Basic Life Insurance Enrollment Form

State of West Virginia Public Employes Insurance Agency UFE
Basic Life Enrollment Form
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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 BARM 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 Benefits Administrator.

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

Health Benefits Enrollment Form
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Health Benefits Enrollment Form
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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

$0-528,100

$28,101-538,100

$38,101-544,100

$44,101-$50,100

$50,101-558,100

$58,101-570,600

$70,601-583,100

$83,101-5108,100

O W NV W N R

$108,101-$133,100

=
o

$133,101+

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

HIO1 PEIA PPB Plan A
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HI02 PEIA PPB Plan B

HI03 PEIA PPB Plan C
HI04 PEIA PPB Plan D
HMHP - A The Health Plan HMO Plan A
HMHP - B The Health Plan HMO Plan B
HMHP - C 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 Benefits Administrator.

Date: The date you sign the form. Forms should be sighed 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 BARM 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 BARM 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 12 should accompany
submission of the documentation to PEIA.

Authorized Signature: Your signature as the Benefits Administrator.

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

policyholder.
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Change - In - Status Form

State of West Virginia Public Employes Insurance Agency CIS
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State of West Virginia Public Employee Insurance Agency CIS
Change Im Status Form
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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 p| W Nk

$108,101-5133,100

[
o

$133,101+

Authorized Signature: Your signature as the Benefits Administrator.

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: 1.304.558 7850 » Fax: 13045582470 » [atemer: www.wypela.com

To:  PEIA Elgibility Documentation Unit

From:

ate:

{patcytoter s name )

Re: Un-queIOrumberl I [ I | I [

[TTII T os

Last four digits of SSN

__E _CHEEN

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

Status Change Event Documentation Required
Divorce Provide a copy of the dvorcs decres showing that the
o dworceisfing.
Marriage Copy of valid mamiage icense or certficate
| | _Birth of Child Copy of child's birth cartificate
:::Pﬂon for hild who e
Ing coverage for a stepchl . .
‘ | resides with the policyholder Copy of child's brth certificate
Adding cov for any other chisd A
who retides with the poscytolder Couteminsd guandianetiv: papen.
Open Enroliment under spouse's A copy of prirted material showing open enroliment dates
ompioyer's benefit plan and the employer's name.
Death of spouse or dependent A copy of the death cenificate.
A letler 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 employer stating the semination
End of spouse’s employment or ratirement date, what coverage was Iost, and dependents

hatl 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
retumad from urpald leave.

Significant Change In Heaith
Coverage Attributable to Spouse's o

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

Dependent's Employment change and dependents covered

Change from full-time to parn-time A lather from your of your spouss's employer sisting 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 enrolimaent 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 25304.2345
An egual opportunity employer.

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.

BARM Forms and Instructions
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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]
[ =
E Policyholder's Signature: Date:

August 2017

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

Policyholder Termination of Coverage Form
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SLabe ol Wast Warginia Public Employee IRSUFEoE SRy o
Pokogholder Tersia o of Cewerags Farm
Comgleta this form bz ferminate bealthiids coverege. Complete sl sections of the form esoepd “A0EKCY "

Full Legrsl Wares s Frei P s s L G0, EL | B RS T H SR
- PG i SR diminry ol ks [ ]
i Ly SZHE Lg Wik [esgrans
|
i FTeRcl AEErFE S [l o)
-] F
Ly SLE T [P CF- P 1 T E R

H your npoans i carenily ireursd by PLA | s pobopholder, plesne provide the Socisl Seosrity Rambtsr

=R P arTici pan i candal wolu marly Terenane a Baned withou 2 gualifying evenl.  H you 2o ryueiling Th action
putside of opan anrolimest period, pleass stabe tw qualifying evant and attach doosss TEGON 10 5 PO Th Gt

Plaass rafar bo e Summary Plan Desoription for further detaik and & Est of qualifying ewesis.

