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) (na1) Social Security Number
(Generation: Ir., Sr., etc.}
Mailing Address County of Residence Home Telephone
g ( !
2
E_ City State Zip Work Telephcne
& ()
Physical Address Sex (Circle one)
M F
City State Zip Date of Birth (mm/dd/yy)
Please visit mybenefits.metlife.com or call MetLife at 1-888-466-8640 for assistance.
@ . .
i Benefit for Active Employees for:
@
g $10,000
[}
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
2 Opt/Dep life insurance premiums. |acknowledge by signing the acceptance box below that PEIA or its
_'E agents have access to my medical records to check my tobacco use status.
E Who uses tobacco: [ Policyholder
] Dependent {spouse and/or children) [J No Tobacco Users within the last (6) months
" Do you wish to participate in the IRS Section 125 Premium Conversion Plan sponsored by PEIA, if available?
=~
= Oves Ono
" [ 1 hereby accept the Basic Life Insurance. | understand that PEIA may change the type or levels of benefits or the
= amount of contribution. 1 certify that the above information is true and correct and understand that providing false
)
=1 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.
<
Employee’s Signature: Date:
Agency Mame Account Number Date of Employment
= Hours worked Weekly Effective Date of Coverage Coverage Code Index Code
g
&“ | hereby certify that to the best of my knowledge, the information contained herein is accurate. | further terﬁifv the employee is a permanent
full-time employee of this agency who meets the minimum eligibility requirements far the Public Employee Insurance Plan.
Authorized Signature : Date:

8/2024
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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 Benefits Enrollment Form
Complete this form to enroldl for heaith cowerage. Complete all sections of the form escept “AGENCY.
This is & 2-page form. You mugt complete and submit both paged bo ennoll in the plan. f
page 2 i nol submitted with page 1, you will not be enrolled for health coverage.
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1§ you need mer space than whoni @ prosided below, pleass s 2 blank sheet of paper and sisch & o ihis fmm.

Fuzoind in carrenily irsured by PL m o policyhalder, pleans srier their Socdsl Seourity Ko ber
i LegalFiser fLaws, Find, b, Geosraiin Addrem |F @%ereeri frosn abowe| | Relotionuhie | See | Beih Duss Soc il Secerivy &
=]
| |
;
A
&
Covarage Selocion [Sabect Onal | am Plwsne ndicals the plan in whch you ame medng by thecking the box o
ererolling Tor the |#= of the plan option yeu cham
PELS FPE Plan A Tha Hialts Mad HMO Plin A
= Ervployea Otk " "
E PELA PPE Plan B Tha Hialth Mas HMO Plan B
Ergpl eryisi nChi ke n] Ol
'E PELA PPE Plan C Tha Hiealth Mas W05
Fairnily PELA FPE Plan D

Hiva It Erealimes Torsn

Fagi 1

Procesd to page 2. This form is mot walid if page Z is mot completed and submitted.

Jui i 2033
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Health Benefits Enrollment Form

Health Benefits Encollment Form — Page 2
Complete this form to enroll for health coverage. Complete all sections of the form escept “AGENCY.

el e i 1e

Tohioro Alffidirsl- Pladcie mick which mashan of 5he femily vie b and sign Bhe fore. E none ef ke peogle enrclid en
your PEL porverige uisn Tobateo, you will receres e dhcoon en your lealhandlie imunenos premasss. §ackrsswdid jpe by
ignng the Eceplanor Bar balow el FELR or 1h agents heve scoevi 0 iy meSioal necoeds 0 check e lobacen na shafus.
¥iho e Sohecm: B rodayvhoiser B teperdeni (ipous endfor children

B re Tohamxes Uhers wishin the lasl (8] montia

Seounal burchargs A8 davit- For scbwye smployem of abs agenom, coleges, utniveritiss ard cownty boerdh of education, @
mraling for family coreavigga, plisina rmark Bk bon Bl Eank e your ipame’s murnoe ovrage Ratui. W ypour g ke
Fmpkorye - pornored coverage avalable and nemars on pour PELS cowsrags, you sl Be anaied a sochamge. Pleass mark the
wlafSarment thal apples b= pour spauss

