Where can | learn more about COB?

If you're in the PEIA PPB Plan, read your Summary Plan Description for details of PEIA’s Coordination of Benefits
policy. If you're in a managed care plan, read your certificate of coverage or check with your plan for more details.

Divorce

Copy of the divorce decree showing the date the divorce is final.
Marriage Copy of valid marriage license or certificate.
Birth of child Copy of child's birth certificate.
Adoption Copy of adoption papers.

Adding coverage for a dependent child

Copy of child's birth certificate.

Adding coverage for any other child who resides with palicyholder

Copy of court-ordered guardianship papers.

Open enroliment under spouse’s or
dependent’s employer's benefit plan

Copy of printed material showing Open Enroliment dafes and the
employer's name, L

Death of spouse or dependent -

Copy of the death certificate.

Beginning of spouse’s or dependent’s employment

Letter from the spouse's employer stafing the hire date, effective date
of insurance, what coverage was added, and what dependents are
covered.

End of spouse’s or dependent's employment

Letter from the employer stating the termination or retirement date, what
coverage was lost, and dependents that were covered.

Significant change in health coverage due fo spouse's or depan-
dent’s employment

Letter from the insurance carrier indicafing the change in insurance
coverage, the effective date of that change, and dependents covered.

Unpaid leave of absence by employes, spouse, or dependent

Letter from your, your spouse's, or your dependent’s personnel office
stating the date the covered person went on unpaid leave or returned
from unpaid leave.

Change from full-time to part-time employment or vice versa for
palicyholder, spouse, or dependent

Letter from the employer stating the previous hours worked, the new
hours worked, and the effective date of the change.

Premium Conversion Plan Form / Plan Year 2016

L

. wish to make the following change in my Premium

Conversion Plan participation:

0 Opt INTO the Plan. I understand that by participating in this plan, I will reduce my tax liability, but I may be lim-
iting my ability to make changes in my coverage throughouc the plan year.

L Opt OUT of the Plan. I understand that by opting out of the plan, I am agreeing to pay my premiums on a post-tax
basis, thereby increasing my tax liability. This election may not be changed until the next open enrollment.

Employee's Signature

Date

Please return to your Benefit Coordinator. DO NOT mail it to PEFA!!
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