An Introduction to
Your Health Benefits

Hawaii Employer-Union Health Benefits Trust Fund

This presentation is a brief summary and does not constitute a legal document or contract and is subject to change
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Hawaii Employer-Union
Health Benefits Trust Fund



The Hawaii Employer-Union Health Benefits Trust Fund
(EUTF) is a state agency responsible for managing the
health plans for over a hundred thousand active state

and county employees, retirees and their qualified
dependents.
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Reference guide:

Hawaii Employer-Union Health Benefits

* Available online at eutf.hawaii.gov Trust Fund

REFERENCE GUIDE
* Premiums & contribution amounts (EUTF and HSTA VB)

* Dependent eligibility criteria

* Health plan options

o Oo.. ..‘ g
%o “f,\“

L8.6.

* EC-1 enrollment form

FOR ACTIVE EMPLOYEE BENEFIT PLANS
Effective July 1, 2015 through June 30, 2016

Discaime: This Referenze Guide offers general iformation on your heatth and other benefis plans. Your heatth
benefits ae exclusively governed by Hawaii Statutes and the EUTF Administrative Rules, asthey are amended from
timeto time. Nothing in this Guide is intendedto amend, change, or cortradict the Hawaii Statutes and the EUTF
Administrative Rules. Ths Guide is not a legal document or contract and the information in tie Gude & not intended
as legal advice or to create any legal or contractual liabilties.

Thisguids can be madeavallzbleto INdviouals who have spedal reeds or wio nzed suxiliary aldstor
eff ective communication (i.e., large print or audiotape), = required by the Americans vith Dsabiities Act of
1990, Please contadt th= EUTF offic= & ©08-585-7390 or toll free ot 1-800- 2350089 for specid needs




Important EUTF Notices &
T

The following required notices are available online at eutf.hawaii.gov.

* Creditable Coverage Notice

* Notice of HIPAA Privacy Rules

* HIPAA Use and Disclosure of Protected Health Information

* Availability of Summary Health Information: The Summary of Benefit and Coverage (SBC) Document(s)
* COBRA Coverage Reminders

* Caution: If You Decline Medical Coverage Offered Through The EUTF

* HIPAA Privacy Notice Reminder From EUTF

* Important Notice from EUTF about Prescription Drug Coverage for People with Medicare

* Important Reminders To Provide The Plan With TIN or SSN of Each Enrollee In A Health Plan
* Medicare Notice of Creditable Coverage Reminder

* Mid-Year Changes To Your Health Care Benefit Elections

* New Health Insurance Marketplace Coverage Options and Your Health Coverage

* Newborns’ and Mothers’ Health Protection Act Notice

* Premium Assistance Under Medicaid & The Children’s Health Insurance Program (CHIP)

* Qualified Medical Child Support Order (QMCSO) and Medical Support Notice

* Women’s Health and Cancer Rights Act of 1998 (WHCRA) Annual Notice Reminder



Dependent Eligibility




Dependent Eligibility
T

* Legal spouse or partner (domestic or civil union)
* Children by birth, adoption, legal guardianship, foster child

* Children are covered until age 26 for medical and prescription drug plans

e Children are covered until age 19 for dental and vision plans

o Covered until age 24 if unmarried and a full-time student



Dependent Eligibility
T

Dual Enrollment is not allowed

* You cannot be enrolled in an EUTF plan as both an employee-
beneficiary and dependent-beneficiary

* Children cannot be enrolled by more than one employee-beneficiary

* |f you and your spouse/partner are both employee-beneficiaries, only
one of you may enroll in an EUTF Two-Party or Family plan



Health Plan Options




Health Plan Options
T
Medical
o HMSA

o Kaiser Permanente
o Royal State National

Prescription Drug

o CVS Caremark (HMSA subscribers)
o Kaiser Prescription Drug

Dental & Vision

o Hawaii Dental Service
o Vision Service Plan

Life Insurance
o USAble Life



Health Plan Options
T

HMSA

EUTF 90/10 Plan
EUTF 80/20 Plan
EUTF 75/25 Plan
EUTF HMO Plan

Health plans include prescription drug coverage through CVS Caremark and
chiropractic coverage through ChiroPlan Hawaii



Health Plan Options
-

Kaiser Permanente

Standard Plan
Comprehensive Plan

Health plans include prescription drug coverage through Kaiser Permanente and
chiropractic coverage through ChiroPlan Hawaii



