University of New Orleans
Notice of Eligibility - Insurances
As a UNO Employee, I understand the following:

1. I must be employed to work at least 30 hours and/or 75% effort each week to be eligible for insurance coverage.

2. I am eligible for coverage provided that I complete and sign the proper enrollment documents in the Benefits Office within 30 days of employment.  Coverage will then begin on the first day of the month following one full calendar month of employment. Deductions are taken from my paycheck one month in advance of the coverage begin date.
3. I understand that should my employment status change so that I become eligible or ineligible for all available insurance coverage, I must complete and sign the necessary documents in the Benefits Office within 30 days of the effective date of my status change. If I wish to elect Life, Accidental Death & Dismemberment, or Long Term Disability insurance coverage after my 30 day eligibility period, this coverage will be subject to the completion of an Evidence of Insurability form. If I wish to elect medical, dental, or vision coverage after my 30 day eligibility period, I must wait until the Annual Enrollment period or until I have a qualifying event (see #4).
4. I understand that if I have an IRS Qualifying Event (Marriage, Birth, Divorce, etc.) I must come to the Benefits Office within 30 days of the event date to complete the necessary documents. If I do not complete the necessary paperwork within 30 days, coverage cannot be modified until the Annual Enrollment Period. If I wish to elect or increase Life, Accidental Death & Dismemberment, or Long Term Disability insurance coverage after my 30 day eligibility period, this coverage will be subject to the completion of an Evidence of Insurability form. 

5. I understand the OGB products (health and life), dental, and vision are automatically placed under the Premium Conversion Plan and that, if elected, the premium deductions will be deducted from my paycheck before my taxable income is determined.
6. I understand that my elections or waiver for these plans will continue to remain in effect in subsequent years, unless I complete the required form(s) stating changes.
7. If enrolled in health, dental, vision or the Flexible Spending Account, I understand that if I (or one of my covered dependents) become ineligible for the coverage for any reason, I can apply for an extension of the coverage under COBRA for up to 18 to 36 months depending on the circumstance.
By signing below I waive all coverage at this time. I have read and fully understand this notice regarding insurance coverage options.
Print Name: ____________________________     Social Security: _____________________________

Signature:  _____________________________ Date:   ____________________________________
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