RETIREMENBENEFITENROLLMENTFORM

NAME:
Last First M.I. PersonneNumber
ADDRESS:
Street PhoneNumber
City State Zip EmailAddress

RetirementDate

INSURANCEELECTIONPIleasecheckthe appropriateboxesby the plansin whichyouwishto enroll:

Non¥edicare Supplementethy Medicaré

Medical: O RetireeOnly RetireeOnly,on Medicare
P Retiree& Spouse Retiree& Spouse Oneon Medicare
Q Retiree& Children Retiree& Spouse Both on Medicare
R Retiree& Family Retiree& Children,on Medicare
Retiree& Family,Oneon Medicare
Retiree& Family,Both on Medicare

A<l i N

Dental: A RetireeOnly
B Retiree& Spouse
C Retiree& Children

D Retiree& Family

*Retireesmust providea copyof their Medicareinsurancecardto receivethe “Supplementedby Medicare
premium.

Life Insurance RetireeCoverage: SpouseCoverage:
Pleasecontact AssurityLife Insuranceat (800)869 &355to enrollfor coverage.

*Group medicalinsurancepremiumsare basedon the retiree’sMedicarePart A and Part B enrollment.
Retireesand/ordependentsnot enrolledin MedicarePart A and PartB arerequiredto paythe “Non s
Medicare’premium. Retireesand/ordependentsenrolledin MedicarePart A and PartB areeligiblefor the
“Supplementedby Medicare”premium. Thislower premiumis madepossibledueto the university'sretiree
insuranceplancoordinatingbenefitswith Medicare. To be eligible for and receivethe “Supplemented by
Medicare” premium, retirees must provide the CampusBenefits Office a copy of their Medicareinsurance
card. Medicareinsurancecardsmust indicate both MedicarePart A and Part B to receivethe
“Supplemented by Medicare” premium.

Facultyandstaff enrolledfor medical,dentaland/orlife insuranceat retirement may continuecoverage(if
eligible)at retirement, payingfull premiumcostof the coverage.If anybenefitisdiscontinued it cannotbe
reinstatedat a future date.

Signature Date



