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.

BCRM Forms and Instructions Page 2 10- 2025



Health Benefits Enrollment Form

State of West Virginia Public Employee Insurance Agency

Health Benefits Enrollment Form
Complete this form to enroll for health coverage. Complete all sections of the form except “AGENCY."”
This is a 2-page form. You must complete and submit both pages to enroll in the plan. If
page 2 is not submitted with page 1, you will not be enrolled for health coverage.

HEALTH

Legal Marme |Last] (Firse) L] [Generatian: Ir., Sr., #1c.] Social Security Mumber
Mailing Address County of Residence Home Telephone
{
1
?‘:- City State Zip Waork Telephane
= P
E
bk Physical Address Say [Circle ane)
L] F
City State Zip Date of Birth
{mmydd iyl
Ernail Address:
If you need more space than what is provided below, please use a blank sheet of paper and attach it to this form.
If spouse ks currently Insured by PELA as a policyholder, please enter thelr Social Security Mumber
= Legal Mame (Last, First, MI, Generation) Address [if different from above) | Relationship | Sex | Birth Date Soclal Security &
=]
-
m
E
o
E
E
E
2
a
[=]
Coverage Selection (Select One) 1 am Please indicate the plan in which you are enrolling by checking the box ta
enrolling for: the left of the plan option you choose:
@ FEIA PPB Gold The Health Plan HMO Plan A
o8 Employee Only
E PELA PPB Silver The Health Flan HMO Plan B
8 Employee/Child{ren) Only
PEIA PPB Gold HDHP The Health Plan POS
Famnily PEIA PPB WV Bronze HDHP

Proceed to page 2. This form is not valid if page 2 is not completed and submitted.

Health Enrollment form

Page 1

June 2023
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Health Benefits Enrollment Form — Page 2
Complete this form to enroll for health coverage. Complete all sections of the form except “AGENCY.”

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

O No Tobacco Users within the last (8) months

Spousal Surcharge Affidavit: For active employees of state agencies, colleges, universities and county boards of education, if
enrolling for family coverage, please mark the box that identifies your spouse’s insurance coverage status. If your spouse has
employer-sponsored coverage available and remains on your PEIA coverage, you will be assessed a surcharge. Please mark the
statement that applies to your spouse:

Affidavits

O My spouse does not have health coverage available through his/her employer; is not employed, has Medicare,
Medicaid, or Tri-Care, or is retired. (Mo surcharge will be applied.)

O My spouse is employed by a PEIA-participating agency. |No surcharge will be applied.) Name of agency:

O My spouse has health coverage available through his/her employer. (| understand that if my spouse is on my PEIA
health coverage, the monthly premium surcharge will be applied to my premium.)

Check a box to indicate whether you accept or decline coverage, then sign the form.

O 1 hereby accept the group coverage | have indicated above. | understand that PEIA may change the type or
levels of benefits or the amount of contribution. | certify that the above information is true and correct and
understand that providing false information on this form is illegal and those who provide false information may be
prosecuted. | hereby consent, for myself and my covered dependents, to the release to PEIA and to the plan | have
selected, all of medical and prescription drug information needed to process claims, determine coverage, review
utilization, investigate complaints, assess quality of care, evaluate plan performance or any other process involved in
my treatment, payment of claims or health care operations.

Acceptance

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

Employee’'s Signature: Date:

Agency Name Apcount Mumbsr Dt of BEmplayment

Hours worked Weskly Effective Date of Coverage Index Cade Coverage Code

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

Agency

Authorized Signature: Date:

Health Enrollment form Page 2 June 2023
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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 - $32,200

$32,201 - $42,200

$42,201 - $48,200

$48,201 - $54,200

$54,201 - $62,200

$62,201 - $74,700

$74,701 - $87,200

$87,201 - $112,200

Ol N|lalup| W N|R

$112,201 - $137,200

[
o

$137,201+
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Coverage Code: Please use one of the codes below to indicate which plan the policyholder chose:

HIO1 PEIA PPB Gold Plan

HI102 PEIA PPB Silver Plan

HI03 PEIA PPB Gold High-Deductible Plan
HI04 PEIA PPB Bronze High-Deductible Plan
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 Benefit Coordinator.

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

policyholder.

