MANUAL

Commonwealth of Pennsylvania
Governor's Office

Subject: Number:
Pennsylvania State Police Health Benefits Program | Manual 530.15 Amended
Administrative Manual

By Direction of: Date:
Sharon P. Minnich, Secretary of Administration October 22, 2018

Contact Agency:
Office of Administration, Office for Human Resources and Management, Bureau of
Employee Benefits, Telephone 717.787.9872

This manual has been updated to facilitate the enrollment of enlisted members and
their dependents into the Pennsylvania State Police Health Benefits Program (SPHBP).
Revisions to this manual include updates relative to the Office of Administration (OA),
Human Resources (HR) Service Center procedures, claim forms and revised F-200
form.

This manual replaces, in its entirety, Manual 530.15, dated April 14, 2017.



STATE POLICE HEALTH BENEFITS PROGRAM
(SPHBP)

TROOPER

ADMINISTRATIVE MANUAL
Commonwealth of Pennsylvania
Office of Administration

Manual 530.15



NOTE

The State Police Health Benefits Program (SPHBP) is a plan of coverage for medical benefits,
and does not provide medical services, nor is it responsible for the performance of medical
services by the providers of those services for State Police enlisted members and their
dependents. The commonwealth, and SPHBP do not assume any legal or financial
responsibility for the provision of those medical services, including without limitation the
making of medical decisions, or negligence in the performance or omission of medical
services. For a complete description of the SPHBP eligibility rules and benefits, reference
should be made to State Police Health Benefits Handbook.
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PART 1 — ELIGIBILITY AND BEGINNING/END OF COVERAGE

Enlisted member Eligibility
Employees in the L1 and L3 bargaining unit and in an active pay status are eligible for

the SPHBP.

When Does Coverage Begin?

Coverage begins on the date the employee becomes an enlisted member of the
Pennsylvania State Police by graduating from Cadet to Trooper status.

When Does Coverage End?

Enlisted member
and/or Dependent

Type of Coverage

Type of Qualifying
Event

When Does State-
Paid Coverage End

Enlisted member
and Dependent

Medical, Dental,
Prescription &
Vision

Sick or Parental
LWOPWB

At the end of the 1048
hours of leave
entitlement plus 91
calendar days

Enlisted member

Medical, Dental,

Family Care

At the end of the 480

and Dependent Prescription & LWOPWB hours of leave
Vision entitlement plus 91
calendar days
Spouse Medical, Dental, Divorce On the date of divorce

Prescription &
Vision

Dependent Child (up
to age 26)

Medical, Dental,
Prescription &
Vision

Reaches age 26

At the end of the month
in which the Dependent
Child reaches age 26

Enlisted member
and Dependent

Medical, Dental,
Prescription &
Vision

Suspension WOP
With Benefits

Coverage would end on
the 92" day of the
suspension.

Enlisted member
and Dependent

Medical, Dental,
Prescription &
Vision

Suspension WOP
Without Benefits

Coverage would end on
the 92" day of the
suspension.

Surviving Dependent
and Furloughed
Enlisted member

Medical, Dental,
Prescription, &
Vision

Employee’s death
(other than killed in
the line of duty) or
Furlough of Enlisted
member

Date of Qualifying Event

Spouse and Eligible
Dependent

Medical, Dental,
Prescription &
Vision

Enlisted member
Killed in Line of
Duty

Spouse: Remains
covered until the
spouse remarries or
dies.

Other Dependents:
Continues as long as
dependent eligibility
requirements are met
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PART 2 — ENROLLMENTS AND CHANGES
Cadet to Enlisted member.

NOTE: Cadets who graduate on/or after April 21, 2005 are eligible for the PPO Blue
medical plan only. Per their collective bargaining agreement, enlisted
members cannot decline SPHBP coverage.

1. When the cadet training is completed, the State Police Bureau of Human Resources
and OA, Bureau of Employee Benefits meets with the cadet class in order for each
graduating enlisted member to enroll in the SPHBP effective on their date of
graduation. The enlisted member will be enrolled in SPHBP effective at 12:00 a.m.
on the date of placement into the L1 bargaining unit. The State Police Bureau of
Human Resources and OA, Bureau of Employee Benefits provides each enlisted
member with a SPHBP Benefits Handbook. The enlisted member must sign a form
stating that he/she received the handbook. The receipt of acknowledgement is
then filed in the enlisted member’s Official Personnel File (OPF).

2. The Public Safety HR Delivery Center will forward an Electronic Personnel Action
Request (E-PAR) bundle with a spreadsheet of enlisted members graduating from
Cadet to Trooper status to the Office of Administration (OA), HR Service Center for
processing.

a. If an enlisted member is not adding a dependent to SPHBP coverage, OA, HR
Service Center will automatically enroll the enlisted member in SPHBP
employee only coverage.

b. If the enlisted member had dependents enrolled in Pennsylvania Employees
Benefit Trust Fund (PEBTF) benefits as a Cadet and is not adding additional
dependents to SPHBP coverage; the OA, HR Service Center will automatically
enroll the enlisted member and applicable dependents in SPHBP multi-party
coverage. NOTE: Domestic partners and domestic partner children are not
eligible for SPHBP coverage.

c. If an enlisted member is adding a dependent at the time of graduation to
trooper status and no eligibility documentation is required, the enlisted
member will complete an F200 form (Refer to Attachment 10) at the pre-
graduation benefits orientation. The State Police Bureau of Human Resources
will forward the F200 form to OA, HR Service Center for processing. If the
enlisted member is adding a dependent any time after graduation, he/she must
contact OA, HR Service Center to add their dependent to SPHBP coverage.

d. If an enlisted member is adding a dependent to SPHBP coverage which requires
eligibility documentation, the enlisted member must contact OA, HR Service
Center to determine what supporting documentation must be provided. An
F200 Form and all required supporting documentation must be forwarded to
OA, HR Service Center for processing to add the dependent to SPHBP coverage.

3. Electronic interface files are sent to the health plans on a weekly basis. Enrollment

information is not sent prior to the effective date. Enlisted members should allow
five to ten business days to receive their identification cards.
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4.

The Public Safety HR Delivery Center will provide OA, Bureau of Employee Benefits
(BEB) with a copy of the spreadsheet of enlisted members graduating from Cadet
to Trooper status in order for the commonwealth to establish a Health
Reimbursement Arrangement (HRA) account on behalf of the enlisted member.

Adding Dependents.

1.

If an enlisted member would like to enroll a dependent in benefits and the
enrollment does not require additional eligibility documentation, the enlisted
member must contact OA, HR Service Center, Employee Services Division directly.

If an enlisted member is adding a dependent to SPHBP coverage which requires
eligibility documentation, the enlisted member must contact OA, HR Service
Center, Employee Services Division to determine what supporting documentation
must be provided. An F200 Form and all required supporting documentation must
be forwarded to OA, HR Service Center for processing to add the dependent to
SPHBP coverage. Refer to Part 3 — Forms Required to Add/Remove Dependents.

OA, HR Service Center, Employee Services Division will mail a letter to all spouses
newly added to coverage informing the individual of his/her rights to coverage
under the Consolidated Omnibus Budget Reconciliation Act (COBRA) along with a
copy of the “COBRA Continuation Coverage Rights: Important Notice of COBRA
Continuation Coverage Rights” (Attachment 4). A copy of the cover letter mailed
to the spouse shall be scanned and attached to a case in the case management
application as proof that the COBRA Notice was mailed.

The SPHBP carriers receive data transmissions from SAP on a weekly, monthly and
quarterly basis. The update files are sent weekly. This information contains
updates to the enlisted members’ information, if applicable. The eligibility files are
sent monthly. On a quarterly basis, the carriers are sent match files to ensure that
their records are accurate.

Changes.

1.

2.

The enlisted member must contact OA, HR Service Center, Employee Services
Division for assistance with address or dependent changes.

Changes to benefit plans can only occur during the annual open enrollment period
or with a qualifying event.

Other Coverage Data.

1.

If enlisted members and/or their dependents undergo changes to their coverage
by other medical/hospital or supplemental benefits insurance programs, enlisted
members must contact the OA, HR Service Center, Employee Services Division to
report the change for Coordination of Benefits purposes.

OA, HR Service Center will perform a PA30 copy action on Infotype 0167 — Health
Plans under the “Other Dependent Information” section to reflect the details of the
change indicated by the enlisted member.

The Coordination of Benefits data is transmitted to the insurance carriers via the
weekly data transmission.
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Dependents Turning 26.

Note: Dependent coverage ends at the end of the month in which the dependent
turns 26.

1.

SAP automatically terminates benefits for dependents who have turned 26 effective
the end of the month in which the dependent reaches age 26; unless the dependent
is considered a disabled dependent.

On a monthly basis, the OA, BEB will provide the PEBTF with a list of dependents
who have reached their 26™ birthday and are no longer eligible for SPHBP coverage.
The PEBTF will notify the dependent of the option to purchase COBRA continuation
coverage.

Disabled Dependents.

1.

If an enlisted member wishes to apply for coverage for an unmarried disabled
dependent (other than a spouse), the enlisted member must contact the medical
insurance carrier’'s Customer Service Department.

The medical insurance carrier will mail the enlisted member a Disabled Dependent
Certification Form. The form must be completed by the enlisted member and the
treating physician and returned to the medical insurance carrier for review and
approval.

If the disabled dependent is approved for coverage, the medical insurance carrier
will notify the enlisted member of its decision.

The medical insurance carrier will notify OA, BEB of its decision for active enlisted
members. For annuitants, the carrier will notify OA, BEB and the PEBTF.

If the dependent of an active enlisted member is approved for coverage, OA, HR
Service Center, Employee Services Division will update SAP via PA30, copy on
ITO021, and change the start date to the effective date.

Removing Dependents.

1.

The enlisted member must contact OA, HR Service Center, Employee Services
Division to remove a dependent from SPHBP coverage.

OA, HR Service Center, Employee Services Division will remove the dependent via
SAP.

OA, HR Service Center, Employee Services Division will provide the PEBTF with a
weekly report of dependents removed from SPHBP coverage. If deemed eligible
for COBRA benefits, the PEBTF will forvard COBRA enrollment materials to the
dependent removed from SPHBP coverage.

Medical and supplemental plan carriers receive data transmissions from SAP on a
regular basis. The medical and supplemental plan carriers will then remove the
affected dependent from coverage.
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Leave Without Pay With Benefits (LWOPWB).

NOTE: The effective dates in this section are used by the benefit carriers to begin and

stop benefits.

Transactions. The Public Safety HR Delivery Center performs a PA40 action placing
the enlisted member on LWOPWB.

Suspensions. An enlisted member who is placed on suspension will continue to
receive benefits for the first 91 days.

1.

If the enlisted member has not been charged with a felony or misdemeanor under
the laws of the United States, Commonwealth of Pennsylvania, or any other
state(s) of the United States, and/or subdivisions thereof:

a.

Benefits will continue during the period of suspension for a period of no less
than 91 days (in accordance with the Patient Protection and Affordable Care
Act_(PPACA)). Coverage will end on the 92" day of the suspension.

The Public Safety HR Delivery Center will notify the enlisted member, via
written correspondence, that he or she is being placed on a long-term
suspension without pay with benefits and the date when his or her benefits will
terminate.

If the enlisted member exhausts his or her benefit entitlement, and the COBRA
Administrator (the PEBTF) determines that the enlisted member is entitled to
elect COBRA continuation coverage, the enlisted member will receive a notice
to elect COBRA continuation coverage from the PEBTF.

