Child/Other total 100%)
SIGNATURES REQUIRED
Insured's signature X Date
Witness's signature X Date

This form is not specifically for use by Benefit Coordinators and does not require the Benefit
Coordinator’s signature. It is included in this book for your convenience and reference.
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Change - In - Status Form

State of West Virginia Public Employes Insurance Agency CIS
Change In Status Form

Compirie thh form 1o Charge the sefu of your covangs.
Complrte all sctions of the form excapt “AGERCY"

IE rtghl e o

Full Legal Keme |Land| [Firnt] | |Cmreraben: k. 5. wic) Social Tecunty Hursbsr
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| I
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| i
Fhrpical Sddrmia T (Circhs oree)

I I

City Eatw g Data af Birth [rmyddtmyd

il g
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iy Tor [ e,
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I Thie Husalth Plin H8AO Plan &[] The Hisalth Pan H80 PMan 8 )] The Health Plan PPOMan €

D Oriap Hinalth Covariga. Kmig Life imuranoe Only.  Thi fBsrminatin Health Covrape for Poleyholdar and al depardant
D Tobixrn St Chargs

D Dehir, Plawie Speafy

For wich Cuil fang svent PELL naquins documentabion. To add a depardent, PR nquine dooumenbaticn o subslantate gl
deparcency. Phsaia see your Baref it Coordnalor far gundionm about ecncdery decusentabion. The mesber's nase, ool
sREury number ind apmcy of armplopsent ik b writhnm sormis e 1op of all dooumeant iubmitied 1o PELL

F spowia 6 curmantly imunad By PELS ina polieyholder,
plwiie snler i Secial Secoriy Rumiser

Loy al Flame Addreuk Asabionshiz | Sax | Brth Lo oy CHhar Hawlth
l ik, Pk, ML Germratong | Of dierent hom abowe) Dok Mumibsr e
Plan Harms|
Fabinaairy 2031
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State of West Virginia Public Employee Insurance Agency CI5
Change Im Status Form

Corglrir B foem Io Chargs She sl of Four coveregs.
Complste all mctions of the form ecept “ARERCT™

Marmags J Daath ol & dapandant IJ Uypan Enrolimanl
9 Diworos | | mirth of a Child Ardabie Cane ke
l _l Unpaid Lisires of Ahiance J Sipnificant Change n Healkh J Charge from full-bme fo part-Sme o vee wema of
B by Emplosss, Spouia arn Cowwriage fhw Fmployws, npowne o depmndent
L Cwpendem
E
' Adepion _I Bepming o omd o @ ._J Dthar |Plasine Spsafvk
E deparcen | emsleyment
—

Undpr facdersl CORRS aae, PEILL s the rroraged e plira mui aFer mostirassd soverag e o cpli B peliophaldem or depes deniy urcler
artis ciresrmuarees Yead sl Be ot o reriifierten wish the: ey soplicssizas by HaghhSraan Sodrtioen, who sdminidem (OGRS b
FEEL Wess will e 8 lrited srscare of s i sloasst continantion =f cowrage

LG preriar inchucks Sxthithe praglayer and e plogss o =] thee premiure, o well B s sdmirasr wiee bee, o chay e highse chan

LT paid By eodes prmcloyees. The praeTil am e porred in e Shoppes Gaide asch peer. For fTurthes information, @os may conise
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F the Swpmcent’ s address o difenmt than lhe poieyholsen s add rew, pleas proade e Sepmden® s mading ssdon Belos
Depared il Hars:

Shewlt Hame:

Lity, SEalw and D

Tobexrn A eyvil: Prave mark wheh memben cf fhe femiy ue Schecm ard sgn k= lorme | none of She progle el g on
Four PEIA coveragy e loEarss, yeu sl neeeaw the dicount en your fealh ard OpfDep | #e murenm premures. |
ack rewried pe by sipnng the ecreplanoe box e thl PELA e &6 aperrls hawve scome 1o my el recorss o check my
lobecen e vlabas
W unars o baccn: n Polcyhoider D Dependent |npoune and 'or childom

