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EMPLOYEE BENEFITS APPLICATION                       				2024
State Form 53389 (R13 / 10-23)
INDIANA STATE PERSONNEL DEPARTMENT 
	* The information on this form is Confidential and your Social Security number is being requested by this state agency in accordance with I.C. 5-10-8-7.
   Disclosure is mandatory, and this record cannot be processed without it.


(Please Print.)
	Name:
	[bookmark: Text10]      
	
	 Telephone: 
	[bookmark: Text11][bookmark: Text31][bookmark: Text32]         -             -         



	Social Security Number: 
	[bookmark: Text12][bookmark: Text33][bookmark: Text34]         -            -         
	
	Employee ID:     10000
	[bookmark: Text13]      

	Date of Hire / Event:
	[bookmark: Text28][bookmark: Text29][bookmark: Text30]        /            /         
	
	Agency Business Unit: 
	[bookmark: Text15]      



For new hires, elections must be made by the Monday following the pay period in which you were hired.  


Dependent Information


     



(1) ““Dependent” means:
(a) Spouse of an employee;
(b) Any children, step-children, foster children, legally adopted children of the employee or spouse, or children who reside in the employee’s home: 
i) for whom the employee or spouse has been: 
(I) appointed legal guardian or 
(II) awarded legal custody
by a court, or 
ii.) in an I.C. 31-19-7-1 approved placement for purposes of adoption,
under the age of twenty-six (26).  
In the event a child:
i.) was defined as a “dependent”, prior to age 19, and
ii.) meets the following disability criteria, prior to age 19:
(I)   is incapable of self-sustaining employment by reason of mental or 
       physical disability, 
	(II)  resides with the employee at least six (6) months of the year, and
	(III) receives 50% of his or her financial support from the parent
such child’s eligibility for coverage shall continue if satisfactory evidence of such disability and dependency is received by Contractor in accordance with Contractor’s disabled dependent certification and recertification procedures. Eligibility for coverage of the “Dependent” will continue until the employee discontinues his coverage or the disability no longer exists. A Dependent child of the employee who attained age 19 while covered under another Health Care policy and met the disability criteria specified above, is an eligible Dependent for enrollment so long as no break in Coverage longer than sixty-three (63) days has occurred immediately prior to enrollment. Proof of disability and prior coverage will be required. The plan requires periodic documentation from a physician after the child’s attainment of the limiting age. 

Make sure you carefully review your dependents. Enrolling dependents who are ineligible for medical, dental, or vision insurance will result in your dismissal from employment.  Additionally, if a dependent becomes ineligible for coverage during the year, you must notify the State Personnel Department within thirty days of the dependent becoming ineligible.  Maintaining coverage on dependents who become ineligible during the plan year may result in disciplinary action. Eligibility requirements can be found on the Benefits Website.











	Add
	Drop
	Name
	Gender
	Date of Birth
	Address 
(Street, City, State, ZIP - if different from Employee)
	      Medical
	Dental
	Vision

	
	
	Social Security Number
	Marital Status 
	Relationship
	
	
	
	

	[bookmark: Check1]|_|
	[bookmark: Check2]|_|
	[bookmark: Text1]     
	[bookmark: Check36]Male |_|
	[bookmark: Check37]Female |_|
	   /    /     
	      
	[bookmark: Check15]|_|
	[bookmark: Check16]|_|
	[bookmark: Check17]|_|

	
	
	      -            -       
	[bookmark: Check38]Single |_|
	[bookmark: Check39]Married |_|
	[bookmark: Text3]     
	
	
	
	

	[bookmark: Check3]|_|
	[bookmark: Check4]|_|
	     
	[bookmark: Check40]Male |_|
	[bookmark: Check41]Female |_|
	   /    /     
	      
	[bookmark: Check18]|_|
	[bookmark: Check19]|_|
	[bookmark: Check20]|_|

	
	
	      -            -       
	[bookmark: Check42]Single |_|
	[bookmark: Check43]Married|_|
	[bookmark: Text4]     
	
	
	
	

