Washington State
Health Care AUthority

Public Employees Benefits Board

READ NOW

You are receiving this booklet because your Public Employees
Benefits Board (PEBB) health coverage recently ended.

This booklet explains how you and your dependents can continue
your PEBB health coverage.

To continue PEBB health coverage, you must complete the
enclosed form(s) and follow the instructions. You have 60 days
after the mailing date on this booklet to elect to continue
your PEBB health coverage and submit your form(s) to the
PEBB Program. To continue life insurance, ReliaStar must
receive your completed application no later than 31 days
after your employer-paid coverage ends.

HCA 50-801 (1/16)



For more information

This notice does not fully
describe your rights for
continuation coverage.

You can find more information
in the PEBB Initial Notice

of COBRA and Continuation
Coverage Rights on the

PEBB website at
www.hca.wa.gov/pebb, or
from the PEBB Program.
Contact the PEBB Program for
questions about eligibility.

Federal resources

For more information about
your COBRA rights, the Health
Insurance Portability and
Accountability Act (HIPAA),
and other laws affecting
group health plans, visit the
U.S. Department of Labor’s
Employee Benefits Security
Administration (EBSA) website
at www.dol.gov/ebsa or call
1-866-444-3272. For more
information about health
insurance options available
through the Health Insurance
Marketplace, visit
www.healthcare.gov.

PEBB contact information

If you have questions about your rights to continuation of
coverage or PEBB eligibility, contact:

PEBB Benefits Services
1-800-200-1004 (toll free)
360-725-0440 (Olympia area)
Monday through Friday, 8 a.m. to 5 p.m.

www.hca.wa.gov/pebb

Street address
(for hand deliveries):
Health Care Authority

Mailing address:
PEBB Program

Health Care Authority
PO. Box 42684 626 8th Avenue SE
Olympia, WA 98504-2684 Olympia, WA 98501

\_ /

Notify the PEBB Program of address changes

To protect your rights and the rights of your family, you must keep
the PEBB Program informed of address changes for each of your
family members by calling us at 1-800-200-1004, or notifying us in
writing. You should also keep a copy of any notices you send to the
PEBB Program for your records.

Where to find PEBB laws and rules

You may find the Public Employees Benefits Board’s laws in
chapter 41.05 of the Revised Code of Washington (RCW), and
rules in chapters 182-08, 182-12, and 182-16 of the
Washington Administrative Code (WAC). These are available at
www.leg.wa.gov.

To obtain this document in another format (such as Braille or audio), call 1-800-200-1004.
TTY users may call this number through the Washington Relay service by dialing 711.


http://www.hca.wa.gov/pebb
http://www.dol.gov/ebsa
http://www.healthcare.gov
http://www.hca.wa.gov/pebb
http://www.leg.wa.gov
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Introduction

This booklet contains important information about
your and your family members’ right to continue
PEBB health coverage, as well as other health
coverage options that may be available to you,
including through the Health Insurance Marketplace
(www.healthcare.gov or 1-800-318-2596). You

may be able to get coverage through the Health
Insurance Marketplace that costs less than COBRA
continuation coverage.

We use “you” in this notice to refer to each
person who will lose PEBB coverage.

Please read the information in this notice very
carefully before making a decision. If you choose

to elect PEBB continuation coverage, you must
complete the enclosed form(s) and submit them to
the PEBB Program following the instructions in this
booklet. You have:

* 60 days after the mailing date on this notice to
elect continuation coverage.

* 31 days after employer-paid coverage ends to
continue life insurance through portability or
conversion coverage.

If you do not elect to continue coverage within
these timelines, your PEBB coverage will end
on the last day of the month you and your
family member(s) stop being eligible. If elected,
continuation coverage begins the first day of the
month after the date your other coverage ended.

You do not need to send a payment with the
election form; however, you must submit your
first payment no later than 45 days after the

date the PEBB Program receives your election

form. Important information about payment for
continuation coverage is included in this booklet
(see “When and how do I make payments?” on page
11). If you do not make your premium payment

by the deadline, you forfeit your right to PEBB
continuation coverage.

Federal law requires that most group health
plans (including the Public Employees Benefits
Board [PEBB] Program) give employees and
their families the opportunity to continue
their health coverage when they lose coverage
under an employer’s plan.

PEBB continuation coverage provides the same
medical and dental benefits, choice of health
plans, and cost-sharing (including annual
deductibles, copays, and coinsurance) available
to other PEBB enrollees who aren’t enrolled in
COBRA coverage.

Each person who elects PEBB continuation
coverage will have the same rights as other
PEBB enrollees, including annual open
enrollment and special open enrollment rights.


http://www.healthcare.govor1-800-318-2596

How to Continue PEBB Coverage

What continuation coverage
options are available?

The PEBB Program offers one or more ways for you
and your family members, if eligible, to continue
PEBB health plan coverage.

1. Consolidated Omnibus Budget Reconciliation
Act (COBRA) coverage—A temporary
extension of PEBB health plan coverage
available to PEBB members defined as qualified
beneficiaries under federal rules. For eligibility
information and forms, see Appendix A.

2. PEBB Continuation of Coverage—A temporary
extension of PEBB health plan coverage as
an alternative for PEBB members who are not
qualified beneficiaries under COBRA coverage
(PEBB Extension of Coverage ) and for those
individuals in specific situations. For eligibility
information and forms, see Appendix A (PEBB
Extension of Coverage) or Appendix B (Leave
Without Pay).

3. PEBB retiree insurance coverage—A
continuation of PEBB health plan coverage
available to employees and survivors who meet
retiree eligibility and enrollment requirements.
See “What if I'm thinking of retiring?” on
page 6.

Premiums for options 1-2 above are on pages
13-14. To enroll, see “How do I elect continuation
coverage?” on this page.

Who can elect continuation
coverage?

A “qualified beneficiary” (employee, spouse,

or dependent child) who lost PEBB health plan
coverage due to a qualifying event (see page 7)

is entitled to elect COBRA coverage. Registered
domestic partners and their children who lost

PEBB health plan coverage due to the same types

of events are entitled to elect PEBB continuation
coverage (PEBB Extension of Coverage). For more
information on who qualifies for COBRA coverage or
PEBB Extension of Coverage, see Appendix A.

Each individual who loses PEBB employer-based
coverage due to one of these events has an
independent election right to COBRA coverage or
PEBB Extension of Coverage. For example:

* The employee’s spouse or registered domestic
partner may elect continuation coverage, even if
the employee does not.

* The employee or their eligible spouse or
registered domestic partner may elect
continuation coverage for one, several, or all
eligible dependent children. Certain newborns,
newly adopted children, and children identified
under a court order or National Medical Support
Notice may also be eligible for continuation
coverage.

* The employee or their eligible spouse or
registered domestic partner may elect
continuation coverage on behalf of their
eligible children.

An employee who lost PEBB employer-based
coverage due to the types of events listed in
Appendix B may elect continuation coverage
(LWOP) for themselves and eligible dependents. If
an employee does not elect continuation coverage,
their family members do not have independent
election rights to continuation coverage (LWOP
coverage).

How do | elect continuation
coverage?

To elect PEBB continuation coverage, send the
completed form(s) in Appendix A or B of this
booklet no later than 60 days after the mailing
date on this notice.

Oral communications (in person or by telephone)
and electronic communications (fax or email) are
not acceptable methods of election, and will not
preserve your continuation coverage rights.

If you do not submit completed form(s) by the
deadline, your PEBB coverage will end on the
last day of the month following the date of the
qualifying event.



Mail to (if no payment enclosed):
PEBB Program

Health Care Authority

PO. Box 42684

Olympia, WA 98504-2684

Or bring to:

Health Care Authority
626 8th Avenue SE
Olympia, WA 98501

If sending payment with your form(s), see “When
and how do I make payments?” on page 11 for
information on where to submit your form(s) with
payment.

Are there other coverage
options besides COBRA or PEBB
continuation coverage?

Yes. Instead of enrolling in COBRA coverage or
PEBB continuation coverage, there may be other
more affordable coverage options for you and your
family through the Health Insurance Marketplace,
Medicaid, or other group health plan coverage
options (such as through a spouse’s plan) through
what is called a “special enrollment period.” Some
of these options may cost less.

You should compare your other coverage options
with COBRA coverage or PEBB continuation
coverage and choose the coverage that is best for
you. For example, if you move to other coverage,
you may pay more out of pocket than you would
under COBRA because the new coverage may
impose a new deductible.

When you lose employer-based health coverage, it’s
important that you choose carefully between COBRA
coverage, or PEBB continuation coverage, and other
coverage options.

What is the Health Insurance
Marketplace?

The Marketplace offers “one-stop shopping” to find
and compare private health insurance options.

In the Marketplace, you could be eligible for a

new kind of tax credit that lowers your monthly
premiums and cost-sharing (your out-of-pocket
costs for deductibles, coinsurance, and copays).

You can see what your premium, deductibles,

and out-of-pocket costs will be before you enroll.
Through the Marketplace, you'll also learn if you
qualify for free or low-cost coverage from Medicaid
or the Children’s Health Insurance Program (CHIP).
You can access the Marketplace for your state at
www.healthcare.gov. (Washington State residents
an access it at www.wahbexchange.org.)

Coverage through the Health Insurance Marketplace
may cost less than COBRA. Being offered COBRA
coverage won't limit your eligibility for coverage or
for a tax credit through the Marketplace.

When can | enroll in Marketplace
coverage?

You have 60 days from the time you lose

your employer-based coverage to enroll in the
Marketplace (because losing your employer-based
health plan coverage is a “special enrollment”
event). After 60 days, your special enrollment
period ends and you may not be able to enroll;
take action right away. In addition, anyone can
enroll in Marketplace coverage during its “open
enrollment” period.

To find out more about enrolling in the Marketplace,
such as when the next open enrollment period and
what you need to know about qualifying events

and special enrollment periods, visit
www.healthcare.gov.

Can | switch between COBRA
coverage and the Marketplace?

If you sign up for COBRA coverage, you can switch
to a Marketplace plan during the Marketplace’s
open enrollment period. You can also end COBRA
coverage early and switch to a Marketplace plan
if you have another qualifying event that triggers
a “special enrollment period” (such as marriage
or birth of a child). Be careful, though—if you
terminate COBRA coverage early without another
qualifying event, you'll have to wait to enroll in
Marketplace coverage until the next Marketplace
open enrollment period. You could end up without
any health plan coverage in the interim.

Once your COBRA coverage expires, you'll be
eligible to enroll in Marketplace coverage through a
(continued)


http://www.healthcare.gov
http://www.wahbexchange.org
http://www.healthcare.gov

special enrollment period, even if the Marketplace
open enrollment period has ended.

If you sign up for Marketplace coverage instead
of COBRA coverage, you cannot switch to COBRA
coverage under any circumstances.

Can | enroll in another group health

plan?

You may be eligible to enroll in coverage under
another group health plan (like a spouse’s plan)
if you request enrollment no later than 30 days
after your PEBB coverage ends because of a
qualifying event.

If you or your dependent chooses to elect COBRA
coverage or PEBB continuation coverage, you will
have another opportunity to enroll in the other
group health plan under special enrollment rights
no later than 30 days after losing your COBRA
continuation coverage or PEBB continuation
coverage (PEBB Extension of Coverage).

What factors should | consider
when choosing coverage options?

When considering your options for health coverage,

you may want to think about:

* Premiums. Your previous plan can charge up to

102 percent of total plan premiums for COBRA
coverage. The PEBB Program charges 100
percent of the total plan premiums for COBRA
coverage and PEBB continuation coverage, as
well as applicable tobacco use and spouse or
registered domestic partner coverage premium

surcharges. Other options, like coverage under a

spouse’s plan or through the Marketplace, may
be less expensive.

* Provider networks. If you're currently getting
care or treatment for a condition, a change in
your health coverage may affect your access to

a particular health care provider. You may want

to check if your current health care providers
participate in a health plan you're considering.

* Drug formularies. If you're currently taking
medication, a change in your health coverage

may affect your medication costs—and in some

cases, your medication may not be covered
by another plan. You may want to check if

your current medications are listed in drug
formularies for other health coverage.

Severance payments. If you lose your job and
receive a severance package from your former
employer, your former employer may offer to pay
some or all of your COBRA payments for a period
of time. In this scenario, you may want to
contact the U.S. Department of Labor at 1-866-
444-3272 to discuss your options.

Service areas. Some plans limit their benefits
to specific service or coverage areas. If you move
to another area of the country, you may not be
able to use your benefits. You may want to see
if your plan has a service or coverage area, or
other similar limitations.

Other cost-sharing. In addition to premiums
or contributions for health plan coverage, you
probably pay copays, deductibles, coinsurance,
or other amounts as you use your benefits.

You may want to check what the cost-sharing
requirements are for other health care options.
For example, one option may have lower
monthly premiums, but a higher deductible and
higher copayments.

What if I’'m thinking of retiring?

PEBB retiree insurance is available to employees and
their survivors who meet eligibility and enrollment
requirements as described in WAC.

e Retiring employees, including employees applying
for a disability retirement, as described in WAC
182-12-133 and 182-12-171.

e Surviving dependents of emergency service
personnel killed in the line of duty, as described in
WAC 182-12-250.

e Surviving dependents of employees and retirees,
as described in WAC 182-12-265.

If you are eligible for PEBB retiree insurance
coverage, you can find information:
* At www.hca.wa.gov/pebb.

* By calling the PEBB Program at 1-800-200-1004
to request a Retiree Enrollment Guide.

To enroll in or defer your PEBB retiree insurance
coverage, you must submit your completed form(s) to
the PEBB Program no later than 60 days after your
employer-paid or COBRA continuation coverage ends.


http://www.hca.wa.gov/pebb

What if | decline continuation
coverage?

If you reject or decline continuation coverage before
the due date, you may change your mind as long as
you mail or hand-deliver a completed form no later
than 60 days from the date of this notice.

How long can | remain on
continuation coverage?

Your “qualifying event” is the event that
caused you to lose PEBB employer-based
coverage. Your maximum coverage period is
determined by your qualifying event.

COBRA coverage and PEBB continuation coverage
provide temporary health plan coverage. Maximum
coverage periods are described below in this section.
Coverage can end earlier, as described under “Can
continuation coverage be cancelled before the end of
the maximum coverage period?” on page 10.

(1) When the qualifying event is a termination
of employment or reduction in hours

Continuation coverage can generally last up

to 18 months if you meet other requirements
explained in this booklet. Additional coverage
may be available under LWOP as described in
number (3) of this section. Coverage may be
extended due to disability or a second qualifying
event as described in number (5) of this section.

(2) When the covered employee becomes
entitled to Medicare within 18 months
before their termination of employment
or reduction in hours, it affects both the
employee and their dependents

Employees

When the covered employee becomes entitled
to Medicare less than 18 months before their
termination of employment or reduction in
hours, the employee may:

* Elect COBRA coverage, or

* Enroll in PEBB retiree insurance coverage, if
the employee is an eligible retiree as defined
in WAC 182-12-171.

When the covered employee becomes entitled to
Medicare after enrolling in COBRA coverage, the
employee loses their right to COBRA coverage.
However, the employee may:

* Continue health plan coverage for the
remainder of the COBRA coverage period
through PEBB continuation coverage (PEBB
Extension of Coverage),

OR

* Enroll in PEBB retiree insurance coverage, if
the employee is an eligible retiree as defined
in WAC 182-12-171.

Dependents

When the covered employee becomes entitled
to Medicare less than 18 months before their
termination of employment or reduction in
hours, the employee’s spouse or registered
domestic partner and dependent children
become entitled to continuation coverage for
up to 36 months measured from the date of the
employee’s Medicare entitlement.

For example, if a covered employee becomes
entitled to Medicare eight months before their
termination of employment or reduction in
hours, and the employee’s covered dependents
elect COBRA coverage or PEBB continuation
coverage (PEBB Extension of Coverage),

the dependents may continue coverage 28
more months after the COBRA coverage
enrollment date. (The 36 months allowed under
continuation coverage, minus the eight months
the employee was entitled to Medicare before
retiring, equals 28 months left.)