Health Plan Options
T

Royal State National

Supplemental Plan

Plan includes prescription drug coverage reimbursement and chiropractic
coverage through ChiroPlan Hawaii



Health Plan Options
T

Other Plans

Dental - Hawaii Dental Service
Vision - Vision Service Plan

Life Insurance - USAble Life



Health Plan Options
T

Summary of Benefits and Coverage (SBC) available online
eutf.hawaii.gov

HMSA: EUTF 80/20 Coverage Period: 07/01/2015 - 06/30/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: All Coverage Tiers | Plan Type: PPO

“ This is only a summary. If you want more detail about your coverage and costs, you can get the complete tems in the policy or plan
document at http/ /wrworhmsa com or by calling 1-B00-776 4672

importat Quesons ey T s,

What is the overall See the chart starting on page 2 for your costs for services this plan
deductible? covers

Are there other No You don't have to meet deductibles for epecific services, but see the
deductibles for chart starting on page 2 for other costs for sermees this plan covers
specific services?

Ts there an Tes. $2,500 person/$5,000 Family. The out-of-pocket limit is the most you could pay durmg a coverage
out—of-pocket limit period (usually one year) for your share of the cost of covered sernces.
on my expenses? Thie limit helps you plan for health care expenses

What is not included  Premiums, balance-billed charges, prescription drug copayments,  Even though you pay these eupenses, they don’t count toward the
in the payments for services that exesed a benefit maximum, and health  out-of-pocket limit
out—of-pocket limit?  cace this p]z.n doesn’t cover.

Is there an overall No The chart starting on page 2 describes any limits onwhat the plan will
unmuad Lt on whaat puy [o1 sperdfee covered setvices, such we vllios vivils.

the plan pays?

Does this planusea  Yes. See http: / foranw hmess com fsearch/providers or eall 1-800- [Eyau use an in-network docror or other health care provider, this
network of providers?  776-4G72 for a list of participating providers plan will pay some or all of the costs of covered sernces. Be aware,

yout in-network doctor or hospital may use an out-of-network
provider for some sernces. Plans use the term in-netwark, preferred,
or participating for providers in their network Ses the chart starting
on page 2 for how this plan pays different kinds of providers.

Dol nced arcferral Mo You don't need a referral to see a specialist You can scc the specialist you choose mithout permission from this
to see a specialist? plan

Arc there services this Yes. Some of the services this plan docsn’t cover arc listed on page 8. Sce
plan doesn’t cover? wout policy or plan document for additional information about

excluded services

Questions Call1-800-776-4672 or visit us 2t hrip/ /worw hmsa com
If you aren't clear about any of the underlined terms used in this form, sec the Glossary ¥ ou can view

hittp:/ fwrorm. hmsa.com fsbe or call1-800-776 4672 to request a copy. For T'TY assistance, call 711 lofll




Premiums and Contribution




Premiums and Contribution

Determining employee’s share Pr——

HAWAII EMPLOYER-UNION HEALTH BENEFITS TRUST FUND
ACTIVE EMPLOYEES
BU's 00, 02, 03, 04, 08, *09, *11, 13

Premiums and contribution table cerecmve soLy 1 2014

BU'S 00, 02, 03, 04, 08, 13: FOR CITY AND COUNTY OF HONOLULU, HONOLULU BOARD OF WATER SUPPLY,
COUNTY OF KAUAI, COUNTY OF HAWAII, HAWAII DEPARTMENT OF WATER SUPPLY, HAWAII PUBLIC CHARTER
SCHOOLS, STATE OF HAWAII

Li Sted by em ployer a nd *BU09: FOR STATE OF HAWAII

H - = *BU 11: FOR CITY AND COUNTY OF HONOLULU, COUNTY OF KAUAI, COUNTY OF HAWAII, COUNTY OF MAUI,
bargaining unit =l

Semi-Monthly | [ Monthly | Monthly
Employee Employee Employer | Percent
Contrib Confribution | Contribution |Employer|  Total
- -

Beneflt plan optlon e | [ Smm | e | en | BRE
28505 $571.30 552060 | 534% | 3122526
$361.60 $723.20 $838.48 | 53.7% | $1.561.08
$98.12 $126.24 27142 | 58.0% | S467.06
524042 | [DNSMEDBMN| 505306 | 576% | 5113480
$303.04 $607.83 23548 | 58.0% | $1446.%
56030 | [ S1i2d® | s2ii42 | ol.i% | sS40

