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2008 Benefits Election Form
(Plan Year: January 1, 2008 – December 31, 2008)

	Review Benefits
	Login to Bannerweb at www.ltu.edu to review your benefits and beneficiary/dependent information.

	AHL Members Only
	For reduced rates, all AHL EPO and PPO members must complete the online iStrive Health Assessment Questionnaire (HAQ) at www.hap.org by January 31, 2008, for benefits open enrollment or within 31 days of coverage effective date.

	Take No Action
	If you are NOT making any changes to your current medical, dental, vision, life, or PPLS/ITS plans, your current plan will automatically continue.  EXCEPTION:  Election forms must be completed for FSA Health or Dependent Care or new Waiver of Coverage.  

	Take Action
	If you are making any changes to your current benefits (i.e., switching medical insurance; adjusting life insurance;  adding or canceling PPLS/ITS plans; adding or removing family members; electing a 2008 FSA plan; or new waiving medical and/or dental and vision coverage for 2008) complete this form and applicable enrollment/change forms.  (Also, action must be taken for EXCEPTION as noted above.)

	Return Forms
	Only return forms to the Office of Human Resources by November 9, 2007, if making changes to benefits or electing a FSA plan.


Complete Your Personal Information (For Instructions, Press F1-Help Key)
	Print Name (Last, First, Middle Initial):

     
	Banner ID
     
	Office Extension
     

	Home Address (Street, city, state, zip code)     FORMCHECKBOX 
 CHECK IF NEW:

     
	Email Address

     


Select Insurance and Coverage Level for Plan Year January 1, 2008—December 31, 2008 (For Instructions, Press F1-Help Key)
	Medical Plans
	Dental/

Vision Plans
	Life Insurance
	Pre-Paid Legal Service (PPLS) / Identity Theft Shield (ITS)
	2008 FSA

	Select Plan
	Dental/Vision Plans
	Additional Life 
	PPLS
	FSA Health Care

	 FORMCHECKBOX 
  AHL–EPO with HAQ
	 FORMCHECKBOX 
 Dental and Vision
	 FORMCHECKBOX 
  One x Annual Salary
	 FORMCHECKBOX 
  PPLS = $14.95
	 FORMCHECKBOX 
 Health Care

	 FORMCHECKBOX 
  AHL–EPO without  HAQ
	 FORMCHECKBOX 
 Waive Dental 

      and Vision
	 FORMCHECKBOX 
  Two x Annual Salary 
	 FORMCHECKBOX 
  No or Cancel PPLS
	 FORMCHECKBOX 
 No Health Care

	 FORMCHECKBOX 
  AHL–PPO with HAQ
	
	 FORMCHECKBOX 
  Three x Annual Salary
	
	

	 FORMCHECKBOX 
  AHL–PPO without  HAQ
	
	 FORMCHECKBOX 
  Four x Annual Salary
	ITS
	FSA Dependent Care

	 FORMCHECKBOX 
  BCN-HMO
	
	 FORMCHECKBOX 
  No or Cancel Additional Life
	 FORMCHECKBOX 
  ITS = $12.95
	 FORMCHECKBOX 
 Dependent Care

	
	
	
	 FORMCHECKBOX 
  No or Cancel ITS
	 FORMCHECKBOX 
 No Dep. Care

	Waiver of Coverage
	
	Dependent Life
	 FORMCHECKBOX 
  PPLS & ITS = $24.90
If electing PPLS and/or ITS plan(s), complete and submit Pre-Paid Legal Service/ Identity Theft Shield Payroll Authorization form.
	If electing 2008 FSA health care and/or dependent care plan(s), complete and submit 2008 Flexible Spending Account Election form.

	 FORMCHECKBOX 
  Waive Medical only
	
	 FORMCHECKBOX 
  Plan 1 = $5.13
	
	

	
	
	      ($10,000 spouse/$5,000 child)
	
	

	
	
	 FORMCHECKBOX 
  Plan 2 = $10.26
	
	

	If waiving medical and/or waiving dental and vision coverage, you must certify that you have other medical insurance and have completed the 2008 Waiver of Coverage Election Form.
	      ($20,000 spouse/$10,000 child)
	
	

	
	 FORMCHECKBOX 
 No or Cancel Dependent Life
	
	

	
	If any changes, complete and submit The Standard Group Enrollment.  If  increasing life insurance, complete Medical History Statement form
	
	


Complete Information Below for Eligible Spouse and/or IRS-Dependents To Be Covered (For Instructions, Press F1-Help Key)
	
	A= Add
R=Remove
	Full Name 

(Last, if different, First, MI.)
	Rel
Code1
	Soc.Sec (Numbers only)
	Birth Date

(MM/DD/YYYY)
	Gender

(M or F)
	Medical
	Dental and Vision

	Spouse
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No
	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No

	Dep
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No
	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No

	Dep
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No
	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No

	Dep
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No
	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No

	Dep
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No
	
 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No


1 Relationship Code: SP = spouse; DP = same-sex domestic partner; DC = dependent child (as defined by IRS); FC = family continuation (IRS dependent child/full-time student, age 19-25); SD = sponsored dependent (not eligible for DC or FC coverage, IRS dependent, over age 19)

I authorize LTU to adjust my pay for my portion of the monthly premium(s) in accordance with my elections.  Further, I understand that if I do not complete the HAQ on-line at www.hap.org within 31 days of the coverage effective date (or by January 31, 2008 for benefits open enrollment), my pay will be adjusted accordingly. 

Employee’s Signature: 
 Date: 