This special Medicare extending rule for a
spouse and dependent child is available only
if the covered employee becomes entitled to
Medicare 18 months or less before termination
of employment or reduction of hours.

(3) When an employee is on approved leave or
when employment ends due to layoff

(a) For the following events, PEBB continuation
coverage (LWOP coverage) generally can last
for a maximum of 29 months as described in
WAC 182-12-133(1):

* The employee is on authorized leave
without pay.
(continued)



* The employee is on approved educational
leave.

* The employee is receiving time-loss
benefits under workers’ compensation.

* The employee is called to active duty in
the uniformed services, as defined under
the Uniformed Services Employment and
Reemployment Rights Act (USERRA).

* The employee is applying for disability
retirement.

* The employee’s employment ends due to
layoff as described in WAC 182-12-109.

An employee who is no longer eligible for
coverage as described above, but who has
not used the maximum number of months
allowed under COBRA coverage, may
continue medical, dental, and life insurance
for the remaining difference in months
allowed under COBRA coverage. However,
life and long-term disability insurance (if
elected) cannot be continued under COBRA
coverage.

For a faculty employee who is between
periods of eligibility, continuation coverage
generally can last for a maximum of 12
months as described in WAC 182-12-

142. Faculty who use up the months of
continuation coverage under LWOP may
continue medical and/or dental for the
remaining difference in months allowed
under COBRA coverage. However, life and
long-term disability insurance (if elected)
cannot be continued under COBRA coverage.

For a seasonal employee who is between
periods of eligibility, continuation coverage
under LWOP generally can last for a
maximum of 12 months as described in
WAC 182-12-142. Seasonal employees who
use up the months of continuation coverage
under LWOP may continue medical and/

or dental for the remaining difference in
months allowed under COBRA coverage.
However, life insurance (if elected) cannot be
continued under COBRA coverage.

If an employee reverts for reasons other than
a layoff and is not eligible for the employer
contribution toward insurance coverage,

continuation coverage under LWOP generally

can last for a maximum of 18 months as
described in WAC 182-12-141.

For an employee awaiting hearing of a
dismissal action, continuation coverage
under LWOP generally can last until the
dismissal is upheld or overturned for up to
29 months as described in WAC 182-12-148.
If the dismissal is upheld and the employee
is no longer eligible for continuation
coverage under LWOP, but the employee

has not used the maximum number of
months allowed under COBRA coverage,

the employee may continue medical and/or
dental coverage for the remaining difference
in months allowed under COBRA coverage.
However, life insurance (if elected) cannot be
continued under COBRA coverage.

(4) When the qualifying event is death,
divorce, termination of a registered
domestic partnership, or child’s loss of
eligibility

(@)

When PEBB coverage is lost due to

the death of the employee, the covered
employee’s divorce, or when a dependent
child is no longer eligible (as described in
WAC 182-12-260), COBRA coverage can last
up to 36 months.

When PEBB coverage is lost due to

the death of the employee, the covered
employee’s termination of a registered
domestic partnership, or a dependent child
of a registered domestic partnership is no
longer eligible (as described in WAC 182-
12-260), PEBB continuation coverage (PEBB
Extension of Coverage) can last up to 36
months.

If you are a surviving spouse, registered
domestic partner, or dependent child of an
emergency service worker who was killed in
the line of duty, you may be eligible to enroll
in PEBB retiree insurance if you meet both
the procedural and eligibility requirements
as outlined in WAC 182-12-250.

(5) When COBRA coverage and continuation
of coverage may be extended

You may be able to extend the maximum
18-month period of continuation coverage



available under COBRA or PEBB continuation
coverage if you or a qualified dependent

becomes disabled or a second qualifying event

occurs. You must notify the PEBB Program no

later than 60 days after a disability or a second

qualifying event to extend the continuation

coverage period. If you fail to provide the notice
within the timeframe allowed, you will lose the

right to extend continuation coverage.
(a) Disability

If the Social Security Administration
determines that any qualified beneficiary
is disabled, you and all of the qualified
beneficiaries in your family may be
entitled to receive up to 11 months of
additional continuation coverage (for a
total of 29 months). This extension is
available only to those individuals who are
receiving continuation coverage because
of the covered employee’s termination of
employment or reduction of hours.

The disability must have started before

the 61st day after the covered employee’s
termination of employment or reduction in
hours and must last at least until the end of
the 18-month continuation coverage period.

The disability extension is available only
if you notify the PEBB Program in writing
and submit a 2076 COBRA Continuation
of Coverage or PEBB Extension of Coverage
Election/Change form and a copy of the
disability award letter from the Social
Security Administration no later than 60
days after the last of the following events:

* The date of the covered employee’s
termination of employment or reduction
of hours.

* The date the qualified beneficiary loses
(or would lose) coverage under PEBB
rules as a result of the covered employee’s
termination of employment or reduction
of hours.

* The date the PEBB Program mails a PEBB
Continuation Coverage Election Notice to
the qualified beneficiary, informing the
beneficiary of his or her responsibility
and the procedures to notify the PEBB
Program.

* The date of the Social Security
Administration’s disability determination.

You must also provide this notice within

18 months after the covered employee’s
termination of employment or reduction of
hours to be entitled to a disability extension.
If the notice procedures in this booklet are
not followed or if the notice is not submitted
to the PEBB Program during the 60-day
notice period and within 18 months after
the covered employee’s termination of
employment or reduction of hours, there
will be no disability extension of COBRA
coverage or PEBB continuation coverage
(PEBB Extension of Coverage).

Second qualifying event extension of
coverage

If your qualified beneficiary experiences

a second qualifying event while receiving
18 months of continuation coverage (or 29
months, if the second event occurs during
a disability extension), he or she may be
entitled to receive up to an additional 18
months of continuation coverage, for a
maximum of 36 months of continuation
coverage.

To qualify for a second qualifying event
extension of coverage, the second event
must:

* Occur during the initial continuation
coverage period resulting from termination
of employment, reduction of hours, or the
retiree’s loss of PEBB retiree insurance
due to termination of employer group
participation with PEBB health coverage;

AND

* Cause a qualified beneficiary to lose
coverage under PEBB Program rules if the
first qualifying event had not occurred.
This includes:

+ The employee’s or retiree’s death.
¢+ Divorce.

¢ Termination of a registered domestic
partnership.

+ The dependent child’s loss of eligibility
for coverage under PEBB rules.

(continued)
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Note: The second qualifying event extension
is not available when an employee becomes
entitled to Medicare after his or her
termination of employment or reduction of
hours. However, the employee and covered
dependents may remain enrolled in COBRA
coverage for the duration of the COBRA
coverage period.

Eligible dependents must have been covered
under the plan on the day before the first
qualifying event. Newborns or adopted
children added after the first qualifying
event are also eligible for the second
qualifying event extension.

To request a second qualifying event
extension, you or your qualified beneficiary
must notify the PEBB Program in writing
and provide notice of a second qualifying
event. It must include:

* The second qualifying event and the date
it happened.

* The names and addresses of all
qualified beneficiaries who are receiving
continuation coverage.

* Proof of the second qualifying event.

This notice of a second qualifying event
must be submitted no later than 60 days
after the later of:

* The date of the second qualifying event.

* The date the qualified beneficiary would
lose coverage under PEBB rules as a result
of the second qualifying event.

When PEBB continuation coverage (LWOP
coverage) counts toward your maximum
COBRA coverage period

If you are eligible for and elect to continue
coverage under LWOP, the maximum number
of months allowed under COBRA coverage
are included in the maximum number of
months allowed under LWOP coverage.

For example, if you are eligible for 29
months of PEBB continuation coverage
(LWOP) under PEBB rules, and eligible for
18 months of COBRA coverage because of
your qualifying event, the first 18 months
of PEBB continuation coverage (LWOP)

will satisfy the 18-month COBRA coverage

period. Likewise, if you are eligible for 12
months of PEBB continuation coverage
under LWOP and eligible for 18 months of
COBRA coverage because of your qualifying
event, you may switch to COBRA coverage
for six months after the 12 months of PEBB
continuation coverage (LWOP), for a total
of 18 months of medical and/or dental
continuation coverage.

Can continuation coverage be
cancelled before the end of the
maximum coverage period?

(1) Automatic cancellation before the end of

the maximum coverage period

Continuation coverage will automatically cancel
before the end of the maximum period if:

(a) Any required premium is not paid in full on
time.

(b) The employer stops providing any group
health plan for its employees (this is
particularly important for people eligible
through an employer group such as a
political subdivision).

Continuation coverage may also end for any
reason coverage would end for any other PEBB
enrollee (such as fraud).

Once your coverage ends, you are not eligible to
reenroll in COBRA.

(2) Medicare entitlement or other group

health coverage

COBRA coverage will end automatically if

you become entitled to Medicare after you
enroll. However, you may continue your health
coverage for the remainder of your COBRA
coverage period through PEBB continuation
coverage (PEBB Extension of Coverage).

If you elect COBRA coverage or PEBB
continuation coverage, your coverage will also
end early if you enroll in other group health
coverage.

You must notify the PEBB Program in writing
no later than 60 days after electing COBRA
coverage or PEBB continuation coverage, if
you or a qualified dependent becomes entitled



to Medicare (Part A, Part B, or both) or become
covered under other group health coverage.

There are limitations on plans imposing pre-
existing exclusions, and such exclusions are
prohibited under the Affordable Care Act.

Note: Qualified beneficiaries who are entitled
to elect COBRA may do so even if they have
other group coverage or are entitled to Medicare
benefits before the date on which COBRA
coverage is elected.

(3) A qualified beneficiary stops being disabled

If the Social Security Administration determines
that a qualified beneficiary is no longer
disabled, you must notify the PEBB Program

in writing no later than 30 days after the
Social Security Administration’s determination.
COBRA coverage or PEBB continuation coverage
for all qualified beneficiaries will end on the
last day of the month that the Social Security
Administration’s determination was made, or as
allowed by law.

(4) Request to cancel coverage

If a member would like to terminate coverage
before the end of the maximum coverage period,
he or she may submit a written request to:

PEBB Program

Health Care Authority
PO. Box 42684

Olympia, WA 98504-2684

Coverage will be cancelled the last day of the month
for which premiums were paid.

How much does continuation
coverage cost?

Generally, you are required to pay the entire cost
of continuation coverage, similar to the total cost
paid by both the employer and employee. See
monthly premiums for COBRA coverage or PEBB
continuation coverage on pages 13-14.

You will also pay the tobacco use surcharge and/

or spouse or registered domestic partner coverage
surcharge in addition to your medical plan premium
if they apply to you. For more information, see
“Premium Surcharges” on page 15.

When and how do | make
payments?

(1) First payment for continuation coverage

If you elect to continue PEBB coverage, you
do not need to send payment with the election
form. However, you must submit your first
payment no later than 45 days after the date
PEBB receives your election form.

Your first payment must cover the cost of
continuation coverage from the time your
PEBB coverage ends through the end of

the previous month. For example: Sue’s
employment ends on September 15, and she
loses coverage on September 30. Sue elects
COBRA coverage on November 15. If her first
payment is made in November, it must cover
the premium for October. If her first payment is
made in December, it must cover premiums for
October and November, and is due no later than
December 30, the 45th day after the date of her
COBRA coverage election.

You must make sure the amount of your first
payment is correct. You may contact the PEBB
Program to confirm the amount due. We will
not enroll you until you elect to continue
your PEBB coverage and make the first full
payment.

(2) How to make premium (and applicable
surcharge) payments

You must mail or bring your first payment to:

Mail to (if payment enclosed):
Health Care Authority

PO. Box 42691

Olympia, WA 98504-2691

Or bring to:

Health Care Authority
626 8th Avenue SE
Olympia, WA 98501

Make checks payable to the Health Care
Authority. To request electronic funds transfer,
contact the PEBB Program.

After the Health Care Authority receives your
first full payment, you must pay all continuation
coverage premiums (and any applicable

(continued)
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surcharges) timely by check or electronic funds
transfer. You may also pay in cash at the Health
Care Authority’s office. Hand deliver subsequent
payments to the street address above, or mail
subsequent payments for continuation coverage to:

Mailing address

PEBB Program

Health Care Authority
PO. Box 34270

Seattle, WA 98124-1270

(3) When premium payments are considered

made

We consider your payment made on the date

it was mailed or hand delivered to the Health
Care Authority at one of the addresses above

or received via electronic funds transfer (see

the Electronic Debit Service Agreement form at
www.hca.wa.gov/pebb). Payment will not be
considered made if your check is returned due to
insufficient funds or for any other reason.

(4) Monthly payments for continuation

12

coverage (and applicable surcharges)

After you make your first premium payment
to elect continuation coverage, subsequent
payments are due on the 15th day of the
month for that month’s coverage. If you make
a monthly payment on or before the 15th day
of the current month, your PEBB coverage will
continue for that month.

The monthly premium may change at the
beginning of each calendar year. We will notify
you before the beginning of each calendar year
of changes to premiums and benefits.

Depending on your payment method, you may
or may not receive a bill for your continuation
coverage premium (and any applicable
surcharges) as a reminder of your responsibility
to pay your premiums on time. You must pay
your monthly premiums (and any applicable
surcharges) on time, even if we do not send a
bill to you.

(5) Grace periods for monthly premium

payments

Although monthly payments are due on the
15th day of each month of continuous coverage,
you have a 60-day grace period from the due
date to make each monthly payment. Your PEBB
continuation coverage will continue as long as
you send payment for the current month before
the end of the grace period. If payment is not
made within the 60-day grace period, coverage
will be cancelled retroactively to the last day of
the month in which premiums were paid. For
example: If Sue’s premium payment is due May
15, and Sue does not make a payment by July
14, her coverage is cancelled effective April 30
for nonpayment.

Premium payments (and any applicable
surcharges) are due the 15th of each month.
There is a 60-day grace period from the

due date. If you fail to pay premiums and
applicable surcharges as required, coverage
will be cancelled the last day of the month for
which a full payment was made.

If your coverage is cancelled, you will be
financially responsible for all medical and/or
dental claims incurred after the effective date
of the cancellation.

Once you are terminated from COBRA
coverage, you cannot reenroll.


http://www.hca.wa.gov/pebb

2016 PEBB COBRA, Leave Without Pay,
and Extension of Coverage Monthly Rates

Effective January 1, 2016 (See “Monthly Premium Surcharges” on back)

Special Requirements

1. To qualify for the Medicare rate, at least one covered family member must be enrolled in both Part A and Part B of
Medicare. (Medicare rates are not available to Leave Without Pay members.)

2. Medicare-enrolled subscribers in Group Health Cooperative's Medicare Advantage plan or Kaiser Permanente Senior
Advantage must complete and sign the Medicare Advantage Plan Election Form (form C) to enroll in one of these plans.

For more information on these requirements, contact your health plan’s customer service department.

4 Medical Plans A
for Mo D0ie Subscriber Only qf\:b;;:::er* anfi“g;‘"r;tz:n) Full Family
(or enrolled in Part A only)
Group Health Classic $610.78 $1,215.53 $1,064.34 $1,669.09
Group Health CDHP 522.80 1,034.28 920.99 1,374.14
Group Health SoundChoice 538.09 1,070.15 937.14 1,469.20
Group Health Value 573.99 1,141.95 999.96 1,567.92
Kaiser Permanente Classic 637.32 1,268.61 1,110.79 1,742.08
Kaiser Permanente CDHP 530.09 1,048.36 933.38 1,393.32
UMP Classic 576.78 1,147.53 1,004.84 1,575.59
UMP CDHP 522.47 1,033.62 920.42 1,373.24
UMP Plus-PSHVN 552.40 1,098.77 962.18 1,508.55
\UMP Plus-UW Medicine ACN 552.40 1,098.77 962.18 1,508.55 )
4 Subscriber Subscriber Subscriber . A
Members enrolled Only and Spouse* and Child(ren) Full Family
in Part A and Part B
of Medicare: 1 Medicare | 1 Medicare | 2 Medicare | 1 Medicare | 2 Medicare | 1 Medicare | 2 Medicare | 3 Medicare
eligible eligible eligible eligible eligible eligible eligible eligible
Group Health Classic N/aF | $870.52 | N/AF | $719.33 | N/Ab [$1,324.08 [$979.07 | N/Al
Group Health Medicare Plan | $265.77 | N/A} | $525.51 | N/Ab | $52551 |  N/Al N/A} | §$785.25
Group Health SoundChoice N/AL 797.83 | N/A 664.82 | N/AF | 1,196.88 | 92456 | N/Al
Group Health Value N/a} 833.73 | N/A} 691.74 | N/A} 125970 | 951.48 | N/Ab
Kaiser Permanente Senior Advantage | 308.70 | 939.99H| 61137 | 782.17H| 611.37 | 1,413.46%| 1084.84%| 914.04
QMP Classic 417.89 988.64 829.75 845.95 829.75 | 1,416.70 |1,257.81 1,241.61/
* or registered domestic partner (continued)

fifa Group Health subscriber is enrolled in Medicare Part A and Part B but covers a family member who is not eligible for
Medicare, the family member must enroll in a Group Health Classic, SoundChoice, or Value plan and the subscriber will
pay a combined Medicare and non-Medicare rate.

