[image: image1.png]LPR

CONSTRUCTION




2016 Enrollment Form
· New Enrollment 
· Changes to existing coverage
· Open enrollment, keeping all elections the same

Employee: ______________________ 
  Employee #: ________      DOB:____________SSN:____________________
Address: ____________________________________       City: ________________      State: _____    Zip: __________
	medical coverage—cigna open access  (weekly)  *                       

	Employee Only

Employee + Spouse

Employee + Child(ren)

Employee + Family
	STANDARD PLAN
· $37.73
· $98.06
· $83.09
· $134.18
	            CHOICE PLAN
· $48.51
· $131.71
· $109.89
· $183.86

	
	

	*Rates may change to include an additional $100 per month tobacco surcharge and/or a $50 per month discount for completion of a Health Risk Assessment. Contact Human Resources for more information. 


	dental coverage—guardian dental (weekly)

	voluntary vision coverage—vsp (weekly)


	Employee Only

Employee + Spouse

Employee + Child(ren)

Employee + Family
	· $4.29
· $9.02
· $8.34
· $13.24
	
	Employee Only

Employee + Spouse

Employee + Child(ren)

Employee + Family
	· $1.88
· $3.00
· $3.07
· $4.94
	


	basic life insurance/ad&d—$10,000 coverage (company-paid)

beneficiary designation

	primary beneficiary(ies)

	Name (Last, First, MI)
	Social Security #
	Relationship
	Percent

	
	
	
	           %

	
	
	
	           %

	
	
	
	           %

	contingent beneficiary(ies)

	
	
	
	           %

	
	
	
	           %


	supplemental life and ad&d                                               

	If you would like to elect supplemental life coverage or would like to increase the amount of supplemental life coverage you currently have please see your Human Resources representative. You will be required to complete a separate enrollment form.

                                                     PLEASE TURN OVER AND COMPLETE REVERSE SIDE


	employee paid plans—aflac

	Available products include Accident-Only Disability and Intensive Care. You may contact the Aflac representatives for more information:

Joyce or Mike Moody           Toll free: (866) 605-9192             Local:      (970) 224-9258
                                                 

	


	flexible spending accounts  (A new election must be made every year if you want to participate.)

	Medical Spending Account* (optional)

Annual Election: $_____________ ($2,500  max)
*The annual amount pledged will be deducted evenly over the total # of pay periods between election month and 12/31/2014.
	Dependent Care Spending Account* (optional)

Annual Election: $_____________ ($5,000 max)



	· I decline all flexible spending accounts 


	eligible dependents  

	Indicate any changes in dependents or add new dependents. Check the boxes of the plans (medical, dental, and vision) for each dependent to indicate the coverage for that dependent. All information must be completed for each dependent.  
You may cover your spouse and children under age 26 (including stepchildren, foster children, legally adopted children and children placed with you for adoption).  Disabled children over age 26 may be eligible provided the plan administrator has approved the disability. 



	Name            

SSN

Sex

DOB

Relationship

Medical

Dental

Vision

Drop

I am applying for the coverage indicated on this form. I authorize LPR Construction to deduct the contribution rates noted on this form from my pay. I further understand that elections made on this form cannot be revoked until the next annual open enrollment period, unless I have a qualifying life event (i.e. marriage, divorce, birth, adoption, death, or change in my/spouse’s employment).
If I am declining coverage for myself or dependents (including my spouse), I may in the future be able to enroll myself or my dependents in this plan if I experience a qualifying life event, provided I request enrollment with 30 days of the qualifying life event.  
If you are enrolled in one or both of the flexible spending accounts, you agree to the following by signing this form:

I understand that any amounts remaining in my account(s) not used for eligible expenses will be forfeited. I further understand that the flexible spending account deductions will remain in effect for the plan year unless I experience a qualifying life event. I further understand that I may only be reimbursed for child care expenses for children under age 13. The deadline to incur expenses for the current plan year is March 15, 2015. The deadline to submit a receipt for reimbursement for the current plan year is March 31, 2015.
Any person who, with intent to defraud or knowing that she/he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud. I have reviewed the statements on this application and they are true and correct to the best of my knowledge.  
Employee Signature: _________________________________________ Date: ____________________
IF YOU DECLINE PARTICIPATION: The benefits of the plan have been explained to me and I decline to participate in the following plans:
· Medical
· Dental
· Vision

The reason I am declining is because:  Circle One:   I have other coverage   Price of coverage   Other:  ___________________
Signature:  ____________________________________                    Date:  _____________


	


Any amounts remaining in account(s) not used for eligible expenses in the plan year will be forfeited. Flexible spending account deductions will remain in effect for the plan year and cannot be revoked unless you experience a qualifying event. 