BCRM Forms and Instructions Page 6 10- 2025



Optional and Dependent Life Insurance
Enrollment Form (OPT)

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

OPT/DEP

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

Legal Name [Last) |First) [ mat) [Generation: Jr., 5r., etc) Social Security Numbser
Mailing Address County of Residence Home Telephone
[ |
g‘ City State Zip ‘Work Telephone
E_ [ )
w Physical Address Sex (Circle one)
M F
City State Zip Date of Birth [mmy'ddyy)
**an asterisk beside the plan number means Guaranteed lssue for New Hires within their initial enrollment period.
Optional Life insurance- If you have enrolled in basic Life insurance you may choose to enroll for optional life 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
attachi it.
" Emplayes's Age Plan 1** [ JPlan 2°* Plan 3** Plana** |l Plans** | Pane*™ [ Jerlan7** [Jelane** [_Jrlang**
?'_.: Under Age 65 £5,000 510,000 520,000 530,000 540,000 550,000 S60,000 575,000 SEO0, 000
—_ Age B5 to 69 3,250 6,500 13,000 15,500 26,000 32,500 29,000 48,750 52,000
E Age T and 2,250 4,500 9,000 13,500 18,000 22,500 27,000 33,750 36,000
ok Emplayes's Age Plan 10** |_IPlan 11 Plan 12 Plan1d | JPlanida  LlpPanis [lpranis LI pPan1?  |IPlania
g- Under Age 65 S100,000 150,000 200,000 5250,000 5300,000 5350,000 400,000 450,000 5500,000
Age B5 to 69 65,000 97,500 130,000 162,500 155,000 227,500 20,000 252,500 325,000
Age 70 and 45,000 67,5000 90,000 112,500 135,000 157,500 180,000 202,500 235,000
PEIA no longer stores Beneficiary information.
Please visit mybenefits.metlife.com or call MetLife at 1-888-466-8640 for assistance.
Dependent Life Insurance - You may choose to enroll for dependent life for your spouse andfor children. The beneficiary of the dependent life
Insurance policy is the employee. To enroll for dependent life insurance, mark the plan of your choice and complete the following information.
O Panil O Pan2 O Plan3 O Pand O Plans
& 55,000 for your spouse | 510,000 for your spouse 515,000 for your spouse 520,000 for your spouse 540,000 for your spouse
= 52,000 for each child 4,000 for each child 57,500 for each child 510,000 for each child 515,000 for each child
€ Dependent Legal Mame Soclal Security Date of Birth
ﬁ |Last, First, MI, Generation) Relationship to Insured Number [rmrmy/dd Ny
]
=]
4‘2 Tobacco Affidavit: Please mark which members of the family use tobacco and sign the form. If none of the people enrolled on your PEIA
T coverage uses tobacco, you will receive the discount on your health and life insurance premiums. | acknowledge by signing the acceptance box
= below that PELA or [ts agents have access to my medical records to check my tobaooo use status.
E ‘Whao uses tobacco: D Paolicyholder D Dependent (spouse and/or children)) No Tobacoo Users within the last (&) months
o D | hereby accept the Life Indurance. | understand that PELA may change the type or levels of benefits or the amaunt of contribution. | certify that the abowe
g information is true and correct and understand that providing false information an this form & illegal and those who provide false information may be
g_ prosecuted.
] | do nat wish to participate in PELA OPT/Dep Life Indurance. | dedine to participate in OPT/Dep Life Insurance.
E Emnployes’s Signature: Diate:
Agency Mame Accourt Murmber Date of Emplayment
J“_'.' Hours worked Weekly Effective Date of Coverage OFT Plan code Dep Plan Code
I
§ | hereby cartify that to the best of my knowledge, the information contained herein i accurate. | further certify the ernployee i a permanent full-time employes
of this agency who mests the minimum eligibdity reguirements for the Public Employes Indurance Plan.
Authorized Signature : Date:

Revised June 2022

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

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

Account Number: Your 9-digit agency account number as it appears on your billing.
Date of Employment: Date of full-time employment for the employee with your agency.
Hours Worked Weekly: Number of hours the employee works each week.

Effective Date of Coverage: When completing the form, enter the first day of the month following date
of enrollment, (the date the employee signs the form and returns it to you to elect the coverage) if it is
within the month of hire and the two following calendar months. If an employee elects coverage outside
this period, the employee must complete an evidence of insurability application provided by the life
insurance carrier. PEIA and Minnesota Life, the life insurance carrier, will determine the effective date
of coverage. Minnesota Life will contact you when the medical underwriting decision has been made.
Please see the Life section of the BCRM for further details. The employee must be actively at work for
coverage (or an increase in the amount of coverage) to begin. If the employee is not actively at work on
the day coverage would have begun, then the effective date of coverage is delayed until the employee is
actively at work.