111f a Kaiser Permanente subscriber is enrolled in Medicare Part A and Part B but covers a family member not eligible
for Medicare, the family member will be enrolled in Kaiser Permanente Classic. The subscriber will pay the combined
Medicare and non-Medicare rate shown for Kaiser Permanente Senior Advantage.

HCA 50-300R (9/15)

For more rate information, contact the Health Care Authority at 1-800-200-1004.
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(" Medicare Supplement Plan F (Group), administered by Premera Blue Cross A

. Subscriber
Sulg;rl'lber Subscriber and Spouse* and Full Family
y Child(ren)
2 Medicare 2 Medicare
1 Medicare | 1 Medicare eligible: 2 Medicare | 1 Medicare | 1 Medicare eligible: 2 Medlicare
eligible eligible** 1 retired, eligible eligible eligible** 1 retired, eligible**
1 disabled 1 disabled**
Plan F $207.66 $784.44 $560.67 $415.32 S$641.75 | $1212.50 | $994.76 $849.41
Age 65 or older,
eligible by age
Plan F 353.01 929.79 560.67 706.02 787.10 1,357.85 994.76 1,140.11
Under age 65,
eligible by
\d|sablllty /

*or registered domestic partner

**If a subscriber selects a Medicare supplement plan, non-Medicare eligible dependents are enrolled in Uniform Medical
Plan (UMP) Classic. The rates shown reflect the total due, including premiums for both plans.

e N
Monthly Premium Surcharges

You will pay the following surcharges in addition to your medical plan premium if they apply to you. These surcharges
do not apply to COBRA and PEBB Extension of Coverage subscribers enrolled in Medicare Part A and Part B.

* A monthly $25-per-account surcharge will apply if the subscriber or any family member (age 13 or older) enrolled in
PEBB medical coverage uses tobacco products.
e A monthly $50 surcharge will apply if a subscriber enrolls a spouse or registered domestic partner in PEBB medical

coverage and the spouse or domestic partner has chosen not to enroll in other employer-based group medical
insurance that is comparable to Uniform Medical Plan (UMP) Classic.

For more guidance on whether these surcharges apply to you,
see the 2016 Premium Surcharge Help Sheet at www.hca.wa.gov/pebb.

L /
a Uni N (o ' A
niform Uniform
Dental DeltaCare, | porioiplan, | Willamette | | Dental DeltaCare, | porvaiPlan, | Willamette
Plans administeredi B 1o rad Dental of Plans administered | - ministered Dental of
. by Delta by Delta Washington by Delta by Delta Washington
with Dental of Dental of Inc. Dental of DZntal of Int:g ’
Medical Plan | Weshington Washington Dental Only ic bl Washington

Subscriber Only $ 39.53 S 44.63 S 42.37 Subscriber Only S 45.56 S 50.66 S 48.40

Subscriber & 79.06 89.26 84.74 Subscriber & 85.09 95.29 90.77
Spouse* Spouse*
Subscriber & 79.06 89.26 84.74 Subscriber & 85.09 95.29 90.77
Child(ren) Child(ren)

\Full Family 118.59 133.89 127.11 Y, Gull Family 124.62 139.92 133.14/

*or registered domestic partner
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Premium Surcharges

These premium surcharges apply to PEBB benefits-
eligible subscribers who:

* Are enrolled in a PEBB medical plan.
AND
* Do not have Medicare Part A and Part B as their
primary coverage (excluding Leave Without Pay
subscribers).

Tobacco use premium surcharge

You will pay a monthly $25 surcharge in addition to
your medical plan premium if:

* You or any family member age 13 or older
enrolled on your PEBB medical coverage has
used a tobacco product in the past two months
(whether your enrolled family member lives
with you or not).

OR

* You do not respond whether the tobacco use
surcharge applies no later than 60 days after
the mailing date on this booklet.

To determine whether the tobacco use surcharge
applies to your account, use the 2016 Premium
Surcharge Help Sheet (found on page 49) and
respond by completing and submitting the 2076
COBRA Continuation of Coverage or PEBB Extension
of Coverage Election/Change form or the 2016 Leave
Without Pay (LWOP) Election/Change form to the
address on the form.

To report a change

If you or your enrolled family members’ tobacco
use changes (or you or your family members have
used the tobacco cessation resources mentioned in
the 2016 Premium Surcharge Help Sheet), you may
report the change by:

* Going to My Account at www.hca.wa.gov/pebb
to change your attestation.
OR
* Completing and submitting a 2016 Premium
Surcharge Change Form (found at
www.hca.wa.gov/pebb) to the PEBB Program.

If you submit a change that results in incurring
the premium surcharge, the change is effective the

first of the month following the status change. If
that day is the first of the month, then the change
begins on that day.

If the change results in removal of the premium
surcharge, the change is effective the first of the
month following receipt of the attestation. If that
day is the first of the month, then the change
begins on that day.

Spouse or registered domestic
partner coverage premium
surcharge

Note: If you do not enroll a spouse or registered
domestic partner on your PEBB medical plan, this
surcharge does not apply to you.

You will pay a monthly $50 surcharge in addition to
your medical plan premium if:

* You have a spouse or registered domestic
partner enrolled on your PEBB medical coverage,
and your spouse or registered domestic partner
has elected not to enroll in other employer-based
group medical insurance that is comparable
to Uniform Medical Plan (UMP) Classic. (This
is regardless of whether you enroll in UMP
Classic.)

OR

* You do not respond on the form whether the
spouse or registered domestic partner coverage
surcharge applies no later than 60 days after
the mailing date on this booklet.

If you enroll a spouse or registered domestic
partner on your PEBB medical plan, use the 2076
Premium Surcharge Help Sheet (found on page
49) to determine whether the spouse or registered
domestic partner coverage surcharge applies to
your account. Then respond by completing and
submitting the 2016 COBRA Continuation of
Coverage or PEBB Extension of Coverage Election/
Change form or 2016 Leave Without Pay (LWOP)
Election/Change form by the above required
deadline.

(continued)
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Premium Surcharges

During open enrollment (November 1-30), you must
attest if you enroll a spouse or registered domestic
partner on your PEBB medical and you are:

* Incurring the surcharge.

* Not incurring the surcharge because the
spouse’s or registered domestic partner’s
share of medical premium through his or her
employer-based group medical insurance was
not comparable to UMP Classic premiums.

* Not incurring the surcharge because the benefits
provided by the spouse’s or registered domestic
partner’s employer-based group medical
insurance were not comparable to UMP Classic.

A subscriber must update their attestation by either
submitting the required Premium Surcharge Change
Form or logging in to My Account at
www.hca.wa.gov/pebb and following the
instructions. If your attestation is not received
within the open enrollment timeframe, you will pay
the monthly $50 premium surcharge for the full
plan year.

To report a change

Outside of the PEBB Program’s annual open
enrollment, the following events allow a subscriber
to make a new attestation or add or remove the
spousal coverage premium surcharge:

*  When there is an event that creates a special
open enrollment to add a spouse or registered
domestic partner to your PEBB medical, such as
marriage or registered domestic partnership. (A
full list of events that allow you to add a spouse
or registered domestic partner is available on
the 2016 COBRA Continuation of Coverage or
PEBB Extension of Coverage Election/Change
form or 2016 Leave Without Pay [LWOP]
FElection/Change form.)

*  When you regain eligibility for the employer
contribution for PEBB benefits, if there is no
break in PEBB medical.
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*  When there is a change in your spouse’s or
registered domestic partner’s employer-based
group medical insurance.

If adding or removing a spouse or registered
domestic partner from your PEBB medical, you must
report the change by completing a 20716 COBRA
Continuation of Coverage or PEBB Extension of
Coverage Election/Change form or 2016 Leave
Without Pay (LWOP) Election/Change form.

To change your current attestation (without adding
or removing your spouse or registered domestic
partner from PEBB medical), complete and submit
a 2016 Premium Surcharge Change Form (found at
www.hca.wa.gov/pebb) to the PEBB Program. You
must also submit proof of the qualifying event with
your completed form.

If you submit a change that results in incurring
the premium surcharge, the change is effective the
first of the month following the status change. If
that day is the first of the month, then the change
begins on that day.

If the change results in the removal of the premium
surcharge, the change is effective the first of the
month following the receipt of the attestation. If
that day is the first of the month, then the change
begins that day.

For more information on the premium surcharges,
visit www.hca.wa.gov/pebb.
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SmartHealth Wellness Program

SmartHealth is the state’s voluntary wellness
program for eligible subscribers, designed to
help you take steps to improve your health by
participating in fun and engaging SmartHealth
Activities. As you progress on your wellness
journey, you can qualify for the SmartHealth
financial wellness incentive.

What is the financial wellness
incentive?

Subscribers who qualify for the financial wellness
incentive can receive:

* A $125 reduction in the subscriber’'s 2017 PEBB
medical deductible,
OR
* A one-time deposit of $125 into the subscriber’s
health savings account (if enrolled in a PEBB
consumer-directed health plan in 2017).

Who is eligible to participate?

Subscribers and their spouses or registered domestic
partners enrolled in PEBB medical coverage can
participate in SmartHealth through the SmartHealth
website; however, only subscribers can quality for
the $125 financial wellness incentive.

To qualify for the financial wellness incentive, the
subscriber must:

e Not be enrolled in both Medicare Part A and
Part B as their primary coverage,

e Complete the SmartHeatlh Well-being
Assessment, and

* Earn 2,000 total points within the PEBB
Program'’s timelines.

To receive the incentive in 2017, the subscriber
must still be enrolled in a PEBB medical plan during
2017.

If a subscriber qualifies for the incentive in 2016,
then retires and becomes entitled to Medicare Part
A and Part B while enrolled in a PEBB medical plan
in 2017, he or she will still receive the SmartHealth
incentive in 2017.

How do | get started?

Follow these simple steps to earn points to qualify
for the $125 wellness incentive:

1. Go to www.smarthealth.hca.wa.gov and select
Get started to walk through the activation process.

2. Take the SmartHealth Well-being Assessment
(required to qualify for the wellness incentive).
You do not earn SmartHealth points for
completing your PEBB medical plan’s health
assessment.

Note: If you don’'t have internet access, call
SmartHealth Customer Service toll-free at
1-855-750-8866 (Monday through Friday, 7 a.m.
to 7 p.m. Pacific Time) to complete the Well-
being Assessment by phone.

3. After completing the Well-being Assessment,
complete other Activities on SmartHealth’s
website to earn 2,000 total points to qualify for
the $125 wellness incentive.

Deadline requirements

When is the deadline to meet the
requirements for the wellness incentive?

* Ifyou are continuing enrollment in PEBB
medical or are a new subscriber with a PEBB
medical effective date in January through
June, your deadline to qualify for the financial
incentive is September 30, 2016.

* If your PEBB medical effective date is in July or
August, your deadline is 120 days from your
medical effective date. Example: julie is new
to state employment and her PEBB medical
glffective date is July 1, 2016. Julie’s deadline to
complete her SmartHealth Activities and earn
her financial wellness incentive is October 29,
2016.

e If your PEBB medical effective date is in
September through December, your deadline is
December 31, 2016.

17


http://www.smarthealth.hca.wa.gov

18



Appendix A:
COBRA and PEBB Continuation Coverage
(PEBB Extension of Coverage)

Complete the 20716 COBRA Continuation of Coverage or PEBB Extension
of Coverage Election/Change form if the qualifying event is one of the
following:

Employee:
* Your employment ended for any reason other than gross misconduct.
* Your hours of employment were reduced.

Note: See page 7 for a list of events that may qualify you for PEBB continuation coverage under Leave
Without Pay (LWOP), which may allow a longer coverage period and different benefits.

Spouse:
* Your spouse (the employee or retiree) died. Note: You may qualify for COBRA or PEBB retiree insurance
coverage.

* Your spouse’s (the employee’s) hours of employment were reduced.
* Your spouse’s (the employee’s) employment ended for any reason other than gross misconduct.

* You divorced your spouse.

Registered domestic partner:

* Your registered domestic partner (the employee or retiree) died. Note: You may qualify for PEBB
Extension of Coverage or PEBB retiree insurance coverage.

* Your registered domestic partner’s (the employee’s) hours of employment were reduced.

* Your registered domestic partner’s (the employee’s) employment ended for any reason other than gross
misconduct.

* Your domestic partnership (with the employee) terminated.

Dependent child:

* Your parent (the employee or retiree) died. Note: You may qualify for COBRA, PEBB continuation
coverage (PEBB Extension of Coverage), or PEBB retiree insurance coverage.

* Your parent’s (the employee’s) hours of employment were reduced.
* Your parent’s (the employee’s) employment ended for any reason other than gross misconduct.
* Your eligibility for PEBB coverage as a dependent child ended (see WAC 182-12-260(3)).

Retiree:
* You are a retiree and your employer group terminated plan participation.

* You are a retiree and the Department of Retirement Systems has determined that you are no longer
disabled, so your pension has stopped.
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Read the following information carefully before completing the form(s).

Medical and dental benefits

You may elect to continue coverage you were
enrolled in on the day before the qualifying event
occurred (medical coverage only, dental coverage
only, or both medical and dental coverage) by self-
paying the premiums. Unless you make separate
elections, eligible dependents you elect to cover will
be enrolled in the same plans you elect. To enroll,
complete the enclosed 2016 COBRA Continuation of
Coverage or PEBB Extension of Coverage Election/
Change form and submit it to the PEBB Program at
the address shown at the end of the form.

If you do not submit the completed form within
60 days after the mailing date on this booklet,
PEBB coverage will end on the last day of the
month you and your family member(s) stop
being eligible for your original PEBB coverage.

After your enrollment begins, you can change
health plans during the PEBB Program’s annual
open enrollment or after a qualifying event creates
a special open enrollment.

Note: If you are enrolled in a PEBB Medical Flexible
Spending Arrangement (FSA) and your employment
ends, you can elect to continue your Medical FSA
through Navia Benefit Solutions until the end

of the plan year in which the qualifying event
occurred if you are eligible to continue participation
through COBRA. You must contact Navia Benefit
Solutions at 1-800-669-3539 or customerservice@
naviabenefits.com no later than 60 days after the
mailing date on this booklet. You can find more
information in Navia Benefits Solutions’ 2016 PEBB
Flexible Medical Spending Arrangement Enrollment
Guide at http://pebb.naviabenefits.com.

Life insurance benefits

You may elect to continue life insurance one of
two ways:

Portability coverage

You may apply to continue your Basic and
Supplemental Life Insurance until age 70 if certain
conditions are met. You may elect to decrease your
coverage continued under the Portability provision;
however, you will not be eligible to increase it.
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(You can find Group Life Portability premiums on
the Group Life Portability Application in the back
of this appendix.) To apply, complete the enclosed
Group Life Portability Application and submit it to
ReliaStar Life Insurance Company at the address
shown at the end of the form.

To apply to continue your coverage under the
Portability option, ReliaStar Life must receive your
application within 31 days (60 days if you are
retiring) of the date your insurance ends due to
the following:

* You retire or terminate employment, if coverage
is in effect for active employees under the
Group Policy.