(] Ho Tobsicen Lkisrs within She Lt [E) monshs

A dicmit

U | reriisy vl lhe group ovwrape | heer ndiceled aboes. | undemnlans tha® PELS mary charge b ipe o esmh el Eemafils
ar the amcur® ol contribuSion. |cerdify thil Bhe sbos infarmefion b frus and cornct and undantand Bhif proeiding Ralss
irfermation an this farm s ikgal and Bhoia wha provide fabia icfarmeson sy ba prouscusted. | sneby carsent, far el and
my cowred depandent, b fhe ralie b PELA @nd 1o the plan | have iebecied, @l misdecsl and prsicription dnag infermation
i Bo preces clanm, debermine coverige, nedrs uhiizabion, nvnibigebe complain b, e qualty of cane, e loefe plin
pirformancs ar ary ofber proce irrschesd In my ot e, payment of clsnm or bealh cane opevbe.
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Ermplopes s Mgrature: Dl
Agmrey Hame Arpourd Mumber
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| herebry cwrlity that 1o e bl of ey kbrwdedge, & he informaS on conlsired heren i ecurabe. | Aarfber oty the sl iy
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Imurance Flan
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Authonoed Hprefome: Date

Fabnaary 2021
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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.

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

IDX New Salary Tier

$0-528,100

$28,101-$38,100

$38,101-$44,100

$44,101-550,100

$50,101-558,100

$58,101-570,600

$70,601-583,100

$83,101-5108,100

Ol Nl pW Nk

$108,101-5133,100

[
o

$133,101+

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

Jim Justice
Governor

WV Toll free: 1888680.7342 » Phone: 13045587850 » Fax: 13045582470 » [atemer: www.wypela.com

Date:

| |

To:  PEIA Elgibility Documentation Unit
From:
otcybote sy s |
Re:  Unique ID number
Last four digits of SSN

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

Status Change Event Documentation Required
Divorce Provide a copy of the dvoros decree showing that the
. _ditvorce is final.
Marriage Copy of valid mamage tcense or certficate
| __Birth of Child Copy of child's birth cartificate
M:puon ' Copy of adoption papers
Adding coverage for a stepchild who g :
|| rosides withthe policyhaider | CoPY of chid' b cosficate.
Adding coverage for any other child .
who resices with the policyholder Coufominnid guandisnatig Rapen
Open Enroliment under spouse's A copy of prirted material showing open enroliment dates
omployer's benefit plan and the employer's name.
Death of spouse or dependent A copy of the death cerificate,
A letier from the spouse’s employer stating the hire date,
Beginning of spouse’s employment effective date of insurance, what coverage was added, and
what depandents are covered
A letter from the spouse's employer stating the sermination
End of spouse’s employment or retiramant date, what coverage was lost, and dependents
hal were coverad,
A letter from your or your spouse’s personnel office st
mxwwmmwommw mmmlt;:umspwuwmonunpmde?
retumed from unpald leave,
Significant Change In Health A letter from the spouse's insurance camier indicatng the
Coverage Attributable to Spouse’s of | change in nsurance coverage. the effective date of that
Dependent's Employment changa and dependents covered
Change from full-time to pan-time A lather from your of your spouse's employer siating the
employment or vice versa for prerious hours worked and the new hours worked and the
employee or spouse effective date of the change.

| understand that PEIA cannot process my enroliment or change in enroliment for me or my dependents

| untl 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.
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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.