	[bookmark: Check5]|_|
	[bookmark: Check6]|_|
	     
	[bookmark: Check44]Male |_|
	[bookmark: Check45]Female |_|
	   /    /     
	      
	[bookmark: Check21]|_|
	[bookmark: Check22]|_|
	[bookmark: Check23]|_|

	
	
	      -            -       
	[bookmark: Check46]Single |_|
	[bookmark: Check47]Married |_|
	[bookmark: Text5]     
	
	
	
	

	[bookmark: Check7]|_|
	[bookmark: Check8]|_|
	     
	[bookmark: Check48]Male |_|
	[bookmark: Check49]Female |_|
	   /    /     
	      
	[bookmark: Check24]|_|
	[bookmark: Check25]|_|
	[bookmark: Check26]|_|

	
	
	      -            -       
	[bookmark: Check50]Single |_|
	[bookmark: Check51]Married |_|
	[bookmark: Text6]     
	
	
	
	









TAXSAVER






You will automatically be enrolled in TAXSAVER for all eligible benefits.  TAXSAVER is a program where insurance contributions are deducted from your gross pay prior to taxes.  Taxes are calculated on lower pay resulting in more take home pay.  This is not a tax deferral, but a permanent tax reduction for as long as you participate.  If you would like to opt out of the TAXSAVER program, indicate that by writing “NO TAXSAVER” on the top of this form.


Medical Insurance





It is acknowledged that components of the health plan include state contracted disease management, population health management, and pharmacy benefit managers with whom PHI is shared under the protection of HIPAA Business Associate Agreements.



	
|_| I ELECT MEDICAL INSURANCE                                                     |_| I DECLINE / CANCEL MEDICAL INSURANCE

                |_| Single      |_| Family
	

	(Must meet eligibility qualifications to receive the Wellness Discount.)

|_| Consumer Driven Health Plan 1	

|_| Consumer Driven Health Plan 2

|_| Traditional Plan
(Not eligible for a Health Savings Account.)






Health Savings Account




IMPORTANT NOTES before you make your election:

· With the Consumer Driven Health Plans, you must have a Health Savings Account with UMB Bank to receive the State’s contribution.  

· HSA Agreements and Disclosures
You understand that by electing a Health Savings Account (HSA) that UMB Bank will automatically create an account for the deductions and employee/employer contributions from the State of Indiana for you and you agree to abide by all terms and conditions of the account. By electing a HSA, you acknowledge and agree as follows: 
· You have received and are able to access each of the below Documents in electronic form. 
· You have read the Electronic Disclosure and Consent and you provide your consent to receipt, in electronic format, of the account terms, conditions and disclosures related to your opening the HSA. 
· You certify that the information you provided as part of the online application, including your social security number, is true and correct. 
· You have read, understand, and agree to the terms of each of the Documents presented here. 

· Electronic Disclosure and Consent
 https://p1.aprimocdn.net/umb/0663262d-a553-4473-b202-b069016c3604/T-C03_UMB_HCS_eSign_Disclosure_Original_file.pdf 

· Custodial Agreement, Terms & Conditions (Including Fee Schedule), Electronic Fund Transfer Disclosure and Privacy Statement 
https://p1.aprimocdn.net/umb/d6fb4a8c-7f64-4143-a646-b06c015ba217/TC030_UMB_HSA_New_Account_Packet_030_Original_file.pdf 

· To be eligible for a Health Savings Account (HSA):
· You may not be enrolled in any other non-HSA qualified health plan
· You may not be enrolled in Medicare at any time, including Part A.  Remember – If you begin receiving Social Security monetary benefits prior to age sixty-five (65), Part A is automatic when you turn age sixty-five (65).  If you receive Social Security Disability benefits, you may be enrolled in Medicare Part A.
· You may not be covered by Medicaid, HIP or Tricare

· The bi-weekly contribution should be calculated by dividing the annual election by the remaining pay periods and then rounding up to the next penny.

	
|_| I ELECT HEALTH SAVINGS ACCOUNT                             |_| I DECLINE / CANCEL HEALTH SAVINGS ACCOUNT
     If you want to contribute in addition to the State’s portion, 
        fill in the Annual contribution fields.