* The Health Care Authority terminates Basic
and Supplemental Life Insurance for employees
under the Group Policy and does not replace it
with a similar life insurance plan.

* You are no longer eligible for life insurance
under the Group Policy.

e All other continuation under the Group Policy
ends.

If ReliaStar Life does not receive this completed
form within the timelines above, PEBB life
insurance coverage will end on the last day of
the month you and your family member(s) stop
being eligible.

Conversion coverage

You and your insured dependents can apply for an
individual life insurance policy (without disability,
accelerated life, or supplemental Accidental Death
and Dismemberment benefits) without evidence of
insurability. To do so, check the box next to “No
Portability” on page 2 of the Group Life Portability
Application. To apply to continue your coverage
under the Conversion option, ReliaStar Life must
receive your application within 31 days (60 days
if you are retiring) of the date of termination of
group coverage.

Note: If you or your insured dependents have been
insured for less than five years when the Group
Policy ends, you or your insured dependents will not
be eligible for Conversion coverage.
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Washington State ]
Health Ca reA@t;/7 Click here to link to form.

Public Employees Benefits Board

2016 COBRA Continuation of Coverage or
PEBB Extension of Coverage Election/Change

* Type or print clearly in black ink. Inaccurate, incomplete, or illegible information may delay coverage.

e We must receive this form no later than 60 days after the date your employer-sponsored coverage ends or from the postmark
on the PEBB Continuation of Coverage Election Notice packet sent to you, whichever is later.

* We must receive your first payment before we can enroll you. Premiums and applicable surcharges are due back to the date
your other coverage ended.

e List eligible family members you wish to cover or remove from coverage. This form replaces all COBRA Continuation or Extension
of Coverage Election/Change forms previously submitted.

e If adding a dependent with a disability age 26 or older, or an extended dependent, you must also include the required dependent
certification form(s).

All forms and documents are available at www.hca.wa.gov/pebb or by calling 1-800-200-1004.

Employee or retiree name
Employee

or retiree
information only

Employee or retiree Social Security number Date employer coverage ended (mm/dd/yyyy)

Section 1: Subscriber Information

Social Security number Last name First name Middle initial | Sex
um Qr
Street address Apt./unit number | City State ZIP Code
Mailing address (if different from above) Apt./unit number | City State ZIP Code
County of residence Date of birth (mm/dd/yyyy) | Daytime phone number Home phone number
( ) ( )

(1 Continue coverage: (select one) (] Medical and dental [ Medical only (] Dental only

You may elect to continue coverage you were enrolled in on the day your employer-sponsored coverage ended. If you have
optional life insurance and wish to continue it, complete and submit the Group Life Portability Application (available from your
former employer). The insurer must receive the form no later than 31 days after your employer-sponsored coverage ends.

If you are enrolled in a Medical Flexible Spending Arrangement and would like to continue it, contact Navia Benefit Solutions
no later than 60 days after the date they provide you with the notice of your continuation right.

(] Cancel coverage:  (select one) [ Medical and dental (] Medical only [ Dental only

Reason Cancel date
| understand that | am forfeiting all further rights to enroll in PEBB benefits cancelled above unless | regain eligibility.
Are you covered by another group medical plan? (1 Yes (A No Ifyes, effective date
Are you covered by another group dental plan? (U Yes [ No Ifyes, effective date
Are you disabled under Title Il (OASDI) of the Social (1 Yes (A No Ifyes, effective date
Security Act?
Are you disabled under Title XVI (SSI) of the Social dYes (A No Ifyes, effective date
Security Act?

If yes, you must send a copy of your Social Security Disability Award letter.
You and your enrolled dependents may be eligible for additional months of coverage.

Enrolled in Part(s) A and/or B of Part A (hospital) [ Yes [ No If yes, effective date
Medicare?

Part B (medical) [ Yes [ No If yes, effective date

If yes, proof is required. Attach a copy of your Medicare card to this form.
HCA 50-245F (1/16) (continued) 1
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2016 COBRA Continuation of Coverage or PEBB Extension of Coverage Election/Change

Subscriber’s last name First name Middle initial | Social Security number

Section 1: Subscriber Information (continued)

Tobacco Use Premium Surcharge

The PEBB Program requires a monthly S25-per-account surcharge in addition to your premium if you are not enrolled in Medicare

Part A and Part B, and you or a family member (age 13 or older) enrolled on your PEBB medical coverage uses a tobacco product.
Tobacco use is defined as any use of tobacco products within the past two months except for religious or ceremonial use. See the 2016
Premium Surcharge Help Sheet at www.hca.wa.gov/pebb for instructions on how to respond. If you check YES below or leave this
section blank, you will pay the surcharge.

Does the tobacco use premium surcharge apply to you? Check one:

(I am enrolled in Medicare Part A and Part B. The premium surcharge does not apply.

(U YES, I have used tobacco products in the past two months.

(U NO, or I have used the tobacco cessation resources noted in the 2016 Premium Surcharge Help Sheet.

Section 2: Spouse or Registered Domestic Partner Information

List an eligible spouse or registered domestic partner, as defined by Washington Administrative Code 182-12-260(2), you wish to cover
or remove from coverage. Family members cannot be enrolled in two PEBB medical or dental accounts at the same time.

If adding a registered domestic partner, you must provide proof of eligibility within PEBB’s enrollment timelines, or the
registered domestic partner will not be enrolled. A list of documents we will accept to verify eligibility is available at
www.hca.wa.gov/pebb.

Relationship to subscriber

() Spouse: date of marriage () Registered domestic partner: date registered
Social Security number | Last name First name Middle initial | Date of birth (mm/dd/yyyy) | Sex

am ar
Street address Apt./unit number | City State | ZIP Code

(] Continue coverage: (select one) [ Medical and dental [ Medicalonly ] Dental only
() Add coverage: (select one) U Medical and dental [ Medical only  [] Dental only
(] Cancel coverage: (select one) (1 Medical and dental [ Medical only (] Dental only

Reason Cancel date
If removing a spouse or registered domestic partner due to a divorce or dissolution of domestic partnership, attach a copy of
the divorce decree or dissolution of registered domestic partnership.

Covered by another group medical plan? U Yes QA No Ifyes, effective date

Covered by another group dental plan? U Yes LA No If yes, effective date
Disabled under Title Il (OASDI) of the Social Security Act? [_] Yes (] No If yes, effective date

Disabled under Title XVI (SSI) of the Social Security Act? U Yes [ No If yes, effective date

If yes, you must send a copy of the spouse’s or registered domestic partner’s Social Security Disability Award letter.
You and your enrolled dependents may be eligible for additional months of coverage.

Enrolled in Part(s) A and/or B Part A (hospital) [ Yes [ No Ifyes, effective date

of Medicare? Part B (medical) [ Yes [ No Ifyes, effective date

If yes, proof is required. Include a copy of the spouse’s or registered domestic partner’s
Medicare card with this form.

Tobacco Use Premium Surcharge

Does the tobacco use premium surcharge apply to your spouse or registered domestic partner? Check one:

(1 The subscriber is enrolled in Medicare Part A and Part B. The premium surcharge does not apply.

[ YES, my spouse or registered domestic partner has used tobacco products in the past two months.

(1 NO, or my spouse or registered domestic partner has used the tobacco cessation resources noted in the 2016 Premium
Surcharge Help Sheet.

(this section continued on next page)
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2016 COBRA Continuation of Coverage or PEBB Extension of Coverage Election/Change

Subscriber’s last name First name Middle initial | Social Security number

Section 2: Spouse or Registered Domestic Partner Information (continued)

Spouse or Registered Domestic Partner Coverage Premium Surcharge

The PEBB Program requires a monthly S50 surcharge in addition to your premium if you are not enrolled in Medicare Part A and

Part B, and your spouse or registered domestic partner has elected not to enroll in other employer-based group medical insurance that
is comparable to Uniform Medical Plan Classic. See the 2016 Premium Surcharge Help Sheet and the 2016 Spousal Plan Calculator
at www.hca.wa.gov/pebb. To change your attestation, use the 2016 Premium Surcharge Change Form. If you check YES below or
leave this section blank, you will pay the monthly surcharge.

Does the spouse or registered domestic partner coverage surcharge apply to you? Check one:
(U The subscriber is enrolled in Medicare Part A and Part B. The premium surcharge does not apply.
(U YES, I used the 2016 Premium Surcharge Help Sheet and completed the 2016 Spousal Plan Calculator online.
(U NO, I used the 2016 Premium Surcharge Help Sheet and, if needed, completed the 2016 Spousal Plan Calculator online.
Which questions, if any, on the 2016 Premium Surcharge Help Sheet did you check NO? Check all that apply.
(1 Question 1 (1 Question 2 (1 Question 3 (1 Question 4 (1 Question 5 (1 Question 6

(L) PEBB Program to determine. | am completing and submitting the printed 2016 Spousal Plan Calculator from www.hca.wa.gov/pebb.

Section 3: Family Member Information (such as child) Use additional forms for more members.

List eligible family members you wish to cover or remove from coverage. Family members cannot be enrolled in two PEBB medical or dental
accounts at the same time. Attach a completed Extended Dependent Certification form if enrolling an extended dependent. If enrolling a
dependent with a disability age 26 or older, submit a completed Certification of Dependent With a Disability form and return as instructed
on the form.

A Relationship to subscriber Check only if age 26 or older. Sex Social Security number
Disabled? (JYes [ No aM QgrF

Extended dependent validated by court order? []Yes [ No

Last name First name Middle initial | Date of birth (mm/dd/yyyy)

Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

(1 Continue coverage: (select one) [ Medical and dental (] Medical only (] Dental only
(1 Add coverage: (select one) (1 Medical and dental [ Medical only  [] Dental only
(L Cancel coverage: (select one) (1 Medical and dental [ Medical only  [] Dental only

Reason Cancel date
Covered by another group medical plan? U Yes (A No Ifyes, effective date
Covered by another group dental plan? U Yes (A No Ifyes, effective date

Disabled under Title Il (OASDI) of the Social Security Act? [_] Yes [ No If yes, effective date
Disabled under Title XVI (SSI) of the Social Security Act? U Yes (A No If yes, effective date

If yes, you must send a copy of the family member’s Social Security Disability Award letter.
You and your enrolled dependents may be eligible for additional months of coverage.

Enrolled in Part(s) A and/or B of Part A (hospital) [ Yes [ No Ifyes, effective date
Medicare?
Part B (medical) [ Yes [ No Ifyes, effective date

If yes, proof is required. Attach a copy of the family member’s Medicare card to this form.

Tobacco Use Premium Surcharge

Does the tobacco use premium surcharge apply to this family member? (Response required for family members ages 13 or older.)
Check one:

() The subscriber is enrolled in Medicare Part A and Part B. The premium surcharge does not apply.

[ YES, this family member has used tobacco products in the past two months.

(L NO, or this family member has used the tobacco cessation resources noted in the 2016 Premium Surcharge Help Sheet.

(continued)
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2016 COBRA Continuation of Coverage or PEBB Extension of Coverage Election/Change

Subscriber’s last name First name Middle initial | Social Security number

Section 3: Family Member Information (continued)

B Relationship to subscriber Check only if age 26 or older. Sex Social Security number
Disabled? [JYes [ No aM QgF
Extended dependent validated by court order? []Yes [ No
Last name First name Middle initial | Date of birth (mm/dd/yyyy)
Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

(L] Continue coverage: (select one) [ Medical and dental [ Medicalonly (] Dental only
() Add coverage: (select one) () Medical and dental (] Medical only ] Dental only
(] Cancel coverage: (select one) () Medical and dental (] Medical only ] Dental only

Reason Cancel date
Covered by another group medical plan? U Yes QNo Ifyes, effective date
Covered by another group dental plan? U Yes No Ifyes, effective date

Disabled under Title Il (OASDI) of the Social Security Act? [] Yes [ No If yes, effective date
Disabled under Title XVI (SSI) of the Social Security Act? U Yes A No Ifyes, effective date

If yes, you must send a copy of the family member’s Social Security Disability Award letter.
You and your enrolled dependents may be eligible for additional months of coverage.

Enrolled in Part(s) A and/or B of Part A (hospital) [ Yes [ No Ifyes, effective date
Medicare?
Part B (medical) [ Yes [ No If yes, effective date

If yes, proof is required. Attach a copy of the family member’s Medicare card to this form if we don’t already have a copy.

Tobacco Use Premium Surcharge

Does the tobacco use premium surcharge apply to this family member? (Response required for family members ages 13 or older.)
Check one:

() The subscriber is enrolled in Medicare Part A and Part B. The premium surcharge does not apply.

(1 YES, this family member has used tobacco products in the past two months.

(L NO, or this family member has used the tobacco cessation resources noted in the 2016 Premium Surcharge Help Sheet.

Section 4: Changes to an Existing Account

Are you making changes to an existing account?

) Yes If yes, what changes? (Check all that apply in the sections below.)
(1 No Ifno, go to Section 5.

Changes you can make anytime Give date of event/change

() Name change () Address change (1 Cancel medical coverage (1 Cancel dental coverage

(L) Remove dependent(s) from coverage. In most cases, when removing a dependent from coverage, the change will occur
prospectively. If removing due to loss of eligibility (divorce, dissolution of registered domestic partnership, death, or other
loss of eligibility under PEBB rules), we must receive this form no later than 60 days after the last day of the month
the dependent loses eligibility for health plan coverage. Coverage will be cancelled the last day of the month of loss of
eligibility. If applicable, provide former dependent’s new address:

Additional changes you can make during annual open enrollment
All changes become effective January 1 of the following year.

Check the box(es) next to the change requested.

(1 Add dependent(s) () Change medical plan (L Change dental plan

(this section continued on next page)



2016 COBRA Continuation of Coverage or PEBB Extension of Coverage Election/Change

Subscriber’s last name First name Middle initial | Social Security number

Section 4: Changes to an Existing Account (continued)

Additional changes you can make if an event creates a special open enrollment

The PEBB Program only allows changes outside of annual open enrollment when an event creates a special open enrollment.
The PEBB Program must receive this form and proof of the event no later than 60 days after the event. However, if adding a
newborn or adopted child increases your premium, this form must be received no later than 12 months after the birth or adoption.

Check the box next to each change you are requesting and indicate the corresponding event(s). See the numbers beside
each change to verify that your requested change may be allowed. In most cases, the enrollment or change will be effective the
first day of the month after the event date or the date the form is received, whichever is later.

(1 Add dependent(s) (allowable under events 1, 2, 3,4, 5,6,7,9, 10, 11)
(] Change medical plan (allowable under events 1, 2, 3,4, 5, 8,9, 10, 11, 12, 13, 14)
(] Change dental plan (allowable under events 1, 2, 3,4, 5, 8,9, 10, 11, 12, 13, 14)

Give date of event

Check the box(es) next to the corresponding event(s). The event number below must be listed next to the
change(s) you are requesting above.

1. Marriage, registering a domestic partnership, birth, adoption, or assuming a legal obligation for total or partial
support in anticipation of adoption.

2. Child becoming eligible as an extended dependent through legal custody or legal guardianship. Also complete an
Extended Dependent Certification form available at www.hca.wa.gov/pebb.

3. Child becoming eligible as a dependent with a disability. Also complete a Certification of Dependent With a Disability
form available at www.hca.wa.gov/pebb.

4. Subscriber or dependent losing other coverage under a group health plan or through health insurance coverage, as
defined by the Health Insurance Portability and Accountability Act (HIPAA).

5. Subscriber or dependent having a change in employment status that affects the subscriber’s or dependent’s eligibility
for the employer contribution toward employer-based group health insurance.

6. Subscriber or dependent having a change in enrollment under another employer-based group health insurance during
its annual open enrollment that does not align with the PEBB Program’s annual open enrollment.

7. Subscriber’s dependent moving from outside the United States to live within the United States or moving from inside
the United States to live outside the United States.

Subscriber or dependent having a change in residence that affects health plan availability.

A court order or National Medical Support Notice requiring the subscriber or any other individual to provide insurance
coverage for an eligible child of the subscriber.