Change - In - Address Form

State of West Virginia Public Employee Insurance Agency CIA

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) (M1) (Generation: Jr., Sr., etc.) | Social Security Number
Old Mailing Address County of Residence Home Telephone
()
@
:; City State Zip Work Telephone
r ()
E
(™%
Physical Address Sex (Circle one)
M F
City State Zip Date of Birth (mm/dd/yy)
New Mailing Address County of Residence
w || city State Zip
Ly
T
=
3
2 Physical Address
[
=
City State Zip
Lagal Name New Addrass
(Last, First, MI,Generation) (if different from abowve)
T
[
=]
| =
@
o
@
Q
Agency Name
o | hereby certify that to the best of my knowledge, the information contained herein is accurate and that providing false
- information on this form is illegal and those who provide false information may be prosecutad.
[1]
[ =
1%0 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 Weest Virginis Public Employes InSurance Agenoy TERM
Policyholder Terminaticn of Coverage Form

Compiete this form to fenminste health/life coversge. Complete sl sections of &he: form eocept “AGEND™

Full Laged R L) {Firmi ] [Gasaration: Ir, Sr., ez Socinl Sscurfty Hemsr
- It o lirgg S chcirea £ Crearrrp of Famlcer o e T-sisphaone
E Ty Semiw Ip #ort Telaphars
d I
E Fiweizl dad rman Saa [Drcds cre
) F
Ty Sune i |- D ol Bt (e dd

W pour spowne b curner by insored by PELS oo policphoker, pleoe provide tee Social Securfy Mumber

”‘Furtil:ip-u.rrts caninot vo I.l'rturirr'terminut: 5 berefit -l.'i'thu'_rta.quuli'l‘r'irg edent. I you are raqu-:ﬂ:l'ngmis soticn
vatsice of open enrolment pariod, please state the qualifying event and attach documentation to support the event.
Fleaze refer o the Summany Flan Deseriotion fior further details ard & i'stq:rrquuli'rr'irg ks,

D Reslgnation [B.C M naneferfing 1o eholhed PELA indufed agescy, plodda ubde The oallie Thanaed Tusctisn n Masage My Banmalils)
Teiminated for b Bcond o (i an Adminkirathe appeal b being ratitoted | pleese complets the ddmiso ratiwe £oesea 1ection
of thi Term)

Tl i bid Ivelistad By of by fedectisn in work Toms.

1 D da D do motl eccepl the (1) eldidonal months of eieded beae i,
wvoleritarily canosl all coverage.  Re-anrolimest seticbom mey apply®**

M cancel health insw ance only, wie a Chasge v SLatus Foim|
AetiFemam

Cancellation of Emgloyes Basle Lile inserance® ¥
Canoellathon of Emgloyes Optkonal Like adunahoe®*®

—
cd
(I
]
|:|
]
|:| Cancellation of Depeadem Opthenal Ule ndunane***
]
-
]
]
-

Termination Reasan

D] | i eflei he date of death] I

Suivrdng Depraden? Bemartloge (Mease enter the date of Marclage)

Tetminabion |=a=toyheizerin ray iitsbis for dpaamars. Tamm rraes senigraed the IO Bns oy srmser maf rameer ol toe sgenoyd

Afferdable Care Aol

Cnhes | i se explain) e
Aeguired Policghekder SEnatuie: (=51 H

I thes s oF 3 term inatior e mipceesd s, yeed muny s the ight te an sdminkrtrative sppeal Hthes aSm iniciraiive: appaa | ks e el wish your
e ploEer s A ppreaval, Yo Ty SoeTHress T pay R TEmekoysss share” of the rrorei iy premiiom. Hopow ko the spesal. a0 s sastes e Somined s peur
covarngs Tor thea s sckdithonal mesrghe, you will e respuined iz reio bure s thes toea | prem o o e momthe Suring wihick you bave cortineed your covemgs.
Flams rrark year shoien:
I:I et 1o condin s coverg e during the sdminkrrrrsive apossl. realbing fally thar H oy appsal k lan, | em recponeitls for reimtuming the sntl e premiiomr
o thes apenoy oot Shrts ol W Vinginia.
I:I dedire 1= contires cowerags during the soirin e agpeasl