	Annual Employee Contribution:       $         

	





Dental Insurance





	
|_| I ELECT DENTAL INSURANCE                                              |_| I DECLINE / CANCEL DENTAL INSURANCE


	          |_| Single     |_| Family 





        Vision Insurance





	
|_| I ELECT VISION INSURANCE                               

	                                                                                                                                          |_| I DECLINE / CANCEL VISION INSURANCE 


	          |_| Single     |_| Family 

	



Flexible Spending Accounts






· Flexible Spending Accounts allow you to set aside money prior to withholding taxes for reimbursement of qualified health and/or dependent care expenses. 
· You must re-enroll each year.  Participation does not continue automatically. 
· Monies not used prior to the end of the grace period each year will be forfeited.
· Individuals electing the Consumer Driven Health Plans with an HSA are subject to the Limited Scope Reimbursement Provision for the Health Flexible Spending Account.
· The bi-weekly contribution should be calculated by dividing the annual election by the remaining pay periods and then rounding up to the next penny.


	
|_| I ELECT A FLEXIBLE SPENDING ACCOUNT                               

	                                                                                                                |_| I DECLINE / CANCEL FLEXIBLE SPENDING ACCOUNT

	     |_| Health Flexible Spending Account or 
           Limited Purpose Health Flexible Spending Account if also participating in a Health Savings Account	

               Annual Employee Contribution:         
               $     

	          

	     |_| Dependent Care Flexible Spending Account 
  (used for child care only)

               Annual Employee Contribution:        
               $     

	          






Commuter Benefit Reimbursement Account








· Commuter Benefit Reimbursement Account allows you to set aside money prior to withholding taxes for reimbursement of qualified commuter expenses. 
· If you are currently enrolled in the Commuter Benefit Reimbursement Account, your enrollment will automatically continue, unless you decline / cancel your coverage.
· The bi-weekly contribution should be calculated by dividing the annual election by the remaining pay periods and then rounding up to the next penny.

	
|_| I ELECT A COMMUTER BENEFIT 
      REIMBURSEMENT ACCOUNT     

|_| Continue Commuter Benefit Reimbursement Account                                    

	                                                                                                                |_| I DECLINE / CANCEL COMMUTER BENEFIT
      REIMBURSEMENT ACCOUNT

	     Annual Employee Contribution:         
          $     
	               

	
	          



Basic Life and AD&D Insurance





· If you are not in your initial enrollment period or currently enrolled in Basic Life and AD&D, you are ineligible to elect coverage at this time.  To request coverage, you may apply by submitting Evidence of Insurability (EOI) to Securian at www.lifebenefits.com/submitEOI.  Your request must go through medical underwriting and be approved by Securian before any new coverage will exist.  To continue your Basic Life and AD&D insurance coverage, please fill in the box below.  
· The amount of Basic Life and AD&D insurance coverage is equal to your annual salary rounded up to the next $1,000 multiplied by 150%.  The amount of coverage will automatically change according to salary changes.

	
|_| I DECLINE BASIC LIFE AND AD&D INSURANCE 

[bookmark: Check92]|_| Elect Basic Life Insurance and AD&D Insurance (if in your initial enrollment)

|_| Continue Basic Life Insurance and AD&D Insurance




	Name of Primary 
Beneficiary
	Relationship
	Address 
(Street, City, State, ZIP - if different from employee)
	Social Security Number
	Date of Birth
(mm/dd/yy)
	Percentage 
(Total must = 100%
with no decimals.)

	[bookmark: Text26]     
	
     
	      
	    -      -     
	   /    /   
	[bookmark: Text27]   

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	Name of Contingent Beneficiary
	Relationship
	Address 
(Street, City, State, ZIP - if different from employee)
	Social Security Number
	Date of Birth (mm/dd/yy)
	Percentage 
(Total must = 100%
with no decimals.)

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   



Supplemental Life Insurance




You must be enrolled in Basic Life and AD&D insurance coverage to apply and be approved for Supplemental Life Insurance.  