OPT Plan: Use the option code below based on the plan chosen by the employee.

Active Employee Plan Number Option Code
Plan I 100
Plan II 200
Plan III 300
Plan I'V 400
Plan V 500
Plan VI 600
Plan VII 650
Plan VIII 700
Plan IX 750
Plan X 800
Plan XI 000
Plan XTI 950
Plan XIII 051
Plan XIV 052
Plan XV 053
Plan XVI 054
Plan XVII 055
Plan XVIII 056

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

BCRM Forms and Instructions Page 8 10- 2025



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 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 10- 2025



Change - In - Status Form

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

Complete this form to Change the status of your coverage. Complete all sections of the
form except “AGENCY". Active employees must submit this form to the agency.

Employee

Full Legal Mame (Last) (First) (1) (Generation: Ir., 5., etc.) | Social Security Number
Mailing Address County of Residence Home Telephone

( )
City State Zip Work Telephone

Lo
Physical Address Sax (Circle one)

M F

City State Zip Date of Birth {mm/ddfyy)

Please indicate the status change you are making:

[[] mame Change: [JPolicyholder [] Dependent Last) (First) (1)

[] Add Dependents to: (Health Dependent/Optional Life [ Plan1 [JPlan 2 Otan 3 O plan 40 Plans
Complete Dependent information below. If not in the initial enrollment period, Evidence of Insurability is
required for life insurance.

|:] Remove Dependents from: Oxealth Dependent Optional Life: Optan 1 Oranz2 O Plan 30 Plan 4[] Plan 5

a |:] Change in Health Coverage fram Plan to Plan
I3
g I:I Add Health Coverage [ PEIA PPE Gold Orela PPE Silver [ PEIA PPE Gald High Ded. [J PE1A Branze High Ded.
[J The Health Plan HMO Plan &  [] The Health Plan HMO Plan B[] The Health Plan PPO Plan C
EI Drop Health Coverage. Keep Life Insurance Only. This terminates Health Coverage for Policyholder and all dependents.
|:| Tabacco 5tatus Change
D Other, Please Specify
For each Qualifying event PEIA requires documentation. To add a dependent, PEIA reguires documentation to substantiate legal
dependency. Please see your Benefit Coordinator for questions about necessary documentation. The member’s name, social
security number and agency of employment must be written across the top of all decuments submitted to PEIA.
If spouse is currently insured by PEIA as a policyholder,
please enter their Social Security Number
Legal Nama Address Relationship | Sex | Birth Social Security Other Health
5 {Last, First, MI,Generation) | (if different from abowe) Date MNumber Insurance
,_"é,' {Plan Name)
E
ar
'
-
i
(=

May 2026
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Change In 5tatus Form Page 2
This page must be signed and accompany page 1 when the form is submitted or your change will not be made.

g O Marriage O Death of a dependent O Open Enrallment
i 0O Divorce O Birth of a Child O Affordable Care Act
é O Unpaid Leave of Absence by O significant Change in Health O Change from full-time to part-time or vice
f Employee, Spouse or Dependent Coverage versa of the employee, spouse or dependent
E O Adoption O Beginning or end of a O Other |Please Specify):
dependent’s employment

Under federal COBRA law, FEIA and the managed care plans must offer continued coverage to qualified policyholders or dependents under
certain ciroumstances. You will be sent a notification with the necessary applications by Healthdmart Solutions, who administers COBRA for
PEIA. You will have a limited amount of time to elcect continuation of coverage. COBRA prermiums Include both the ermployer and employee
share of the premium, as well as an adminstrative fee, so they are higher than premiums pald by active employees. The premiums are printed
in the Shopper's Guide each year. For further information, you may contact UMR at 1-888-440-73432.