Pelioyicider S igniture: Db

Bat rwenaT e A e

Urder feckeral COBESA e, PEW ord the rmaraged cars plhne met offer cortinesd cossrge to sualifed pollophezider or Sepersdetis orcker certin
chourreswroe. Fouwil 2o e o nerifiorsion st e recsesy axplicstcne by UK, PEW s OOBAL, saminictrriee:. Fow wll boevs s Bmies) srcesss of tire 2o
stoect condirugtior of oowversgs. DOBEL premiuma Induce oche the smolopsr ord smizioyes phare oF the prem o, onwell oe ar sdminecativs fea, oo they ore
higher thar premiome pald by scties smplopsa. Tha prembuma o printsd In the Shapear's Guides asch year. For Forther Informodion, you mowy concect LA ot

fuaf: T

Lol Bl T4 3
Sgeroy HuTH Ao=ure Humbar et Conesrge: Coos
Caris o= Popradl Effeccien Dmee off Teminatian

| harmbry cmreily thurt to thas et ol ey Erowiesge, the | eforrrartion comeniresd harsis [ surme.

Agency

B CoorZineeor Sgnmure: Timmar
Apenoy Sxtherinsd Sgratum T,
Cowtm: Sigract

Mainch 2019
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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 L fHealth

Retiree Health and Life Insurance Enrollment Form
Complete this form to enroll for Health andfor 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, 1l 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: Fillin 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 unegual percentages are
assigned to the beneficiary, the share of any beneficiary who predeceases the pelicyholder will be distributed
equally among all 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. 1. 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 a 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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Retiree

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”

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 enrollment 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) [MI) (Generation: Ir., 5r., etc.) Social Security Number

Mailing Address County of Residence Medicare ID Number
=
.g City State Zip Home Telephone
o
£ ()
-g Physical Address Sex (Circle one)
E M F
5 City State Zip Date of Birth {mm,/dd/yy)
Q
o

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

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

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

Complete the following information ONLY for dependents to be covered under your plan.
- Legal Name Address Relationship Sex | Birth Date | Social Security Other Health
g {Last, First, Ml,Generation) (i different from abowe) Number Insurance
B [Plan Name]
E
£
=
=
o
=
=
1]
a
1]
[}

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

— Jane B. Doe and not Mrs. lohn Doe or J. & Doe.
= Legal Mame Address Relationship Social Security Distribution %:
-S (Last, First, Ml Generation) | (if different from abowve) Number
T
=
o
@
Ly
o
o
0
m
@

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 2012 3
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Retiree

State of West Virginia Public Employee Insurance Agency BLfHesith

Retiree Health and Life Insurance Enrollment Form
Complete this form to enroll for Health andor 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.

Coverage Selection (Select One) | am enrolling for: Earned Extended Benefits
O 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
- O Fam|l',rHeaI'_ch and Life be aware that if the policyholder dies while using this
L Mark plan cheice below benefit, survivors may continue coverage, but may not
— . . . .
g [ Life Insurance Only (No Health Benefits) use any remaining credits.
(=]
[0 uife Insurance Only (Health Benefits under [ Increase my annuity amount.
spouse's PEIA plan) (Complete proper forms from CPRB)
- Ple he that if bmit flicting d ts ding th
[ Health Insurance Only (No Life Insurance 258 he aware tat [ you submit contiicting documents regarding the
X i use of your leave credits, the document you file with the CPRB will take
Benefits) Mark plan choice below
precedence.
- [CJeE14 PPE Plan AfSpecial Medicare Plan [] PEIA PPB Plan B
= [QHeatth Plan HMO Plan &[] Health Plan HMO Plan B[] Health Plan POS Plan ©
Health Plan HMO and POS Plans are NOT svzilable to Medicare Retiress/Dependents. Medicare Retiress choosing to move immeediately to Humanz must contzct PELA for o Transfer Form.
Tobacco Affidavit: Please mark which members of the family use tobacco and sign the form. If none of the people enrolled on
P 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.
E Who uses tobacco: D Policyholder D Dependent (spouse andfor children)
< D Mo Tobacco Users within the last (8) months
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 information on this form is
o 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
‘E— utilization, investizgate complaints, assess quality of care, evaluate plan performance or any other process involved in my treatment, payment
s 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 ANY PEIA Coverage at this time.
Signature: Diate:
Agency Name Apency Account Number Hire Date
Last date of active Employment Effective Date of Retirement Effective date of Retiree Insurance Coverage