If the enlisted member has been charged with a felony or misdemeanor under the
laws of the United States, Commonwealth of Pennsylvania, or any other state(s)
of the United States and/or subdivisions thereof:

a.

Benefits will continue during the period of suspension for a period of no less
than 91 days (in accordance with the PPACA). Coverage will end on the 92™
day of the suspension.

The Public Safety HR Delivery Center will notify the enlisted member, via
written correspondence, that he or she is being placed on a long-term
suspension without pay with benefits and the date when his or her benefits will
terminate.

If the PEBTF, as the COBRA Administrator, determines that the enlisted
member is entitled to elect COBRA continuation coverage, the enlisted member
will receive a notice to elect COBRA continuation coverage from the PEBTF.
COBRA continuation coverage will not be provided if the PEBTF determines that
there was “gross misconduct.” “Gross misconduct” is not specifically defined
by law and is something that must be determined by the PEBTF, as the COBRA
Administrator, on a case-by case basis.

If an enlisted member files a grievance challenging the suspension that is resolved
in the member’s favor, SPHBP coverage will be reinstated in accordance with the
resolution of the grievance. Insurance carriers reinstate enlisted member benefits
effective retroactively via transmission from the SAP system. If claims were
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incurred during the period of suspension without pay without benefits and were
originally denied for payment by the insurance carriers, they can be reprocessed
after the enlisted member is made whole.

OA, HR Service Center, Employee Services Division will run a PA40 report on a
weekly basis to determine which enlisted members have been placed on long-term
suspension without pay without benefits. If an enlisted member is placed on long-
term suspension without pay without benefits, OA, HR Service Center, Employee
Services Division will provide the PEBTF with a weekly list of the enlisted members.

Military Leave.

1.

The commonwealth provides leave benefits that exceed the requirements of the
Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA).
For PPACA purposes, employees who are on military leaves of absence will continue
to be eligible for benefits, regardless of whether or not the military leave of absence
is covered by USERRA, except for employees who enlist in the regular branches of
the U.S. Armed Forces.

. The employee will be placed on leave without pay without benefits effective the

92 day of absence. Reference: Management Directive 530.26, Military Leaves
of Absence.

Leave without Pay Without Benefits (LWOPWOB).

1.

The Public Safety HR Delivery Center performs a PA40 action placing the enlisted
member on LWOPWOB.

OA, HR Service Center, Employee Services Division will run a PA40 report on a
weekly basis to capture LWOPWOB actions entered in SAP.

OA, HR Service Center, Employee Services Division will provide the PEBTF, the
COBRA Administrator, with a weekly report of enlisted members who have been
placed on LWOPWOB. Upon receipt of the weekly report, the PEBTF will provide
the enlisted member and covered dependents with the opportunity to enroll in
COBRA continuation of coverage.

OA, HR Service Center, Employee Services Division will capture the return to active
duty or separation action via the PA40 report.

Enlisted Member Killed in the Line of Duty.

In the event an enlisted member is killed in the line of duty, all SPHBP benefits will
continue for the eligible dependents of the deceased enlisted member for the life of
the spouse or until the spouse remarries, and for other dependents as long as they
meet the SPHBP eligibility requirements.

1.

The Public Safety HR Delivery Center will prepare an E-PAR and forward to OA, HR
Service Center to separate the enlisted member effective the date he or she was
killed in the line of duty. OA, HR Service Center Agency Services performs a PA40
separation action in SAP.
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2. A Transaction and Benefit Notice is circulated throughout the Public Safety HR
Delivery Center so it can process appropriate transactions regarding this matter.

3. The Public Safety HR Delivery Center completes an F200 Form. If the deceased
enlisted member has a surviving spouse, he/she will become the contract holder.
If the deceased enlisted member has other dependents and no surviving spouse,
then the oldest dependent becomes the contract holder.

4. The Public Safety HR Delivery Center forwards the completed F200 Form to OA,
BEB notifying them of surviving family enlisted members who are eligible for
continuation of coverage. A copy of the F200 Form is placed in the Killed in the
Line of Duty file maintained by the Public Safety HR Delivery Center.

5. OA, BEB contacts the insurance carriers to ensure the eligible surviving family
enlisted members are placed in survivor group # 02861602 (ClassicBlue) or group
# 02861607 (PPOBIlue).

6. The insurance carriers will issue new identification cards to surviving family enlisted
members with the new survivor group number and new Unique Member ldentifier
(UMI).

7. Each January, the Public Safety HR Delivery Center will mail a letter to the survivor
spouse along with the “Affirmation for Continued Medical Benefits for the Spouse,
Child/Children of a State Police Officer Killed in the Line of Duty” (Attachment 3),
for the spouse to sign indicating he or she has not remarried. This establishes the
continued eligibility of the spouse and children for the survivor group coverage. If
there are benefit changes, the Public Safety HR Delivery Center will notify OA, BEB
of those benefit changes. The OA, BEB will notify the carriers of the changes.

8. When surviving dependents of the deceased enlisted member turn 26, the Public
Safety HR Delivery Center will notify OA, BEB. OA, BEB notifies the carriers to
ensure benefits are terminated effective at 12:00 a.m. on the first day of the month
following the month in which the dependent reaches age 26.

Non-Work Related Deaths.

For spouses and dependents of deceased enlisted members (for non-work related
deaths), benefits (medical, prescription drug, dental and vision) coverage will cease
effective at 12:00 a.m. on the date of the qualifying event.

1. OA, HR Service Center, Agency Services Division will input a separation action via
SAP effective the enlisted member’s date of death.

2. OA, HR Service Center, Employee Services Division will run a PA40 report on a
weekly basis to capture any separations entered via SAP.

3. If the deceased enlisted member has eligible covered dependents under his/her
SPHBP coverage, OA, HR Service Center, Employee Services Division will send the
PEBTF a weekly report of eligible covered dependents in order for the PEBTF to
expedite the mailing of COBRA enrollment information to the deceased enlisted
member’s eligible covered dependents.
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Spouse Turning 65 (During Enlisted Member’s Active Employment).

If an enlisted member’s spouse turns 65 and is Medicare eligible during the enlisted
member’s active employment, the spouse is not required to enroll in Medicare.

1.

If the spouse elects to enroll in Medicare while he/she is covered under the SPHBP
active plan, the enlisted member must contact OA, HR Service Center to provide
their spouse’s Medicare enrollment information.

OA, HR Service Center, Employee Services Division will update SAP via PA30, copy
action on ITO167 — Health Plans under the Other Coverage for Dependents section
using an effective date which reflects the beginning of Medicare coverage. This
information is transmitted to the various carriers via a weekly data transmission.

Separation.

1.

When the Public Safety HR Delivery Center is notified of an enlisted member’s
separation from the Pennsylvania State Police, an E-PAR is prepared with the
pertinent information.

OA, HR Service Center, Agency Services performs a PA40 action via SAP to
separate the enlisted member.

OA, HR Service Center, Employee Services Division will run a PA40 report on a
weekly basis to capture any separations entered via SAP.

If the separation is due to resignation or dismissal, OA, HR Service Center,
Employee Services Division will send the PEBTF a weekly report of enlisted
members who have separated. The PEBTF will then offer the enlisted member and
covered dependents COBRA continuation coverage.

If the separation is due to retirement, no notification is required. The State
Employees Retirement System (SERS) will process the Retired Pennsylvania State
Police Program (RPSPP) enrollment information for the enlisted member.

COBRA.

All enlisted members of the Pennsylvania State Police are covered by the provisions of
COBRA, which requires that enlisted members and their dependents be offered the
opportunity for a temporary extension of health coverage in certain instances where
coverage would otherwise end.

1.

Who is Eligible?
a. Eligibility is based upon participation in the SPHBP.

b. Dependents on an enlisted member’s contract at the time of the qualifying
event and children born to or placed for adoption with covered COBRA enrollees
during COBRA coverage are eligible for COBRA continuation of coverage.

c. If a qualified beneficiary (including a covered employee or any dependent who
is a qualified beneficiary) is determined by the Social Security Administration
to be disabled and the PEBTF is notified within 60 days of the determination
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and before the end of the 18-month COBRA continuation coverage, the 18
months may be extended to 29 months.

. Additional dependents may be added to a COBRA enrollee’s contract in

accordance with commonwealth eligibility requirements.

2. Initial Notice of COBRA Rights.

a. COBRA requires that all new enlisted members enrolling in the SPHBP and the

enlisted member’s enrolled spouse, if any, must receive an initial notice of
COBRA rights.

The Public Safety HR Delivery Center will provide each newly appointed enlisted
member an initial COBRA notice and SPHBP Handbook at benefits orientation
which occurs shortly before his/her graduation to Trooper status. The enlisted
member signs the preprinted receipt in front of the handbook and the receipt
is filed in the enlisted member’s OPF.

If an enlisted member elects to add a spouse, OA, HR Service Center, Employee
Services Division shall mail an initial COBRA notice to the spouse’s home
address. A copy of the cover letter mailed to the enlisted member and/or
spouse, shall be scanned and attached to a case in the case management
application as proof that the “Initial Notice of COBRA Rights” was mailed. Refer
to “Important Notice of COBRA Continuation Coverage Rights” (Attachment 4).

3. What Coverages Are Available?

a.

Enlisted members and dependents enrolled in the SPHBP may elect medical
and/or supplemental benefits. The supplemental benefits package includes
dental, vision and prescription drug coverage. A separate election may be made
by the enlisted member and/or each dependent.

COBRA continuation coverage is available as long as premium payments are
made timely, unless one of the following occurs: the enlisted member or
dependent becomes covered under another group health plan; the employer
no longer provides group health coverage to any of its enlisted members; or
the individual becomes entitled to Medicare benefits after the COBRA qualifying
event date. Note: The SPHBP portion of COBRA continuation of coverage may
be elected to supplement other group health coverage only if that coverage
predates the COBRA qualifying date.

4. Election Notices.

a.

b.

Upon receipt of the 26-year-old dependent monthly report, the PEBTF will mail
an election notice to the eligible dependent for COBRA continuation coverage.
(See “Notice of COBRA Election Rights & COBRA Continuation of Coverage
Election/Waiver” form, Attachment 9, and “Important Notice of COBRA
Continuation Coverage Rights”, Attachment 4)

The COBRA Election Notice will specify the available coverages and the
premium rates applicable to the SPHBP. Premiums will be provided only for the
programs which may be elected. Premiums will equal the costs of the various
programs for similarly situated enlisted members and dependents plus an
additional two percent administrative fee.
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c. Enlisted members and dependents will have 60 days from the date of
notification as stated on the Notice of COBRA Election Rights form to elect
COBRA continuation coverage by signing and returning the election notice to
the PEBTF. The PEBTF will then bill the enlisted member/dependent the
applicable premium rates. Coverage will be effective from the date that
commonwealth coverage terminated. The PEBTF will provide the COBRA
enrollee with a coupon booklet from which monthly payments should be made.
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PART 3 — FORMS

Forms Required to Add/Remove Dependents

Dependent

Required Forms

Spouse

Adding — Enlisted member must contact OA, HR Service Center, Employee Services
Division. Marriage certificate is not required.

Removing — Enlisted member must contact OA, HR Service Center, Employee Services
Division. OA, HR Service Center, Employee Services Division will send the
PEBTF a spreadsheet on a weekly basis for COBRA enrollment information.