If different than the policyholder’'s address, please provide the dependent’s mailing address below:

COBRA

Dependent Name:

Street Mame:

City, State and Zip:

Tobacco Affidavit: Please mark which members of the family use tobacco and sign the form. If no one on your PELA coverage
uses tobacco, you will receive the discount on your health and Optional life insurance premiums. | acknowledge by signing the
acteptance box below that PELA or its agents have access to my medical records to check my tobacco use status. Who uses
tobacco: O Palicyhaolder O Dependent (spouse and/or children)

O No Tebacco Users within the last (&) months

Spousal Surcharge Affidavit: For active employees of state agencies, colleges, universities, and county boards of education, if
enrolling for family coverage, please mark the box that identifies your spouse’s insurance coverage status. If your spouse has
employer-sponsored coverage available and remains on your PEIA coverage, you will be assessed a surcharge. Please mark the
statement that applies to your spouse:

Affidavits

O My spouse does not have health coverage available through his/her emplayer; is not employed, has Medicare,
Medicaid, or Tri-Care, or is retired. (Mo surcharge will be applied.)

O My spouse is employed by a PEIA-participating agency. [No surcharge will be applied.)] Name of agency:

O My spouse has health coverage available through his/her employer. || understand that if my spouse is on my PELA
health coverage, the monthly premium surcharge will be applied ta my premium.)

O | hereby accept the group coverage | have indicated above. | understand that PEIA may change the type or levels of benefits
or the amount of contribution. | certify that the above information is true and correct and understand that providing false
infarmation on this form is illegal and those who provide false information may be prosecuted. | hereby consent, for myself and
my covered dependents, to the release to PEIA and to the plan | have selected, all medical and prescription drug information
needed to process claims, determine coverage, review utilization, investigate complaints, assess quality of care, evaluate plan

Acceptance

perfarmance or any other process invalved in my treatment, payment of claims or health care operations.
Employee’s Signature: Date:

Agency Name Account Mumber

Effective Date of Status Change Index Code

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

Agency

Authorized Signature: Date:
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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 - $32,200
2 $32,201 - $42,200
3 $42,201 - $48,200
4 $48,201 - $54,200
5 $54,201 - $62,200
6 $62,201 - $74,700
7 $74,701 - $87,200
8 $87,201 - $112,200
9 $112,201 - $137,200
10 $137,201+

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

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

State of West Virginia Public Employee Insurance Agency TERM
Policyholder Termination of Coverage Form

Complete this form to terminate health/life coverage. Complete all sections of the form except "AGENCY"

Full Legal Mame [Last) (First) [0 (Generation: Ir., Sr., ete.) Social Security Number

g Mailing Address County of Residence Hiorne Telephane
[ 1

Ci State Zj Work Telepho
= ity ip { |:|r:| ephone
£
w Physical Address Sex |Circle ans)

M F
City State Zip Date of Birth {memy/ddfyy)

If your spouse Is currently insured by PELA as a policyholder, please provide the Soclal Security Murmber

***participants cannot voluntarily terminate a benefit without a gualifying event. If you are requesting this action
outside of open enrollment period, please state the qualifying event and attach documentation to support the event.
Please refer to the Summary Plan Description for further details and a list of qualifying events.

[] Resignation (B.C: if transferring to another PELA insured agency, please use the online transfer function in Manage My Benefits)
[] Terminated for Misconduct (If an Administrative appeal is being instituted, please complete the Administrotive Appeal section

of this form)
[ Terminated Imsoluntarily or by reduction in wark force.

| D do D do mot accept the (3) additional months of extended benefits.
|:| Voluntarily cancel all coverage. Re-enrollment restrictions may apply®**

{To cancel health insurance only, use a Change in Status form)

Retirement

Cancellation of Employee Basic Life insurance
[ cancellation of Employee Optional Life insurance
[ cancellation of Dependent Optional Life Insurance
[ Deceased (Please enter the date of death)
D Surviving Dependent Remarriage |Please enter the date of Marriage)
[] Termination (if poficyhiolder is unavailable for signature, Form must be signed the BC and by another staff member of the agency)
[] Affordahble Care Act
[] Other [Please explain)

Required Policyholder Signature: Date:

EEE

Termination Reason

In the case of a termination for misconduct, you may have the right to an administrative appeal. If the sdministrative appeal is to be nstituted, with your

employer's approval, you may continue ta pay your “employees share™ of the manthly premium. If you lose the appeal, and have elected ta continue your
coverage for these additional manths, you will be required to reimburse the total premium for the months during which you have continued your coverage.

Please mark yauwr choice:
D | elect to continwe coverage during the administrative appeal, realizing fully that if my appeal is lost, | am responsible for reimbursing the entire premiom
o the agency or to the State of West Virginia.
D | decline to continue coverage during the administrative appeal.