O Myipous dosni ral hiee haaEh coverape avelliable Sheough bisher smgleyer; 6ol ecploped, i Medican,
Pl s, e Tri-Care, or Borefres (M surchange will be appbed. )

O meyipouia biemployid By a PEIS-partcipang agercy. (Mo wurchin el ba aopied ) Marse of agency:

O Myipoue has health coverape eva la b Shrough fofher smgleyer. (0 urdemdand Shad @ ey qpowse s on ey PELA
hawllh coverage, the monthly premiom suchame will B apphed fo ey premium.j

B DD T el

Chici 3 koot 0o indica e wrhaethisr you acoe ol or dachng oovarage, than dge tha fom.

O 1 heraby accapt the growy covarags | bave indicated sbove. |wedarstand that PELA miay change Che Dy or
kaepds of baneSs o thie asndaant of CoriBul e | CertiPy that the aboe indormanion s e and coerect and
undsrmand that providing Talsa informabGon o o6s 1o & ilegal and those who provide Talse informaton may b
proceciied. | Baraby consent, for mersedl and vy oovered dependems, Do Che releats 0o FELS and Do Cha plan I hase
pidariad, all ol misScal and pFeEoripinn O g nlormation nisded 1O process JE e, CRHEET e COR R TR, PR
utiRzation, i Rigee ool s, aSaats quality of Cara, dvakaals plan pariamanis oF Sy oONr proosss sl i
iy T DL, pasersdii L Of Cladmis o Paalth cene ofsiia o,

O 1 do st wish 10 garmicgats i oy PELS Hoalth Covaraga. | Secliee To participats is PEMA Health Covirage

A ety

Ersgtdiowii s !iuig'ﬂl:urﬁ'. — —_— Dt
Ay M el W P Tl Ll @ o gy T
Hao 11 i uid Wiy Efenies Dus of Lorin e e Coaw v Code

| Bairarby comity tha T tha Bast of iy knowkedge, tha inforaton comiaEned hanis is accuraos. Hfumher certily the
iy (6 3 RTINS ST Of This aEsncy wid SDns thi minam igibliny raunemams 1or tha Pubic
Emngpdioyei | neufance: Plan.

Aditheoribad Signatuna: Cha b

Hialth Ersnlimant Tons Fage 3 Juni 2033
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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

S0 - $30,400

$30,401 - $40,400

$40,401 - $46,400

$46,401 - $52,400

$52,401 - $60,400

$60,401 - $72,900

$72,901 - $85,400

$85,401 - $110,400

OV o NV p| W Nk

$110,401 - $135,400

[y
o

$135,401+
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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.
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Optional and Dependent Life Insurance
Enrollment Form (OPT)
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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
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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
- 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 12 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 9 7-2023



Change - In - Status Form
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Change - In - Status Form
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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
1 $0 - $30,400
2 $30,401 - $40,400
3 $40,401 - $46,400
4 $46,401 - $52,400
5 $52,401 - $60,400
6 $60,401 - $72,900
7 $72,901 - $85,400
8 $85,401 - $110,400
9 $110,401 - $135,400
10 $135,401+

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: 15886807342 » Phone: 1304558 7850  Fax: 13045582470 » [ntemer: www.wvpela.com

To:  PEIA Eligibility Documentation Unit

{patcyboiters name |

Re: Un-quelOnumbell I I l I

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 dvercs decree showing that the
dwvorceisfing.
Marriage Copy of valid mamage icense or certficate
| | _Birth of Child Copy of child's birth cartificate
Adoption Copy of adoption papers
Adding cov for a stepchild who i :
| m“d:g mmw.wz' Copy of child's birth certificate.
Adding cov for any other child A
ho realcios Wi 1o po’:momr Court-ordered guardenship papers.
Open Enroliment under spouse's A copy of printed material showing open ervciiment dates
omployer's benefit plan and the employer's name.
Death of spouse or dependent A copy of the deat cenificate,
A leter from the spouse’s employer stating the hire date,
Beginning of spouse’s employment effective date of insurance, what coverage was added, and
what dependents are covered
A letier from the spouse's emplayer stating the semmination
End of spouse’s employment or retiramant date, what coverage was lost, and dependents