Domestic Partner

Adding — not eligible for SPHBP coverage

Removing — not applicable

Common-Law
Spouse

Adding — F200 and Common-Law Marriage Affidavit (Note: Common-Law Marriage
must have been entered into prior to January 1, 2005)

Removing — F200 and Divorce decree. OA, HR Service Center, Employee Services
Division will send the PEBTF a spreadsheet on a weekly basis for issuance
of Certificate of Creditable Coverage and COBRA enrollment information.

Dependent Child
(up to age 26)

Adding — Enlisted member must contact OA, HR Service Center, Employee Services
Division. No birth certificate is required.

Removing — Enlisted member must contact OA, HR Service Center, Employee Services
Division. OA, HR Service Center, Employee Services Division will send the
PEBTF a spreadsheet on a weekly basis for COBRA enrollment information.

Dependent
reaching age 26

Adding — no longer eligible for SPHBP coverage

Removing — automatic process. OA, BEB will send the PEBTF a spreadsheet monthly
for COBRA enrollment information.

Newborn Child

Adding — Enlisted member must contact OA, HR Service Center, Employee Services
Division. No birth certificate is required. Enlisted member must provide
newborn’s Social Security Number within 6 months of date of birth.

Removing — Enlisted member must contact OA, HR Service Center, Employee Services
Division. OA, HR Service Center, Employee Services Division will send the
PEBTF a spreadsheet on a weekly basis for COBRA enrollment information.

Stepchild

Adding — Enlisted member must contact OA, HR Service Center, Employee Services
Division. No birth certificate is required.

Removing — Enlisted member must contact OA, HR Service Center, Employee Services
Division. OA, HR Service Center will send the PEBTF a spreadsheet on a
weekly basis for COBRA enrollment information.

Adopted Child

Adding — F200 and Adoption papers or legal documentation placing the child in the
adoptive parent’s custody pending the issuance of the final adoption
papers is required. No birth certificate is required.

Removing — Enlisted member must contact OA, HR Service Center, Employee Services
Division. OA, HR Service Center, Employee Services Division will send the
PEBTF a spreadsheet on a weekly basis for COBRA enrollment information.
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Dependent

Required Forms (Continued)

Foster Child

Adding -

Removing —

F200 and Affidavit of guardianship and support and/or
documentation from the foster care agency is required.
Foster children under 18 are not eligible. No birth certificate
is required.

Enlisted member must contact OA, HR Service Center,
Employee Services Division. OA, HR Service Center,
Employee Services Division will send the PEBTF a spreadsheet
on a weekly basis for COBRA enrollment information.

Brother/Sister
Cousin

Grandchild
Niece/Nephew
Other Dependent
Related by Blood or
Marriage

Adding -

Removing —

F200 and Affidavit of guardianship and support is required.
Dependent must be under the age of 19. No birth certificate
is required. (Orders will expire upon the child’s 19% birthday.
Enlisted member can choose to allow dependent to remain
enrolled in SPHBP benefits up to age 26.)

Enlisted member must contact OA, HR Service Center,
Employee Services Division. OA, HR Service Center,
Employee Services Division will send the PEBTF a spreadsheet
on a weekly basis for COBRA enrollment information.

Disabled Dependent

Adding -

Removing —

Disabled Dependent Certification Form (Attachment 7) is
required. Forms are obtained from and filed with the medical
carrier.

Enlisted member must contact OA, HR Service Center,
Employee Services Division. OA, HR Service Center,
Employee Services Division will send the PEBTF a spreadsheet
on a weekly basis for COBRA enrollment information.

Completing an F-200 Form.

1. Check Highmark Classic Blue or Highmark PPO Blue

2. Check type of action requested (check all that apply)

3. Enter effective date of action requested

4. Enter enlisted member’s Last Name, First Name, Middle Initial

5. Enter enlisted member’s social security number and employee number

6. Enter enlisted member’s Date of Birth (MMDDYYYY)

7. Check sex (female or male)

8. Check single or married

9. If applicable, enter date of marriage (if applicable)

10. Enter enlisted member’s street address

11. Enter enlisted member’s local municipality
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12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Enter enlisted member’s city/state/zip code

Enter enlisted member’s county

Enter enlisted member’s mailing address (if different than street address)
Enter enlisted member’s city/state/zip code for mailing address
Enter enlisted member’s home phone number

Enter enlisted member’s cell number

If applicable, check add or remove under Spouse Data

Enter spouse’s last name, first name, middle initial

Enter spouse’s social security number

Check female or male

Enter spouse’s date of birth

Answer Yes or No to question: Does your spouse have other PA State Police
Coverage?

Enter spouse’s address and telephone number, if different than the employee
If applicable, check add or remove under Dependent Data

Enter dependent’s last name, first name, middle initial

Enter dependent’s social security number

Check female or male

Enter dependent’s date of birth

Check daughter; son or other, explain relationship:

a. If other, add type of relationship, i.e. stepchild

Enter dependents’ address and telephone number, if different than the employee

OTHER COVERAGE DATA- MEMBER (if applicable)

32.

33.

34.

35.

36.

Enter Name of Policy Holder

Enter Identification/Policy Number
Enter Group Number

Enter Employer

Enter Name of Plan
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OTHER COVERAGE DEPENDENT (if applicable)
37. Enter Name of Policy Holder
38. Enter Identification/Policy Number
39. Enter Group Number
40. Enter Employer
41. Enter Name of Plan
42. Enter covered dependents
MEDICARE MEMBER/DEPENDENT (if applicable)
43. Enter Member Name
44. Check Part A Only (Hospital), Part B Only (Medical) or Parts A and B
45. Enter effective dates for Medicare Part A and/or B
46. Enter Medicare Health Insurance Claim Number
47. Enter Dependent Name
48. Check Part A Only (Hospital), Part B Only (Medical) or Parts A and B
49. Enter effective dates for Medicare Part A and/or B
50. Enter Medicare Health Insurance Claim Number
51. Answer Question for Additional Medicare Information (End-Stage Renal Disease)
MEMBER AUTHORIZATION
52. Enter Employee Name
53. Employee Signature
54. Date of Employee Signature
55. Enter HR Remarks as applicable
56. Enter HR Service Center or HR Office Name
57. HR Service Center or HR Office Signature
58. HR Use Only — Enter the date the enroliment form was received

59. HR Use Only-Enter date the enrollment form was processed
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Forms/Sample Letters/Affidavits.
All SPHBP forms can be accessed via ESS.

Below is a list of forms, sample letters, affidavits, etc., which are used in the SPHBP.
Samples of these documents can be found in Part 5, Attachments:

1. Affidavit Attesting to the Existence of Common Law Marriage
2. Affidavit Attesting to Guardianship and Support

3. Affirmation for Continued Medical Benefits for the Spouse, Child/Children of a
State Police Officer Killed in the Line of Duty

4. Important Notice of COBRA Continuation Coverage Rights
5. Dental Claim Form

6. Disabled Dependent Certification Form

7. Health Reimbursement Arrangement (HRA) Claim Form
8. Medical Insurance Claim Form

9. Notice of COBRA Election Rights/ COBRA Continuation Coverage
Election/Waiver Form

10. Pennsylvania State Police Health Program F-200
11. Prescription Drug Claim Form

12. Prescription Drug Mail Order Envelope

13. Vision Direct Reimbursement Claim Form

Prescription Drug Claim Form

1. The Prescription Drug Claim Form must be used to request reimbursement for
out-of-pocket prescription drug expenses which occur for the following reasons:

a. Newly graduated enlisted member has not yet received their prescription
drug identification card;

b. Enlisted member uses an out-of-network pharmacy provider; or
c. Enlisted member or covered dependents do not show eligible in the
prescription drug carrier’s system at the time the prescription drug is

needed.

2. Enlisted member or covered dependents must pay for their prescription drug at
the pharmacy.

Manual 530.15 Amended Page 15



Enlisted member or covered dependent must save their pharmacy receipt
indicating the details and the cost of the prescription drug which was paid out-
of-pocket.

Enlisted member obtains Prescription Drug Claim Form via ESS, or the
prescription drug carrier’'s Web site.

Completes Prescription Drug Claim Form and attaches pharmacy receipt.
Mails Prescription Drug Claim Form to address listed on the claim form.

Prescription drug carrier reimburses enlisted member the same amount that
would normally be paid to the pharmacy, less the applicable copayment. In
some cases, the reimbursement will be less than the amount the enlisted
member paid out-of-pocket for the prescription drug at the pharmacy.

Any remaining out-of-pocket expense incurred by the enlisted member after
the prescription drug carrier provides the reimbursement can be submitted to
the enlisted member’s HRA Account.

Prescription Drug Mail Order Form

If an enlisted member or covered dependent is prescribed a medication for the
maintenance of a medical condition, the treating physician can issue a prescription
in quantities up to a 3-month (90 day) supply.

1.

The enlisted member can obtain a Prescription Drug Mail Order Envelope by
contacting the prescription drug carrier or by calling OA, HR Service Center.

Completes the New Patient Home Delivery Form which is attached to the
envelope and encloses the original prescription from the treating physician
along with applicable copayment.

Mails the prescription drug mail order envelope to the address preprinted on
the front of the envelope.

The prescription drug carrier will fill the prescription and mail the medication to
the enlisted member’s home address.

Refills can be obtained either by mail order, online ordering or by phone to the
prescription drug carrier.

Out-of-pocket expenses for prescription drug copayments can be submitted to
the enlisted member’s HRA Account for reimbursement.
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PART 4 — GENERAL INFORMATION

Administration.

Benefit administration for the SPHBP is handled by the OA, BEB. OA, BEB contracts
with vendors for each of the following programs: PPOBIlue, Traditional ClassicBlue,
dental plan, prescription drug plan, vision plan, disease management and wellness
and the health reimbursement arrangement (HRA).

The carriers (contracted vendors) receive weekly updates on benefit transactions
processed. The dental carrier receives updates from the medical insurance carrier.

1. OA, BEB is responsible for:

a.

Administering the benefits for State Police Enlisted members and their
covered dependents.

Assisting OA, HR Service Center, Employee Services Division in resolving
eligibility questions and policy clarifications.

Determining restitution of SPHBP and RPSPP benefit overpayments.
Maintaining communication with the various carriers.
Ensuring all dependents are properly removed upon their 26" birthday.

Assisting the State Police Bureau of Human Resources with new Cadet
Orientation and Newly Appointed Enlisted Member Orientation.

2. OA, HR Service Center, Employee Services Division is responsible for:

a.

b.

g.

Assisting enlisted members with SPHBP enrollment paperwork.
Explaining eligibility requirements and benefits to enlisted members.

Collecting outstanding documentation relevant to enlisted member’s benefit
transactions.

Enrolling enlisted members and dependents in the SPHBP.
Assisting enlisted members in resolving eligibility problems.
Transacting enlisted member enroliments and changes into SAP.

Maintaining communication with OA, BEB.

3. BCPO is responsible for collecting claim overpayments from State Police enlisted
members.

4. The Public Safety HR Delivery Center is responsible for:

a.

b.

New Cadet Orientation.

Newly Appointed Enlisted Member Orientation.
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c. Killed in the Line of Duty Counseling.
Dual Enrollments.

If an enlisted member’s spouse is also an active State Police enlisted member who
is eligible to participate in the SPHBP, he/she must enroll as a single enlisted
member under his/her own coverage and cannot be enrolled under the spouse’s
benefits.