Policyholder Signature: Date:

Administrative Appeal

Under federal COBRA law, PELA and the managed care plans must affer continued coverage to qualified policyholders or dependents under certain
circurnstances. You will be sent a notification with the necessary applications by UME, PELA's COBRA administrator. You will hawe & limited amaunt of time to
eleect continuation of coserage. COBRA premiwms include bothe the employer and employese share of the premiom, & well a3 an adminstrative fee, so they are
highesr than premiums paid by active employess. The premiums ane printed in the Shopper’s Guide each year. For further information, you may contact UMER at
1-8E8-440-7342.

COBRA

Agency Name Apcount Number Current Cowerage Code

Date off Payroll Effective Date of Termination

| hereby certify that to the best of my knowledge, the information contained herein is acourate.

Benefit Coordinator Signature: [rate:

Agency

Agency Autharized Signaturne: Title:

Date: Signed:

March 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 Gold Plan

HI02 PEIA PPB Silver Plan

HIO3 PEIA PPB Gold High-Deductible Plan
H104 PEIA PPB Bronze High-Deductible Plan
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

Renree
State of West Virginia Public Employee Insurance Agency BI r, Tealth
Retiree Health and Basic Life Insurance Enroliment Form i

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

Please read and follow the instructions included with this form when completing. Use this form to enroll for health and basic
life insurance coverage as a retiree. You must complete this form to continue your benefits as a retiree. This is a two-page
form. You must submit both pages for your enroliment to be valid. Incomplete forms will be returned and may delay your
enrollment. Complete all sections of the form except the last “Agency” portion. Return the completed forms to your HR

department.
Legal Name (Last) (First) (MI) (Generation: Jr., Sr., etc.) Social Security Number
Mailing Address County of Residence Medicare ID Number (HIC)
c
L City State Zip Home Telephone
£ ()
wg Physical Address Sex (Circle one)
E; M F
5 City State Zip Date of Birth
& (mm/dd/yy)
Provide the date when you were or will be Medicare Eligible.
Please also Provide a copy of your Medicare ID card now or when you are
Medicare eligible.
Provide the name of your last employer and your last day worked
Complete the following information ONLY for dependents to be covered under your plan.
= Legal Name Address Relationship Sex | Birth Date | Soclal Security Other Health
.g (Last, First, Ml ,Generation) (If different from above) Number Insurance
g (Plan Name)
—
£
£
-
c
£
a
[
a
Coverage Selection (Select One) | am enrolling for: Earned Extended Benefits
D Policyholder Only Health and Basic Life Sick and/or Annual leave and Faculty Credits
Print the name of the plan you choose 1 choose to use my credits to:
here: D Extend my employer-paid insurance coverage. Please
D Family Health and Basic Life be aware that if the policyholder dies while using this
- Print the name of the plan you choose benefit, survivors may continue coverage, but may not
g here: use any remaining accrued leave.
2 2 3
8 D Basic Life Insurance Only (No Health Benefits) D Increase my annuity amount.
O Basic Life Insurance Only (Health Benefits {Complete proper forms from CPRB)
under spouse’s PEIA plan)
3 Please be aware that if submit conflicting documents
D Health Insurance Only. (No Life Insurance > o g o
3 5 regarding the use of your leave credits, the document you file
Benefits) Print the name of the plan you 55 thhe CPIE il ek d
chodce here: wi wi e precedence.

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

PLEASE Continue. June 2025 3
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Retiree
State of West Virginia Public Employee Insurance Agency BL/Health
Retiree Health and Basic Life Insurance Enrollment Form

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

Please read and follow the instructions included with this form when completing. Use this form to enroll for health and basic
life insurance coverage as a retiree. You must complete this form to continue your benefits as a retiree. This is a two-page
farm. You must submit both pages for your enrollment to be valid. Incomplete forms will be returned and may delay your
enrollment. Complete all sections of the form except the last “Agency” portion. Return the completed forms to your HR

department.

PEIA no longer stores Beneficiary information. Please visit mybenefits.metlife.com or call
MetLife at 1-888-466-8640 for assistance.

Beneficiary(s

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

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

Affidavits

D | hereby accept the group coverage | have indicated above. | understand that PEIA may change the type or levels of benefits
or the amount of contribution. | certify that the above information Is true and correct and understand that providing false
information on this form is illegal and those who provide false information may be prosecuted. | hereby consent, for myself and
my covered dependents, to the release to PEIA and to the plan | have selected, all of medical and prescription drug information
needed to process claims, determine coverage, review utilization, investigate complaints, assess quality of care, evaluate plan
performance or any other process involved in my treatment, payment of claims or health care operations.
D I do not wish to participate in ANY PELA Health Coverage or Basic Life Coverage. | decline to participate in ANY PEIA
Coverage at this time.