10. Subscriber or dependent becoming entitled to or losing eligibility for Medicaid or a state Children’s Health Insurance
Program (CHIP).

11. Subscriber or dependent becoming eligible for a state premium assistance subsidy for PEBB health plan coverage
from Medicaid or CHIP.

12. Subscriber or dependent becoming entitled to or losing eligibility for Medicare, or enrolling in or cancelling enrollment
in a Medicare Part D plan.

13. Subscriber or dependent’s current health plan becoming unavailable because the subscriber or dependent is no longer
eligible for a health savings account (HSA).

£ 0o U U v U U U U U o d

14. Subscriber or dependent experiencing a disruption of care that could function as a reduction in benefits for the subscriber
or his or her dependent for a specific condition or ongoing course of treatment (requires approval by the PEBB Program).

Are you or any eligible dependents enrolled in PEBB coverage under another account? [_] Yes [] No

(continued)
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2016 COBRA Continuation of Coverage or PEBB Extension of Coverage Election/Change

Subscriber’s last name First name

Middle initial | Social Security number

Section 5: Medical Plan Selection Check appropriate box(es).

Contact the plans for benefits information; their contact information is at the end of this form.

Group Health Cooperative
(1 Group Health Classic
[ Group Health Medicare Plan'-2
[ Group Health SoundChoice®
(] Group Health Value

Group Health Options Inc.
(1 Group Health Consumer-Directed Health Plan3

Kaiser Foundation Health Plan of the Northwest
(U Kaiser Permanente Classic
() Kaiser Permanente Consumer-Directed Health Plan3
() Kaiser Permanente Senior Advantage1

(1 Medicare Supplement Plan F,
administered by Premera Blue Cross?

Uniform Medical Plan, administered by Regence BlueShield
(1 UMP Classic
() UMP Consumer-Directed Health Plan3
(L) UMP Plus-Puget Sound High Value Network?
(1 UMP Plus-UW Medicine Accountable Care Network?

! These Medicare Advantage plans are available in certain
counties to Medicare members. Also complete and attach
the Medicare Advantage Plan Election Form (form C) if you
live in a county where Medicare Advantage is available.
(See www.hca.wa.gov/pebb for medical plans available by
county.)

2 If you cover dependents not enrolled in Medicare
Part A and Part B, also select Group Health Classic,
SoundChoice, or Value for these dependents.

3 These plans are available only to members not enrolled in
Medicare. If you cover a dependent enrolled in Medicare,
you must cancel your dependent’s PEBB coverage to enroll
in this plan. Your dependent will not be eligible for COBRA
or other continuation coverage options.

4 Also complete and return the Group Medicare Supplement
Enrollment Application (form B) to enroll in Medicare
Supplement Plan F. The PEBB Program does not offer the
high-deductible Plan F.

3 This plan is not available to Medicare Part A and Part B
subscribers and their dependents.

6 This plan is available only if at least one covered family
member is not enrolled in Medicare Part A and Part B.
Family members enrolled in Medicare Part A and Part B
will be enrolled in Group Health’s Medicare Plan.

Section 6: Dental Plan Selection Check only one.

Before you select a dental plan, be sure your provider(s) participate with that plan.

Preferred Provider Organization

You can choose any dental provider and change providers at anytime.
(1 Uniform Dental Plan, administered by Delta Dental of Washington (Group #3000)

Managed-Care Plans

You must choose a provider from the dental plan network. Before you select a managed-care plan, be sure to call the
dental plan to verify your provider is in their network and fill in the requested information below.

() DeltaCare, administered by Delta Dental of Washington (Group #3100)
Call DeltaCare at 1-800-650-1583 to verify your provider accepts the specific plan network and plan group.

Dentist name or clinic code

() Willamette Dental of Washington, Inc.

Call Willamette Dental of Washington at 1-855-433-6825 to verify your provider is in the Willamette Dental Group

network.

Clinic location

(continued)


http://www.hca.wa.gov/pebb

2016 COBRA Continuation of Coverage or PEBB Extension of Coverage Election/Change

Subscriber’s last name First name Middle initial | Social Security number

Section 7: Signature Required

| have received and read the PEBB Continuation of Coverage Election Notice, including any appendices. By signing this form, |
declare that the information | have provided is true, complete, and correct. If it isn’t, or if | do not update this information
within the timelines in PEBB rules, to the extent permitted by federal and state laws, | must repay any claims paid by my
health plan(s). My family members and | may also lose PEBB benefits as of the last day of the month we were eligible. To the
extent permitted by law, PEBB may retroactively terminate coverage for me and my dependents if | intentionally misrepresent
eligibility, or do not fully pay premiums when due. In addition, | understand that it is a crime to knowingly providing false,
incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties may
include imprisonment, fines, and denial of PEBB insurance benefits.

If | send payment, this does not mean that | will be automatically enrolled in PEBB insurance coverage. The PEBB Program will
verify eligibility for me and my family members. If we do not qualify, | will receive a refund.

| understand | am responsible for paying any applicable tobacco use premium surcharge and spouse or registered domestic
partner coverage premium surcharge in addition to my monthly premium.

If  am enrolling in a consumer-directed health plan with a health savings account (HSA), | must meet HSA eligibility
conditions. | understand that the PEBB Program will direct a portion of my monthly premium to an HSA on my behalf based
on the information | have provided, and that there are limits to these contributions and my HSA contributions (if any) under
federal tax law.

This form replaces all COBRA Continuation of Coverage or PEBB Extension of Coverage Election/Change forms previously
submitted to the PEBB Program.

HCA’s Privacy Notice:
We will keep your information private as allowed by law. To see our Privacy Notice, go to www.hca.wa.gov.

Subscriber’s signature Date

Please sign and date this form.

If payment is enclosed, make it payable
to Health Care Authority and mail to:

Washington State Health Care Authority
P.O. Box 42695
Olympia, WA 98504-2695

Mail to:

Washington State Health Care Authority
P.O. Box 42684
Olympia, WA 98504-2684

Or hand-deliver to:

Washington State Health Care Authority
626 8th Ave. SE
Olympia, WA 98501

2016 PEBB Medical Contractors 2016 PEBB Dental Contractors
Group Health Cooperative DeltaCare, administered by Delta Dental of Washington
320 Westlake Ave. N, Suite 100, Seattle, WA 98109-5233 9706 Fourth Ave. NE, Seattle, WA 98115-2157
1-888-901-4636 or TTY 1-800-833-6388 1-800-650-1583
Group Health Options Inc. Uniform Dental Plan
320 Westlake Ave. N, Suite 100, Seattle, WA 98109-5233 administered by Delta Dental of Washington
1-888-901-4636 or TTY 1-800-833-6388 9706 Fourth Ave. NE, Seattle, WA 98115-2157
Kaiser Foundation Health Plan of the Northwest 1-800-537-3406
500 NE Multnomah St., Suite 100, Portland, OR 97232-2099 Willamette Dental of Washington, Inc.
1-800-813-2000 or TTY 711 6950 NE Campus Way, Hillsboro, OR 97124-5611

Premera Blue Cross 1-855-4DENTAL (1-855-433-6825)

P.O. Box 327
Seattle, WA 98111-0327
1-800-817-3049 or TTY 1-800-842-5357

Uniform Medical Plan, administered by Regence BlueShield
1800 Ninth Ave., Suite 235, Seattle, WA 98101
1-888-849-3681 or TTY 711
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Washington State
Health CareAM’c—y7

Public Employees Benefits Board

Click here to link to form.

Medicare Advantage Plan Election Form

Please fill in all information requested. Be sure to read and sign the back of this form.

Section 1: Retiree information

Medical/dental effective date (mm/dd/yyyy)

Social Security number |Last name (as appears on Medicare card) First name Middle initial |Sex
a™M  QfF

Permanent residential address Apt./unit number |City State |ZIP Code + 4
Mailing address (if different than above)  Apt./unit number |City State |ZIP Code + 4
County of residence Date of birth O Married Home phone number

(mm/dd/yyyy) (mm/dd/yyyy) (including area code)
Retiree Medicare claim number Entitled to Part A (hospital) (] Yes [ No

If yes, effective date
Entitled to Part B (medical) ] Yes [ No

If yes, effective date

Section 2: Spouse information

Social Security number |Last name (as appears on Medicare card) First name Middle initial
Permanent residential or mailing address Date of birth Sex
a™M QarF
City State ZIP Code + 4
Spouse Medicare claim number Entitled to Part A (hospital) (] Yes [ No
If yes, effective date
Entitled to Part B (medical) (] Yes [ No

If yes, effective date

Section 3: Plan choice

| wish to enroll in:

Group Health Cooperative

() Group Health Medicare Advantage PEBB Retiree
(HMO)

Kaiser Foundation Health Plan of the Northwest

() Kaiser Permanente Senior Advantage (HMO)

I wish to cancel my current medical coverage:

| wish to enroll in:
() DeltaCare, administered by Delta Dental of Washington
Dentist name or clinic code

[ Uniform Dental Plan, administered by Delta Dental
of Washington

() Willamette Dental of Washington, Inc.
Clinic location

Q4 Yes U No

Name of RETIREE’S contracting primary care provider (PCP) (refer to plan’s provider directory) | Current patient?
dYes [dNo

Name of SPOUSE’S contracting primary care provider (PCP) (refer to plan’s provider directory) | Current patient?
dYes [No

HCA 51-576 (10/15)
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Section 4: Medical information Retiree Spouse

1. Do you currently have end-stage renal disease (kidney disease)? | ] Yes [JNo | [Yes [ No

2. Do you have any health insurance other than Medicare? Yes No | Yes UNo
If yes, through which company? What type of policy?
Do you intend to discontinue this policy? Yes UNo | dYes [ No

Note: Your answers to questions #3 and #4 below will not affect your eligibility to enroll in a
Medicare Advantage plan.

3. Do you live in an institution? Yes UNo | dYes UNo
If yes, name of institution Date of admission
Address Phone number

4. Are you currently receiving Medicaid? Yes No |[Yes W No

If yes, Medicaid number

Signature and authorization

| authorize Department of Retirement Systems to deduct from my [ Yes, deduct from my pension.
retirement pension the amount required to pay for this coverage. [_] No, | will send my payment monthly.

By signing this form, | declare that the information | have provided is true, complete, and correct. If it isn’t, or

if | do not update this information within the timelines in PEBB rules, to the extent permitted by federal and
state law, | must repay any claims paid by my health plan(s) or premiums paid on my behalf. My family members
and | may also lose PEBB benefits as of the last day of the month we qualified. To the extent permitted by law,
PEBB may retroactively terminate coverage for me and my dependents if | intentionally misrepresent eligibility,
or do not fully pay premiums when due. In addition, | understand that knowingly providing false, incomplete, or
misleading information to an insurance company for the purpose of defrauding the company is a crime, and can
result in imprisonment, fines, and denial of PEBB benefits.

We have read and understand this form, including the Statement of Understanding below. We know that we
must refer to our plan’s certificate of coverage for rules we must follow to receive coverage under this Medicare
Advantage contract.

If you are a retiree receiving benefits from the Department of Retirement Systems (DRS), the PEBB Program may
share your information with DRS to better serve you.

This form cannot be signed more than 90 days before the effective date of this coverage.

HCA'’s Privacy Notice: We will keep your information private as allowed by law.

To see our Privacy Notice, go to www.hca.wa.gov/pebb.

Signature Date Signature Date
of applicant of spouse

| understand that my signature (or the signature of the person authorized to act on my behalf under the laws
of the state where he or she resides) on this application means that | have read and understand the contents
of the application. If signed by an authorized individual (as described above), this signature certifies that: 1)
this person is authorized under state law to complete this enrollment and 2) documentation of this authority is
available upon request from the Medicare Advantage plan or by Medicare.

Signature of individual who assisted the Date
applicant and/or spouse in completing this form

If you are the authorized representative, you must sign above and provide the following information:

Name Relationship to applicant

Address Phone
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Statement of Understanding

| understand that beginning on my effective date with the Medicare Advantage plan | have selected on the reverse of this form, all medical services,
with the exception of emergency, or out-of-area urgently needed services, must be provided or arranged for by the plan. Services rendered without
prior authorization of my Medicare Advantage plan will not be reimbursed by the plan or Medicare, except for emergency services anywhere in the
world or urgently needed services outside the plan’s service area (or under unusual and extraordinary circumstances, provided when | am in the
service area but my contracting medical group is temporarily unavailable or inaccessible).

[ understand that the Medicare Advantage plan will release my information to Medicare, which may release it for research and other purposes that
follow all applicable federal statutes and regulations.

[ understand that | can be a member of only one Medicare Advantage plan at any time. By enrolling in the Medicare Advantage plan | have selected, |
will automatically be disenrolled by the Centers for Medicare & Medicaid Services (CMS) from any other Medicare health or prescription drug plan of
which | may be a member.

By enrolling in the Medicare Advantage plan, | authorize the CMS to provide information to the Medicare Advantage plan | select confirming my
entitlement for Medicare Hospital Insurance Benefits (Part A) and Supplementary Medical Insurance Benefits (Part B) under Title XVIII (the Medicare
Program) of the Social Security Act. | understand that | must maintain my Medicare Part A and Part B insurance by continuing to pay the Part B
premiums and the Part A premiums, if applicable. | also authorize the Medicare Advantage plan’s provider or any other holder of medical or other
relevant information about me to release to CMS or CMS’s agents any information needed to administer Title XVIII of the Social Security Act.

| HEREBY AUTHORIZE any person including—but not limited to—physicians, hospitals, insurance companies and other organizations to release any
information acquired by such person in the course of examination or treatment of myself, which is relevant to the provision of or coordination of
benefits or the professional review activities.

[ understand that it is my responsibility to inform the Medicare Advantage plan | have selected before either permanently moving out of the service
area or leaving the service area for more than six months in a row, and that my absence means the plan must disenroll me and return me to the
original Medicare coverage.

[ understand that | may disenroll from this Medicare Advantage plan by sending a written request to the Medicare Advantage plan | have selected,
and the PEBB Program, the Social Security Office, or the Railroad Retirement Board. Until confirmation of the effective date of disenrollment, | must
continue to receive health care from the Medicare Advantage plan providers.

[ understand that as a member of the Medicare Advantage plan, | have the right to appeal service and payment denials made by the plan.

| understand that my enrollment in the Medicare Advantage plan | have selected is effective the first of the month after the PEBB Program receives my
completed enrollment request, or effective as of my enrollment in both Medicare Parts A and B, whichever event occurs later, and may not be the same as
my date of retirement. If | submit this form during PEBB’s annual open enrollment, then my enrollment is effective January 1 of the following year.

| understand that upon confirmation from CMS, the Medicare Advantage plan will send me written notice of my effective date. As of my enrollment
effective date, all of my routine health care must be provided for by plan-contracting medical providers. Note: Until you have received this written
notification, you should not drop any supplemental insurance you have in effect now.

This form represents your temporary Medicare Advantage plan identification card. Until you receive your Medicare Advantage identification card,
please keep a copy of this form with you and present it each time you require services from a contracted provider. Whenever possible, the Medicare
Advantage organization provides the member, prior to the effective date, evidence of health insurance coverage so that (s)he may begin using the
plan services as of the effective date.

Please contact the plans listed on the previous page if you need information in another language or format.

Group Health Cooperative and Kaiser Foundation Health Plan of the Northwest are Medicare Advantage plans and have contracts with the federal
government. Enrollment depends on contract renewal.