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

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

Total W State Government credited years of service:

Agency

Higher Education Faculty Only: Total years of extended coverage in months:
3 and 13 years = 1 year of single coverage; 5 years' service = 1 year family coverage

Mamber Retirement from: |:| TIAA-CREF |:| TRS |:|T|3c DFERS |:| 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 Signatura: Date:

November 2012 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
Enroliment Form

Retiree Optional Life Insurance and Dependent Life Insurance Enrollment Form

State of West Virginia Public Employee Insurance Agency

RET
OFT/DEE,

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

Legal Name |Last) [First) M) |Generation: Jr., 5., Sooal Secunty Humber
[
MAsiling, Addrass County of Residence Homie Teleohone
_% City St Zip I: :I
E
= Fryzizl Adcress Sex [Circe one]
M F
City Stake Ip Darte of Birth [mimyoafyy)
I
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 enrclled 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
Bﬂpby&fEAgerJ Plan 1 [ Plan 2 1 Plan3 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 19,500
Age 70 and 2,500 5,000 7,500 10,000 15,000
above
Employee’s Age |1 Plan® | Plan7 L I Plan g L I Plano | Plan 10
Under Age 65 40,000 50,000 %75,000 5100, 000 5150,000
Age B3 1o 69 26,000 32,500 48,750 65,000 87,500
£ || Age 70and 20,000 25,000 37,500 50,000 75,000
E above
.'E.. The name of the beneficiary should be fully spelled out and written “Jane B. Doe.” not “Mrs. John Doe” or “Mrs. . K. Doe”.
cln' 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 egually among all surviving named beneficiaries. If no such beneficiary survives, payment will be made in

accordance with the terms of the policy.

Beneficiary Legal Mame
{Last, First, MI, Generation]

Beneficiary Address
[if different from abowe)

Relationship
oo Insured

Social Security

Number

Distribution %
Totzl Must egual
1007

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

Revized Mardch 2015
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Retirement Optional/Dependent Life
Enrollment Form

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

Dependent Life Insurance - You may choose to enroll for dependent Iife for your spouse and/or children. The
beneficiary of the dependent life insurance policy is the employee. To enrcll for dependent life insurance, mark the
plan of your choice and complete the following information.
O PFlanl O Plan2 O Plan3 O Pland O PFlans
45,000 for your 510,000 for your %15, 000 fior your 520,000 for your 540,000 for your
SpoUse spouse spouse SpOIsE spouse
52000 for each child | 54,000 for eadh child | 57,500 for each child | 510,000 for each child | 515,000 for eadh child
£
= Dependent Legal Name Social Seourity Date of Birth
E (Last, First, M, Generation) Relationship to Mumber (mmyddfyy)
e Insured
-4
&
Tobacoo Affidavit: Please mark which members of the family use tobacco and sign the form. If none of the people
enrolled on your PELA coverage uses tobacoo, you will receive the discount on your health and life insurance
h
E premiums. | acknowledge by signing the acceptance box below that PELA or its agents have access to my medical
= records to check my tobacoo use status.
E Who uses tobacco: [[] Policyholder [ ] Dependent [spouse and,for children)
[] Mo Tobacco Users within the last (6] months
| am enrclling in |:| Optional Life |:| Ciependent Life
|:| The Benefits have been explained to me and | hereby decline to participate.
o
E |:| | hersby accept the Life Insurance. | 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
4 providing false information on this form is illegal and those who provide false information may be
prosecuted.
Employee’s Signature: Drate:
Agency Name Hire Date Last Date of Active Employment
Account Number Effective Date of Retirement Effective Date of Retiree Coverage
g
E

| hereby certify that to the best of my knowledge, the information contained herein is sccurate. | further certify the employee is
a permanent fulltime employee of this agency who meets the minimum eligibility reguirements for the Public Employes
Insurance Plan.