Acceptance

Signature: Date:

Agency Mame Agency Account Mumber Hire Date

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

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

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

Total WY State Government credited years of service:

Agency

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

Member Retirement from: D TIAA-CREF D TRS |:| TDC DFERS D TROOPERS

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

June 2025 4
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Renree
State of West Virginia Public Employee Insurance Agency B/ Health
Retiree Health and Basic Life Insurance Enrollment Form .

Camplete this form to enroll for Health and/for Basic Life coverage. Complete all sections of the form except “AGENCY™

Please read and follow the Instructions included with this form when completing. Use this form to enrcll for health and basic
life insurance coverage as a retiree. You must complete this form to continue your benefits as a retiree. This is a two-page
form. You must submit both pages for your enrollment to be valid. Incomplete forms will be returned and may delay your
enroliment. Complete all sections of the form except the last "Agency” portbon. Return the completed forms to your HR
department.

PEIA no longer stores Beneficiary information. Please visit mybenefits.metlife.com or call
MetLife at 1-888-466-8640 for assistance.

Beneficiary(s

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

D Mo Tobacco Users within the last (6) months

Affidavits

D | hereby accept the group coverage | have indicated above. | understand that PEIA may change the type or levels of benefits
or the amount of contribution. | certify that the above information is true and correct and understand that providing false
infermation on this form is illegal and those who provide false infarmation may be prosecuted. | hereby consent, for myself and
my covered dependents, to the release to PEIA and to the plan | have selected, all of medical and prescription drug information
needed to process claims, determine coverage, review utilization, investigate complaints, assess quality of care, evaluate plan
perfarmance ar any other process involved in my treatment, payment of claims or health care operations.
D | do not wish to participate in ANY PEIA Health Coverage or Basic Life Coverage. | decline to participate in ANY PEIA
Coverage at this time.
Signature: Date:

Acceptance

Agency Name Agency Account Mumber Hire Date

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

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

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

Total WV State Government eredited years of service:

Agency

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

Member Retirement from: D TIAA-CREF D TRS D TDC DPERS D TROOPERS

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

June 2025 4
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Retirement Health Benefits and Basic Life
Enrolilment Form

M e

Srare of Wist Virginia Public Esnsl opie it Agiy Bl " henkhs

Complets ths %=rm fo enmol for Health sndifer Basi Life coerrage. Complets all amscfom of the form ssoepd “RGERCT

Retirement Health Benefits and Basic Life Insurance

Enrollment Form Instructions
Retires: Complete 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 faor you. Yousr premiusm decreases when you ane retined and
Frawe Medicare.

Please proside the date when you were or will become el igible for Medicare. When you become eligible for

Medicare it is important that you enroll for both Medicare parts A and B. Please se¢ your summary plan
description for mane informatian.

PELA needs information about your kst employer prior to retiremsent and thie last dasy warked jor will work) far
that employer.

Dependent Information: Fll in amy dependents that ane to be covered wnder your health suranoe plan.
Please complete each bow and if they are Medicare efigibie, we will need 2 cogy of thelr Medicare card.
Please sew the dooumentatson chart bn the Summemany Plan Description bo ko what donsmentation is neeikesd
for proof of iegal dependency for any dependents you may be adding.

Basic Life Beneficiarg(s): PELA no longer stores 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 nammee aned anvy option, ssch as PELA FPE Plan A or the Health Plan Pl 8. For |ife inswranoe, on this
form you cam continue your Basic Life insurance. I you wish o continue Optional andfor dependent coverage,
you must compiete the Retines Optional Life Insusance form.

Earmed Extended Bemsefits: |1f you have sick andfor annual keave credits, you must specify how wou want to
use thase credits. ¥ou mary wse them o estend your employer-paid coserage under PELS Or bo Bncrease your
annuity froem CPAE. For detaills, please see your Summary Plan Description. If you were hined after July 1,
001, you cannot use sickfannisl leaee oredits to extend empdoyer-palkd IEuranoe coverage.