Hhal were covered,

Unpaid leave of absence by employee
Of Spouse

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

Significant Change in Health
Coverage Attributable to Spouse’s or

A letter from the spouse's insurance camer indicatng the
change in nsurance coverage. the effective date of that

Dependent's Employment change and dependents covered

Change from full-time to par-time A latter from your of your spouse's employer siating 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 enroliment or change in enroliment 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 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) (MI) (Generation: Jr., 51, ete.) | Social Security Number
Old Mailing Address County of Residence Home Telephone
{ )
w
:’j; City State Zip Work Telephone
= )
£
w
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
@
-
2
3 Physical Address
@
=z
City State Zip
Legal Name New Addrass
(Last, First, MI,Generation) (if different from above)
t
o
o
=
@
o
@
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 form is illegal and those who provide false information may be prosecuted.
(1]
[ =
'fz’u 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

Ermploye e

State ﬂ‘!'l'l'H' \’irg'in'n_l‘ul:l:l'u: Empioyes Insurance Agency TERR
Polscyholder Termanaticn of Coverage Fonm
Mhsmmlmmﬂ_fz% Complete il sections of the form excepd “SGENCT™

Full Laged Fassa |Lar| Firwt} [e]  |Gessrstion: ir, 5r., sz Fodal oy Numser

B alirg Addmae Ceearrry of Ramddenos Fzara: Teaphans

Oy It Ip Wart Teaphans

]
Fraeiol dadorman Saa [Clrchs cre
[T] ]
Ty Tuwe s |- Corie el Bl ey dd iwyld

I gour spne b currenthy inwared by PELS g polopheker, plenie previde the Socll Securfy Mumber

Tenmination Rexson

’“Furtil:ipa.rrts CARINGT WO I.l'rturirr'l:erminut: 5 berefit ﬂ'rthuuta.quuli'l‘firﬁ ewent B youw ane r-bqu-:ﬂ:l'ngmis sotion
CI'JHiI:IEA:ITA:-FEﬁ enrolment F-tn'al:l, please state the |:|u|||'r|'-||in5 ayent and sttach documentation o support the event.
Fleaze refer to the Summary Plan Cecorigtian fior further details and & F:t-:'quuIi'rr'irE wgmnts.

D RmibEnatien [B.LC T wandferiing e anothe PELS insw ed ageecy, pleoicie cie the onlire transfer Tusction in Manage Py Bemeiila)
[ Teiminabed fof Mbcond s (Fan Adminiiratbes appeal s being REERuled, e comphiles the Admineinative Aaond iecthon
o thh Tadrm)
[ Teiminated mvelustarby of by ¢ eduction in work Tome,
i D da D da pol ecepl the (3] additonal manths of etesded besslin.
D Volkaritarily candsl @l coveraie.  Fa-enfollimesl fFebiiciomr miey apely™ ™
[T didacai] hinalth i i asos Saly, wie @ Chaage & SLales Taim]
= At Femant
D Cancellation of Emgloyes Basls Lile inseramce* ¥
[ tancellation of Emeloyes Ostional Uit Baurans
D Canosllathon of Diepandei Oethonal LUl ladunahos ™ **
[ tecrased {Meie antes e date of daath]
: Lurvhdn g Depeadient Bemarioge (Mease eted The dir ufh‘l-rlq;-'l o
|:| Teiminaton |¥polohoider b uravaiisbis for g, Farm moes e nigresd d'rll-l:lr.:b.'m::'lru:ﬂrrlfr.:-lfd:l'nm|
[] aMordabile Care Ac1
Aegquired I:"l.lll.jlll.lHll 5||,|_||||'IU|I D¢

Ll B Bl b e

In thes -mes of 5 iemination for miscomd e, yoaa mury bavs the right oo on sdmintwtvs sopeal H e sam iniciratve: aopaa | o b incdones, with your
mrrplops e ape el oL murp SoeTHres 1T pay sl T emekoyss's thare” of the rroeeih iy preemiom., Hopoo s the spess ], ans v Saees Ba SoTHira e your
coveraps for e s skdtion el reaenhe, yea wil e respuired T iy bure e thes tota | prem i for-the marete Suring wiich yea Rav e poetinoes yealr cov emage.
Flams mark yoar choien:
D | e i corsies: coverag s during e seiminierrrties appssl, realbing fully that H erp appsal b Bt | am ressaneins o sie buming she ansre premilom
o thes mpenoy ario the Shyte: ol 'Wer Wrgini.
I:I | dadiire 1= cont ras cowemge curing S odmin et appsl.

