HEALTH BENEFITS ELECTION FORM

PLEASE PRINT CLEARLY: 

DATE:

EMPLOYEE'S NAME:

SOCIAL SECURITY NUMBER:

PROGRAM/ADMINISTRATION:

I understand that I, being employed by a state agency as a Special Payments Payroll employee, am entitled to health benefits, excluding the "Flexible Spending Accounts".  I also understand that I must pay the entire cost of the plans, including the State subsidy.  I further understand that I must enroll within 60 days of my first contract begin date and failure to enroll in any of the health plans will prevent me from enrolling in the health plans until the next Open Enrollment.  Therefore, I have elected to do the following:

           
I wish to enroll in the state health benefits plans(s) and have or will submit an enrollment form to my personnel office.  I further understand that I am required to do so within 60 days of my first contract begin date .

          
I do NOT wish to enroll in the state health benefits plan(s) and understand that this election is irrevocable after 60 days of the first contract begin date.  I also understand that I will not be able to enroll in any of the plans until the next Open Enrollment.

Employee Signature


Hiring Manager

Date





Date

cc:  Contract File