Juini 23 i
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Retirement Health Benefits and Basic Life
Enrollment Form

Retiree

State of West Virginia Public Employee Insurance Agency BL/Eealth

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

Retirement Health Benefits and Basic Life Insurance Enrollment Form

Instructions
Retiree: Complete all demographic information. Use your full LEGAL name. The ‘Generation’
area provides a space for men to indicate family generation indicators such as Jr., Sr., Il lll etc.
The Medicare ID Number can be found on your red, white, and blue Medicare card. The
number is required for continued coverage when you reach Medicare age. If you are not yet
eligible for Medicare, please send PEIA a copy of your Medicare card when you enroll for
Medicare coverage.
PEIA needs information about Medicare coverage for you. Your premium decreases when you
are retired and have Medicare.
Please provide the date when you were or will become eligible for Medicare. When you
become eligible for Medicare it is important that you enroll for both Medicare parts A and B.
Please see your summary plan description for more information.
PEIA needs information about your last employer prior to retirement and the last day worked
(or will work) for that employer.

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

Basic Life Beneficiary(s): PEIA no longer stores Beneficiary information.
Please visit mybenefits.metlife.com or call MetLife at 1-888-466-8640 for assistance.

Coverage Selection: Please indicate the type of coverage you choose to have in retirement.
Remember that if you are to continue your health care coverage into retirement, you must
remain in the health care plan you were in as an active employee through the end of the plan
year (June30), unless you were in a managed care plan and will be Medicare eligible when you
retire. Please be sure to fully specify the plan you want, including the plan name and any
option, such as PEIA PPB Plan A or the Health Plan Plan B. For life insurance, on this form you
can continue your Basic Life insurance. If you wish to continue Optional and/or dependent
coverage, you must complete the Retiree Optional Life Insurance form.

Earned Extended Benefits: If you have sick and/or annual leave credits, you must specify how
you want to use those credits. You may use them to extend your employer-paid coverage
under PEIA or to increase your annuity from CPRB. For details, please see your Summary Plan
Description. If you were hired after July 1, 2001, you cannot use sick/annual leave credits to
extend employer-paid insurance coverage.
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Retiree

State of West Virginia Public Employee Insurance Agency BL/Health

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

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

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

What next: When your form is completed to this point, please return it to eh Benefit
Coordinator at your place of employment. Your Benefit Coordinator in your HR department will
complete the agency portion of the form and submit it for processing.
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Retirement Health Benefits and Basic Life
Enrollment Form

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

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

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

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

Effective Date of Retirement: Date the employee retires

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

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

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

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

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

Member Retirement from: Mark the correct box if any apply.
Authorized Signature: Your signature as the Benefit Coordinator

Date: The date you signed the form. Forms should be signed immediately upon receipt from the
policyholder.
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Retirement Optional/Dependent Life
Enroliment Form

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

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

Legal Name (Last) (First) (MI) (Generation: Jr., 5r., etc.) | Social Security Number
Mailing Address County of Residence Home Telephone
e . ()
= City State Zip
8
Physical Address Sex (Circle one)
M F
City State Zip Date of Birth {mm/dd/yy)
You Must be enrolled with BASIC LIFE to enroll in Optional and/or Dependent Life. If you
have not enrolled for Basic Life, please fill out a Retiree Basic Life and Health Enrollment Form
to enroll in Basic Life prior to submitting this form.
Optional Life Insurance- If you have enrolled in basic Life insurance you may choose to enroll for optional
life for yourself. Your coverage is based on your selection and your age on the effective date of coverage.
If you need additional space please use a blank sheet of paper and attach it.
Employee’sAge[] Plan1  [J Plan2 L1 Plan3 Plan 4 Plan 5
o Under Age 65 55,000 510,000 515,000 520,000 530,000
5 || Age 651069 3,250 6,500 9,750 13,000 19,500
2 || Age 70 and 2,500 5,000 7,500 10,000 15,000
=]
= | [_above
O | | Employee’s Age [ Planb | Plan7 L | Plang L I Plang | Plan 10
Under Age 65 540,000 550,000 575,000 $100, 000 5150,000
Age B5to B9 26,000 32,500 48,750 65,000 97,500
Age 70 and 20,000 25,000 37,500 50,000 75,000
above
PEIA no longer stores Beneficiary information.
Please visit mybenefits.metlife.com or call MetLife at 1-888-466-8640 for assistance.

