THE UNIVERSITY OF NEW ORLEANS

INSURANCE VERIFICATION FORM

Please complete and return this form with applicable insurance documents to the office of Human Resource Management.

I, _____________________________________, _____________________________have received literature on the insurance plans
                       Name

                                                   social security #

 listed below and made the following decisions (complete appropriate actions):
	♦Health Insurance:
Enroll ____  Waive____

 Plan:  MOA____  MLP_____  HSA-775____        ML____          

                   VANTAGE____      HRA 1000____
 Coverage:    Employee Only ____        Family____

 Employee + Spouse ____ Employee + Child(ren)____   

P/S:                         OGB:                              Payroll:       
	♦Group Benefits Life Insurance (Prudential) 

              Enroll ____  Waive____

  Basic:   Employee $5,000____

               Dep. Life:  $1,000/$500___   $2,000/$1,000___
  Basic Plus Supplemental____    age_____
  {amount based on employee’s annual salary & age}

                Dep. Life $2,000/$1,000____  $4,000/$2,000___

P/S:                                        Payroll:

	♦Dental Insurance: Enroll ____  Waive____

Basic______ Enhanced______

Coverage:  Employee Only ____        Family____

      Employee + Spouse ___    Employee + Child(ren)____

P/S:                           Metlink:                            Payroll:
	Hartford Life Insurance
              Enroll ____  Waive____

  Employee:  Age______   Life$_________   AD&D________
  Spouse:  Age______   Life$_________   AD&D________

  Child(ren)  Life$__________
P/S:                                        Payroll:

	♦Vision Plan:  Enroll ____  Waive____
Designer_____  Premier______

Coverage:  Employee Only ____        Family____

      Employee + Spouse ___    Employee + Child(ren)____
P/S:                       Davis:                         Payroll:
	Hartford Long Term Disability:  

              Enroll ______  Waive______
P/S:                                        Payroll:

	Hartford Accidental Death & Dismemberment                    Enroll ______ Waive______

Benefit Amount $________________

Coverage:  Employee Only_____  Employee & Family_______
P/S:                                 Payroll:
	 Flexible Benefits (125):
 Unreimbursed Medical Expenses:
      Enroll _____    Waive____

 Dependent Care Expenses:

      Enroll _____     Waive____

*Fees for the Unreimbursed medical and Dependent care expenses

  Flexible Spending Accounts are automatically tax sheltered.
P/S:                           OGB:                                   Payroll:       

	
	♦ These items are eligible for Premium Conversion and the premium deductions will be deducted from your paycheck before your taxable income is determined
I understand that if I am interested in participating in any of these insurance options, I must complete and submit the required enrollment documents to the Office of Human Resource Management within the first 30 days of my employment/eligibility with the University of New Orleans.  I further understand that I am responsible for verifying the premiums are being withheld from my check.  I am aware that, according to the Affordable Care Act guidelines, an employee who refuses employer health coverage and does not obtain coverage on his or her own will be subject to a penalty.  I have been informed that I will have an opportunity to make a new election if I so desire, during annual enrollment.  
_________________________________________                 

Signature

________________                    ________________

Date                                                                 Employee ID
                                                                                                                                                               Revised:  10/2017


Date of Employment_____________________                                           Department_________________________