Pelioyholder Signature: Db

Coaas

Unger fegdersl D008 e, FEW ond the maraged s clane mos oifer cortiness cossmge ta-suaified pollogreiden or Sependenin onder ol
chruressnose. oy wil e ser o netflorion =t the recsesty appicatises by U, PEW 1 DOAE, pam iniciratee. Poo will bowve s Inies] smeears o tirre 22
ot consinurtiar of oeverage. DOEES, prerrboma ncuse Botte the smglopet oed e ioyes nhars oF the prem e, an wedl ax s Edmineneaeies e, o TRy B
highar thar premiorme pakd by scciee emplopss. Thes premioma ores prinosd inthe Shopeer's Guises sech pear. For Fortheer iforrosion, you movy coness LB ot
LARE-44C-THZ.

Agency

Agmroy MuTe Aozut Humbar Coment Covsraps Cods

Dot = Prprall Effe=ive Owen o Tmnination

| Ferebey coreily tha o the Bt ot oy Enowviesge,. the Informrarticn comairesd rersie b ssumne.

B Coorinecor Signaoare: Chnmac
dpenoy Axtheorined Sgratuns, T
Dwze: Sgract

Manch 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

Srare of Wit Virginka Poblic Esgl ovie Iiarastl Ay
Eitirge Health and e Insurancs Enrolment Foem

Harew
Hlakh

Complete this form o enmoll for Health endfor Bask: Life cossrage. Complets all istiom of the foem sscept “SGENCTY™

Plmass rewd ard foliow the mbrucSom induded with thh form whm completing.  Use Shis form S0 enrall for health and bauc
ke imiuranoe coverage as @ refree. Yoo euik complete thn ferm b confnue your barefib i retinss . This ba Swo-page

form. ¥ou il wubmig both pape for your molcent o b
mwalment. Complife al iechon of the form axapt the Lt

vilid. Ineomphele forms will be returmed and rmay dalisg your
“Agmrey” portien. Mebum the comphrbid ferma 1o yoor HRL

deparimant
Legal Hmme |Las| [FmE) |W15 iCmrarabon: i S wbc | Social Secury Mumbsr
Maiing &5d e Gty ol Reudanos Fetwdcary 1D Humisar [HEC}
é Ly SRalw Lip Home Telephone
| i
Physcal Addrea e | Orcle cnay
E ] F
= City Shate Iip Diitw o Birth
IE [ ey

Prorvide The dafe whan you were or 'will b Bad icane Elgpble.

Mrdoaw sipbis.

Pliiriin sl Prowde a copy of your Wedican 1D card now or when youo ane

Provaid S raame of por linit ampleyer and your Lk diy socked

Commplete the folloaing information OMLY for dependents to be covered wnder your plan.

Lags hame & ren Arlationuhin S | Erih Cwiw | Socdsl Seoriy Dahar iislch
E! i, Fird, Wi, Gempratian | (F dilfermni from sbowe | Humber Inwrsree
E [Fian Muma)
=]
E
:
o
o
(=]
Covirage Selechon (Saket Onel | am mreling for Earraed Extimded Baradib
D Paboyssddesr Only Health and Lfks Sick andlor Arnual kiew ard Faculy Cridis
Print tha nama of e plan yos choose | chaminn b uis vy crid i ba:
hera: D E wliartalf] ritey st jobsayma - amd | i r el o i P bt
D Farnily Hialth and Lits - b armmaiie That il the poboyh oldis Sl wiils s ing DSH
Priint che nisimie of ohsa ﬂ‘n [T choose :HI'HrIl. Sl PavErs iary COTH s OO aggi, Sul iy fol
E hera: Lk wiriay 1Rl 0 g bEETLHND D d .
b =
E_ D Lifa esuranca Only (Mo Healh Banalits) D IRL TS Ty dfifeily Sl
(| Life esurancs Only [Haakh Benedins wedar [Cemplate proper haims leoem OMAE|
spouse’ s PELA plan)
0 Heahh Esurance Only. (Mo Life Insumnc """""":”'"" i :
Banefics] Pried the nass of thie plan you SRR Wl i e e . s JA L o T
chiotise hesa: with b OPRE will tabw precedence.