2016 PEBB MEDICAL CONTRACTORS 2016 PEBB DENTAL CONTRACTORS
Group Health Cooperative DeltaCare, administered by
320 Westlake Ave. N., Suite 100 Delta Dental of Washington
Seattle, WA 98109-5233 9706 Fourth Avenue NE, Seattle, WA 98115-2157
1-888-901-4636 or TTY 1-800-833-6388 1-800-650-1583
Kaiser Foundation Health Plan of the Northwest Uniform Dental Plan, administered by
500 NE Multnomah St., Suite 100 Delta Dental of Washington
Portland, OR 97232-2099 9706 Fourth Avenue NE, Seattle, WA 98115-2157
1-877-221-82210or TTY 711 1-800-537-3406
Willamette Dental of Washington, Inc.
Please return this form by mail to: 6950 NE Campus Way, Hillsboro, OR 97124-5611

Washington State Health Care Authority 1-855-433-6825

P.O. Box 42684, Olympia, WA 98504-2684
or fax to: 360-725-0771







Group Life Portability Application

Employer / Administrator:

ReliaStar Life Insurance Company
Home Office: Minneapolis, Minnesota

Read the certificate to determine eligibility for portability. Complete and sign the Employer/Administrator section of this form. Send this form to the
employee to complete, along with copies of initial and all subsequent enroliment/application form(s), beneficiary designations, and assignments.

Employee:

Complete the Employee section and return the form to the address shown at the end of the form. Be sure to include copies of enrollment/application
form(s), beneficiary designations and assignments. Coverage can not be ported without this information. The insurer must receive this completed
form within 31 days (60 days if you are retiring) of the coverage termination date. If you do not want to apply for portability and only want to receive
information about conversion, please refer to the section TO RECEIVE CONVERSION INFORMATION ONLY (near top of page two).

THIS SECTION TO BE COMPLETED BY EMPLOYER/ADMINISTRATOR

Employer or Group name Group Policy number(s) | Account number Date of hire Annual Salary at Termination
State of Washington 123731 [] Account 10 State Higher Education

[_] Account 20 State Employees

[ ] Account 30 K-12 Employees

[_] Account 40 Political Subdivision Employees
Employee name Social Security Number | Date of birth Date last worked Coverage termination date

Coverage Type

Coverage Effective Date
(mm/dd/yyyy)

Coverage Amount at Termination

Employee Basic Life Insurance

$25,000

Employee Supplemental Life Insurance

Dependent Spouse/Domestic Partner Basic Life Insurance

Dependent Spouse/Domestic Partner Supplemental Life Insurance

Dependent Child(ren) Basic Life Insurance

| certify that the above information is true and correct according to the employer’s records.
Please note: Signature, name, title, agency, and telephone number must be included on the application or it will not be processed.

This form will be [] handed [ ] mailed  to employee on

(date)

Authorized Signature of Payroll or Benefits Office Staff

Agency phone number

()

Print Name and Title

Agency number

THIS SECTION TO BE COMPLETED BY EMPLOYEE

Employee billing address (street, city, state, zip)

Phone Number

Insured dependent spouse/Washington State-registered domestic partner name

Date of birth

Insured dependent child(ren) name(s)

Date(s) of birth

GATPORTO06-STF 1of2
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Employee name Date of birth

To be eligible for portability, you must be able to answer “no” to all of the health questions below. To port dependent spouse or Washington
State-registered domestic partner coverage, your spouse or Washington State-registered domestic partner must also be able to answer “no” to
all of the health questions below. You must port Employee coverage in order to port coverage on your Spouse/Washington State-registered
domestic partner and your children. For any Life Insurance not eligible for portability, or if portability is not approved by ReliaStar Life Insurance
Company, conversion to an individual life insurance policy may be an option. Please read the Conversion Rights in your group certificate to determine
eligibility for conversion. ReliaStar Life Insurance Company will send you a description of the conversion plan, premium rates, and an application form.

TO RECEIVE CONVERSION INFORMATION ONLY

If you do not want to apply for portability and only want to receive information about conversion, you can request [J No Portability
conversion information from your personnel, payroll or benefits staff or please check the box at the right to receive

conversion information from the insurance company. You may then skip the next two sections of this form. Please

sign and date the form and return it as directed below.

PORTABILITY ELECTIONS

Read your group certificate carefully to determine which coverage(s) are eligible for portability. You may only elect to port coverage that is terminating

on your coverage termination date. You will not be able to elect or increase ported coverage in the future. Please refer to the attached sheet for
ortability premium rate information.

[] 100% of terminated amount

Employee Basic and Supplemental Life | ¢  Minimum $5,000 [1 75% of terminated amount
Insurance e Wil not exceed the lesser of $750,000 or 5 times Basic Yearly | [1 50% of terminated amount
Earnings 1 25% of terminated amount
Dependent Spouse/Washington State- | e«  Same percent elected for Employee Life [ Elect to Port
registered domestic partner e Wil not exceed Employee Life amount ported L] Waive
Basic & Supplemental Life Insurance
e  Same percent elected for Employee Life
Dependent Child(ren) e Will not exceed the lesser of Employee Life amount ported or | L Electto Port
Basic Life Insurance $2,500 1 Waive
If you elect to port less than 100% of all Life coverage(s) and you also want conversion information, you can [1 Send conversion information

request conversion information from your personnel, payroll or benefits staff or please check the box at the
right to receive conversion information from the insurance company.

ANSWER THESE QUESTIONS FOR PORTABILITY Employee Spouse/Washington
Are you terminating active employment due to a disability that has, or is expected to result in your inability State-re.gistered
to perform the regular duties of your occupation? [1Yes [I1No domestic partner

In the past 2 years, have you been diagnosed or treated (including taking prescribed medications) by a
medical professional for any of the following: cardiovascular or liver disorder, kidney or neurological
disease, drug or alcohol abuse, emphysema, cancer, stroke or diabetes? [ Yes [1No [ Yes [1No

Have you ever been diagnosed or treated (including taking prescribed medications) by a medical
professional for Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or disorders
of the immune system, or ever tested positive for antibodies to the Human Immunodeficiency Virus (HIV)? []Yes [1No [ Yes [1No

READ THIS INFORMATION AND THEN SIGN AND DATE BELOW

e To the best of my knowledge and belief, the information | have provided on this form is correct.

e |understand that portability is subject to the approval of ReliaStar Life Insurance Company.

o | have received ReliaStar Life Insurance Company’s Consumer Privacy Notice and Insurance Information Practices Notice.

Any person who, knowingly with intent to defraud any insurance company or other person files an application for insurance containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent
insurance act, which is a crime, and may subject such person to criminal and civil penalties, and denial of insurance benefits.

Signature of insured employee Date

Signature of insured spouse/Washington State-registered domestic partner Date

Mail this form and all other documentation ReliaStar Life Insurance Company

within 31 days (60 days if you are retiring) Route 2N-New Business Questions? Call Customer Service at
of coverage termination to: 20 Washington Avenue South 1-866-689-6990

Minneapolis, MN 55401
GATPORTO06-STF 20f2 (07/11)



Group Life Portability Premium Rates
Monthly Rates per $1,000 of coverage

Life Insurance — Employee, Spouse or Washington State-registered domestic partner

Age Rate
through 24 $ .08
25-29 $ .08
30-34 $ .10
35-39 $ .13
40-44 $ .23
45-49 $ .39
50-54 $ .64
55-59 $1.00
60-64 $1.56
65-69 $2.80

Child(ren) Life Insurance
$.25

Premiums are billed on a quarterly basis. Each quarterly bill will include a $3.50 billing charge.

Rates shown are guaranteed until December 31 of the current year in which you are eligible to apply for
portability. Underwritten by ReliaStar Life Insurance Company. Policy form LPOOGP.

(4/06)



ReliaStar Life Insurance Company and ReliaStar Life Insurance Company of New York
Consumer Privacy Notice and Insurance Information Practices Notice

We are pleased to provide you with information regarding your application or claim. This information is provided to you in accordance
with legislation enacted in your state. You may also receive other privacy notices from us or from our affiliated companies. Please keep
this notice and a copy of the completed application or claim form for your records.

Our Underwriting Procedures

For certain types of coverage, we underwrite your request to determine if you are eligible for the coverage you requested. We review all
of the information in the application, and, if necessary, confirm or add to this information in the ways described in this notice. In the
event of an adverse underwriting decision, we will provide you with the specific reason for the decision in writing.

Privacy and Information Practices

Collecting Information

Your application or claim form is our main source of information. But we may:

e Ask you to have a physical exam, an EKG and/or a blood profile, etc.

e Ask physicians, hospitals, or other health care providers to confirm or add to the information you have given us. The types of
information we may ask for are described on the authorization form you will be asked to sign. If you want a copy of this form, it will
be given to you for your records.

e  Obtain information from MIB, Inc., formerly known as the Medical Information Bureau. See ‘“Notice Regarding MIB, Inc.” below.

e Seck information from other companies you have applied to for insurance.

e Ask you for additional information through use of a written request.

Notice Regarding Consumer Reports

Insurance companies commonly ask an outside source to verify and add to the information given in an application. Consumer reports are
used to help us decide if you are eligible for the insurance you have applied for. The report deals with your mode of living, character,
general reputation, and such personal items as your health, job, and finances. It may include information on the following: your marital
status, past and present employment record, job duties, driving record, avocation, health history, use of alcohol and drugs, and hazardous
sports activities. The agency may get information in these ways: from public records, and by contacting you, members of your family,
business associates and employers, financial sources, friends, or others you know. This information will not be used to determine your
sexual orientation. You can request that the agency interview you in connection with the preparation of the report. If the report affects
your application as requested, we will notify you and provide you with the name and address of the reporting firm.

We use the report only to be sure that each application is evaluated on a fair basis. We will not reveal any of the information we obtain to
your friends or associates. We may reveal the information we obtain to other companies or entities affiliated with us. The information
may be kept by the consumer reporting agency; it may also later be given to others who have a legitimate need for these reports. It will be
given only to the extent permitted by these laws: the Federal Fair Credit Reporting Act as amended by the Consumer Credit Reporting
Reform Act of 1996; your state's Fair Credit Reporting Act, if any; or your state's Insurance Information and Privacy Protection Act, if
any. If you wish, we will send you the name, address and phone number of any agency we ask to prepare a consumer report about you.
The agency will give you a copy of the report if you ask for one and give proper identification.

Information Use
We will use the information only for business purposes arising from the relationship you have with us.

Information Maintenance and Disclosure

We treat the information we have about you as confidential. The authorization form that you have been asked to complete will permit us
to send the information to our affiliates and to MIB, our reinsurers, employees, contractors, or other organizations that process
transactions concerning coverage you have with us or our affiliates, and to other life insurance companies to whom you may apply for life
or health insurance or to whom a claim for benefits may be submitted. In certain circumstances, the information we have about you may
be disclosed to third parties without your specific permission.

Access to Information

If you request it in writing, we will send you a copy of the relevant information we obtain about you in connection with your request for
coverage or an adverse underwriting decision. Medical information, however, will only be disclosed through the attending licensed
physician unless state law provides otherwise. If you feel that any of the information in our file is not correct or is incomplete, we will
review it. If we agree with you, we will make the corrections. If we do not agree with you, you may file a short statement of dispute with
us. Your statement will be included any time we disclose this information to anyone. We will not send you information we collect in
expectation of or in connection with any claim or civil or criminal proceeding.

Notice Regarding MIB, Inc.

We or our reinsurers may make brief reports to MIB. The reports will include the factors that affect the insurability of any person for
whom coverage is being requested. MIB is a nonprofit organization of life insurance companies. It operates an information exchange for
its members. If you apply to some other member company for life or health coverage, or send in a claim for benefits, MIB may supply
that company with any information in its file. If you ask, MIB will arrange to disclose to you the information it has about you in its file.
If you question the accuracy of the information in MIB’s file, you may contact MIB and ask them to correct it as provided in the Fair
Credit Reporting Act. The address of MIB’s information office is 50 Braintree Hill Park, Suite 400, Braintree, MA 02184-8734. MIB’s
phone number is 866-692-6901 (TTY 866 346-3642). We may also release information in our files to other life insurance companies to
whom you may apply for life or health insurance or to whom a claim for benefits may be submitted.
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Appendix B:
PEBB Continuation Coverage (LWOP Coverage)

Complete this 2016 Leave Without Pay (LWOP) Election/Change form if you are
an employee who will lose your PEBB employer-based coverage because of one
of the following events:

Employee:

You are on authorized leave without pay from your agency.

Your employment ends due to a layoff.

You reverted to a position that is not eligible for the employer contribution toward insurance coverage.
You are appealing a dismissal action.

You are receiving time-loss benefits under workers’ compensation.

You are applying for disability retirement.

You are called to active duty in the uniformed services, as defined under the Uniformed Services
Employment and Reemployment Rights Act (USERRA).*

You are on approved educational leave.*
You are a faculty member who is between periods of eligibility.

You are a seasonal employee during an off season.

*You may also be entitled to continue long-term disability coverage. See page 39 for information on
continuing LTD coverage while on USERRA or approved educational leave.
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Read the following information carefully before completing the form(s).

Medical and dental benefits

You may elect to continue coverage you were
enrolled in on the day before the qualifying event
(medical coverage only, dental coverage only, or
both medical and dental coverage) by self-paying
the premiums. Your enrolled eligible dependents will
be enrolled in the same plans that you elect. If you
do not elect LWOP coverage, your family members
may not enroll independently as they do not have
independent election rights to LWOP coverage. To
enroll, complete the enclosed 2016 Leave Without
Pay (LWOP) Election/Change form and submit it to
the PEBB Program at the address shown at the end
of the form.

If you do not submit the completed form within
60 days after the mailing date on this booklet,
PEBB coverage will end on the last day of the
month you and your family member(s) stop being
eligible for your original PEBB coverage.

After your enrollment begins, you can change
health plans during the PEBB Program’s annual
open enrollment or after a qualifying event creates
a special open enrollment.

Note: If you are enrolled in a PEBB Medical Flexible
Spending Arrangement (FSA) and your employment
ends, you can elect to continue your Medical FSA
through Navia Benefit Solutions until the end of the
plan year in which the qualifying event occurred if
you are eligible to continue participation through
LWOP coverage. You must contact Navia Benefit
Solutions at 1-800-669-3539 or customerservice@
naviabenefits.com no later than 60 days after the
mailing date on this booklet. You can find more
information in Navia Benefits Solutions’ 2076 PEBB
Medical Flexible Spending Arrangement Enroliment
Guide at http://pebb.naviabenefits.com.

38

Life insurance benefits

You may choose to continue all or part of your life
insurance coverage while on LWOP If you choose
to continue any part of your supplemental life
coverage, you must also continue the $25,000
Basic Life and Accidental Death & Dismemberment
(AD&D) Insurance at a cost of $3.89 per month.

If you do not continue your life insurance or if

you continue coverage and self-pay for a reduced
amount of supplemental life insurance, you must
submit evidence of insurability and reapply to
enroll or increase your supplemental life insurance
coverage. Your employer must receive your forms no
later than 31 days after regaining eligibility when
you return to active employment.

Please note the following:

If you wish to continue spouse coverage

If you continue Supplemental Spouse Life
Insurance, you must also continue Basic Dependent
Life Insurance. The amount of Supplemental Spouse
Life Insurance continued during LWOP cannot
exceed 50 percent of the Employee Supplemental
Life Insurance coverage in force.

If you continue coverage while on active
military duty

If you are called to active military duty in the
uniformed services as defined under the Uniformed
Services Employment and Reemployment Rights
Act (USERRA), you may extend life insurance to

a maximum of 29 months after your active duty
began. You cannot continue Supplemental AD&D
Insurance. If you do not choose to continue your
life insurance under one of the following options,
all life insurance, including Basic Life and AD&D
Insurance paid by your employer, will end at the end
of the month in which you begin active duty. There
are two options for extending insurance benefits:

1. You can use agency-approved annual or military
leave to maintain a minimum of eight hours’
pay status each month. Employer-sponsored
Basic Life and AD&D Insurance will be
continued. You are responsible for paying the


mailto:customerservice@naviabenefits.com
mailto:customerservice@naviabenefits.com
http://pebb.naviabenefits.com

Read the following information carefully before completing the form(s).

premium for continued Basic Dependent Life
Insurance and any supplemental life insurance.
Supplemental AD&D Insurance coverage cannot
be continued.

2. You can self-pay your life insurance coverage
by completing the life insurance section of
the 2016 Leave Without Pay (LWOP) Election/
Change form.

