[= Attention 2020 STATE OF WEST VIRGINIA
FBMQ Watlslot 37 EMPLOYEE ENROLLMENT FORM

BENEFITS MANAGEMENT

PO BOX 1878 July 1, 2019 - June 30, 2020

TALLAHASSEE, FL 32302-1878

M

FBMC BENEFTS MANAGEMENT, |

18UY_ACTFORM

INSTRUCTIONS: DURING OPEN ENROLLMENT, RETURN COMPLETED FORM TO YOUR BENEFITS COORDINATOR NO LATER THAN MAY 15, 2019

MOUNTAINEER |

FLEXIBLE BENEFITS

WHO NEEDS TO COMPLETE AN
ENROLLMENT FORM?

HOW TO ENROLL IN THE MOUNTAINEER
FLEXIBLE BENEFITS PLAN:
+ New participants who want to enroll for the first time. | «+ IMPORTANT: If you want to add, change or cancel coverage,

CHANGE IN STATUS
+ Include supporting documentation.
+ Must be requested within the month of

+ Employees who want to add, change or cancel you must check the box beside the appropriate benefit in Section | and two months following your status
any benefits. 3. Indicate coverage levels and any other pertinent information. changing event.

+ Existing benefits not indicated on this form will | « If you select family coverage for any benefit, you must provide + List all eligible dependents you
continue as currently enrolled. dependent information in Section 4. want covered.

2 Ssi# E-MAIL TYPE OF FORM: Clopen ENROLLMENT  CINEW HIRE
CITRANSFER CIcHANGE IN STATUS

LAST NAME FIRST NAME MI

HOME ADDRESS [STREET] cITY STATE zp HOME PHONE

BIRTH DATE Olwae | CIMARRIED | DATE EMPLOYED EFFECTIVE DATE OFFICE PHONE

OremaLe | CsinGLE

Mountaineer Flexible Benefits (Paid by Employees)

KEEP ADD CHANGE | CANCEL
COVERAGE|COVERAGE COVERAGE

BENEFITS

COVERAGEQT you select DEPENDENT coverage for dental, vision or hearing, you must complete the dependent information in SECTION 4.

COST PER
PAY PERIOD

ALL CLAIMS MUST BE SUBMITTED BY OCTOBER 31, 2020.

O O O O DENTAL CHOOSE ONE OPTION: CIEmployee Only CIEmployee & Spouse
ORoutine  CAssistance [Basic  [CIEnhanced OJEmployee & Children ~ CIEmployee & Family

O | O O | VISION CHOOSE ONE OPTION: Cdexam Plus  CIFull Service CJEmployee Only CIEmployee & Family

CJEmployee Only CJEmployee & Spouse

O o O O | HEARING SERVICE PLAN CIEmployee & Children ~ CIEmployee & Family

O O O O | LONG-TERM DISABILITY INCOME PLAN Employee Only [150% of salary coverage  [170% of salary coverage

O O O O | SHORT-TERM DISABILITY INCOME PLAN Employee Only

O O O | HEALTH CARE FLEXIBLE SPENDING ACCOUNT

O O O O | OMarried, Filing Separately ~ CIMarried, Filing Jointly

DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT

[Single, Head Of Household

ALL CLAIMS MUST BE SUBMITTED BY OCTOBER 31, 2020.

HEALTH SAVINGS ACCOUNT

O O O O | Must be enrolled in PEIA Plan C. Contribution Is Per Pay Period.
You cannot enroll in a Health Care Flexible Spending Account.

Select your HSA coverage type:

Cindividual ($3,500 maximum 2020 PY)
|:|Family ($7,000 maximum 2020 PY)
[CJover 55 Catch-up (additional maximum $1,000)

LIMITED HEALTH CARE FSA
= o o = Must be enrolled in HSA.

O O O | LEGAL (POST-TAX) Employee & Family Only

TOTAL SALARY DEDUCTION AMOUNT PER PAY PERIOD

ELIGIBLE DEPENDENT INFORMATION

USE AN ADDITIONAL SHEET OF PAPER AS NEEDED FOR ADDITIONAL DEPENDENTS.

Male/

DEPENDENT NAME RELATIONSHIP Female

BIRTH DATE SOCIAL SECURITY #

CHECK COVERAGE SELECTED

DENTAL

VISION

HEARING

LEGAL

SPOUSE

I hereby authorize my Employer to reduce my gross salary (before federal and state income and Social
Security taxes are calculated) by the total per pay period cost of my Flexible Benefits. | understand that |
CANNQT CHANGE THE AMOUNT OF THE REDUCTION OR REVOKE THIS AGREEMENT DURING THE PLAN
YEAR UNLESS THERE IS A CHANGE IN STATUS AS DEFINED BY IRS RULES. I further understand that any
amount remaining in my Flexible Spending Accounts that is not used during this plan year and grace period
CANNOT BE ACCUMULATED AND CARRIED FORWARD TO THE NEXT PLAN YEAR BUT WILL REVERT TO
THE PLAN.

The Premium Deduction “total salary deduction” amount specified above will continue in effect until |
discontinue or modify my Agreement for a subsequent plan year, terminate employment, or take an unpaid
leave of absence from employment. | UNDERSTAND AND AGREE THAT PEIA AND FBMC BENEFITS
MANAGEMENT INC., THE CONTRACT ADMINISTRATOR, WILL BE HELD HARMLESS FROM ANY
LIABILITY RESULTING FROM EITHER MY PARTICIPATION IN MOUNTAINEER FLEXIBLE BENEFITS OR
MY FAILURE TO SIGN OR ACCURATELY COMPLETE THIS ENROLLMENT FORM. | hereby appoint my
Plan Sponsor to serve as Agent to receive dividends, premiums, refunds, rate reductions or any other funds
that might be returned from the benefit plans, and to use these funds in the best interest of the employees
for the purpose of reducing future premiums and improving benefits on behalf of employees, defraying
administrative costs, or for such other purpose as permitted under applicable state and federal law.