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

Revised June 2022
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Retirement Optional/Dependent Life
Enrollment Form

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

Dependent Life Insurance - You may choose to enroll for dependent life for your spouse and/or children. The
beneficiary of the dependent life insurance policy is the employee. To enroll for dependent life insurance, mark the
plan of your choice and complete the following information.
O Planil O Plan2 O Plan3 O Plan4 O Plans
45,000 for your $10,000 for your £15,000 for your S20,000 for your 540,000 for your
spouse spouse spouse Spouse spouse
42,000 for each child | $4,000 for each child | 57,500 for each child | 510,000 for each child | $15,000 for each child
@
=
- Dependent Legal Name Social Security Date of Birth
g | | (Last, First, MI, Generation) Relationship to Mumber (mim,/dd/yy)
E Insured
a
a
[
a
Tobacco Affidavit: Please mark which members of the family use tobacco and sign the form. If mone of the people
enrolled on your PEIA coverage uses tobacco, you will receive the discount on your health and life insurance
% premiums. | acknowledge by signing the acceptance box below that PEIA or its agents have access to my medical
E records to check my tobacco use status.
E Who uses tobacco: |:| Policyholder |:| Dependent (spouse and/or children)
|:| Mo Tobacco Users within the last (6) months
lam enrolling in [ ] Optional Life [[] Dependent Life
L] The Benefits have been explained to me and | hereby decline to participate.
@
E ] 1 hereby accept the Life Insurance. | understand that PEIA may change the type or levels of benefits or
E the amount of contribution. | certify that the above information is true and correct and understand that
g providing false information on this form is illegal and those who provide false information may be
prosecuted.
Employee’s Signature: Date:
Agency Mame Hire Date Last Date of Active Employment
Account Number Effective Date of Retirement Effective Date of Retiree Coverage

Agency

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

Authorized Signature: Date:

Revised June 2022
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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 Virginia Public Employee Insurance Agency 50
Surviving Dependent Health Benefits Enrollment Form HEALTH
Complete this form to enroll for health coverage. Complete all sections of the form except "AGENCY"

Legal Name (Last) {First) (M) (Generation: Social Security Number
JIr., 5r., etc.)

Mailing Address County of Residence Hame Telephone
{ ]

City State Zip Work Telephone

Deceased Policyholder’s name Social Security Number Date of Death

surviving Dependent

Date when you were or will be entitled to Medicare Coverage

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

If spouse is currently insured by PELA as a policyholder, please enter thelr Soclal Security Mumber
Legal Mame Address Relationship Sex | Birth Date | Soclal Security Other Health
Insurance

(Last, First, M1, Genaration) (If different from above) Number
[Plan Name)

Family Information

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

[] Single Survivor's Health Coverage [] PElAPPB Gold [] The Health Plan HMO Flan A

[] PEIAPPB Silver [] The Health Plan HMO Plan B

Coverage

|:| Family Survivor's Health Coverage
[] The Health Plan PPO

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

El Surviving Spouse D Dependent children) [:I Mo Tobacco Users within the last (6) months

Affidavits

D | heratvy accept the group coverage | have indicated above. | understand that PELA may change the type or levels of benefits or the
amount of contribution. | certify that the above information ks true and correct and understand that providing false information on this form Is
Hlegal and those who provide false information may be prosecuted. | hereby consent, for myself and my covered dependents, to the release to
PElA and to the plan | have selected, all medical and prescription drug information needed to process claims, determine coverage, review
utllization, investigate complaints, assess quality of care, evaluate plan performance or any other process invalved In my treatment, payment
of claims or health care operations. | understand that upon remarriage, | will no longer be eligible for Survivor coverage

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

Acceptance

| do not wish to participate in any PEWA Health Coverage. | dechine to participate in PELA Health Coverage.
Surviving Dependent’s Signature: Date:

July 2026

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

601 57th Street SE

Suite 2

Charleston, WV 25304

888-680-7342 W

peia.help@wv.gov &=

PUBLIC EMPLOYEES INSURANCE AGENCY WWW,peia.WU,gDV @

AUTHORIZATION TO REMOVE
BENEFIT COORDINATOR/WEB CONTRIBUTIONS COORDINATOR

Please remove the following individual as an active PEIA:

(O Benefit Coordinator
(O Web Contributions Coordinator

Employee Name:

Employee E-Mail Address:

Agency Name:

Agency Account Number:

Effective Date of Removal:
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Authorization to Remove WCC/BC

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

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

Employee Email Address: Enter the employee’s email address

Agency Name: Enter the name of the Agency

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

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

Title: Enter your title.

Telephone Number: Enter your telephone number at your agency.

Signature: Sign your signature.

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