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Basic Life Insurance Enrollment Form  
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Basic Life Insurance Enrollment Form 

 

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

Account Number:  Your 9-digit agency account number as it appears on your billing. 

Date of Employment:  Date Employee was hired or the date he or she became benefit-eligible. 

Hours Worked Weekly: Number of hours the employee works each week. 

Effective date of Coverage:  When completing the form, enter the first day of the month following date 

of enrollment (the date the employee signs the forms and returns it to you to elect the coverage), if it is 

within the month of hire and the two following calendar months.  If an employee elects coverage 

outside this period, the employee must complete an evidence of insurability application; PEIA and 

Minnesota Life, the life insurance carrier, will determine the effective date of coverage.  Minnesota Life 

will contact you when the medical underwriting decision has been made.  Please see the Life section of 

the BCRM for further details.  The employee must be actively at work for coverage to begin.  If the 

employee is not actively at work due to illness or injury on the day coverage would have begun, then the 

effective date of coverage is delayed until the employee is actively at work. 

Coverage Code:  Mark with code LB01 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 

 

 



BCRM Forms and Instructions   Page 4                                                             10- 2025   

Health Benefits Enrollment Form 
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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 

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

 HI01   PEIA PPB Plan A 

 HI02   PEIA PPB Plan B 

 HI03   PEIA PPB Plan C 

 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: HI01 – 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. 
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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. 

  

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. 
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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 1st day of the following month the 

employee has signed to elect the change.  For example, if the Change in Status is dated Jan 28, 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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  Change - In - Address Form

 

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 
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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.  

HI01 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  

LB01 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
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Retirement Health Benefits and Basic Life 
Enrollment Form
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Retirement Health Benefits and Basic Life 
Enrollment Form 
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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  

 

 



BCRM Forms and Instructions   Page 23                                                             10- 2025   

Retirement Optional/Dependent Life 
Enrollment Form 
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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. 

  

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. 

  

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 

  
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 
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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. 

 


