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Instructions for completing a Health Benefits Application
(For Employees)
(Please print all information clearly using a black or blue hallpoint pen)

Check the EMPLOYEE box at the top of the form.

Sections A, B & C: Check off the reason for submission of this form.

Employees may only transfer plans during a transfer period or upon a change of residence outside/inside of the service area of the
heaith plan. Documentation verifying spouse or domeslic partner and dependent chifdren must be submilled for alf new enrallments
and addition of dependents. Obtaln a domestic partner instruction sheet from your parsonnel office ar the Office of Labor Relations
If you wish to include a domestic pariner an your medical coverage.

If you are adding or dropping a dependent or changing plans, this form should be submilted within 31 days of the qualifying event,

Section D; [f you are enrolled in a health plan other than your City coverage, you must indlcate so and Include the name and palicy
number of the plan,

Section E: If you are married or have a daomestic partner, this section must be completed whether ar nat you are covering your spouse/
domesltic partner. If your spouse/domestic partner is enrolled in & health plan other than your Cily coverage, you must Indicate so
including the name and policy number of the other plan.

Section F: List ALL dependents lo ba covered. You must indicale yes/na if a dependent is a full-time student or if a dependent Is
permanently disabled,

Section G; Write the complele name of the health plan you are selecting or your current plan (see back of this sheet) if you are adding
or drapping a dependent or optional rider, |f you do not make an optional rider selection, you will be given hasic coverage only.

Section I: Complete this section pnly if you are electing the Walver Buy Out. A Medical Spending Conversion application musi also
be completed. Contact your personnel/payrall office for Information about the Waiver Buy Qut Program.

Section J: Your personnel/payroll office must complete this section.

Employees: Return this application to your Agency Benefits Representative, Personnel or Payroll Officer.

Instructions for completing a Health Benefits Application
(For Retirees) :
(Please print all information clearly using a black or blue ballpaint pen)

Chack the RETIREE box at the top of the form.

Secfion A: If you are a NEW retiree, you should only select from the following: Retirement, Disability Retirement, Accident Disability
Retirement, Deferred Retirement or Waive Benefits. |f you are already covered as a refires, you should only select from the following:
Drap/Add Optlonal Benefils, Waive Benefils (if you wish to cancel your City coverage) and Reinstalemment (if you are requesting to
reinstate your City covarage afler having previously Walved coverage).

Section B: Check Transfer Period if the change you are requesting Is being made during a Transier Period (such as Adding Optional
Benefits or Changing Plans). Check Permanent Move Into/Out of Heailth Plan Area if you are requesting lo change plans as a result
of elther moving out of the service area of your current plan, or if you are moving into the service area of another plan. Check Reliree
Onge in a Lifetime if you are raguesling to change plans or add optional benefits anylime other than a transfer period.

Section C: Check Spouse Informatlon (Add/Drop)if you are adding or dropping a spouse. |fyour spousefdomestic partner is deceased,
you must attach a copy of a death certificate. iIf you are dropping your spouse as a resuit of a divarce, you must altach a copy of the
divorce decree, Ifyou are adding a spouse, you must attach a copy of the marriage certificate or submit domestic partner documentation
ifaddinga domestic pariner. Check Dependent (Children) (Add/Drop) if you are adding or dropping a dependent child. [fyou are adding
a dependent child, you must attach a copy of either the birth certificate, or documents proving guardianship or adoptiar.

Section D: If you are enrolled In Medicare Paris A&B, you must attach a photocopy of your Medicare card. If you are enrolled in another
health plan other than your City coverage or Medicare, you must Indicate so including the name and palicy number of the plan.

Sectlion E: If you are married or have a domestic partner, this section must be completed whether or riot you are cavering your spousa/
domestic partner. Ifyour spousefdomestic partnaris enrclled in health plan other than your City coverage ar Madicare, you must indicale
so including the name and policy number of the plan. If your spouse/domestic partner is enrolled in Medicare Parts A&B, you must
attach a photocopy of hisfher Medicare card,

Section F: List ALL dependents to be covered. You must indicate yes/no If a dependent is a full-time sfudent. If a dependent Is
permanently disabled, and on Medicare, you must attach a photocopy of his/her Medicare card.

Section G: Wrlle the complete name of your current health plan or the plan you are salecting {(see back of sheet), If you do not make
an optional rider seleclion, you will be given basic coverage only.

Secliop H: This is the only section In which you are to sign the form. Remember to date your form.
Section J: If you are a NEW reliree {(even if you are walving City coverage), your payroll/personnel office must complele this section.
Retirees: Return this application te: City of New York

Health Benefits Pragram

4D Rector Street — 3™ Floor
New York, New York 10006