Type Of enrou ment 211.00 4230 565306 | ©607% | $1.077.88
267 64 3535 28 583548 | ©61.0% | $1.373.76
130.80 $279.80 27142 | 40.2% $551.22
24187 $653.74 $653.06 | 48.0% | $1.337.70
$433.31 593062 583848 | 402% | $1.705.10

. . 103.63 $207.05 27142 | 86.7% | S470.08

Monthly employee contribution —
$322.65 $645.30 523848 | 5065% | 5148378
53301 EiA $27142 | 80.0% | $330.4
$6480 || 518078 | S06300 | 704% | s82374
$105.67 $211.74 $83848 | 708% [ 310902 |

$5.50 17.00 2550 | 600% | $4250
2112 42.24 56324 | 600% | S10558
2347 4004 7040 | 60.0% | S117.34
5542 $1264 1624 | 600% | s3208
31283 52568 3850 | 600% | $64.1
2111 4222 3 | 800% | s105%
5128 3256 5384 | 600% %40
5237 3474 5708 | 50.8% | sSii&
s300 | [ %818 5026 | 60.0% 51544
$0.00 $0.00 $4.12_| 1000% EXE




Health Plan Selection




Health Plan Selection

Things to Consider

EMPLOYEE CONTRIBUTION

IN-NETWORK/OUT-OF-NETWORK

CO-INSURANCE/CO-PAYMENT

MAXIMUM OUT-OF-POCKET m



Health Plan Selection

Maximum Out-of-Pocket (MOOP)

* Financial protection

* Insurance keeps track of your out-of-pocket cost
* Once MOORP is reached, benefits increase to 100%
* Resets every calendar year

* ACA merged medical and prescription drug MOOP



Kalani is considering enrolling in the

HMSA 90/10 or 80/20 plan.

HMSA PPO Plans

Annual Employee Premium Contribution

Kalani’s family estimates 12 doctor visits
during the calendar. Their doctors charge
$100 per visit. Total $1,200

Maximum Out-Of-Pocket (MOOP)

Total Estimated Annual Cost:

Co-Insurance 10%

$120

$4,000
Not met
$10,476 $7,476

Total estimated annual savings under the HMSA 80/20 plan: $3,000




Kimo is considering enrolling in the
HMSA 90/10 or 80/20 plan.

HMSA PPO Plans HMSA 90/10 HMSA80/20
s emplepee premium comrvuvon | I L

Kimo’s family anticipates $30,000 in
medical expenses from January 2016 -
April 2016

Maximum Out-Of-Pocket (MOOP) MOOP 54,000 MOOP 55,000
Not met Met*
Total Estimated Annual Cost: $13,356 $12,308

Total annual estimated savings under the HMSA 80/20 plan: $1,048
100% family coverage for remainder of the calendar year

Co-Insurance 10% Co-Insurance 20%
$3,000 $5,000




Health Plan Selection

Questions to ask yourself

Are all my doctors In-Network?

How much are my employee contributions?

What are the plan’s maximum out-of-pocket?| MOOP




Enrollment Procedures




Enrollment Procedures

State of Hawaii n

Hawaii Employer-Union Health Benefits Trust Fund

EC-1 enrollment forms are
available on our website at
eutf.hawaii.gov

Home Forms « Board Meeting Schedu! ¥ Maat+ ¢k~ Trustees Links to Carrier Websites Active Rates Retiree Rates

-
EUTF Active Forms C| |Ck

meﬂ being of our beneficiaries by striving to provide quality benefit plans that are affordable, reliable,
heds. We provide service that is excellent, courteous, compassionate and informative.
E-mail: eutf@hawaii.gov Oahu: (808) 586-7390 | | Toll Free: 1-800-295-0089 | | Fax: (808) 586-2161

Meetlng Mlnutes & Newsletters What's New | |Active Employees’ Resource
* Board Meetings 6/22/15 * Solicitation for Services No. 15-001 * Active Employees’ Open Enroliment

Sealed Offers for Insurance Broker 2015 32815
* Committee Meetings 6/19/13 i
Services (PDR 5/29/15