The following are three examples of dual enroliments that are prohibited:

1. Two State Police enlisted members are married to one another and list each
other as a dependent under his/her medical benefits.

2. Two State Police enlisted members are married to one another and both list the
same dependent child for SPHBP coverage.

3. An active duty State Police enlisted member is married to a retired State Police
enlisted member and list each other as a dependent under his/her medical
benefits

The following are two examples that are not dual enrollments because two separate
contracts are involved:

1. Husband is employed by Department of Human Services, lists himself, wife, and
son on PEBTF-2 Form for medical and supplemental benefits administered by
PEBTF. Wife is a State Police enlisted member, lists herself, husband and son
for SPHBP coverage.

2. Husband and wife are both State Police enlisted members. Each has their own
SPHBP contract. Husband lists two sons for SPHBP coverage and wife lists two
daughters for SPHBP coverage.

Highmark Blue Shield Split Contracts.
A split contract occurs in the following situations:

1. At least one subscriber is enrolled in either Traditional ClassicBlue or PPOBlue
and at least one subscriber is enrolled in Signature 65; or

2. The enlisted member and spouse are both over 65 and Medicare eligible. For
identification purposes, Highmark Blue Shield assigns a separate unique
member identification (UMI) number to each subscriber and mails a separate
set of identification cards. When services are obtained, the patient must be
sure to present his or her own identification card to the provider. If the
incorrect identification card is shown, the claim might be rejected. In such
cases, the claim should be resubmitted using the correct identification number.

Identification Cards.

1. The enlisted member will receive identification cards from each of the carriers-
medical, prescription drug, dental and vision plans.
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2. The identification cards will not contain the enlisted member’s social security
number. The plan carriers assign a UMI number for each enlisted member
contract. The medical plan carrier will provide a separate identification card
for each family member enrolled on the enlisted member’s contract. The
prescription drug, dental and vision plan carriers will each provide two
identification cards containing the enlisted member’'s name. These cards
should be used to obtain services for the enlisted member and their covered
dependents.

3. If identification cards are lost, stolen or damaged, the enlisted member should
contact the customer service number of the insurance plan carrier directly to
request replacement card(s). Customer service numbers are listed on the
identification cards or can be obtained on the insurance plan carrier’s Web site.

SPHBP Handbook Replacement.

If an enlisted member misplaces his or her SPHBP Handbook, the enlisted member
should contact OA, Bureau of Employee Benefits (BEB) to request a replacement
and indicate whether the enlisted member needs just the page inserts or the entire
handbook including the binder. If the enlisted member is requesting a new
handbook, a charge of 25 cents per page will be charged for providing copied
material. The costs must be paid in advance. Monies received for handbooks are
deposited into the SPHBP Restricted Receipts Account.
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PART 5 - ATTACHMENTS

1. Affidavit Attesting to Existence of Common Law Marriage.

Affidavit Attesting to the Existence of Common Law Marriage

We, and » the undersigned do hereby
affirm, under penalty of perjury, that we have expressly agreed to and entered into a
common law marriage.

Pursuant to this common law marriage, we established the relationship of husband and wife.

We hold ourselves out to the community as husband and wife and have cohabitated for
years.

We each sign this affidavit as evidence of our mutual agreement, and with the
understanding that it may be used as evidence of our marriage contract. We agree to
provide the Commonwealth with any additional infermation that may be required as proof of
our marriage.

Employee’s Signature

Spouse’s Signature

On this day of . 20, before me appeared and
. the affiants who being duly swom, affirm that the fads
contained therein are true and correct and acknowledge that they executed in the same for
the purpose therein recited.

Motary Public

A valid common law marriage is a legal marriage, having all the legal consequences of a
ceremonially performed marriage, but not all jurisdictions continue to recognize the legal
validity of commion law marriage. If the employee and "spouse” live in a state other than
Pennsylvania, it must be a state which recognized common law marriage for the parties to
have a valid commaon law marriage. If there is not a valid common law marriage, the
employee may not enroll the intended “spouse™ as a "dependent commeon law spouse.”

While individuals may become legally married by "commaon law”™ in states which recognize
common law marriage, there is no similar way to become “common law divorced.” And since
a valid commen law marriage is legally recognized to be a valid as a ceremonially performed
marriage, there must be a valid legal divorce before either of the parties can legally re-
marry. For these reasons, the Commonwealth must be provided with a divorce decree for
either party who has been previously marmried.

pennsylvania
CHHC I MIEIKETHALL N

updated June 2016
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2. Affidavit Attesting to Guardianship and Support.

Affidavit Attesting to Guardianship and Support

I, , the undersigned, do hereby affirm that I am the

(Member's Name)
guardian [legal guardian of and provide sole support to my .
(Cirde one) (Relationship)

; whose date of birth is . I also affirm that

(Dependent’s Name)

resides with me.

(Dependent’s Name)

Employee's Signature Employee’s Printed Name

Employee’s Social Security Number

Commonwealth of Pennsylrania:
1 55

County of

On this day of . 20 ; before me appeared
. the affiant who being duly sworn affirms that the facts

(Employee’s Name)
contained therein are true and cormrect and adknowledges that he/she executed the same for
the purposes therein recited.

Notary Public

W pennsylvania
[ LR RE D ADHLE 1SR updated June 2016
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3. Affirmation for Continued Medical Benefits for the Spouse, Child/Children of

State Police Officer Killed in the Line of Duty.

DATE

ANNUAL AFFIRMATION FOR CONTINUED MEDICAL BENEFITS
FOR THE SPOUSE, CHILDVCHILDREN OF A
STATE POLICE OFFICER WHO DIED IN THE LINE OF DUTY

Deceased State Police Officer
Date of Death

Social Security Number
Mame of Spouse

Social Security Number

Check appropriate block:

| have not remarried, all medical benefits will continue.

| remarried on and my present marmied name is

date
| understand, since | have remarried, that all medical benefits previously granted
to me will terminate on the date | remamed.

| realize that these provisions are in accordance with Interest Arbitration Award
dated December 22, 2004, between the Commonwealth of Pennsylvania and the
Pennsylvania State Troopers Association.

Signature of Spouse
COMMOMWEALTH OF PENMNSYLWVANIA:
155
County of :
On  this day of 2018, before me appeared
. the affiant who being duly swom, affirms that the facts herein are true and
comect.

Motary Public
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4. Important Notice of COBRA Continuation Coverage Rights

o0
.. 160 South 43rd Street, Suitz 1
Harriskurg, PA17111-5700
A7, 06,4700 | S0O0522. 7274
PEB F wavwr. pebllorg

-

PERBMSTIVEHES CMPLOYEES DCREEIT THIEST P

IMPORTANT NOTICE OF COBRA CONTINUATION
COVERAGE RIGHTS

FOR EMPLOYEES AND THETR COVERED DEPENDENTS UNDER
THE HEALTH PLANS ADMINISTERED BY THE
PENNSYLVANIA EMPLOYEES BENEFIT TRUST FUND (PEETF) OR THE
STATE POLICE HEALTH BENEFITS FROCGEAM

What is COBRA Continuation Coveraze?
A federal law passed in 1986, titled the Consolidated Omnmitus Budget Reconciliation Act (COBFA), requires that

mphymmdﬂmnﬁmﬂﬁcmmmmmmmmmmwmmmd
health coverage (known as COBRA continmation coverage) in certain instances where coverage under the plan would
otherwise end  This Motice summarizes your nghts and obligations under COBEA law. You and your family members
should read this Motice carefully. For additional information sbout your rights and oblizations under the group health
plan and under federal law, PFEBTF members should refer to their Summary Plan Description. State Police enlisted
members should refer o their State Police Health Benefits Prozram Handbook. If you have any questions, contact the
PEBTF at the address or telephons mumber showm above.

COBFA continuation coverage is temporary self-paid coverage available for active employees and their enrolled
dependents through the FEETF when one of the qualifying events listed below ocoors which would result in a loss of
coveraze. Each individual entitled to COBFA continuation coverage because of a qualifying event is referred to as a
qualified beneficiary. You do not have to show that you are insurable to elect COBFA contimmation coverage.

In considering whether o elect contimuation coverage, you should take info account that you have special enrol bmemnt
rights under federal law. You have the right to request special enrollment in another zroup health plan for which you are
otherwise eliztble (such as a plan sponsored by your spouse’s employer) within 30 days afier your zroup health coverape
ends because of the qualifying events listed below. You can also have the same special enrollment right at the end of the
confination coverage if youn get continnstion coverage for the mantinmm time available to you

There may be other coverage options for you and your family. You also may be able to by coverage through the Health
Insurance Marketplace. In the Marketplace, you could be eligible for a new kind of tax credit that lowers your monthly
premiums right sway, and you can see what your premium deductibles, snd oui-of-pocket costs will be before you make
a decision to enroll. Being eligible for COBEFA does not limit your eligibility for coverage for a tax credit throngh the
Marketplace. For more information sbout health insurance options awvailable through a Health Insurance Marketplace,

When is COBRA Continnation Availabla?

COBFRA continuation coverage is available to qualified beneficiaries when a qualifying event ocours which would

normally end coverape. (ualified beneficianies who elect COBFA continuation coverage must pay for such coverage.
Employees have a right to elect COERA confinnation coverage if coverage is lost becanse of:

1. A reduction in hours of employment, or
2. Termination of employment for reasons other than sross miscondwct.
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ot:
1. Employee’s death;
Employee’s reduction in hours of employment or termination for reasons other than gross misconduct;
3. Divorce, legal separation from the employee in anticipation of divorce'. or termination of a domestic
partnership; or
4.  Employee becomes entitled to Medicare benefits (Part A, Part B or both).

[

A covered dependent of an employee has a right to elect COBRA if coverage is lost because of:

1. Parent-employee’s death:

2. Parent-employee’s reduction in hours of employment or termination for reasons other than gross
musconduct;

3. Parent-employee’s divorce. legal separation from the employee in anticipation of divorce. or
termination of domestic partnership;

4. Dependent’s loss of dependent status (for example, over the eligible age) or

5. Parent-employee becomes entitled to Medicare benefits (Part A, Part B or both).

For PEBTF Members only. the domestic partner of an employee or his or her children will have rights similar
to the spouse and stepchildren of an employee. For example. on the termination of a domestic partner
relationship, the domestic partner may elect to continue coverage.

Who Notifies the PEBTF of a Qualifving Event?

The emplover 1s responsible for notifying the PEBTF if the qualifying event is a reduction i hours, termunation of
employment, or death of the employee. For other qualifying events (divorce, termination of domestic partnership,
dependent child’s losing eligibility for coverage as a dependent) you must notifv the PEBTF in writing (to the
above address) within 60 days after the event occurs. If vou do not notify the PEBTF within that time period any
rights to COBEA continuation coverage will be permanently lost. You should also report the qualifving event to
the HR Service Center or, if you work in an agency not supported by the HR Service Center, your local HR Office.

How is COBRA Continuation Coverage Provided?

After the PEBTF receives proper notice of a qualifying event 1t will send you or your family member(s) an election notice
explaining your rights and applicable premium rates for coverage. You have 60 days from the date of the election notice
or, if later, the date you would lose coverage because of the qualifying event. to notify the PEBTF that you wish to elect
COBRA continuation coverage. A separate election may be made by each qualified beneficiary eligible for such
coverage. Covered employees may elect coverage on behalf of their eligible dependents and parents may elect coverage
on behalf of their children. If vou do not timelv elect COBRA continuation coverage vour coverage will end on the
date of the qualifyving event.