DURING OPEN ENROLLMENT, GIVE COMPLETED FORMS TO YOUR
BENEFITS COORDINATOR NO LATER THAN MAY 15, 2019.

FOR BENEFITS COORDINATOR USE ONLY (COMPLETE IN FULL)

HSA EMPLOYEES MUST BE ENROLLED IN PEIA PLAN G OR ANOTHER ELIGIBLE HDHP.

AGENCY NAME

4 DIGIT WORK LOCATION #

EFFECTIVE DATE

NO. PAY DEDUCTIONS

GROSS ANNUAL SALARY

BENEFIT COORDINATOR SIGNATURE

SIGNATURE DATE

BENEFIT COORDINATOR PHONE# (
BENEFIT COORDINATOR FAX# (

)

)

ENROLLMENT FORMS SHOULD BE MAILED TO: FBMC, PO BOX 1878, TALLAHASSEE, FL
32302-1878 DURING OPEN ENROLLMENT. MUST BE POSTMARKED BY MAY 17, 2019.

EMPLOYEE SIGNATURE

DATE SIGNED

TIME SIGNED

FBMC/WV_ACTFORM/0319

_



FBMC v, 2020 sTare oF wesTvirainia | WARIQUNTARERR
BEREFTS WANAGEWENT RETIREE ENROLLMENT FORM
Ao P gy e July 1, 2019 - June 30, 2020 “H““W “

FBMC BENEFITS MANAGEMENT,INC.
FAX: 866-836-9943

1 INSTRUCTIONS: You do not need to complete the form if you wish to continue your current retiree benefits without changes. New retirees or surviving
spouses must complete this application to enroll for coverage. If you enroll or make changes, mail the form to FBMC/Direct Bill, PO Box 10789, Tallahassee,
FL 32302-2789 or, fax to 866-836-9943. Please complete the dependent information section if you select coverage that includes dependents.

2 20gIAL EfFFECTtIrYE DATE (Firstday | 0 OPEN ENROLLMENT DI NEW RETIREE | CHOOSE ONE: DI Pay by check (includes TIAA-CREF)’
ECURITY# of month) O CONTINUE EXISTING COVERAGE 01 OTHER | I Deduct from CPRB Retirement check™
LAST NAME (RETIREE OR SURVIVING SPOUSE) FIRST NAME (RETIREE OR SURVIVING SPOUSE ) MI

MAILING ADDRESS (STREET)

CITY STATE ZIP BIRTH DATE O MALE
O FEMALE

HOME PHONE E-MAIL

O MARRIED O SINGLE
O SURVIVING SPOUSE

*

If you choose to pay by check, you will receive a monthly billing statement to mail in your monthly premium.
* If you choose deductions through CPRB, your premium will be deducted from your check in advance (For example, July's premium will be deducted in June).
You will receive an Enrollment Summary Report upon enrolling, which will include where to submit your monthly premium until CPRB deductions begin.

MONTHLY RETIREE RATES
DELTADENTAL ROUTINE ASSISTANCE BASIC ENHANCED

O Cancel O Retiree Only $11.17 | O Retiree Only $12.07 | O Retiree Only $17.27 | O Retiree Only $28.72
Dental O Retiree & Children” $22.40 | OO Retiree & Children” $24.20 | O Retiree & Children'$34.58 | OO Retiree & Children™ $57.44
Coverage | 0 Retiree & Spouse’ $24.99 | O Retiree & Spouse” $27.00 | O Retiree & Spouse’ $38.54 | I Retiree & Spouse’ $66.70

O Retiree & Family” $36.28 | O Retiree & Family" $39.19 | O Retiree & Family” $55.89 | O Retiree & Family” $95.28

*

W

METLIFE VISION EXAM PLUS FULL SERVICE
O Cancel Vision Coverage | O Retiree Only $1.33 | O Retiree & Family” $3.03 | O Retiree Only $7.74 O Retiree & Family"$19.69
EPIC HEARING SERVICE

O Cancel Hearing Coverage| O Retiree Only $1.96 [ O Retiree & Children” $2.88| O Retiree & Spouse” $3.89| O Retiree & Family” $4.80
ARAG LEGAL
O Cancel Legal Coverage | O Retiree & Family” $11.50

4 *IF YOU SELECT DEPENDENT COVERAGE FOR ANY OF THE BENEFITS ABOVE, YOU MUST COMPLETE THE INFORMATION BELOW.
ELIGIBLE DEPENDENT INFORMATION

USE AN ADDITIONAL SHEET OF PAPER AS NEEDED FOR ADDITIONAL DEPENDENTS.

CHECK COVERAGE SELECTED
MALE/ | BiRTHDATE |  SOCIAL SECURITY #
FEMALE DENTAL | VISION | HEARING | LEGAL

DEPENDENT NAME RELATIONSHIP

SPOUSE

| hereby authorize the WV Consolidated Public Retirement Board to deduct my insurance premiums from my monthly benefit check and make any subsequent
premium changes as directed. For Retirees who did not elect to have premiums deducted from CPRB: | agree to remit payment to FBMC Benefits Management, Inc.

RETIREE SIGNATURE DATE SIGNED

FBMC/WVRETIREE/0119 WHITE COPY-FBMC YELLOW-RETIREE
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	Attachment 8 - Current Retiree Enrollment Form