Memorandum To All State and County
* Board/Committee Schedule

{ * EUTF Board of Trustees Enhance Employees, Subject: Amendments to
* July 2015 to June 2016 (PDP | Retiree Dental Plan - Effective January | EUTF's Administrative Rules Dated
7120115 i 1,2015 (PoR 4115 09/26/2014 PoF) 9/2914
* Meeting Agenda | * Active Employees Open Enrollment * Common Qualifying Events That Allow
2015 i Enroliment or Changes for Active

* Newsletters 10/20/09
Employees 10/9r14

Active Employees Reference

a Guides - Effective July 1, 2015 | | * Active Rates & Contributions: Effective
i Notices |

* Creditable Coverage Notice (PDF)

(PDF) 5 5 | July 1, 2015 31612

EUTF Active Forms 6/26/15

126015 Active Employees Flyer (P0F) 373115 f

Active Employees Information | | + HSTA VB Active Forms 6/26/15
Sessions Schedule (PDP) 3/3/15 |

Notice of HIPAA Privacy Rules (PDR
1211914

Enrollment Notices & Reference

Carrier Summary Benefits and

Guides 372115

HIPAA Use and Disclosure of Protected
Coverage
Health Information (POF) 10121714 « 2015 EUTF Pre-Retiree Slides (PDF)

Active Employee Open

nt Employ nefits Notices §
Important Employee Benefits Notice Enrollment Presentation for

1205 2015 (PDR) 42315
e e | = Important Information for State Retirees’ Resource
* COBRA Retiree Open E nent 2015
Reports | Employees with Same-Sex Spouses 4 COBRA Retiree Open Enrollment 20
* Report to the 2015 Legislature { 221114 0/114

Reauired by Act 2726 SIH?2012 Relating | - . R — —



Enroliment

Procedures

Section 1: Employee Data

Please complete the applicable fields

EC-1

Hawaii Employer-Union Health Benefits Trust Fund

PLEASE SUBMIT THIS

Rev. Mor2015

EC-1: Enrollment Form for Active Employees
DUE DATE: This form must be submitted to your Personnel Officer or Departmental Personnel Office
within 30 days (60 days for newborns) of the event date.

EC-1 FORM TO YOUR
PERSONNEL OFFICE

SECTION 1: EMPLOYEE DATA

Please complete all applicable fields below  Social security numbers are required to process new hires
and dependenti(s) enrollments. ™ See Section 4 on “Instructions for Completing Form EC-17

Name (Last Name, First Name, Middle Initial)

Jolun K Kealoha

Bd New HireMNewly Eligible
Date of HireMNewly Eligible (MM/DD/YYYY)

Home Phone

07,01 ;2015

( )
Mobile Phone (808) _555-5555

Work Phone ( )

Ermail

[1 Open Enroliment (effective 07/01/2015)

Jolunk kealoirha 80 8 Cemail.com

Residence Address ([] Check this box if vour addr

555 Kealoha Street

[] Termination of Employment

55 has changed) Date of Termination (MMUDDAYYYY)

Street ’ ’

j Apt 1000 S
Line 2 Employee’s Sodcial Security Number (SEN)
ciy_ Honoludw state_H! _zipcode 46800 or EUTF 1D Mumber

-55-55
Mailing Address (if different from abowve) 255 25
Street Gender [XMale [JFemale
Birth Date. (MM/DDAYYY)
Line 2
06 ; 19, 1960
City State Zip Code

[1 During the Plan Year Qualifying Event (desaribe)

Ewvent Date: 7 7
Marntal Status Marmed [] Single
Marriage Date: (MM/DDAYYYY)

0214 4980

[] Civil Union
Cnal Union Date: (MM/DDAYYYY)
(] Check this box if status change)

Domestic Partner (DP Status)
[JIRS Qualified  [] Not Qualified
Notary Date: (MM/DDAYYYY)

7 7

Special Note: If your Spouse or Civil Union Partner or Domestic Partner 5 a State or County Employee or Retiree. please provide the following:

MNAME:

SSN:

DoOB:




Enrollment Procedures

SECTION 2: COVERAGE AND DEDUCTION START SELECTION

If events are filed within 30 days of a qualifying event date, some events allow for a selection of the Coverage and Premium Contribution Start Dates.
If your event is listed below, please select one of the three options, otherwise skip this section.