If you elect COBRA continuation coverage vou will be offered coverage which is the same as coverage provided under
the plan to similarly situated employees or family members. Maximum coverage will be up to 36 months when the
qualifying event is the death of the emplovyee, divorce/termination of domestic partnership, or loss of a dependent child’s
eligibility. When coverage 1s lost because of a reduction 1n hours of employment or termination of employment (for
reasons other than gross misconduct). coverage generally lasts for only up to 18 months.

When the qualifying event is the end of employment or a reduction in hours of employment, and the employee became
entitled to Medicare benefits less than 18 months before the qualifying event, COBRA continuation coverage for qualified
beneficiaries other than the employee lasts until 36 months after the date of the Medicare entitlement. (For example, if a
covered emplovee becomes entitled to Medicare 8 months before the date on which his employment terminates, COBRA

1 Under federal law a legal separation is a qualifying event if it causes a loss of coverage. For Pennsylvania residents, however,

there is no legal separation recognized in the law. Moreover, neither plan provides that coverage will terminate in the event of legal
separation. Therefore, mere separation is not a qualifying event entitling the spouse and children to COBRA coverage. Thereis a
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contination coverage for his elimble dependents can last up to 36 months after the date of Medicare entitlement. which is
equal to 28 months after the date of the qualifying event. since 36 minns 8 equals 28 months)

There are two ways in which the 12-month peniod of COBEA continuation coverage can be extended: (1) a disabality
extension of the 18-meonth period to a maximum of 29 months, or (2} a second qualifying event extension of the 18 _month
penied up to a maxinmm of 36 months.

Disability Extension

The 18 months may be extended to 29 months 1f a qualified beneficiary (inchuding a covered employee or any
dependent who is a qualified beneficiary) 15 determuned by the Social Secunity Admimistration to be disabled and
the PEBTF is so notified within 60 days of the determmation and before the end of the 18-month COBEA
continuation coverage period The disability would have to have started before the 60® day of COBRA
continuation coverage and mmst last vntil the end of the 18-month period of coverage. The affected individual
must also notify the PEBTE within 30 days of any subsequent determination that the individual is no longer
disabled

Second CQualifving Event Extension

If your family experiences another qualifiing event (if the second event would have caused eligible dependents
to lose coverage under the benefit plan had the first qualifying event not occurred) during the 12 months of
COBFEA contimiation coverage, the eligible dependent can get up tol 2 additional months of COBEA
confinuation coverage. for a maximmm of 36 months. if notice of the second qualifying event is properly given to
the PEBTF. This extension may be available to the elizible dependent if the employes or former employee dies.
becomes entitled to Medicare benefits, or gets divorced or terminates domestic parmership or if the dependent
child ceases being eligible imder the plan.

Pavment of COBEA Premiums

The amount of the applicable COBFA premium and due date for payment will be explamed in the Election form sent to
vou The premivm may change during the COBEA period of coverage.! You do not have to send any payment for
contimuation coverage with the Election Formn. However. you must make your first pavment for COBRA
continuation coverage within 45 days after the date of vour first invoice. The PEETF will send vou coupons (which
are sent the first week of the month), and the first coupon will be refroactive to the qualifying event date. This mitial
invoiced amount will mchade:

1. The period of coverage from the time your coverage ynder the Plan would have otherwise termunated
up to the ime of the billing month after COBEA was elected and

2. Amny regularly scheduled monthly premmm that becomes due between your election and the end of the
45-day period. (Ifa regulnrmnnﬂﬂvpramtmusrecmvai by the PEBTF pnior to payment of this initial
mvoice amount, and during the 45-day period, the monthly premium will be applied to the initial
mvoice.)

If vou do not make vour first payment for COBRA continuation coverage within 45 days of the date of vour first
invoice, vou will lose all continuation coverage rights under the Plan of Benefits.,

Premium Due Dates and Grace Period

All monthly premivums are due by the first of each month. If you fail to pay the initial preminm or any subsegquent
monthly premium m a tmely manmer. your coverage will terminate and cannot be reinstated.  After you make your
first payment for coverage you will be required to pay for coverage for each subsequent month of coverage and will be
given a maxinmm grace period of 30 days to make each periodic monthly payment. If you fail to make a monthly
pavment before the end of the grace period for that payment, you will lose all rights to COBRA continuation coverage
umder the Plan of Benefits.

' Generally, each qualified beneficiary may be required to pay the entire cost of continuation coverage. However, the maximum amount a
qualified beneficiary may be reguired to pay for coverage may not exceed 102 % (or 150 % in the case of an extension of coverage due to
a disability) of the cost to the growp heafth plan (including both employer and employee contributions) for coverage of a similarly situated
plan participant or beneficiary who is not receiving COBRA continuation coverage.
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Can COBEA Continuation Coverage be Terminated Early?
Yes. The law provides that COBFA confimiation coverage may be terminated prior to the end of the maxinmm coverage
period for any of the following reasons:

The Employer no longer provides group health coverage to any of its enmployess;

The premium for your coverage is not paid timely;

Ton first become covered under another group health plan after the date of elecfion; or

You become entitled to Medicare after the date of election; or

Coverage was extended for up to 29 months due to disability and subsequent determination finds that
you are no longer disabled.

M

If you remam covered at the end of the COBRA peniod and are not Medicare eligible you may be allowed to convert to an
individual health plan.

State Police enlisted members with questions about COBRA should consult their State Police Benefits Program
Handbook or confact the PEBTF at one of the telephone munbers listed on this notice. PEBTF members with questions
about COBRA should consult ther Summary Plan Description or contact the PEBTE at one of the telephone mumbers
listed on this notice. If vou change vour address vou must promptly notify the HR Service Center o, if vou work in
an agency not supported by the HR Service Center, vour local HR Office and the PEBTE, You should also keep a
copy of any notices you send to the PEBTE.

EEFP THIS NOTICE FOR YOUR RECORDS

PEBTE-1
Bev. 2-2018

Attachments to Manual 530.15 Amended Page 26



Can COBEA Continuation Coverage be Terminated Early?
Yes. The law provides that COBFA confimiation coverage may be terminated prior to the end of the maxinmm coverage
period for any of the following reasons:

The Employer no longer provides group health coverage to any of its enmployess;

The premium for your coverage is not paid timely;

Ton first become covered under another group health plan after the date of elecfion; or

You become entitled to Medicare after the date of election; or

Coverage was extended for up to 29 months due to disability and subsequent determination finds that
you are no longer disabled.

M

If you remam covered at the end of the COBRA peniod and are not Medicare eligible you may be allowed to convert to an
individual health plan.

State Police enlisted members with questions about COBRA should consult their State Police Benefits Program
Handbook or confact the PEBTF at one of the telephone munbers listed on this notice. PEBTF members with questions
about COBRA should consult ther Summary Plan Description or contact the PEBTE at one of the telephone mumbers
listed on this notice. If vou change vour address vou must promptly notify the HR Service Center o, if vou work in
an agency not supported by the HR Service Center, vour local HR Office and the PEBTE, You should also keep a
copy of any notices you send to the PEBTE.

EEFP THIS NOTICE FOR YOUR RECORDS

PEBTE-1
Bev. 2-2018
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5. Dental Claim Form.

MEMBER DENTAL CLAIM FORM
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TL Odfear mmrmcn-purg.-ﬂnﬁ Barafit Plan Nama, Bddeess, Tty Staite, Tip Coda

Othar

Z1. Dwfie of Birth (MMTOCCYT] |23 Goandar
M F

Fabiont IDFACCount ¥ (Rasignad by Dandss)

Ao [ui] e | ot | e |mroan] o o . cectpen 1.
1
2
3
a
5
33, Missing Tessth Information (Fcs an X" on sach missing tooth.) 34, Dtagnosss Coa Lt esatner |_J|_ )| pems = Bcm 10 - g 3la Dthar

12 34 5 6 7 8 9 10 11 12 13 14 15 16 |342 Diagnosk Coaalz] 5 ¢ Faaiz)

I WH MY EBMD DN W W BT | [Pimarydegoessin AT B o 32 Tota o

35. Romarks

36 | hawe baen informed of the: trectment

andl axsoctatad feee | agaa toba

of my profecied health infomation io Gy Dul payment 2ctiities i connecion with this claim.

charges for dantal services and matori ot paikd by my dental banar pmungmw
I, O i truaing dantis or dental practics hasa contractisl agreamant with my plan probibiting
al o 2 partion of such changes. o the xiant parmittod by law, | consant io your s and decdewrs

(I o msparan [ ves pompioto 1.4z

T Months of Treatment |43, Replcement of Frosinests B2, D of Pric Pacamant st nooory)|

i
Fatkr Cuardan e el & [t [hvas icompista s
37 Py 252 et i of s Gkl s ctherwt apate 7o, vy 1o | 45 Tesbmart Bmsiting oee
o s [ oecupstonaiinemnury [ aetoscoert [ othar sccient
X S5 Do of Acciont (MMVDDVYCCTT) 7. Pasta Accion St
Sibsmber S =T

AINEORMATION |

53 | horaby martify that the u:ni.ralsh:l:ﬂd dateam in v (for proscadiures thak e
multipls s} of hava lgmmmm hr e .

X
Signad {Trsating Dentisty =]
54, NP1 |55mmrnn-
5. WPl S Licarsa Nermber 51.ENor TN S ek, Cty, SEis, i Codd m
£l Addifonal Provides ID 5Ia Phona Mambar ET. Frona Numsar

T 1
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6. Disabled Dependent Certification.

DISABLED DEPENDENT
—“GHMARK» CERTIFICATION

BLUE SHIELD /

TO BE COMPLETED BY EMPLOYEE/PENSIONER

1. Mame of EmployeePersionseSurdving Spouse (print - =1, first & middle initialy 2. Group Mumber 3, ldentfication Mumbse

4. EmployesPensionsnSuniving Spouse Address (numbar, sirest, city, state, & zip code)

5. Disabled Dependents Name Disabded Dependents Birthdale Dizabded Dependent's Marital Status
Month  Day ear 0 Single 0 Maried
0 ‘Widowed 01 Divorcad
Dizabled Dependent's Relztionship to EmpioyesPensioner Disabled Dependants Sax Dizabled Dependent's Ags When
i Male 0 Femala Disability Occumed

6. |s dependant permanenty residing in your housshold? CiYes ChiNo I *No”, please explain:

7. Do you provide 50% or more financial supgort 1o the dependent? ClYes Mo | MNo”, please axplain:

8. |s dependont ksted as a dependant in your last Federal Income Tax Heturn? Yes [No  [f “No”, please explain:

9. Was the depandent carfified as a student depandent &t the time of the disabliy? OiYes iNo

10. Cument student status: [ Full ime  ChPartme [ Mot Applicable

11. Was dependant ever employed? iYes Mo

12. |s dependent employed now?  Yes I No

13. I answer to guestion 11 or 12 is “Yes", give name(s) and address(es) of employer(s) and dateds) employed:

14. Was dependant covered undar your (former} employar's program prior to age of deletion? Yes O No
15. Disabled dependent’s Social Secunty Mumber
16. |s dependant now coverad under Medicars or any other hospitalmedical coverage?  Yes Mo H “Yaes”, please complets the following:

Medicara Health Hospital Insuranca Medical Insuranca
Insuranca (PART A) (PART B)
Claim Number, Effactive Date Effective Data

¥ coverad by other insurance, pieasa prirt name of e employar, the Nsurance company mame, and your catificate or agreemernt numbar on e raverse sice heraof.