Thi s form & continued on page 2. fou must complkets 2od rabem both pages of tha Torm Tor it b0 be valid

PLEASE Cosliniii.
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M 1

Seatic of Wit Vinginea Poblic Eengd oy IFcarin®i Agitly B/ houkds

Ritires Health and Ll Insurancs Enrolliment Foem
Compleds ths frm fo enmoll for Heslth sndfor Basik: Life cossrage. Complsts all sectiomn of the form axcept “ASERCT

Flaawe ressd ared 1olics 1he inmnuctionn | rehedesd s ith thh form shee compbming. Uw thic form iz eerall foe heeadt® arad Saue
s ireEaacs coverag e i B redess. Yo mem i compless thin fzm o oostiress posr et s o retiess.  Thin i s Teo-poag e
ferrn. Voad meam neEmi beth pages o yeaar sarclirees i ma beovalE. iscomphete Foerme wd | B reourssd ard may Selay yoar
sarplimen. Compieie ol setion ol e form et the bae "SAgeasy™ porticn Aeta te complieted formn o WR

deparirsssk

Z| | PEIA no longer stores Beneficiary information. Please visit mybenefits. metlife.com or call
E MetLife at 1-EB8-466-E640 for assistance.
2
&

Tobacro Affdasit: Please mark which members of the family use tobacoo and sign the form. If none of the
“ people enralied on yousr PELA coverage uses tobacoo, you will receive the discount on your health and Wfe
= | | insurance premiums. | acknowledge by signing the acreptance bax below that PELA or its agents hasve
2 access to my medical records to check my tobacooo use status.
2 | | who uses tobacra: [0 Policyhalder [] bependent (spouse and/or chilidnen)

D Mo Tebacoo Users within the st |&] months

D | ey et tha group coverape | hires ndicabiad abows. 1undantand thit PELE miry changs the type o b of Banefit
or the amount of contribuSan. | oerdify that the sbovw infarmaton b Srue and cornct and endenitand thaf prowding false
irfermation enthe foem o degal and s who previse fehe informafen mey be prowoubed. | by corcenl, fon eysell ang
my cowered Sipandant, b Bl rabeiis be PELA and 1o the plan | hive wskeded, all of medical nd prescriphion drug mfeamabion
nesded Bo procn clarm, detsrmins covrege, reveesy v3lizablion, invinibgels complaink, misma. quakiby of cane, eeelvefe plan
perimmanes or ary ofher proeew irasheed in g Sl e, payment of canm er fealh oane operabem.

D 1 d& nof wrih b parScpals in ARY PELS Hisalth Corvanige or Baus Lfe Comngpe. | Secline 1o parbicipabs in ARY PELL

Cowerage @l Bhis D
LT T T g Dale:

ool P

Aoy Mamw | Agmrcy Scrounl Mumbsr Hire Dale

Limt diata ol actaw Employrmeant Effwctien Date of Retinaman? Efwcirew dits ol Nisres Imurance Cowerage

Fhurnber of Dy of accrued sick and anrual liss far which B smpleyss sas not paid when smploymsan® cedned.

Flurmber of manthis ol eemed derded irsurence covsnige [ dieps = 1 monbh dingle; 3 diags = 1 math Tamiky covnge|
Parbial menfhs doe resl alowed.