Qualifying Events for this Section Available Options for this Section

Adoption, Birth, Guardianship, New Eligible Student, Marriage, Domestic [] Coverage starts day of the event & premium contributions start 1st day of the pay period in which the
Partner, Civil Union, New Hire, Newly Eligible, Reinstaterent in effective date of coverage occurs (if no selection is made, this option will be used)

Employment, Retumn from Authorized Leave of Absence [] Coverage and premium contributions start 1 st day of the first pay period following event

(if not currently enrolled) [ Coverage and premium contributions start 1st day of the second pay period following event

Section 2: Coverage and Deduction Start Selection

Option 1:
Date of Hire*
Option 2:
First day of the first pay period

Option 3:
First day of the second pay period

*If no selection is made option 1 will be used




Enrollment Procedures

Section 2:

e Option 1*

* Coverage begins on the date
of hire.

* Contribution start date will be
the first day of the pay period in
which the event occurs.

2 13 16 1516 718
19120 21[2223 /24|25
*If no selection is made option 1 will be used mmmm-




Enrollment Procedures

Section 2:
* Option 2
* Coverage and contributions begin

on the first day of the first pay
period following the event.

April

T 2034056
78 s [10[11]12[13
1415 1617181920
2122 232425 2627
w60 | | |



Enrollment Procedures

Section 2:
* Option 3
* Coverage and contributions begin

on the first day of the second pay
period following the event.

April

T 2034056
78 s [10[11]12[13
1415 1617181920
2122 232425 2627
w60 | | |

B et



Enrollment Procedures

H . H _ . , Iake your selection byaecking allthe boxes ofthe apprepriate benefil plans helow, Select Self; 2-P'arty, Family or(_Jarcz
SECtlo n 3 ° P lan SeIeCtlon SECTION 3: PLAN SELECTION Y ou may only choose one medicaliprescription drug plan. If no selection & made, EUTF will assume na changes are beilng
MedicallPrescription Drug Plan You may only choose one medicaliprescription drug plan
Type Carrizr Selection CancellWaive Self 2-Party Family
0 -
FPO-30/10 HMSA Medical, 0 n n

Mark all plans you want

CV5 2rescrption Drug Chiro

i PPO FPO302) HISA Ve dical, x O O O
to enroll in. CVS 2rascription Drug, Chiro
FPO75/25 HMSA Medical,
CV5 2rescription Drug Chiro X [ O O
HIVO-HMSA
YO um ay se |e ct one Cvs :‘regcnptiozl Drug, Chiro i O O O
: : : HMO HNO-Ka_lser Standar_d 0 H X O
medical/prescription drug Prescriplion Drug, Chiro_
HIWVO-Kaiser Comprehersive & N 0 0
plan’ dental pla n, and Prescription Drug, Chiro .
Suppemental- Roval State National Insuranze Company Wi n 0 0
vision p | an. (Includes Supplemental Drug Coverage), Cirg
Supplemental ** Tobe eligible for corerage under the Royal State Supplemental plan, you
andyaur eligible dependent(s) must ke covered under another non- EUTF
healthplan See Section 5 on “Instructions for Cornpleting Form EC-1°
- - - o
Llfe Insurance IS 100 A) Other Plans CancelWaive Self 2-Party Family
3 = Dental Haweil Dental Service  # earolling new dependert ajes 19-23 attach student verificaion
employer paid and is for il e : [ O & 0O
Vision Yision Service Plan fenrolling new dependent ages 19-23 attach student rerifcaton |:| D m D
employees only. Life USAtle Lie -
For STATE Employees ONLY: Premium Gorwersion Plan X Enroll [ ] Ghange Amount [ ] Gancel PGP []

For COUNTY Employees ONLY: Premium Conversicn Plan — Pleass contaci your DPO for more information on available options.
EC-1 Rev. 032015




Enrollment Procedures

Premium Conversion Plan (PCP)*

The State’s Premium Conversion Plan (PCP) provides an opportunity to most health
benefits plan participants to save some tax dollars and makes the most of their
paychecks.

For more information on the Premium Conversion Plan, please contact The
Department of Human Resource and Development (DHRD) for more information at
www.hawaii.gov/hrd/main/har.

County employees should contact their personnel office for information on
available options.