E Amigrusion |OC: i trersrlering to snother PELA. insored sgenoy, plieme b ihe online rarsfer hunction in Pa nege Wy Benartis |
Teminaisd hor Winconduct [ en Adminidrsssw spresl i being rstibrisd, plese complists e ddmisn ot 4 ppeeal wction
ol this form |

[ Teminaied irecluntariy or by reduction in sk foroe
ID:h D:hmil:lﬂhll:ﬂmlrWLdmﬁthlh

D ‘Wolumisriy caresl sl coowrage.  RBe-sneolimesi reovriciioss mas sppby™ ="
(Ta carew healh mumece onky, e & Change in S form)

E Artisermeni
Careslaticn of Employss Basic Lilw | moranoe """
Carewl aticn of Employss Optioral Lfw imurance®™"
Caresl aticn of Deperdent DpdScnal Lile s mes™""
[ Cecwmad |Feaw anier the deie of desib)
Survedng Coperedert Femarniage (Flease pier the Seie of B amage|
Temineiion ji gEcprolie & U iEes o Uil ots, Fof i kel S afred by e 3 e bp ol Ul reinbes of ihe Sgeacy
AHorZsbls Carw Act
D Jiter |Fleaws peplain
FEeguined Policpholder Sprusmune =" - H

Tatrrmaru e B maor

P i C b T e ol ke T, o Wiy b D Nl 16 B0 SEM e i o iR Sppnal 1 TE SRl MR SEERA 11D 5 e, el
PRI | B O YD Tl GO0 el R0 by el RSO | T O D TGN e O AR WSRO, WP Pl R |E O e
v g T D e Ry D ] D PG 10 RO D WO R e B T Mo B e i ek OO R i DI #
LET R S g S
SHRCT 1D DT it Do e B VR PR Gl Dt B0 | 1 g Dl N o o SR ol AL, | G0 TS 04 PR TR i IR R P e,
0 O A o I D% L O ‘W i
D e 12 LA i SO i o) T SO L beF pR

Foloyhmlde: Sgraiore Cain:

A gl oo e A gl

L e ad LA e, LS 5% O o O P Tl T O resd £ Dveig # 0 i il e Sl phanion | B e aden L. whdE S L
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Policyholder Termination of Coverage Form

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

HI03 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 Benefits Administrator.

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

Retirement Health Benefits and Basic Life
Enrollment Form
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Srare of Wit Virginka Poblic Esgl ovie Iiarastl Ay
Ritires Healeh and Wi Insurance Enroliment Fam

Harew
Bl ieakh

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
e, Complife al dectiom of the form axcapt the Lt

valid. Ineomplete forms will be returmed and ey Salieg your
“Agarey” portien. Rebum She complebiad S 1o yoor HR

deparimant
Legal Hmme |Las| [FmE) |W15 iCmrarabon: i S wbc | Social Secury Mumbsr
Maiing &5d e Gty ol Reudanos Fetwdcary 1D Humisar [HEC}
§ Ly SRalw Lip Home Telephone
| ]
Physcal Addrea e | Orcle cnay
_E ] F
= City Shate Iip Diitw o Birth
5 [ 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 {Flar: M)
=]
E
:
o
[
=]
Covirage Selechion (Saket Onel | am mreding o 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 tﬁ'l'ﬂrll. Sl Pavsr ey ST el I:I:I'lﬁ'ﬂi‘. Bl iy fadl
& hera: Lt ey 1T R T D,
B =
& [0 Lite esurance Only [Wo Health Benalits) [] Iecrae my anceity amesnt.
(| Life esurancs Only [Haakh Benedins wedar [Cemplate proper haims leoem OMAE|
spouse’ s PELA plan)
0 Heahh Esurance Only. (Mo Life Insumnc PR fa ":' o "hin'"‘u" i e
Banefics] Pried the nass of thie plan you SRR Wl Wk e N Rl R, Wk i e
choose hera: with e OPRE will kabe precedenon.

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 Benefits Administrator

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

Retirement Optional/Dependent Life
Enrollment Form
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State of West Virginia Public Employee Insurance Agency m
Retiree Optional Life Insurance and Dependent Life Insuramoe Enroliment Fonm
Comiplete this form o enecdl for Opt/Dep Ufe Ineurance. Complete all sections of the form escept “AGEMCY

Lizigal armia Last| [Fst) [MI) [eanaration: ., 50 0] | Sockal Secunity Mumbar
Pl big, Addrass Coviiivty oF Ricihid il Hiima T kaphone
- : .
i Cityg Erata Zip
Li)
Physical Addracs S [T b et
X F
Cityg ELala ] Dani: of Birth [mimnddiyd

You Must be enralled with BASIC LIFE to enroll in Optional andfor Dependent Life. If you
have not enrolled for Basic Life, please fill out a Retiree Basic Life and Health Enrollment Fonm
to enroll in Basic Life prior to submitting this form.