If you return to full-time employment status before
the end of the 29 months in which you began active
duty, you may reinstate your original coverage
without evidence of insurability. If you return to
full-time employment status after the end of 29
months, you may be required to provide evidence of
insurability for Basic Dependent Life Insurance and
any supplemental life insurance. Any increase to
the amount of life insurance you had in place when
you were called to active duty will require evidence
of insurability.

Reinstating life insurance when you return

to work

When you return to work, you will need to complete
and submit the appropriate form within 31 days

in both situations to reinstate your employer-
sponsored and supplemental coverage:

* Ifyou choose to self-pay supplemental coverage
during LWOPF, complete the Life and AD&D
Insurance Enrollment/Change Form. Your
employee coverage will be reinstated when you
return to work without evidence of insurability.

* If you choose not to pay for supplemental
coverage or if you reduced your coverage during
LWOPR, complete the Life and AD&D Insurance
Enrollment/Change Form and Life Insurance
Evidence of Insurability Form.

Long-term disability insurance benefits

You may self-pay basic and optional long-term
disability (LTD) coverage when you are on
approved educational leave or called to active
duty in the uniformed services as defined under
USERRA. Your personnel, payroll, or benefits office
has a definition of educational leave.

If you continue LTD coverage while on
USERRA or educational leave

If you choose to continue LTD coverage, you must
pay the $2.10 monthly premium. If you are eligible
to continue optional long-term disability insurance
under PEBB continuation coverage (LWOP coverage)
but choose not to elect it, you must provide
evidence of insurability when you regain

eligibility as described in WAC 182-12-133 and
182-08-197(6)(c).

Reinstatement requirements

Reinstating your LTD coverage when you return to
work from LWOP will differ based on whether you
continued LTD coverage during LWOP. The chart on
the next page describes the requirements for each
circumstance.

(continued)
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USERRA or educational leave only

All other
types of
leave

You were not

You You self-paid for LTD You self-paid for LTD coverage eligible to
discontinued coverage during Leave during Leave Without Pay but contgi’nue LTD
LTD coverage Without Pay and you return did not return to active work coveraae
during Leave to active work immediately immediately following your during Legave
Without Pay following your leave period leave period Without Pay

To apply for If you become eligible for If you do not immediately return Your basic
optional LTD the employer contribution to work after your approved leave and optional
insurance, your immediately following your period and your insurance ends—You LTD insurance
employing leave during the first 29 are eligible to reinstate your basic and is reinstated

agency must
receive your
completed Long
Term Disability
Enrollment/
Change Form
and Standard
Insurance
Company must
receive your
completed Long
Term Disability
Evidence of
Insurability Form
no later than
31 days after
you regain
eligibility for
the employer
contribution.
Your insurance

months, your LTD insurance
does not end. You do not have
to complete and submit any
forms to continue the amount of
coverage you had during LWOP.

If you wish to increase your
waiting period for optional
LTD coverage—Your employing
agency must receive your
completed Long Term Disability
Enrollment/Change Form no later
than 31 days after you regain
eligibility for the employer
contribution.

If you wish to decrease your
waiting period for optional
LTD coverage—Your employing
agency must receive your
completed Long Term Disability
Enrollment/Change Form and

optional LTD insurance the first day

of the month you regain eligibility for
the employer contribution as a new
subscriber. Your employing agency
must receive your completed Long Term
Disability Enrollment/Change Form no
later than 31 days of becoming eligible
for benefits.

After 31 days of becoming eligible
for benefits, follow these steps for
requesting changes to your waiting
period:

If you wish to increase your waiting
period for optional LTD coverage—
Your employing agency must receive
your completed Long Term Disability
Enrollment/Change Form no later than
31 days after you regain eligibility for
the employer contribution.

would not Standard Insurance Company If you wish to decrease your waiting
become must receive your completed period for optional LTD coverage—
effective until Long Term Disability Evidence of Your employing agency must receive
approved Insurability Form after you regain your completed Long Term Disability
by Standard eligibility for the employer Enrollment/Change Form and Standard
Insurance contribution. The decreased Insurance Company must receive your
Company. waiting period would not completed Long Term Disability Evidence
become effective until approved of Insurability Form after you regain
by Standard Insurance Company. eligibility for the employer contribution.
Otherwise, you will continue The decreased waiting period would
to be enrolled in the same not become effective until approved
level of basic and optional LTD by Standard Insurance Company.
insurance you had during LWOP. Otherwise, you will continue to be
enrolled in the same level of basic and
optional LTD insurance you had during
\_ LWOP.

40

the first day
of the month
you regain
eligibility for
the employer
contribution,
to the same
level of
coverage you
were enrolled
in before
LWOP. You do
not have to
complete and
submit any
forms.
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Public Employees Benefits Board

2016 Leave Without Pay (LWOP)
Election/Change

e Type or print clearly in black ink. Inaccurate, incomplete, or illegible information may delay coverage.

* We must receive this form no later than 60 days after the date your employer-sponsored coverage ends or from the postmark
on the PEBB Continuation of Coverage Election Notice packet sent to you, whichever is later.

¢ We must receive your first payment before we can enroll you. Premiums and applicable surcharges are due back to when
your other coverage ended.

e List eligible family members you wish to cover or remove from coverage. This form replaces all Leave Without Pay (LWOP)
Continuation Coverage Election/Change forms previously submitted.

e If adding a dependent with a disability age 26 or older, or an extended dependent, you must also include the required dependent
certification form.

All forms and documents are available at www.hca.wa.gov/pebb or by calling 1-800-200-1004.

Qualifying Event for Leave Without Pay Coverage Check only one.

(1 Applying for disability retirement (L Workers’ compensation
U Layoff (L Approved educational leave
() USERRA (military) leave ([ Faculty between periods of eligibility

Date called to duty in the uniformed services

(L) Seasonal employee off-season
() Reversion employee

() Approved leave without pay (LWOP)

(U Employee appealing a dismissal action

. . . Dat | ded
Section 1: Subscriber Information ate empioyer coverage ende

Social Security number Last name First name Middle initial | Sex
am QarF

Street address Apt./unit number | City State ZIP Code

Mailing address (if different from above) Apt./unit number | City State ZIP Code

County of residence Date of birth (mm/dd/yyyy) Daytime phone number Home phone number

( ) ( )
(] Continue coverage: (] Medical and dental  [_] Medical only (1 Dental only ) Life insurance
(select all that apply) (1 Long-term disability insurance (only if on educational or military leave)

If you are enrolled in a Medical Flexible Spending Arrangement and would like to continue it, contact Navia Benefit Solutions.

(1 Cancel coverage: () Medical and dental (] Medical only (] Dental only U Life insurance
(1 Long-term disability insurance (only if on educational or military leave)

Reason Cancel date

| understand that | am forfeiting all further rights to enroll in PEBB benefits cancelled above unless | regain eligibility.

(continued)

Visit our website at www.hca.wa.gov/pebb
HCA 50-135F (1/16) 1


http://www.hca.wa.gov/pebb
http://www.hca.wa.gov/pebbHCA
http://www.hca.wa.gov/pebbHCA
www.hca.wa.gov/pebb/Documents/50-135F_2016.pdf

2016 Leave Without Pay (LWOP) Election/Change

Subscriber’s last name First name Middle initial | Social Security number

Section 1: Subscriber Information (continued)

Tobacco Use Premium Surcharge

The PEBB Program requires a monthly S25-per-account surcharge in addition to your premium if you or a family member (age 13 or
older) enrolled on your PEBB medical coverage uses a tobacco product. Tobacco use is defined as any use of tobacco products within
the past two months except for religious or ceremonial use. See the 2016 Premium Surcharge Help Sheet at www.hca.wa.gov/pebb
for instructions on how to respond. If you check YES below or leave this section blank, you will pay the surcharge.

Does the tobacco use premium surcharge apply to you? Check one:
4 YES, | have used tobacco products in the past two months.
1 NO, or | have used the tobacco cessation resources noted in the 2016 Premium Surcharge Help Sheet.

Section 2: Spouse or Registered Domestic Partner Information

List an eligible spouse or registered domestic partner, as defined by Washington Administrative Code 182-12-260(2), you wish to
cover or remove from coverage. Family members cannot be enrolled in two PEBB medical or dental accounts at the same time.

If adding a registered domestic partner you must provide proof of eligibility within PEBB’s enrollment timelines, or the
registered domestic partner will not be enrolled. A list of documents we will accept to verify eligibility is available at
www.hca.wa.gov/pebb.

Relationship to subscriber

(1 Spouse: date of marriage (U Registered domestic partner: date registered
Social Security number Last name First name Middle initial | Sex
am ar
Street address (only if different from subscriber) Apt./unit number | City State ZIP Code | Date of birth
(mm/dd/yyyy)

(L) Continue coverage: (select all that apply) [ Medical and dental [} Medicalonly [ Dentalonly  [] Life insurance
(] Add coverage: (select all that apply) (] Medical and dental [ Medical only [ Dentalonly  [] Life insurance
(1 Cancel coverage: (select all that apply) [ Medical and dental [ Medicalonly ~ [] Dental only  [_] Life insurance

Reason Cancel date
If removing a spouse or registered domestic partner due to divorce or dissolution of domestic partnership, attach a copy of the
divorce decree or dissolution of registered domestic partnership.

Does the tobacco use premium surcharge apply to your spouse or registered domestic partner?

Read each option and check only one:

() I previously attested to my spouse’s or registered domestic partner’s tobacco use and my attestation has not changed.

U YES, my spouse or registered domestic partner has used tobacco products in the past two months.

(U NO, or my spouse or registered domestic partner has used the tobacco cessation resources noted in the 2016 Premium
Surcharge Help Sheet.

Spouse or Registered Domestic Partner Coverage Premium Surcharge

The PEBB Program requires a monthly S50 surcharge in addition to your premium if your spouse or registered domestic partner
has elected not to enroll in other employer-based group medical insurance that is comparable to Uniform Medical Plan Classic. See
the 2016 Premium Surcharge Help Sheet and the 2016 Spousal Plan Calculator at www.hca.wa.gov/pebb. To change your
attestation, use the 2016 Premium Surcharge Change Form. If you check YES below or leave this section blank, you will pay the
monthly surcharge.

Does the spouse or registered domestic partner coverage surcharge apply to you? Check one:
1 YES, | used the 2016 Premium Surcharge Help Sheet and completed the 2016 Spousal Plan Calculator online.

L NO, | used the 2016 Premium Surcharge Help Sheet and, if needed, completed the 2016 Spousal Plan Calculator online.

Which questions, if any, on the 2016 Premium Surcharge Help Sheet did you check NO? Check all that apply.
(1 Question 1 (1 Question 2 (1 Question 3 (1 Question 4 (1 Question 5 ([ Question 6

(] PEBB Program to determine. | am completing and submitting the printed 2016 Spousal Plan Calculator from www.hca.wa.gov/pebb.

(continued)
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2016 Leave Without Pay (LWOP) Election/Change

Subscriber’s last name First name Middle initial | Social Security number

Section 3: Family Member Information (such as child) Use additional forms for more members.

List eligible family members you wish to cover or remove from coverage. Family members cannot be enrolled in two PEBB medical or dental
accounts at the same time. Attach a completed Extended Dependent Certification form if enrolling an extended dependent. If enrolling a
dependent with a disability age 26 or older, submit a completed Certification of Dependent with a Disability form and return as instructed
on the form.

A Relationship to subscriber Check only if age 26 or older. Sex Social Security number
Disabled? [JYes [ No aM QF

Extended dependent validated by court order? [ Yes []No

Last name First name Middle initial | Date of birth (mm/dd/yyyy)

Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

(] Continue coverage: (select all that apply) (] Medical and dental () Medical only (1 Dentalonly [ Life insurance

(L) Add coverage: (select all that apply) () Medical and dental () Medical only (1 Dentalonly [ Life insurance
(L Cancel coverage: (select all that apply) (] Medical and dental () Medical only (1 Dentalonly [ Life insurance
Reason Cancel date

Does the tobacco use premium surcharge apply to this family member?

(Response required for family members ages 13 or older.) Check only one:

(U YES, this family member has used tobacco products in the past two months.

1 NO, or this family member has used the tobacco cessation resources noted in the 2016 Premium Surcharge Help Sheet.

B Relationship to subscriber Check only if age 26 or older. Sex Social Security number
Disabled? [JYes [ No amM gr
Extended dependent validated by court order? [ Yes [ No
Last name First name Middle initial | Date of birth (mm/dd/yyyy)
Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

(L] Continue coverage: (select all that apply) (] Medical and dental () Medical only (1 Dentalonly [ Life insurance

(L) Add coverage: (select all that apply) () Medical and dental () Medical only (1 Dentalonly [ Life insurance
(L Cancel coverage: (select all that apply)  [] Medical and dental () Medical only (1 Dentalonly [ Life insurance
Reason Cancel date

Does the tobacco use premium surcharge apply to this family member?

(Response required for family members ages 13 or older.) Check one:

(1 YES, this family member has used tobacco products in the past two months.

1 NO, or this family member has used the tobacco cessation resources noted in the 2016 Premium Surcharge Help Sheet.

Section 4: Changes to an Existing Account

Are you making changes to an existing account?
(] Yes If yes, what changes? (Check all that apply in the sections below.) (1 No Ifno, go to Section 5.

Changes you can make anytime Give date of event/change
() Name change (L) Address change (] Cancel medical coverage ] Cancel dental coverage (] Cancel life insurance

() Remove dependent(s) from coverage. In most cases, when removing a dependent from coverage, the change will occur
prospectively. If removing due to loss of eligibility (divorce, dissolution of registered domestic partnership, death, or other
loss of eligibility under PEBB rules), we must receive this form no later than 60 days after the last day of the month
the dependent loses eligibility for health plan coverage. Coverage will be cancelled the last day of the month of loss of
eligibility. If applicable, provide former dependent’s new address:

Additional changes you can make during annual open enrollment
All changes become effective January 1 of the following year.

Check the box(es) next to the change requested. [_] Add dependent(s) (1 Change medical plan [ Change dental plan

(continued)
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Section 4: Changes to an Existing Account (continued)

Additional changes you can make if an event creates a special open enrollment

The PEBB Program only allows changes outside of annual open enrollment when an event creates a special open enrollment.
The PEBB Program must receive this form and proof of the event no later than 60 days after the event. However, if adding
a newborn or adopted child increases your premium, this form must be received no later than 12 months after the birth or
adoption.

Check the box next to each change you are requesting, and indicate the corresponding event(s) below. See the numbers
beside each change to verify that your requested change may be allowed. In most cases, the enrollment or change will be
effective the first day of the month after the event date or the date the form is received, whichever is later.

1 Add dependent(s) (allowable under events 1, 2, 3,4, 5,6,7,9, 10, 11)
(J Change medical plan (allowable under events 1, 2, 3,4, 5, 8,9, 10, 11, 12, 13, 14)
(J Change dental plan (allowable under events 1, 2, 3,4, 5, 8,9, 10, 11, 12, 13, 14)

Give date of event

Check the box(es) next to the corresponding event(s). The event number below must be listed next to the
change(s) you are requesting above.

1. Marriage, registering a domestic partnership, birth, adoption, or assuming a legal obligation for total or partial
support in anticipation of adoption.

2. Child becoming eligible as an extended dependent through legal custody or legal guardianship. Also complete an
Extended Dependent Certification form available at www.hca.wa.gov/pebb.

3. Child becoming eligible as a dependent with a disability. Also complete a Certification of Dependent With a Disability
form available at www.hca.wa.gov/pebb.

4. Subscriber or dependent losing other coverage under a group health plan or through health insurance coverage, as
defined by the Health Insurance Portability and Accountability Act (HIPAA).

5. Subscriber or dependent having a change in employment status that affects the subscriber’s or dependent’s eligibility
for their employer contribution toward employer-based group health insurance.

6. Subscriber or dependent having a change in enrollment under another employer-based group health insurance during
its annual open enrollment that does not align with the PEBB Program’s annual open enrollment.

Subscriber’s dependent moving from outside the United States to live within the United States or moving from inside
the United States to live outside the United States.

Subscriber or dependent having a change in residence that affects health plan availability.

A court order or National Medical Support Notice requiring the subscriber or any other individual to provide insurance
coverage for an eligible child of the subscriber.