· If you are not in your initial enrollment period or currently enrolled in Supplemental Life, you are ineligible to elect coverage at this time.  To request coverage, you may apply by submitting Evidence of Insurability (EOI) to Securian at www.lifebenefits.com/submitEOI.  Your request must go through medical underwriting and be approved by Securian before any new coverage will exist.  Initial enrollments may elect coverage up to a maximum of $200,000. To continue or decrease your Supplemental Life insurance coverage, please fill in the box below. 

	
|_| I DECLINE SUPPLEMENTAL LIFE INSURANCE COVERAGE

|_| Elect Supplemental Life Insurance       |_| Continue Supplemental Life Insurance 	|_| Decrease Supplemental Life Insurance 
       (If in your initial enrollment period)



Please elect only one of the options below. If continuing coverage, no selection needed.
	[bookmark: Check93]|_| $10,000
	[bookmark: Check101]|_| $90,000
	[bookmark: Check109]|_| $170,000
	[bookmark: Check117]|_| $250,000
	[bookmark: Check125]|_| $330,000
	[bookmark: Check133]|_| $410,000
	[bookmark: Check141]|_| $490,000

	[bookmark: Check94]|_| $20,000
	[bookmark: Check102]|_| $100,000
	[bookmark: Check110]|_| $180,000
	[bookmark: Check118]|_| $260,000
	[bookmark: Check126]|_| $340,000
	[bookmark: Check134]|_| $420,000
	[bookmark: Check142]|_| $500,000

	[bookmark: Check95]|_| $30,000
	[bookmark: Check103]|_| $110,000
	[bookmark: Check111]|_| $190,000
	[bookmark: Check119]|_| $270,000
	[bookmark: Check127]|_| $350,000
	[bookmark: Check135]|_| $430,000
	


	[bookmark: Check96]|_| $40,000
	[bookmark: Check104]|_| $120,000
	[bookmark: Check112]|_| $200,000
	[bookmark: Check120]|_| $280,000
	[bookmark: Check128]|_| $360,000
	[bookmark: Check136]|_| $440,000
	 

	[bookmark: Check97]|_| $50,000
	[bookmark: Check105]|_| $130,000
	[bookmark: Check113]|_| $210,000
	[bookmark: Check121]|_| $290,000
	[bookmark: Check129]|_| $370,000
	[bookmark: Check137]|_| $450,000
	 

	[bookmark: Check98]|_| $60,000
	[bookmark: Check106]|_| $140,000
	[bookmark: Check114]|_| $220,000
	[bookmark: Check122]|_| $300,000
	[bookmark: Check130]|_| $380,000
	[bookmark: Check138]|_| $460,000
	 

	[bookmark: Check99]|_| $70,000
	[bookmark: Check107]|_| $150,000
	[bookmark: Check115]|_| $230,000
	[bookmark: Check123]|_| $310,000
	[bookmark: Check131]|_| $390,000
	[bookmark: Check139]|_| $470,000
	 

	[bookmark: Check100]|_| $80,000
	[bookmark: Check108]|_| $160,000
	[bookmark: Check116]|_| $240,000
	[bookmark: Check124]|_| $320,000
	[bookmark: Check132]|_| $400,000
	[bookmark: Check140]|_| $480,000
	 




	Name of Primary 
Beneficiary
	Relationship
	Address 
(Street, City, State, ZIP - if different from employee)
	Social Security Number
	Date of Birth
(mm/dd/yy)
	Percentage 
(Total must = 100%
with no decimals.)

	     
	
     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	Name of Contingent Beneficiary
	Relationship
	Address 
(Street, City, State, ZIP - if different from employee)
	Social Security Number
	Date of Birth
(mm/dd/yy)
	Percentage 
(Total must = 100%
with no decimals.)

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   




Voluntary AD&D Insurance





You must be enrolled in Basic Life and AD&D insurance coverage to apply and be approved for Voluntary Accidental Death & Dismemberment (AD&D).  

· Voluntary AD&D is guarantee issued. Evidence of Insurability is not required.