Optional Life Insurance-: If youw have ennoled in basic Life insuance you may choose to enroll for optional
e for yourself. Your coverage is based on your selection and your age on the effective date of coverage.
i you need additional space please use a blank sheet of paper and attach it

Employees Age | 1 Plan 1 | | Plan 2 L | Plan 3 | | Plan 4 | 1 Plan§
Under Age 65 S8, 00 510,000 $15,000 S20,000 30,000
% | | agess wes 3,50 6,500 8,750 13,000 18,500
3 fge T and 1500 & 000 §.500 il 15,000
E oowe
Emiployes's Age L Plan 6 L plan 7 ) Plang -l Plan 9 ~ PFlan 10
Under Age 65 5410, OO S50,008 L75 000 L100, D00 5150000
fge 65 to 69 25,000 AX 500 48, TS0 65,000 a7.50d
fge M and 20,000 2%, 000 A7, 500 S0,000 75,000
abowe

PEIA no longer stores Bencficiary information.

Please visit mybenefits. metlife.com or call MetLide at 1-S88-465-B640 for assistance.

This Pestrtt o contresd. ¥ ou Sedt Completio and fituim both gages o the form Tor 01 b valid, Please Conlsue.

s bot J0TT

Retirement Optional/Dependent Life
Enrollment Form
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State of ‘West Wirginia Public Employes Insurance Agancy
Ritinge Optional Lite Issurancs afd Dependient e insurancs Enrolsnl Fodm

Dottt LiTa Retcber daterd - ¥iooa miasy chioote oo anroll for G peredanm B Tor wour spoute afdfor chikiees. Tha
b i sy oof T o et il BP i ranioe Eolicy & 1R imphorpiad. Tt ainnoll doer capa ndat e ineur s, maik thie
plan of pour Choioe amd oomegderne The Rollowing infonma ton.

m] Plan 4 ] Plan X [m ] Plas 3 a Plan 4 ] Plan s
55,000 e your £ 10,000 Tor s S15 000 Tod v S20 000 Pesr ptiiie SA0,000 tow yodir
SO § R SO SO SO0 Sl
EF 000 Towr et chikd | S& 000 for aach chikd | 57500 foer aach deild | 500000 feer aaich child | 515,000 o each chald
Carpandant Lagal Mo Social Security D of Birth
[Last, First, b, Ganaration Rulaticnshig 1o Pl i by { ey Fiyl

IniGuired

Jdddmih

Tobaooo AMEawit Phees seark which massisirs of tha family e Tobaood ol sign thi foem. T noea of thie peoplia
anrodliad on your FELA coverage wes 1obacco, you will receise the Sscount on your Bealth and life ineeecs
presums. | ackeowladge by signing Th accapiamcd b Bsoew that PELA o its agaimts hassk S0oass 1o vy ensdical
Fialtid 5 00 Chack iy DML OO riad T1LE.

wWiho s bobaro: [0 rokoyhcsder [] peeendent ispouse andsor dldran)

D Mo Tobacoo Users within the Bst [6)] months

Booe g ame

Aagemry

I am enrodlingin [] Optional Life [0 pependent Life
D The Benefils hayve been eiplained to me and | hereby dedine to participate.

|:| | heretry accept the Life Insurance. | understand that PELS may change the type or ievess of bencfits or
thiz amount of conbribetion. | certify that the above Information ks free and correct and wnderstand that

jproriding false informarticn an this form is llkegal and those who provide false information may be
prosecuted

Employee’s Signature: Oate:
Agerey Hams Hire Dale Lk Dt of Scfvw Ermployrmmn®
Arrorar® Mumisar Effictive Dulm ol M remern! Effiective Dat= of RS res Coeerags

1 ity cortify that 8s the Basl of my nowledgs, the nformalion contaned haren i acarate. | furthar ooty the asploys
a prrmaremt bull-Sme ereplopee of This agerey who mests She meramu e shg by reguinemen®s for Se Public Emgboyws
Imiuranoe Flan.