10. Subscriber or dependent becoming entitled to or losing eligibility for Medicaid or a state Children’s Health Insurance
Program (CHIP).

11. Subscriber or dependent becoming eligible for a state premium assistance subsidy for PEBB health plan coverage
from Medicaid or CHIP.

12. Subscriber or dependent becoming entitled to or losing eligibility for Medicare, or enrolling in or cancelling enrollment
in a Medicare Part D plan.

g 0o 0o U v U U U U U U D

13. Subscriber or dependent’s current health plan becoming unavailable because the subscriber or dependent is no longer
eligible for a health savings account (HSA).

U

. Subscriber or dependent experiencing a disruption of care that could function as a reduction in benefits for the subscriber
or his or her dependent for a specific condition or ongoing course of treatment (requires approval by the PEBB Program).

Are you or any eligible dependents enrolled in PEBB coverage under another account? (] Yes [] No

(continued)
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Section 5: Medical Plan Selection Check only one.

Contact the plans for benefits information; their contact information is located at the end of this form.

Group Health Cooperative Kaiser Foundation Health Plan of the Northwest
(1 Group Health Classic ) Kaiser Permanente Classic
(1 Group Health SoundChoice ) Kaiser Permanente Consumer-Directed Health Plan

(1 Group Health Value

Uniform Medical Plan, administered by Regence BlueShield
Group Health Options Inc. [ UMP Classic

(1 Group Health Consumer-Directed Health Plan ) UMP Consumer-Directed Health Plan

(L UMP Plus-Puget Sound High Value Network
(L UMP Plus-UW Medicine Accountable Care Network

Section 6: Dental Plan Selection Check only one.

Before you select a dental plan, be sure your provider(s) participate with that plan.

Preferred Provider Organization
You can choose any dental provider and change providers at anytime.

(1 Uniform Dental Plan, administered by Delta Dental of Washington (Group #3000)

Managed-Care Plans
You must choose a provider from the dental plan network. Before you select a managed-care plan, be sure to call the
dental plan to verify your provider is in their network and fill in the requested information below.

() DeltaCare, administered by Delta Dental of Washington (Group #3100)
Call DeltaCare at 1-800-650-1583 to verify your provider accepts the specific plan network and plan group.

Dentist name or clinic code

(1 Willamette Dental of Washington, Inc.
Call Willamette Dental of Washington at 1-855-433-6825 to verify your provider is in the Willamette Dental Group
network.

Clinic location

(continued)
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Section 7: Life and Accidental Death & Dismemberment (AD&D) Insurance

Current Enrollment With Agency Coverage Amount

(] Basic Employee Life and AD&D $ 25,000 Life/S$ 5,000 AD&D
($3.89/month guaranteed through December 31, 2016)

(] Supplemental Employee Life S

(subscriber must continue Basic Employee Life to continue Supplemental Employee Life)

() Basic Spouse or Registered Domestic Partner Life $ 2,500
(subscriber must continue Basic Employee Life to continue Basic Spouse or
Registered Domestic Partner Life)

(U Basic Children Life $ 2,500 per child
(subscriber must continue Basic Employee Life to continue Basic Children Life)

() Supplemental Spouse or Registered Domestic Partner Life S
(subscriber must continue Basic Employee and Supplemental Employee Life Insurance, and
spouse or registered domestic partner must continue Basic Spouse or Registered Domestic
Partner Life to continue Supplemental Spouse or Registered Domestic Partner Life)

() Supplemental Employee AD&D S
(Supplemental Employee AD&D cannot be continued if the employee is on active military duty)
U Include Supplemental AD&D for dependents
(1 Do not include Supplemental AD&D for dependents

Section 8: Life and Accidental Death & Dismemberment (AD&D) Insurance (continued)

Desired Enrollment While Self-Paying
(] | wish to maintain the same coverage | had as an active employee. (initials)

(1 | wish to maintain the same Basic Life Insurance (employee, spouse or registered domestic partner, and/or children)
| had as an active employee, and reduce the amount of Supplemental Life Insurance (employee, or employee and spouse or
registered domestic partner). | understand that | must reapply for Supplemental Life Insurance and submit evidence of
insurability to the carrier for approval when | return to work. | understand that the required enrollment forms must be
received by my employing agency no later than 31 days from the date | return to work. (initials)

(1 1 do not wish to continue life coverage while eligible for self-pay. | understand that | must reapply for Supplemental Life
Insurance and submit evidence of insurability to the carrier for approval when | return to work. | understand that the
required enrollment forms must be received by my employing agency no later than 31 days from the date | return to work.

(initials)

(continued)
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Section 9: Long-Term Disability

This section applies only to employees on approved educational leave or called to active duty in the uniformed services as
defined under the Uniformed Services Employment and Reemployment Rights Act (USERRA).

Current Enrollment With Agency
(L) Basic coverage (L) Optional coverage (select a waiting period)
($2.10/month) ) 30-Day L 90-Day () 180-Day () 300-Day
) 60-Day (J120-Day () 240-Day () 360-Day

Desired Enrollment While Self-Paying
() I wish to maintain the same coverage | had as an active employee. (initials)

() I wish to maintain the same Basic Long-Term Disability Insurance | had as an active employee, and increase the Optional
Long-Term Disability Insurance waiting period. | understand that | must reapply for the lower waiting period under
Optional Long-Term Disability and submit evidence of insurability to the carrier for approval when | return to work. |
understand that the required enrollment forms must be received by my employing agency no later than 31 days from
the date | return to work. (initials)

(1 I do not wish to maintain the long-term disability coverage | had as an active employee. | understand that | must reapply
for the lower waiting period under Optional Long-Term Disability and submit evidence of insurability to the carrier
for approval when | return from work. | understand that the required enrollment forms must be received by my
employing agency no later than 31 days from the date | return to work. (initials)

(continued)
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Section 10: Signature Required

| have received and read the PEBB Continuation of Coverage Election Notice, including any appendices. By signing this form, |
declare that the information | have provided is true, complete, and correct. If it isn’t, or if | do not update this information
within the timelines in PEBB rules, to the extent permitted by federal and state laws, | must repay any claims paid by my
health plan(s). My family members and | may also lose PEBB benefits as of the last day of the month we were eligible. To the
extent permitted by law, PEBB may retroactively terminate coverage for me and my dependents if | intentionally misrepresent
eligibility, or do not fully pay premiums when due. In addition, | understand that it is a crime to knowingly providing false,
incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties may
include imprisonment, fines, and denial of PEBB insurance benefits.

If | send payment, this does not mean that | will be automatically enrolled in PEBB insurance coverage. The PEBB Program will
verify eligibility for me and my family members. If we do not qualify, | will receive a refund.

[ understand | am responsible for paying any applicable tobacco use premium surcharge and spouse or registered domestic
partner coverage premium surcharge in addition to my monthly premium.

If I am enrolling in a consumer-directed health plan with a health savings account (HSA), | must meet HSA eligibility conditions. |
understand that the PEBB Program will direct a portion of my monthly premium to an HSA on my behalf based on the information
| have provided, and that there are limits to these contributions and my HSA contributions (if any) under federal tax law.

This form replaces all Leave Without Pay (LWOP) Continuation Coverage Election/Change forms | have previously submitted to the
PEBB Program.

HCA’s Privacy Notice:
We will keep your information private as allowed by law. To see our Privacy Notice, go to www.hca.wa.gov.

Subscriber’s signature Date

Please sign and date this form.

If payment is enclosed, make it payable
to Health Care Authority and mail to:

Washington State Health Care Authority
P.O. Box 42695
Olympia, WA 98504-2695

Or hand-deliver to:

Washington State Health Care Authority
626 8th Ave. SE
Olympia, WA 98501

Mail to:

Washington State Health Care Authority
P.O. Box 42684
Olympia, WA 98504-2684

2016 PEBB Dental Contractors

DeltaCare, administered by Delta Dental of Washington
9706 Fourth Ave. NE, Seattle, WA 98115-2157
1-800-650-1583

2016 PEBB Medical Contractors

Group Health Cooperative
320 Westlake Ave. N, Suite 100, Seattle, WA 98109-5233
1-888-901-4636 or TTY 1-800-833-6388

Group Health Options Inc.
320 Westlake Ave. N., Suite 100, Seattle, WA 98109-5233
1-888-901-4636 or TTY 1-800-833-6388

Kaiser Foundation Health Plan of the Northwest
500 NE Multnomabh St., Suite 100, Portland, OR 97232-2099
1-800-813-2000 or TTY 711

Uniform Medical Plan, administered by Regence BlueShield
1800 Ninth Ave., Suite 235, Seattle, WA 98101
1-888-849-3681 or TTY 711

2016 PEBB Life Insurance Contractor

ReliaStar Life Insurance Company
20 Washington Ave. S., Route 4-N, Minneapolis, MN 55440-002
(Policy Form #LPOOGP) 1-866-689-6990
8

Uniform Dental Plan
administered by Delta Dental of Washington
9706 Fourth Ave. NE, Seattle, WA 98115-2157

1-800-537-3406

Willamette Dental of Washington, Inc.
6950 NE Campus Way, Hillsboro, OR 97124-5611
1-855-4DENTAL (1-855-433-6825)

2016 PEBB Long-Term Disability
Insurance Contractor
Standard Insurance Company

411 108th Ave. NE, Suite 400, Bellevue, WA 98004
1-800-368-2860
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Do not submit this help sheet with
your 2016 enrollment form or 2016
Premium Surcharge Change Form.

2016 Premium Surcharge Help Sheet

Use the information below to attest on your 2016 enrollment form or the 2016 Premium Surcharge Change Form whether the

premium surcharges apply.

e The surcharges do not apply to subscribers and any family members enrolled in PEBB dental coverage only.
* The surcharges do not apply to retirees, COBRA, or extension of coverage subscribers enrolled in Medicare Part A and Part B.
¢ The tobacco use surcharge does not apply to any enrolled family members ages 12 and younger.

Tobacco use premium surcharge

What are “tobacco products”?

Tobacco products are defined as any product made with
or derived from tobacco that is intended for human
consumption, including any component, part, or
accessory of a tobacco product. This includes, but is not
limited to, cigars, cigarettes, chewing tobacco, snuff, and
other tobacco products.

Tobacco products do not include:

e E-cigarettes (until their tobacco-related status is
determined by the U.S. Food and Drug Administration
[FDA]).

e Tobacco cessation aids approved by the FDA, such as:
1. Over-the-counter nicotine replacement products.

¢ All over-the-counter tobacco cessation products
for adults ages 18 and older.

e All over-the-counter tobacco cessation products
for children under age 18 if recommended by a
doctor.

Examples of over-the-counter nicotine

replacement products include:

e Skin patches—generic (nicotine film), private label,
or brand-name (Habitrol or Nicoderm).

e Chewing gum (also called nicotine gum)—generic
(nicotine polacrilex or Thrive), private label, or
brand-name (Nicorette).

* Lozenges—generic (nicotine polacrilex), private
label, or brand-name (Nicorette or Commit).

2. Prescription nicotine replacement products.
* Nasal spray or oral inhaler—brand name (Nicotrol)
e Products not containing nicotine, such as pills—
generic (buproprion hydrochloride) or brand name
(Chantix or Zyban).

HCA50-226 (10/15)

What is “tobacco use”?

Tobacco use is defined as any use of tobacco products
within the past two months. It does not include the
religious or ceremonial use of tobacco.

The surcharge will not apply if you and all enrolled family
members ages 18 and older who use tobacco products are
enrolled in your PEBB medical plan’s tobacco cessation
program, or if enrolled family members ages 13—17 who
use tobacco products access information and resources at
www.teen.smokefree.gov. Enrolled family members ages
12 and younger are automatically defaulted to NO (non-
tobacco users); this means you do not have to attest for
family members ages 12 and younger. You do not need to
attest when the family member turns age 13 unless the
family member uses, or begins using, tobacco products.

Does this mean tobacco use within the past
two months from today?

Tobacco products used within the two months before the
date you complete this form count as “tobacco use.”

What if tobacco use changes?

You must change your attestation when:

e Any enrolled family member age 13 and older starts
using tobacco products.

¢ All enrolled family members ages 13 and older have
stopped using tobacco products for two months, or have
used the tobacco cessation resources noted above.

You can change your attestation online using My Account at
www.hca.wa.gov/pebb or submit a 2016 Premium
Surcharge Change Form. Changes that add or remove a
surcharge will take effect the month after the change is
received. Changes received on the first day of the month
will be made for that month.

(continued on next page)
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Spouse or registered domestic partner coverage premium surcharge

w

ill the spouse or registered domestic partner coverage premium surcharge apply to me?

If you don’t have a spouse or registered domestic partner enrolled on your PEBB medical plan, you don’t need to complete
this questionnaire—this surcharge doesn’t apply to you. If you have a spouse or registered domestic partner enrolled on
your 2016 PEBB medical plan, answer YES or NO to the following questions. Check the corresponding box(es) on your 2016
enrollmentformor 2016 PremiumSurcharge Change Form.

Questions

Are you covering your spouse or registered domestic partner in Public Employees Benefits Board (PEBB)
medical coverage under your account in 2016?

2 Will your spouse or registered domestic partner be eligible for medical coverage through his or her employer

in 20167 (If your spouse or registered domestic partner will not be employed in 2016, answer NO.)

Will your spouse’s or registered domestic partner’s employer offer at least one medical plan that serves
your spouse’s or registered domestic partner’s county of residence in 2016?

4 Has your spouse or registered domestic partner elected not to enroll in his or her employer’s medical

coverage in 20167

Will the coverage offered by your spouse’s or registered domestic partner’s employer in 2016 NOT be
through the PEBB Program or TRICARE?
Answer YES if your spouse’s or registered domestic partner’s employer does not offer PEBB or TRICARE
coverage.
Answer NO if your spouse’s or registered domestic partner’s employer does offer PEBB or TRICARE
coverage.

6 Will your spouse’s or registered domestic partner’s share of the medical premium through his or her

» If you answered YES to ALL of these questions, you must

50

employer be less than $89.31 per month in 2016?

If using the online 2016 Spousal Plan Calculator:

do 1 and 2 below to find out whether you must pay the e Provide all the information requested by the form.

e Have a monthly premium of less than $89.31 per
month for the employee.

If using a paper 2016 Spousal Plan Calculator:

surcharge. * Click the Compute button.

. Your spouse or registered domestic partner should ask * You will be provided with the YES or NO response to
his or her employer for a 2016 Summary of Benefits and the question “Does the spouse or registered domestic
Coverage (SBC) for all medical plans that: partner coverage surcharge apply to you?” Enter this
¢ Serve the county of residence for your spouse or response on your 2016 enrollment form or 2016

registered domestic partner. Premium Surcharge Change Form.

* Provide all the information requested by the form.

Usethe 2016 Summary of Benefits and Coverage (SBC) e Check “Employer or PEBB Program to determine.”
information to answer the questions in the 2016 Spousal * Include a copy of the 2016 Spousal Plan Calculator (not
Plan Calculator online tool at www.hca.wa.gov/pebb. this Help Sheet) when you submit your 2016 enrollment
Or, you can download a paper version of the formor
2016 Spousal Plan Calculator from the website » If you answered NO to ANY of these questions, 2016

and submit it with'your 2016 enrollment form you will not have to pay the surcharge if you Premium
oryour 2016 Premium Surcharge Change Form. check NO on your 2016 enrollment form or Surcharge
If you don’t have access to the internet, you 2016 Premium Surcharge Change Form. Change
may request a paper 2016 Spousal Plan Form.
Calculator from your employer (if an employee). Retirees, * Your employer or the PEBB Program will determine
COBRA, Extension of Coverage, and Leave Without Pay whether your spouse’s or registered domestic partner’s
subscribers may call the PEBB Program at 1-800-200- employer-based group medical insurance is comparable

1004 to request a paper copy. to UMP Classic.
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READ NOW

You have 60 days after the mailing date on this
booklet to elect to continue your PEBB health
coverage. To continue life insurance, ReliaStar
must receive your completed application no
later than 31 days after your employer-paid
coverage ends.
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