Buthorized Signature : Date

Fevised Mardh 2015
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Retirement Optional/Dependent 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

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
5 500

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.

BCRM Forms and Instructions Page 25 2022



Surviving Dependent Enrollment Form

State of West Virginia Public Employes Insurance &gency 0
Surviving Dependent Health Benefits Enmoliment Form HEAITH
Compiete this form to enroll for health coverage. Complste all sections of She form except “AGENCY™

Legal Bamme |Last] [First] (L] [Senemton: | SocalSecurity Humber
Ir., 5, ::r_]

l.'lu'irg Sddress I:u-unt'lln:!"au'l::n:u _Hum:T:-th:ne

(|
ity i do Work Telephone

Dmzmazad ='q:|i|:'|rhuh:|-u":r-'u11e Socis Sa:'.rlt'll Humiser Combz o Cimminy

Surviving D epe nd et

Date whan you were or will = Entitizd to Mediare Coverase

If e need additioral space Usan what i3 provided beliew, please e @ blamk sheet of paser and afach it b B foren

I spouse boourrently imored By PELR a3 a policgrolder, peme enber thek Sbocal Secwby emeer
Legal Kame e Nelationship fex | BrthDets | Sochal Security Cither Health

lmurarce
|Last, First, B, Generation) ¥ d¥mrent from abows) Humber
[™an Hame]

o by | el st i n

Coveraze Selection [Select One] | am Flexse indicate the plan in which you sre enrcling oy cheddrg the Do
eniralling for: Desisine the plen ootion you dnoose:
[] single Survivor's keaith Covernpe [] FaAPPEFian 4 |:| The Heslth Fisn HAO Plan &

g [] Fumity Survivor's Hesith Coverage [] FaA FFE Flan B [] The Hesith Fian HMO Flan B

[0 The Hesth Fian FRO

Tobecco Afficavit: Pieass mark whidth members of the family use tobacmn and sisn the form. If none of the paopie snrolied on
yeour PELA coverage uses inbaioro, you -l.'illrnc:iw:t.hc:is-n:i.rtm'r:l.rhmmund life nsUmnoE DremilTs | acknowiedss by
sizning the acceptance box below that PELL or its aments hawve acoess to my medical remeds to cheds my totecon use satus
Wiho usas tobacoo:

[ sunising spouse [] oependent children| [ Ho Tobacro Usars within th kst 5] months

Al avits

D | heveby srcesl the grouz coverage | e indioaled above | usdersland Bt I'ELS may chamme B byoe o eveh of benefits or Lhe
amoust of contrition. | certify thit the abowe information b Fus and correct and underitand that prowiding false information en b form b
g al @ e whe provide fabe information may be prosecuted. | hereby coment, For myelfl and my covened dependents, 1o the relens o
FEA ard 1o the plan | hevs sslected, all medical and precription diug infcrmetion reeded bo procema delmm, determine covermge, Feview
wilation, imendtigats complaints, soema qually of cre, svelusts pan performance or any other procea ireoived| in oy Sestment, payment
of disirmi or health care cosrations. | understand that upon remarriage, | will no longer be eligible for Surviver coversgs

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

Baon phan op

D | do not whih 1o paricipate in ey FEA Health Coverme. | dedine bo partidpats in FER Health Coverage.
Sursteing Dependant s Sy rature Dt

Account Nurm b 200000324 Januery 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

E . WV Tollfree: 1 (F88) 6807142
\ Public Employees Phone: 1 (304) 558.7850

Insurance Agency Fax: 1 (877) 2334295

Websiter www wvpeia com

Please remove the following individual as an active PELA:
0 Benefit Coordinator
) Web Contributions Coordinator

Employes Hame:

Employes E-Mail sddress:

Agency Mame:

Agency Account Mumber:

Effective Date of Removal:

Authorized by (print name):

Title: Phone:

signatune: Date:

601 - 577 Soweer, SE ¢ Sudte 7 o* Charlescen, W 25304.2345

An equel apportunicy 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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