Tiolal ' Slaks Gowamment tred Bed yean of serdce:

Ay

Highar Educabion Faculy Only: Tobal pean of ssbmded coverage in monbhi
5 and 1% puiri = 1 i of drgghe oo ; & peir’ sy = 1 peir femily coeeniggs

R O O O

| sy cartify Bha® bo: Ehee b ol mp knoskedge, the infermalion conbained hamsn b scourate. | further cerbify ke emplorpes
meesds Fhe minieum sligElfy reguiremeng for the Public Emplopse nuorance Pan.
Autharined Sgnelune Datw

Juire 32T 4
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Retirement Health Benefits and Basic Life
Enrollment Form

Ha e

Srare of Wi Vinginia Public Esnsl opie it Agiy B " henkhs

Complete thia form o enmoll for Hasith endfor Basic Uife coverage. Completa all sectiom of the form sscept “SGENCY™

Retirement Health Benefits and Basic Life Insurance

Enrollment Form Instructions
Retires: Compleie all demographic information. Use your full LEGAL name. The ‘Generation’ anea provides a
space for men to indicate famiy generation indicators such as Ir., S, 11, 1ebz.

Thee: Meiicane |0 Numiber can be fownd on wour red, white, and blue Medicare card. The number is reguired
for continuwed coverage when you reach Medicare age. I you are not yet eligibie for Medicare, please send
PELA. a copy of your Medicare card when you ennoll for Medicane coverage.

PELA needs information about Medicare coverage for yow. Yo premism decreases when you ane retined and
have Medicare.

Flease proside the date when you wene or will become ef|gible for Medicane. When you become eligible for

Medicare it is important that you enroil for both Medicane parts & and B. Flease see your summary plan
description for mare informatian.

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

Dependent Information: Fll in any dependents that ane to be cowered wnder your health surance plan.
Flease complete each bow and if they are Medicane eligible, we will need 2 cogy of their Medicare card.
Phease sew the documendaton chart in the Surmemary Plan Description to know wihat donsmentation is neoded
for proof of iegal dependency for any dependents you may be adding.

Basic Life Beneficlary{s): FELA no longer stones Beneficiany information.
Please visit mybenefits metide.com or call MetLife at 1-828-36E-2540 for assistance.

Coverage Selection: Please indicate the type of coverage youw choose to have in retirement. Remembser that if
wou are ta continue your health care cowerage into retinement, you must remain in the heaith cane plan you
Wwere in as an active employee theough the end of the plan year {bune30), wniess you were in 2 managed cane
plan aned will e Medicare el igibke whien you retire. Please De sure 1o fully spamscify the plan vou want, Including
thee plan namee and any option, sech as PELA FFE Plan A or the Health Plan Plan 8. For Iife iInsumance, on this
form you cam continue your Basic Life insurance. I you wish o continue Optional andfor dependent coverage,
you must complete the Retines Optional Life Insusance form.

Earmed Extended Bemsefits: |1f you have sick andfor annual keave credits, you must specify how wou want to
e thaase credits. Vou may use them 1o extend yousr emmployer-paid Cowerage wnder PELA or o Encresas your
annuity froem CPAE. For detaills, please see your Summary Plan Description. If you were hined after July 1,
1001, you cannot use sickfannual legee oredits to extend employer-pakd iNsurance coverage.

Juini 23 i
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Retirement Health Benefits and Basic Life
Enrollment Form

| P

Srabic of Wikt Virginia Poblic Esegd oy Ieciarisid Agisey B i ek

Bitiree Haalth and Ll Insurancs Errolimenl Fam
Complete thi form fo enmoll for Health ndior Basic Ufe coserage. Complete all istiom of the form saoept “ASERCYT

Affidaeit FEIA offers discownis to tobacco-free plan membsers for both heafth and cotionall [ife Inswrance. You
must complete the affidasdt 1o gualiy for the disoount.

Acceptamie: When you have made your selections an this form, you st sign and date the “Acceptance” box
and sign and date the bottom of the acoeptance bow. If you do not wish to enroll for health ar ife insurance
COWETAEE &5 a retinse, you maust mark the appropriate "Declnation” Dox and sign and cate Delow (E.

What next When your form s completed ta this podnt, please retunn & to e Benefit Coordinator at your
place of employment. Your Benefit Coordinator in your HR department will complete the agency portion of
thee fionm and subemit it for prooessing.