NOTE: If you hawe not already dona 5o, it may ba to your financial advariage fo contact Social Security and apply for Social Security Disability payments andior
Medicare Health Insurance or Supplemental Security Income (S5I1) andfor Medicaid on behalf of your disabled dependent.

| heraly carify that fie above informaon is cormect io the best of my knowladge and authonze miease of any iformation requesied with respect fo this canification

Signature of Employea/Pensicnar or Surviving Spouss Diate Signad ( H}nmp Phone { 'u::fnrk Phong &
17. OTHER HOSPITALMEDICAL INSURANCE

Paolicyholder nams Employer name & phone number

Insuranca Carrier name & phone number

Policy and'or Social Security Mumber Effective date of coveraps

8295 0 [F11.05) Highmark Blue Shield & an Independent Licensee of the Blue Cross and Blue Shield Association
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TO BE COMPLETED BY ATTENDING PHYSICIAN

DMRECTIONS TO ATTENDING PHYSICLIAM:
#® Please complete all areas of this form and then procead to the Level of Impairment chart and circle one appropriate indicator per category.
@ [f the patient has a psychiatric related diagnosis, pleass complete the Brief Psychiatric Rating Scale and Global Assessment Scale.
# Your prompt completion of this form will expedite the dizability epplication process.
® Any fee for completion of this form and other forms for dependent disability determination is the responsibility of the employee.

|s dependent now incapable of seli-suppon because of disabilty? QOYes OQNo
Has such disability existed continuously since before dependent attained age 137 OYes OQNo
When did present iliness begin or injury occur?  Date

Dioes the patient have a previous history of this liness?  OYes QO No

If “Yes", please axplam

[Diate disability commenced:

Subjective symptoms:

Objective findings (please provide dates of surgery, w-rays, or other tests):

Dhizgnosie description or medical hestory and medications (please give as much datall as possibla);

Diate of last office visit Frequency of visits:

PROGRESS 0 Recovered 2 Improved 0 Uramproved 2 Regressad

Prognosis for employment:

NAME OF PHYSICIAN (print or type] TELEPHOMNE NUMBER DEGREE

ADDRESS OF PAVSICIAN [prnt o fype)

PHYSICIAN'S SIGNATURE (print or typs) DATE

ADDITIONAL COMMENTS:
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Global Assessment Scale (GAS)
Robeart L. Spitzer, M.D., Miriam Gibbon, M.5.W., Jean Endicott, Ph.D.

Bata the subject’s lowest level of functioning in the last week by salacting the lowest range which dascribes his functicning on a
hypothetical continuum of mental health illness. For example, a subject whose “behavior is considerably influenced by delusions” (range
21-30) ghould be given a rating in that range even though he has “major impairment in several areas” (range 31-40). Use intermediary
lewels when appropriate (e.g., 35, 58, 62). Rate actual functioning independent of whather or not subject is receiving and may be helped
by medication or some other form of treatment.

Name of Patient: 1D Mo Group Code:
Admission Date: Data of Rating: Rater:
G A S Rating: PHYSICIAN'S SIGNATURE:

100 Superior functioning in a wide range of activities, Iife's problems never seem to get out of hand, is sought out by others because
91 of his'her warmth and integrity. Mo Symploms.

90 Good functioning in all areas, many interests, socially effective, goneorally satisfied with life. Thera may or may not bo transiant
81 symptoms and “everyday”™ wormies that only occasionally get out of hand.

80 No more than slight impairment in functioning, varying degrees of “everyday” worries and problems that sometimes get out of
71 hand. Minimal symptoms may or may not be present.

T0 Some mild symptoms (e.g., deprassive mood and mild insomnia) OR some difficulty in several areas of functioning, but generally
61 functioning pretty well, has some meaningful interparsonal relationships and most untrained people would not consider him/ her “sick™.

60 Moderate symptoms OR generally functioning with some difficulty (e.q., fow friends and flat affect, depressed mood and pathological
51 self-doubt, euphoric mood and pressure of speach, modarataly savere antizocial behavior).

50 Any sericus sympiomatology or impairment in functioning that most clinicians would think obviously requires treatment or attention
41 (e.qg., suicidal precccupation or gesture, severs obsessional rituals, frequent anxiety attacks, serious antisocial behavior, compulsive
drinking, mild but definite manic syndrome).

40 Major impairment in several areas such as work, family relations, judgement, thinking or mood {e.9., depressed woman avoids
31 friends, neglects family, unable to do housework), OR some impairment in reality testing or communication (2.9., speech is at times
obscure, illogical or imelevant), OR single suicide attampt.

30 Unable to function in almost all areas (e.q., stays in bed all day) OR behavior is considerably influenced by either delusions or
21 hallucinations OR serious impairment in communication (e.g., sometimes incoherent or unresponsive) or judgment (2.9., acts grossly

inappropriataly).

20 Meeds some supervision to prevent hurting self or others, or to maintain minimal personal hygiena (e.g., repeatad suicide attempts,
11 frequently violent, manic excitement, smears fecas) OR gross impairment in communication (e.g., largely incoherent or mute).

10 Meeds consistent supervision for several days to prevent hurting self or others {e.g., requires an intensive care unit with special
1 obsorvation by staff), makes no attempt to maintain minimal personal hygiene, or serious suicide act with clear intent and
expectation of death.
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LEVEL OF IMPAIRMENT SCALE

NOTE: Any fee for the completion of this and other

forms for dependent disability is the responsibility

of the employee.

requires minimal help <= 25% of the time.
requires moderate help 25 - 50% of the time.
requires major help 50 - 75% of the time.

Dependant meats aligibility requiremants of the groups as verified by completion of the Disabled Dependent Certification form. O YES QO MNO
If NO, redar:
GUIDELINES
A. Medical Diagnosis:
B. Level of Impairmant:
CIRCLE A RATING
FOR EACH CATEGORY 1 2 3 4 5
mofor salf neads neads neads dependeant
sufficient minimal help * moderate help ** major halp **=*
functional (aDLs) salf neads neads neads depandant
sufficiem minimal help * regular help ** major halp *+*
mental capacity no slight moderate modisevars savers
deficit deficit deficit deficit deficit
judgemant no slight moderate mod severe savarg
deficit deficit deficit deficit deficit
rehab potential excellent good good for partial condition condition
restoration static will worsan
amployment axcallent good good for part-time | good for low level poor
employment employment
Total
sSum 1+2+3+4+45
C. Mental Nervous Diagnosis:
O Level of Impairment:
1 2 3 4 5
inteligence normal or mildhy moderately severaly profoundly
bettar retarded retarded retarded retarded
percapiion no slight moderate modisevars savers
deficit deficit deficit deficit deficit
thinking no slight moderate modisevare savarg
deficit deficit deficit deficit deficit
judgemeant no slight moderate modisevars savers
deficit deficit deficit deficit deficit
affect normal slight moderata mod savere savara
problem problem problem problem
behavior normal slight moderate modisevars savera
problam problem problem problem
functional {aDLs) salf neads neads neads dependeant
sufficient minimal help regular help majer halp
intelligence potential axcallent good good condition condition
for partial static will worsan
Total
Sum 1+2+3+4+5
Patient Mame: Agreemant Number:
Physician Name: Signatura:
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DEPARTMENT OF HEALTH, EDUCATION AND WELFARE o ST | T S AR e
PUBLIC HEALTH SERVICE
Alcohol Drug Abuse and Mental Health Administration
MNIMH-PRB Collaborative Study of Maintenance
DHJQ Theramr in Afioctive lliness FACILITY SUBIECTS ID MNO. INITIALS
BRIEF PSYCHIATRIC RATING SCALE
AATER DATE
Owverall and Gorham
Write in the appropriate number for Mot Very ) Moderately Extremely
item, Lsing the following key: Presant Mild Mild Moderate Savera Savare Severa
1 2 3 4 5 [ T
SOMATIC CONCERN (13) | 10. HOSTILITY (22}
Degree of concern over present bodily health. Rate the degree to Animosity, contempt, beligerence. disdain for other people outside
which physical health is perceived as a problem by the patient, the imerview situation. Rate soledy on the basis of the verbal report
whether complaints have a realistic basis or nat of feelings and actions of the patient toward others; do not infer
hostility from meurotic defenses, arwiety nor somatic complains.
ANXIETY (14) {Rate attitude toward interviewer under “uncooperativensss’).
Viormy, fear, or over-concem for present or future. Rate solely on the
bass of verbal report of patients own subjective expenences. Do
nat infer arwiety from physical signs or from neurotic defense 11. SUSPICIOUSNESS (23)
mechanisms. Belief (delusional or otherwise) that others have now, or have had
in the past, malicious or discriminatary intent toward the patient.
EMOTIONAL WITHDRAWAL (15) Oin the basis of verbal repor, rate only these suspicions which
Deficincy in relaing to the intariswer and to the inferviewsr are cumently held whether they concem past or present
situation. Rt only the degres to which the patient gives the ECAmSiAncas. —_
impression of fading to be in emetional contact with other people
inthe inteniew situation. — |12, HALLUCINATORY BEHAVIOR (24)
Pemceptions without normal edemnal stmulus comespondence.
CONCEPTIONAL DISORGANIZATION (18) Hate only those expenences which are reported o have occurred
Diegree to which the thought processes are confused, disconnectsd within the kast week and which are described as distinatly
or disorganized. Rate on the basis of integration of the verbal diffierant from the thought and imagery processes of normal
products of the patient; do not rate on the basss of patient's peopis.
subjective impression of his own level of functioning.
13. MOTOR RETARDATION (235)
GUILT FEELINGS (17} Reduction in energy level evidenced in slowed movements. Rate
Ower-concerm or remorse for past behavior. Rate on the basis of on the basis of cbsanwed behavior of the patient only; do not rate
the patient's subjective experiences of guilt a5 evidenced by on the basis of patient’s subjective impression of own energy level.
verbal report with appropriate affect; do not inder guilt fselings
from depression, anxiety, or neuntic defenses. 14, UNCOOPERATIVENESS 28]
Evidence of resistance, unfriendliness. resemmeant. and lack of
TENSION (18) readiness to cooperate with the interviewer. Rate only on the
Physizal and motor manifestations of tension “nervousness”, and basis of the patient’s attitude and responses to the inerviewer
heightened activation kevel. Tension should be rated solsly on the and the imerview situation; do not rate on the basis of reported
basi of physical signs and mator behavior and not on the basis of resantmant or uncooperativensss cutside the mterview situation.
subjective experiences of tension reporied by the patient.
15. UNUSUAL THOUGHT CONTENT 27
MANMERISMS AND POSTURING [19) Unusual, odd, strange, or bizare thought content. Rate here the
Urnusual and unnatural motor behavior, the type of motor behavior degrernnf unusualness, not the degres of dearanization of the
which causes certain mental patients 1o stand out in a crowd of thought processes. _
normmal people. Rate only abnormality of movements; do not rate
simple heightenad mator activity here. 16. BLUNTED AFFECT (28)
Reduced emational tone, ent lack of normal
GRANDIOSITY 20) Hlw— = Epar nommal feefing or
Exaggerated self-opinion, conviction of unusuwal abiity or powers.
Raie only on the basis of patient’s statements about himself or 17. EXCITEMENT (29}
seli-in-relation-to-others, not on the basis of his demeanor in the . . I -
inberview Situat Heightaned emotional tone, agitation, increased reactivity.
18. DISORIENTATION (30}
DEPRESSIVE MOOD (21) Confusion or lack of propsr association for person, place or ime.
Despondency in mood, sadness. Rate only degres of despondancy;
do ot rate on the basis of infzrences concerming depression
based upon genaral retardation and somatic complaints. 18. ELEVATED MOOD (31}
Happy, laughing, jokang optimstic, with exaggerated sense of
well-being. _

Patient Name: Agraameant Number:

Physician's Signatura:
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7. Health Reimbursement Arrangement (HRA) Claim Form.