*The Premium Conversion Plan is not administered by the EUTF,



Enrollment Procedures

Section 4: Dependent
Information and Plan

.
Se I ect IO n SECTION 4: DEPENDENT INFORMATION AND PLAN SELECTIONS Plezse [51 all dependents you wart enroled
List all gligible depandents youwish to cover and check the planselections desired. Relztionshi o™ Key SP=Spouse, DP=Domsstc Partner, CU=Cral Union 2ariner, CH=your Child or
vour Spouse’s Child, DPCH= Domre Partners Child, CLICH=Chal Union 2adner's Child, SC=Step Child, GC=Guardianship/Foster child, DC=Diszhled Chilid if your child s age 12 o
andis also disabled. Sco unty Number ™: Sozial Secunty Number is requirad figld when submitiing zn inibal EC-1 for new bith. Plezse be sure to submif an EC-1 to

O

E nte r. d e pe n d e nt update our records for yeurnewbern once he iformetion receivedissued by the
. . Cortinue Al Delge Cepzndznt: Eitth Date Socéal Securty Namber Redat oship® Gender Nedizd! Dertd Mison
I n fO r m at I 0 n . Covarzge Lsst Narre, First Narre, Niddle Initial VMDD YY) MIF -
O (D24 O Jane Kealoirha 12/ 01/1965 | 777-77-7777 SP F [ |
. O O O ff O O |
Certify that your S ) g -
dependents meet all 0 oo ;o sl ==
eligibility requirements O |00 Y ojo|a
. 2 anc fd O O |
by putting your initials R .
y p g y 0 (| 0 o [ O 0

O n th e S p a C e S p rOVi d e d . Detalled ehgibility information s avallable al hitp.ffeuf hawail.gov in the EUTF Adminsirative Rules & Chapler 874 Hawall Revised Sidules

Depeandent Certification and Student Certificetion— See Section 4 item 8 on “Instructions for Competing Forn EC-1" far more infarmation
| certify that my spouse, civil union or domestic partner andlor dependent children meet eligibility requirements for enrollment in the EUTF
plans. __ I (initials)

| certify that my dependentchild is a full-time student and have attached all docum entation as required in Section 4 regarding dependentand student
certification in the “instructions for Completing Form EC-1", _____(initials)




Enrollment Procedures

Proof documents are required for dependents being enrolled in EUTF plans for
the first time.

Marriage/Civil Union Certificate
Declaration of Domestic Partnership
Birth Certificate*

Student Certification

Must be submitted within 60 days

*Only applies if newborn has a different last name than employee



Enrollment Procedures &

Section 5: Other Insurance Information

Complete ONLY if enrolling into the Royal State Supplemental Plan or leave blank

™ To be eligible for coverage under the Royal State Supplemental plan, you and your eligible

SECTION §: OTHER INSURANCE INFORMATION dependent(s) must be covered under another non- EUTF health plan

If you orany of your dependents are covered under another non-EUTF health plan{s), please provide the type of plan, name of the plan, subscribers name, effective date of the plan, and

the health plan coverage (Self, 2-party, Family)
Type of Plan Name of the Plan (Carrier’s Name) Subscriber’'s Name Effective Date

Self 2-Party  Family

Aetna Jane Kealora 11 o1 tooa [ A ]
U

Med, drug
I L] O




Enrollment Procedures

Section 6: Employee
Authorization and
Signature

Read, sign and date
form.

EC-1 forms MUST be
received by your
personnel office within
30 days of your date of
hire.

| SECTION 6: EMPLOYEE AUTHORIZATION AND SIGNATURE

| am eligble for the coverage requesled and declzre that the individuzls liste d on fhis enrollment form are also eligible. | understand that the benefit eleciions made on ihis
application are in effect for ag long as | corlinue to meel EUTF's eligibility require ments, or unlil | elect to change them subject o the provisions of EUTF's plan rules. | have
read the benefit matenzls, undemtand the limitatiors and qualifications ofthe EUTF benefia pragram and agree to abide by ihe terma and conditiona of the benefit plara
selected. | authonze my employer or finance officerio make the pre-tax cr after tax deductions, adjusiments or cancellations from my salary, wages, orather campensation for

the monthiy emplayee contnbution in zccordance with zppleable laws, rules and requ lations

A personwho knowingly mekes a false state ment in connection with an application for any benefit may be subject o imprisonment and fines. Addtionally, knowingly making a
false statement may subject a persan to terminafion of enrallment, denial of future enrallme rf, or civil damages. This farm superse des all forms and submissions | previously
made for ELITF coverage. | hereby declare thet the above statements are true {0 the best of my nowiedge and belief, and | understand that | am subject to penalty for perjury.