Juinie 3022 2
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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

Enrollment Form

State of West Virginia Public Employee Insurance Agency
Retiree Optional Life Insurance and Dependent Life insuramnce Ennolimesnt Fonm

Cormiplete this farm to eneoll far Opt/Dep Life Insurance. Comgplete all sections of the form eacent “AGENCY

L gl Bariad L asic| [Fistl [Mi) [Caneration: b, Sr 6] | Sockal Secunity Mambar
Peflaa i b, ASd rarss Cowirrty of Residesia Homi Tekphon
- | .
'; City ELa b4t Zip
wan
Physical Addracs Sl [T b oot
[T} F
ity B aia Iy Dane of Brts [mim fddiy)

Yiou Must be enrolled with BASIC LIFE to enroll in Oplional andfor Dependent Life. I you
hawve not enrolled for Basic Life, please fill out 2 Retires Basic Life and Health Enrallment Fanm
to enrall in Basic Life prior 1o submitting this forem.

Opiional Life Insurance: If you have enrolked in basic Life insuance you may choose to enroll for optional
e for yourself. Your coverage s based on youwr selection and your age on the effective date of coverage.
H wou need additional snace please use a blank sheet of papser and attach it

Employee's dge | 1 Plan 1 | | Plan 2 | | Plan 3 | | Plan 4 | | Panb
Under Age 65 5, OO 10,000 L1%,000 L20,000 30, 000
% | | age 65 wes 3,250 6,500 8,750 13,000 18,500
3 fge 0 and 1500 5,000 §.500 1, (a0 15,0040
E FhoAne
Employee's Age L Mané L Plan 7 L Plang - Plan g = Plan 10
Under Age &5 40, 000 S50,008 75,000 S100, 0ad S150,000
Age 65 to 62 26,000 A2 500 48, T50 65,000 97500
fge M0 and 40,000 2%, 000 37 500 50,000 75,000
aboane

PBIA no longer stores Beneficiary information.

Please visit mybenefits. metife.com or call MetLife at 1-B2B-455-B640 for assistance.

Thith Pesrm i Con B ¥ ou Sed) Completic and retum Bo gapet o the Toim Tor 0ne be valid. Pliase Conlisds.
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Retirement Optional/Dependent Life
Enrollment Form

State of Wesl Wirginia Public Employes Insurande Agency
Ritinew Optional Lile |ssurance and Dependest le Insurance Enrollssnt Form

Dt LiTa vl dateta - Yoo masy chioote oo andol| for & persder B Tor your spouse asdior chibles. Tha
b reaficiany of the daperdant ie Fcurance policy e ampbopas. To enncdl dor depandant lile ineor o, mark the
plan of pour chois a@d oomgndarta The fodkorsing inforena Gon.

O Pani 0 Pan? [m [ TP 0 Plnd O Pans
55,000 for your & 10,000 Tar yoner 515, D00 Tor o 520,000 for your 540,000 for your
S PO & i 5P G PO SO
£7, 000 Tor each child | S$&.000 for each child | 57,500 for each child | 510,000 for gach child | 515,000 for each child
Depandant Ligal Nass Social Seourity Data of Birth
ruﬂ. Fir‘:’ﬂ.Hl_ Eﬂﬂiﬁh'lill'ﬂ H.aum:m-:hp i P i b l:l'l'l'l'l.l'lilfw|
Ik g

Micmh

Tobaoos At Pl mark which mosnbars of tha amily e 1obaoos amd sign the foem. T noea of thi pecpla
aitrcdbind i e PELA Corvirai oo tobacos, you will reciia the SSoount on e Baath and e inesecs
presnaiimns. | sckeowedge by signing the aocomascs bk Balow that PELA oF it ageimis hass S0oess 1o vy it ical
oo s 1o Chack My DoEaE O urd Tanus.

Who wSeE obarn: [0 rolcyneider [] peeendent jspouse andor craldoan)

D ko Tabacoo Users within the st |&] months

B ooelamoe

Ay

I am enrodling in [] Optional Life [] oDependent Life
D Thie Benefits have been explained to me and | hereby dedine to participate.

|:| | heretry accept the Life Insurance. | understand that PELS may change the type or leveds of benefits or
thr amaounk of corbribution. | certify that the abowe Informatian b true and correct and wnderstand that
providing false information an this form is llisgal and those who provide false information may be
Dol il

Emiployes’s Signature: Date:
Agmrcy Hame Hirw Dalw Lin® Ditw of AcSve Employrmand
Acroant Mumbsr Effictive Cuitw ol R rerant Effictive Ditw of Refres Commigs

I huratry cortify thal 8o the Best of my Enowledgs, the informalion corfaned herein bacorate. | further ooty the asplayes H
a prrmarent lull-ame sreploper o Thiy agerey who meeb & he menomu e shp by reguinemen®s for e Publie Employes
Imiuranos Plan.