WageWorks\y/

WWW.W-EI!]EWGF'(E.CG[T'I

Claim Filing Options:

HEALTHCARE ACCOUNT

How to File a Claim for Approval

= File claim online: Log into your account at www.owageworks.com to submit your claim electronically.

= File claim via fax or mail: Claim detadls may be entered online and a completed form may be printed and faxed or mailed
with docurmentation. Fax: B77-353-9236 , US Mail: CLAIMS ADMINISTRATOR, PO. Box 16053, Lexingfon, KY, 40512

Instructions to fill out this form:

* Complets ALL accouwnt haldsr
information.

ACCOUNT HOLCER:

ToHN| | | |

Praovide your employer narme withouwt
abbraviation. TEarbie

Use your documentation to complste §|4|4— I

JoN[Eele awardds
Lplo]s 3

¥ e ke Irokom Do oEie e H et
R B T T

1ot

e

sech =oction of the form, including the [

T Provider Name

E-¥ =-* o
=AlIzHI ELSI U
Q"‘ am:ﬂrrr!

LU U o u-
B H

@ Smrvice Date{=]

3 Patisnt Name and Relotion=hip ta
Account Holder

following: Q’
VDENHAME

|a [ |1:- GG T

@ Type of Service
(® Patiznt Re=pansitility

B Provider Signature i= nat required,
but can replace need for other proof
af sarvice

Marey He O ] P -
E -u!m:u

ool j I

Moy Pluswasy [T 115 1 7 "2
ER 5| 1ol

Tips For Claim Submission

#&n eligible depandent is defined a3 a spouss, gualifying child, or
qualifying ralative.

= A gualifying child iz defined &5 a tax dependent child up to age
28 or any age if permanently disabled.

= A gualifying relative i= somsone who resides with you for more
than hatf of the year.

= Qualifying children and relatives must not provide mare than
half of his/her own support.

Far information to claim orthodontia sxpenaes, refar to the guids

located at: https:ifaars wageworks.com/employees/support-

centerd/important-forms._ aspe.

Far @ complate list of sligible axpenaes spacific to your plan, log
in to your accownt at www wageworks.com and sslect "Eligibls
Expen=e” from tha left side of the screen. Only submit claims for
aligible axpsmass.

& |etier of medical mece=sity is required for any expense listed as
“¥es [Lettsr]” on the sligible sxpenae list to s=tablish medical
nacessity. Cosmetic surgery or procedures, e.g., teeth whitening,
are nat eligibls expen=es unless desmead az medically necessary
by @ liconzed phy=ician. & letter of medicad neceasity form can be
obtained at: httpaz/ferwwwageworks com/employees/support-
centerf/important-forms. aspe.

Tip for Over-the-Counter Expenses

& prascription is required for any aver-the-countsr expense listed
a= “Ye= {Rx)" on the sligibls expense list. A= a result of the Health
Care Reform Law, in addition to the required detailsd receipt,

an actusl preacription written by & doctor (on @ pre=cription pad
or form| dated on or before the date the EXpENSE W incurmed

is required ta verify that the ovar-the-countsr madicins is
preacribed for & known medical condition.

Attachments to Manual 530.15 Amended

Tips For Documentation

= En=ure that the documentation iz legible.

= Cancelled or copies of check= and credit card receipt= do not
cantzin all & reguired pisces of information nesded to approve
wour expan=a, and are not acceptable for submission.
Explanation of Bemefits [EDB=] are recommendsd, sapecially if
your inaurance covered a portion of the expan=a.

The us= of a highlighter couses item= to not be legible an the
docurmentation; highlighter use is not recommended.

Send only photocopies of your claim form and docwmentation—
kemp the originals for youwr records if submitting via U3 Mail

four provider may =ign the form confirming the date of services,
charges and other sarvice or product information in lizu of
providing ssparats documentation or other proof of ssrvice.

Tips For Faxing

= Do mot use a cower page when faxing the claim form and
docurmentaztion.

= Submit only claima for your own account.

Tips for Viewing Claim Status

= Plea=e allow 2 business days from receipt of your claim for
processing.

= You will be nofifiad via email of the =tatu= of your claim if we
have a walid email addre=s on fils (to update your email addreas,
please log into your ecoount at wwwowageworks.com and select
“Profils” in the upper right corner of the acresn).

750 {02 201E)
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8. Medical Insurance Claim Form.

FNGHMARK,

BLUE SHIELD :

Ar kpdeendert 'O o s Tk U oe d Vs et 0

bt

| MEMEER SUBMITTED HEALTH INSURANGCE CLAIM FORM

EILING |WETEUCTIONS

1. Gomglcte all tlems bolow insluding wour signaturs and date. All of the Infanmaticn 2 ezaantal for prompt and accurate pracesaing o

your claimg). Please da not highlight Infanmation or use red irk.

£, Submit the caim and stach en temized atsternent of services from the bea thoare provider o the address provided on the back of
yolr 1D rsrd. Cancelan cherks rash vagisher moapds of persnnal drmirations ans nnt arceplable

. The temzed statement must inclusa name of patient, datels) of serice, lype of sordces performed, diagnoss and charge(s).
4. o sl uss @ sepaale Uaion kann for esach palienl, All expenses or ome patient can be submitted with one claim farm
HOTE: ¥DU SHOULD MAKE & COPY OF YOUR COMPLETED CLAIM FORM AND ITEMIFED BILLS FOR YOUR RECORDS.
PATIEMT INFORMATICH I0 CARD INFORMATHHN
FATIEHTS NAME (el vams radby vijul lpel panml PLARE O D AR Tl parne, mickdls nivel lasl rams]
FATENTE ADDS=8E DERIFIZATIOHN MUMBER OH 10 CARD (inchHing ary wiinrs]
Rl GROUF HUMBER. O D CaRD
iy o =) Zp Cone AULEESS OF PERSCH LISTED O 1D GARD
FATEMT'S DATE OF BATH dmzrth, they, e PATIEMT'S SEX
O maF O FEaaLE —
FATIENTS RE_ATIORZIIP TO THE PERSOR MAMED ©8 D 48R0
L sELF I 2poUSE U ZHLE < OTHER 7 EER o Gode

If patient |5 covered by another [nsurance plan, pleaze complete the following:

OTHER INSURANCE COVERAGE INFORMATION [Ir Herve an rraticn of Beire sa altech |
IMSUREDE MEME O CITHER MELRANLE CARD STHER (WA ERARCE SOPaRS S AR
e

OTHER INEUJRGHCE SOMPAR™ POLICY NLTARER

g Sala HaCeda

IF SERWICE Wis & RESULT OF ACCIDENT, THECH RELCWY: [AT= OF ACC DENT [raenth, iy, saan

I AUTOMOBILE ACCIDENT L} WORH-AELATED ACCIDENT

U oTHER: DEABLITY DATES THRU
STUDEMT INFORMATION
15 THE FATIENT & FULL-TIME 5TLOENT CW=R 18 TEARS LD TAT=S OF CLRRENT TERM:

O vz O wuo ™

EHUINN MARI- AN AL THESS, FEPSGTER ITATE CF GHAGUATIEN
CERTIFICATION i

Ay TECN W ANTAInGh At e Imens b cefraud any rsdace COMaIey of Mher pRrson fes an applsidan 120 InsurEnce of saieme of Selm cormaling any massdally
fakee infiwmalic o aonc=als e lhe popces o massdic g, nFnm@icn cowsming g Bel palaisd ©emle onnils o edulsrlirarans acl, sbhich & g eire and agbecs
B pROEAN K cranral A Gl per Ales TP BGIAr aGnees N0 a0y PRIRrE Y KR TE G R Foenaik DOl e #Ne O BEEr BN an JRpanten B preimoed by
e Healr nsirarce Pocsooly ord Sccocrtehiity Aot of 1958 and ofber pivacy bws. |7 azcodasce win trose lass, Hoghmerk mey use and dsdose Prolesed Heakh
nfermater for rearmenl, paymment and eadih G operadon: & desrbesd In B2 Modce of Priveey Prasicss, | ooty tral brs inforreslkan arostd = on e Slaim fom s corsd
anid o ke, Al thal |am daiving banalis ooy o 2haiges ackaly noamad by e pete nama,

Slgnatura Craite

wiee:  REMEMBER TO ATTACH AN ITEMIZED STATEMENT OF SERVICES PERFORMED
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9. Notice of COBRA Election Rights /COBRA Continuation Coverage
Election/Waiver Form

150 South 43rd Stroet, Suite 1
larrisburg, PA 17111-5700

D501 47550 | 800522727
weyww . pehtt.org

'ﬁ:':.ﬂ'a'.:

PCRASYLYRMIA CAPLOYLLS DCK IOIT TRUET TosD

Name
Address

City, State Zip
Notice of COBRA Election Rights

MHotice for: Name

Mo Longer Ehmble as of:
Date of Motification:

The PEBTF has recerved information that ywou and/or your dependents have expenenced the quahfyving event stated
above, which resulis in loss of coverage under the State Police Health and'or Supplemental Benefits Plan. Under
the federzl COBEA law, this qualifying event may enfrfls vou andor vour dependents, 1f any, to elect salf-paid
contimuation coverage under COBEA for up to 18 months from the date of the quabifymmg event. Persons ehizble
for COBEA contirmation coverage are refemred to as qualified beneficianes.

How to Elect COBEA Continuation Coveraze

The enclosed, completed election form mmst be postmarked by you for retuwm to the PFEBTF within 60 days of the
Diate of Notification stated above m order to qualify for COBEA contimuation coverage. If COBEA continuation
coverage iz mot elected within thiz time period, it may not be elected at any later date.

This Notice iz addreszed io both you and your spouse, if any; however, only one of you needs to elect
continuation coverage for vour spouse and any dependent child(ren)) who wishes to continue coverage.

Becanse COBEA grves you the night to elect coverage independently, you, your spouse or dependent chuld(ren), if
any, may elect coverage on an individual bamis. Addibonal election forms may be obtained from the PEBTT office
by callmg one of the telephone numbers listed above, or yvou may copy the enclosed formes and submmt the completed
copies.

In considering whether to elect confinmation coverage, vou should take mmfo account that you have special enrollment
nghis under federal law. You bave the nght to request special enrollment m another group bealth plan for which vou
are otherwise ehzible (such as a plan sponsored by your spouse’s employer) within 30 days after your group health
coverage ends becanse of the qualifying event histed above. You can also have the same special enrollment right at
the end of the continuahion coverage if vou get continuation coverage for the maxomum time available to you

There may be other coverage options for vou and vour fanuky. You also may be able to buy coverage through the
Health Insurance Marketplace. In the Marketplace, you could be elizible for a pew kand of tax credit that lowers your
monthly premmms nght away, and you can see what your premmm | deductibles, and out-of-pocket costs wll be
before you make a decizion to enroll. Being elimble for COBRA does not linat your elipbility for coverage for a tax
credit through the Marketplace. For more information about health insurance options available through a Health
Insurance Marketplace, visit wewrw healtheare sov.
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10. Pennsylvania State Police Health Benefits Program Form (F200).