Employee Signature: Joiun Kealoirha Date Signed: _04/15/2015

Department IC# Depariment Divsian/School Bamzining Lini
Date EC-1 Recewed in DPO Phone Number DPO Fax Mumber
Employing Office i

DPO (o arrployer desionee’s) Printed Mame

DPO (e errgloyer designee’s) Signaiure:

Date of DPO or emgloyer designee s) Signalure
F

Memarks:

EC-1 Rew 032015

Page2of2




Confirmation Notice

* You will be mailed a
Confirmation Notice.

* You have 10 calendar days from
the date of the notice to report
any errors.

HAWAII EMPLOYER-UNION
HEALTH BENEFITS TRUST FUND s
Honoluly, HI 968052121
Oahu(80€) 5867290
Toll Free 1(300)295-0089
www.eutf hawai gov

Confirmation Notice

JANE DOE 0000000
201 MERCHANT STREET, SUITE 1520 HB #:
HONOLULU, HI 96813

Date: February 22, 2012

Agency/Department: Department of Budget & Finance

Bargaining Unit: 00
Distribution Code:

This Confirmation Notice details the enrollment activity you requested. Please carefully
review its contents to make sure it does not contain any EUTF data entry errors. This
Confirmation Notice may not be used to correct errors that youmade on your enrollment

form — only errors EUTF made inputting the data you entered on your enrollment form. If you
believe changes were made by EUTF in error, you must notify EUTF within the next 10
calendar days of the date of this notice by returning this notice. Keepa copy for your records.
If EUTF does not hear from you in writing within 10 calendar days of the date of this notice,
the transaction requested will remain in effect as authorized and cannot be changed until the
next Open Enrollment period unless the change would be permittcd as a qualify ing life event
under EUTF plan rules, Changes to your original selections are not permitted.

The EUTF received or processed this Medicare Enrollment event on 01/01/2012.

YOUR BENEFIT PLAN ENROLLMENTS Asof 01/01/2012

Plan Type Benefit Plan Coverage Type Effective Date Pay Period Deduction
Medical Waive N/A 07,01/2003 $.00
Dental Dental Two-Party 070172007 $.00
Vision Vision Two-Party 07/01/2007 $.00
Prescription Drug Waive N/A 01/0172009 $.00
Life Life Insurance Self 010172012 $.00
Your Total Pay Period Deduction: $.00

NOTE:The Pay Period Deduction amount listed above does not reflect changes that
may be made after July 1,2011 as a result of collective bargaining,

ELG-009 Confirmation Notice




Making Changes To Your Plan




Common Qualifying Life Events
-

e Birth

* Adoption, Legal Guardianship, Foster Child
 Marriage, Civil Union, Domestic Partnership
 Newly Eligible/No Longer Eligible Student

* Divorce

* Death

* Loss of Coverage

* Acquisition of Coverage



Making Changes to Your Plan
T

Complete EC-1 Enrollment form

* Forms are available online at eutf.hawaii.gov

Submit EC-1 form within 30 days of Qualifying Life Event
* Birth - 60 days

Submit Proof Documents within 60 days

* Do not wait for proof documents to submit EC-1 form
 Contact EUTF if proof documents will take longer than 60 days



Making Changes to Your Plan
T

Open Enrollment allows employees to make the following changes:

* Add, remove, or change plans
* Add or remove dependents

* Change coverage tiers (Self, Two-Party or Family)

Open Enroliment occurs in the Spring

* Coverage and premium changes take effect July 1



EUTF Contact Information

* Location: * Mailing Address:
Oahu: City Financial Tower P.O. Box 2121
201 Merchant Street, Suite 1520 Honolulu, HI 96805-2121

Honolulu, HI 96813
(No Validated Parking)

* Hours: « Website:

Monday — Friday (except state holidays) http://eutf.hawaii.gov
7:45am - 4:30pm

* Phone:  Email:
Oahu: 808-586-7390 eutf@hawaii.gov
Toll-Free: 1-800-295-0089