· Coverage is subject to age reduction at age sixty-five (65) or older.  Please see policy for more information.

· To continue or decrease your Voluntary AD&D insurance coverage, please fill in the box below. 

	
|_| I DECLINE / CANCEL VOLUNTARY AD&D INSURANCE COVERAGE

|_| Elect Voluntary AD&D Insurance                             |_| Continue Voluntary AD&D Insurance 	


	|_|  Increase Voluntary AD&D Insurance                        |_| Decrease Voluntary AD&D Insurance 

	




Please elect only one of the options below.  If continuing coverage, no selection needed. 
	|_| $10,000
	|_| $80,000
	|_| $150,000
	|_| $220,000
	|_| $290,000
	|_| $360,000
	|_| $430,000         |_| $500,000

	|_| $20,000
	|_| $90,000
	|_| $160,000
	|_| $230,000
	|_| $300,000
	|_| $370,000
	|_| $440,000

	|_| $30,000
	|_| $100,000
	|_| $170,000
	|_| $240,000
	|_| $310,000
	|_| $380,000
	
|_| $450,000

	|_| $40,000
	|_| $110,000
	|_| $180,000
	|_| $250,000
	|_| $320,000
	|_| $390,000
	 |_| $460,000

	|_| $50,000
	|_| $120,000
	|_| $190,000
	|_| $260,000
	|_| $330,000
	|_| $400,000
	 |_| $470,000

	|_| $60,000
	|_| $130,000
	|_| $200,000
	|_| $270,000
	|_| $340,000
	|_| $410,000
	 |_| $480,000

	|_| $70,000
	|_| $140,000
	|_| $210,000
	|_| $280,000
	|_| $350,000
	|_| $420,000
	 |_| $490,000

	
	
	
	
	
	
	



	Name of Primary 
Beneficiary
	Relationship
	Address 
(Street, City, State, ZIP - if different from employee)
	Social Security Number
	Date of Birth
(mm/dd/yy)
	Percentage 
(Total must = 100%
with no decimals.)

	     
	
     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	Name of Contingent Beneficiary
	Relationship
	Address 
(Street, City, State, ZIP - if different from employee)
	Social Security Number
	Date of Birth
(mm/dd/yy)
	Percentage 
(Total must = 100%
with no decimals.)

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   

	     
	     
	      
	    -      -     
	   /    /   
	   




Spouse Life Insurance





You must be enrolled in Basic Life and AD&D insurance to apply and be approved for Spouse Life Insurance.  
To be eligible, dependents must meet the eligibility definition on page 1.

· If you are not in your initial enrollment period or currently enrolled in Spouse Dependent Life insurance, you are ineligible to elect coverage at this time.  To request or increase Spouse Dependent Life coverage, you may apply by submitting Evidence of Insurability (EOI) to Securian at www.lifebenefits.com/submitEOI.  Your request must go through medical underwriting and be approved by Securian before any new coverage will exist.  

Please elect only one of the options below. Not marking a box will be considered a declination of coverage.

	
|_| I DECLINE SPOUSE LIFE INSURANCE COVERAGE

|_| Continue Spouse Life Insurance as Previously Elected

|_| Decrease Spouse Life Insurance (please select amount)

|_| Elect Spouse Life Insurance (please select amount, if in initial enrollment period)




Please elect only one of the options below. If Continuing coverage, no selection needed.

	|_| $5,000
	|_| $10,000
	|_| $15,000
	|_| $20,000




Child Life Insurance





You must be enrolled in Basic Life and AD&D insurance to apply and be approved for Child Life Insurance.  
To be eligible, dependents must meet the eligibility definition on page 1.

· Child life insurance is guarantee issued.  Evidence of Insurability is not required.