Aayrerired Tagnabare: Dale

sl bote J02E
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Retirement Optional/Dependent Life Enroliment 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.
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Surviving Dependent Enrollment Form

State of West Wirginia Public Employes Insarance Agency 0
Zurviving Dependent Health Benefits Enrollment Fonm HEMITH
Compiete this form &0 enroll for health covernge. Compiete all sections of e fonm except “AGERCY™

Legal Mame [Last] [First] (bt} (Senemion: | Socil Seouity Humber

I, 5, ::r_]
'E bAmiling Acdress County of Residence Home Tebephone
® (1
E [a74") Crmim dm Work T
=) )
]
E Deceased Policpholder's name Socisl Seourity Mumber [Cusbe: off Death

Diate when you were or will b2 entitied to Medimre Coverage

i o eed additional space than what i provided below, pltase use & blask sheet of paser and arach it 1o B form

I spoune b carrenitly imiured By PELS as a policgholder, pleine enber ther Socal Securty Number

Legal Hame Addrma Helationship Sex | Eirth Dete | Socal Security Other Health
5 Imurance
5 [Last, First, Bl Generation) (¥ di¥mrant frem albowe) Humber
E [™an Kama]
L-
E
-
i
[
Coverage Selection [Select One] | am Flense indiczte the plan inwhich you sne enclling oy cheddng the box
enralling for: peuside the plan option you dhoose:
i D 5i|-|E|.E Survivor's Hesih Coverage D FEA PPE Flan & D The Heslth Fian HLAD Plan &
g D ani-r- Survivor's HesRs Coverage D FEA PPE Flan B D The Heslth Fian HWAD Plan B
[J The Heann Fian PPO

Tobecoo Afficenit: Fiease mark whidh members of the family use tnbecm and sign the form. I none of the: peopie ervolied on
yeoeur PELA Cowerage umes inbs oo, you nillrncu'u:th::is-n:i.rtm'p.rhmmund e insurmEnce oremiuTs | acknowiedss by
signing the aooe=piance box below that PELA o its szents hewve aocess to my medioal recmnds to cheds my toteoo ue: sabus
Who usas tobacoo:

[ surviving spouse [] oependent citdren| [J Mo Tobacos Users within the kst (5] months

At anits

D | hareby sccest the grous coverags | hirss above. | usderitand Bt PELS miny chamie B type o ok of berefit o the

amoust of contrifation. | certify tht the abowe information s Fus and correct and underitand Bhat proeiding fales information on Bk foem b
ilegal and Bune whe provide fabie information may be proesscuted. | hereby comient, for myaell and my covered dependants, be the releane
FE& ard 1o the plan | ke . all | e pr dnyg infcrmation needed Eo prooma dalm, determine coverage, roviow
wHlration, irentignts complaints, axeea qually of cre, avaluate plas pecformance o ey other prooea in =y [y

of dairm or health cees operations. | umderstand that upon remarriage, | will no longer be eligible for Sunivor coversges

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

B o pitan o

D | do not whih to participate in asy PEA Health Covermie. | dedine b partidpats in FELA Health Coverage.
X Jent's r Dt

Apcount 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

- WV Tollfree: 1 (588) 6807347
¢ PU bl”.: Em plU_"r'EEF* Phaones 1 (304) 5581850

Insurance Agency ot il g ke

Websiter www wapeia.com

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

Employes Mame:

Employee E-Mail Address:

Agency Hame:

Agency Account Hurmber:

Effective Date of Remaval:

autharized by (print name):

Title: FPhone:

signature: Date:

601 - 577 Bpweer, SE % Sedte T Chavlesen, W 253042345

An equel apportunics emplaver.

BCRM Forms and Instructions Page 26 7- 2023



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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