Authrezroed Synabare: Dl

sviind boss JIE L

Retirement Optional/Dependent Life
Enrollment Form

Agency Name: Your agency name as it appears on your PEIA monthly billing.
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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 BARM 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
S 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 Benefits Administrator.

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 Vinginia Public Employes Insurance Agency 50
Surviving Dependent Health Benefits Enrollment Fonm HEAITH
Complete this form o enroll for health ooverage. Compiste all sections of She form sxcept “AGENOYT
Ligal darme |Last] [First] [na) [Geremtion: | Socl Security Humber
Ir., 5., r.r.]
'E himiling Addrass County of Residenc Home Telaphions
i 1
'E | I
& -.':'1:3,' T Ho Work Telephone
]
E Dieceased Policgholder's name Social Sacurity Mumier Cosbz off Death
Drate wabezn you were or will b= entitied to Medicane Coverage

1f pou reeed additiosal space an what is provided below, please e a blank shee? of paser and aPach it bo B e

f sooume booorrently Imured =y FELR 0 a policghober. pene enter ther ool Securty Number |

Legal Kame PR T Heabonship Spx | Eirth Date L-:ll-:.llb-l-:l.rl.-f l.IIJ1Ir Health
% Imiurasoe
= [Laxt, First, M) Generation) (H diferent from albows) Humber
E [™an Hame|
-
B
-
i
i
Coverage Selection [Select One] | am Plense indicate the plan inwhich you sne enroliing oy cheddng the box
enralling for: Desiside the pian option you dhoase:
i. D 5i|-|E|.= SUrVIvOrs Haesith Covernge D FEA PPB Flan A D The Henlth Fian HRAD Flan &
E D an-'-r- Survivors Healh Covernge D FiEA PPB Flan B D The Heafth Fian HRAD Flan E
[] The Hesth Fizn PPO

Tobecco Afficavit: Flease mark whidh memiers of the family use tnbecm and sign the form. [f none of the peopie enriled on
yoeur PELA. crweraps usmes inbaio, you will receive the gizoounk on yoeur heaith and iife insuance premiume. | acinowiedss by

sy%tmwmnummﬁ.ﬁ.wr BZEnts hewe o0ess bo my medical reconds ko cheds my totecon use Rebus
Who uEsas tobacoo:

[] sunvirgspouse [ | Depengent chilanen| [] ho Tobacos Users within the iat (5] manths

Alfglanins

D | hereby sccept the jrous coverage | hres indiorted sbove. | undenitand that MEL& ming chamie B bype or evehi of berefits or the
armour of conbrisution. | cersfy thel Lhe abosve information s bue and corect and undestand et orow i ng, false information en thh foem b
By al and Hamie whe provide fabe information mey be prosecuded. | hereby comeend, for myasll and my covered dependents, 1o the relemne o
PELA and to the plan | heres selected, all medical and preuription diug indomation reeded o prooma daim, determine oosenmge, oo
stilrstion, irentigats complainty, s gualty of cere, sveluate plan performance or ey other procma reolved) in oy trestment, peymaent
of disirmi or health cere operations. | understand that upon remarriage, | will ne longer be eligible for Surviver coversge

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

Bz o e o

| o not whh 0 parizipate in ey PELA Health Coverme. | deciee b parlidpaie in PELS Health Ceverage.
Survteing Depende nd s Sy rature: Dt

Accownt Number 200000323 Jmnusry 2003

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

Authorization to Remove PA/BA
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601 57th Street SE

Suite 2

Charleston, WV 25304

888-680-7342 @

peia.help@wv.gov &=

PUBLIC EMPLOYEES INSURANCE AGENCY www.peia.wv.gov &

AUTHORIZATION TO REMOVE
BENEFIT ADMINISTRATOR/PREMIUMS
ADMINISTRATOR

Please remove the following individual as an active PEIA:
[ ] Benefit Administrator
] Premiums Administrator

Name:
E-Mail Address:
Agency Name:
Agency Account Number:
Effective Date of Removal:

Authorization to Remove PA/BA

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