PENNSYLVANIA STATE POLICE HEAL TH PROGRAM F-200

[] Highmark Classic Blug [ Highmark PPQ Blue
Action requested (check all that apply): Effectve Date
O Enrclment O Remove Depandents [0 Begin LWOPWOB
[0 Dependentdata change [0 Add Dependents O Retum from LWOPWOB
MName (Last, First MI} !!! Employee Number
Date of Birth (MMDDTT7Y) [ Female O] Snge Date of Mamiage (7 applicable)

O Male O Married

Sireet Address Local Municipality
City/State/Zip Code Cioamity
Mailing Address (if different than address listed abowe) City/StateiZip Code
Home Phone # Cell Phone #

SPOUSE DATA

O] Add Name (Last, Farst MI) Spouse's 55N [] Femaie | Dateof Birth
O Remawe O Male
Does your spouse have other PA State Police coverage? O Yes O Mo

(st adomess and iElephone number 1 omerent han e employes.

DEPENDENT DATA

O Add Mame (Last, Farst MI) Dependent's S5M O Female | Dateof Birth
O Remove O Male
[ Son [ Other, explain relationship:
List address and telephone number if different than the employee:
0O Add Name (Last. Farst MI) Dependent's S5M [ Female | Dateof Birth
O Remove O Male
| [ Daughter [ Son [ Ciher, explain relationship:
List address and telephone number if different than the employee:
O Add MName (Last, First M-I] Dependent's S5M [0 Female | Date of Birth
O Remove O Male
| [1 Daughter [ Son [ Other, explain relationship:

List addmess and telephone number if different than the employee:

OTHER COVERAGE DATA — MEMBER

Name of Policy Holder Identification/Policy Mumber Group Number

Employer Name of Plan

Mame of Policy Holder Ideniification/Policy Mumber Group Mumber

Employer Mame of Plan Covered Dependents
Gonfinwed on back
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MEDICARE MEMBER/DEPENDENT

Member Name [ | Part A Only (Hospital) Effective Dates Medicare Health Insurance Claim
Ll Part B Only (Medical) Part A
[ ] Parts Aand B Part B

Dependent Name [ | Part A Only (Hospital) Effective Dates Medicare Health Insurance Claim
[ ] Part B Only (Medical) Part A
[ | Parts Aand B Part B

Additional Medicare Information (End-Stage Renal Disease)

Are iou, iour siouse| or deiendents eliiible for Medicare benefits due to end-staie renal disease? | Yes No

MEMBER AUTHORIZATION: I request the above enrollment (or change) for health insurance coverage. | understand this application is
subject to approval by the commonwealth and my coverage will be subject to the terms of the agreements between the commonwealth and
the health plans. Any person or organization having provided or who may provide health care services to me or any person named on this
application, either prior to or during the period of this contract, is authorized fo fumish to the health plans, any information or records relating
to these services. | further understand that if I, or any person named on this application, knowingly and with intent to defraud the
commonwealth or the health plans, files an application for insurance or statement of claim containing materially false information, or
conceals, for the purpose of misleading information conceming facts material therefo, commits a fraudulent insurance act, which is a crime
and subjects such person to criminal and civil penalties. | further understand that, if at any time | fail to provide accurate information fo the
commonwealth or health plans, | will be required to repay any payments made as a result of such misinformation.

Employee Name EmPlovee Signature Date
HR Remarks
HR Service Center or HR Office Name HR Service Center or HR Office Signature Date Enroliment Date Enroliment

Form Received Form Processed
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11. Prescription Drug Claim Form.

-

o e
¥ ay EXPRESS SCRIPTS

Commercial Prescription Drug Claims FOrmM  piease refer to Instructions on reverse side.

EZI»  CARDHOLDER/PATIENT INFORMATION (to be campleted by patient)

Cardholder ID #

Cardholder's name (Last} (First} My
Address

City State ZIP

Patient information (Plasse list infarmation for the patent submitting claims; aliow one caim form foreach patent )

Patlent’s name (Last} (First) (M

Relationship fo cardholder? Self Spouse Depandent Gender M F

Date of birth (MonthDaYear)

B>  cLaim INFORMATION FROM PHARMACY RECEIPT (to be campleted by patient)

Reason for submission? Forgot Insurance card Processing error af pharmacy Qut of network pharmacy
Other

Is this a comipound Rx? ¥ | {Ifpes, please attach a com pornd claim form from the phamacy.)

Doas the patient reskde In an assisied Iving faclliy? Y N I= this for an allergy serum? Y N

Is this claim for a diabetic supply? Y M 'Was a discount card used? Y N

Was this prescription filled in a forelgn country? ¥ N Country code Currency usad

Foralgn madication nama

Foralgn amount pald

Please Include a pharmacy recelpt with the following Informatbon:
Fill date, Rx numbsr, Mational Drug Code (NDC), medication name {In English}, sirength, dosage, quaniity, days supply, amount paid,
prescriber name, and the prescriber NPI#

EEE»>  OTHER INSURANCE COVERAGE {to be completed by patient)
I= the patient aligible for primary prescription-drug coverage from another provider? Y N
If yes, did the patient submit the claim to this other provides? ¥ M if yos, please attach e explanation of benafts fom the o herpowda: )
Did the prior Insurance pay In emror? ¥ N
{COwver]
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12. Prescription Drug Mail Order Form.

FLEETLTHN JABTETYT REV 10RR30°0 || | ||

EXPRESS SCRIPTS™

HOME DELIWVERY SERVICE
PO BOX 66568
ST LOWIS MO 63166-6568

. Express Scripts Pharmacy Prescription Order Form .
To order onlimne: skgmn In ar s StartHomelielivery, com and foll e P
To arder by mallz complestn this form and ask your dochor bo wWhisa Wour prasoription far a
Dl-cay sunply or The measimom deays alowed by wour plan.
= UsoAlLL CAPITAL LETTERS in BLACHK IMK. Fil in thea avals as sHown (.
= Ramambar bo mall your prascrpSon with this complstad Toem. Your mec caficn I ||||| I |

will Aarive within teo weeks Srom She dabe we necerre yoor Srsl onder.
MOTE: Standand shipgging (8 SREE for aninag and mai orlers
I Card Mumbser LOY 1L

t Dakach Hese

Firgl Mana Bl Lrala of Bith (RMDIDY YY)

Last Mams
Sonder [ F

Some medcaions cannot ba delversd o s PO Box. Provids 8 sfeeet sdoress 5o allow calwany of your ondar,
Ehipping Addross 1

Ehipping Address
ity Stale

Zip Code
Chack hara for rush shipmant.  Your arcarn, cnooa

recaived ard Sl will s shipped ovemighl For 321

PATENT 1 (CARDHOLDER)

For all orders after 08/01/2011, use this form.
Fold and tear off this piece before putting in the return envelope,

Email
Fleose sslect ane Daytime Fhare
A%y peadfanred Ewen Phan
blephors numibar A "
Cell Phana
Do Preasciner Last Nare Coitan™rescrilsar Fhoms Mumbor
Fire? Mama (¥ Zatn of B (R Y Y Y Y]
Last MNMams
= Hender (=) F
8 Email
DoctanPreacrb=r Lasi Mame DoctonPreacribar Phons Mumber

Al bredbetciamls Includiasd b the famdly wdll Do chaegesd o Phis credil cand.

SApply be this ander anly Apply bo all ordens Sgnourt Enclosaed
Crhnck Caed Craedit Cand Chack / Monaey Ordar 5 N
Card @ Exp Cravio: {FARAY D

Sign bare o authories cand payment X

Dedach Hara J

MLHETLTIN JSHIITT EEW WRELI011
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13. Vision Direct Reimbursement Claim Form.

Pennsylvania State Police [ EEEEEET
[udh
Q"&ﬂsﬁ }{!}SJEUN Paid [0  Dented [0 Pended O
Diirect Reimbursement Claim Form
Tmportant Information:

1. Use this form i request reimbursement for services received from providers who do not participate in the Davis Vision network,

2. Expenses for both examinations and eyewear can be claimed on this form. Only services listed on this form will be considered for
reimburse ment.

3. Make sure that all sectons are completed, that you and the providers(s) have signed the form, and that all services, charges, and
service dates have beem entered. IT the form is Incomplete, addidonal informaton may be required. This may result in a delay of
payment for eligible benefits.

4. Please submit ¢claim reimbursement for each patient on a separate claim fom.

5. Please note that the member s {or employee's or authorized person's) signature is requined on this form.

6. Mail completed claim form to: Vislon Care Processing Unlt, P, Box 1525, Latham, NY 12110,

7. The completion and submission of this form does mot guarantee eligibility for benefits, Please verify your coverage with your benefis office
or call 1-BER-235-3281 or visit www davisvidoncom The patient is responsible for the cost of all treatment and materiak provided.

| MemberEmployee Injformation 'L!mﬂnmﬁhlt--hl,vmﬁmi-g—m;—ﬁ-mhj‘hﬂ-‘hﬁp—.
(PLEASE PRINT CLEARLY)

Mlemiher Mamme: Mlemiher Tden i fication Mo *:

Ml g A chelresss

Bammess Phone: Home Phane:
“Brma Coca “Berww e

Purtient Tniformafon

Patiemt Mamme:

M Nedda brnal s

Reatiorship: 00 Member 0O Spouse [ Child DOE:

Proiider In

Examiner Diispenser

Mamme: Mamne:

A dress: Adddress:

City: Sime:  Fapec City: Siade: _ Fge
State License Number: State License Mumber:

Phone Mumber: Phone Mumber:

Provider Signmture: Provider Signature:

Flease complete the Date of Service, and the below General Standards sections for all services recelved. Incomplete informaton may
result in significant delay of payment.

If lenses were prescribed, was one of the General Standards met according to the definitdon below.
O vEs O w~o

ntLust.Sﬂdic?t&'uf here milnlem.&%nm kach ui'ithﬂt.ﬂ]dﬁter
n

General Standard: (1) There Is a chan
crease In one Bme of snellen ac (distance or reduced near) from the old

of
of sphere combined between the two e_\:!':s. (3) There k& an
Rx to the new Rx.

Servioe Diate of Service E ) Imourred

e

1. Eye Exammnmation

2 Frames
3. Shﬂe Vision Lemses {one Eli'!l
4. Bifocal Lenses {one E’r:l
5. Trifocal Lenses {ome E’r!l
[ Lmﬁau]-icm: E’r!l
7. Blective Contsct Lemses

B Hndiﬂ]]x Nmsﬂ Contact Lenses !Eriur !E\'I] Euimd}

s P = = = == =
== ===

Total

A e et R e e e e B

Member/Employes Certification
T centify that dhe indioemation on this form i s comect and asthorize: the Prvider io relase sppropriste inbnmation necessary o prooess this osim o plo provis oms. Additional by,
Thave mad and endersiand the fand siement on e back of dis fom

Required

Membar/Empbeves or sutherizsd persen's sipnature Dmite
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