Please elect only one of the options below. Not marking a box will be considered a declination of coverage.

	
|_| I DECLINE Child LIFE INSURANCE COVERAGE

|_| Continue Child Life Insurance as Previously Elected

|_| Decrease Child Life Insurance (please select amount)

|_| Increase or Elect Child Life Insurance (please select amount)




Please elect only one of the options below. If Continuing coverage, no selection needed.

	|_| $5,000
	|_| $10,000
	|_| $15,000
	|_| $20,000




2024 Non-Tobacco Use Agreement and Request for Premium Reduction









In exchange for a $35.00 bi-weekly reduction in my state employee group health insurance bi-weekly premium:

1. I agree to abstain from using any tobacco products during 2024.
2. I understand that to receive the reduction in premium, I may be subject to cheek swab tests for cotinine (an alkaloid in tobacco and metabolite of nicotine), and I agree to submit to such testing. A positive test result creates a rebuttable presumption of tobacco use and breach of this agreement.  Refusal to submit to testing constitutes a breach of this agreement.
3. I understand and agree if I accept this agreement and later use tobacco or otherwise breach this agreement, my employment will be terminated for breach of this agreement and inappropriately taking the $35.00 bi-weekly premium reduction. 
4. The only exception to the job loss penalty is if I revoke this agreement by calling the Benefits Hotline or logging into PeopleSoft and completing the self-service process to revoke my agreement prior to using any tobacco product.
5. Only proof of use of an FDA approved Nicotine Replacement Therapy product will be accepted as evidence to rebut the presumption of tobacco use that constitutes breach of this agreement.  FDA approved medications for smoking cessation can be found at https://www.fda.gov/consumers/consumer-updates/want-quit-smoking-fda-approved-products-can-help.  Vaping and e-cigarette products are not legitimate, FDA approved nicotine replacement therapy products.
6. If I breach or revoke this agreement, I agree to repay the State of Indiana for each $35.00 bi-weekly premium reduction I received for 2024.  This repayment may be made via payroll deduction if I remain employed with the State of Indiana after the revocation requiring repayment.
7. For enforcement of this agreement, I consent to the release of cotinine test results to management representatives of my employer. Otherwise, disclosure of the cotinine test results are restricted consistent with the Notice of Indiana State Employee Group Insurance Plan - Privacy Practices, http://www.in.gov/spd/files/HIPAA-Privacy-Notice.pdf.

Notice: If your physician determines abstaining from the use of tobacco is not medically appropriate, a reasonable alternative standard will be made available for the incentive.

Please elect only one of the options below. Not marking a box will be considered a declination of the agreement.


	  
[bookmark: Check159]|_|    I decline the Non-Tobacco Use Agreement. 

	 

	[bookmark: Check160]|_|  I accept the Non-Tobacco Use Agreement.





























Authorization





1. I authorize payroll deductions for the purpose(s) I indicate in this enrollment form. This assignment of wages shall remain in effect until termination of employment or until coverage terminates and payroll deductions are cancelled.
2. I acknowledge that I will be bound by these benefit elections until the next open enrollment period or until I experience a qualifying event.
3. I will select the appropriate option on the Non-Tobacco Use Agreement. (Does not include Conservation & Excise plans)
4. Persons whom I enroll as eligible dependents meet the criteria for eligibility and I acknowledge that I will be required to submit proof of their eligibility.
5. If I receive State contributions to my Health Savings Account that I was not eligible to receive, I authorize UMB Bank to withdraw the erroneous contribution from my account and issue a refund to the State of Indiana.
6. I will confirm correctness of my benefit elections and Non-Tobacco Use Agreement (Does not include Conservation & Excise plans) election before submission of these enrollment elections and assignment of wages.
7. I authorize the State to deduct missed premiums from future paychecks, unless I revoke this assignment by giving written notice.  Missed premiums means deductions for employer sponsored insurance that were not collected because the amount of my pay was insufficient.  The existence of this curative process does not preclude suspension or termination of coverage in accordance with the terms of the insurance plan.


	Signature of Employee:
	
	Date (mm/dd/yy):
	        




Printed Name of Employee: _________________________________________   Employee ID:  10000________________________

Please fax completed application (10 pages) to
Indiana State Personnel Benefits Division at 317-232-3011.
(Keep fax confirmation for your records.)

EMPLOYEE ID: 10000  _____________                3 of 8
				Rev 10/2023
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