)
oo
C
©
e
(&)
(@]
=
4
(S}
2
Q0
=2
(%]
o
©
(=
©
)
O
©
f -
)
C
o]
(®]
F -
(o]
-
=
()
£
=3
O
]
©
‘©
oo
k)
©
[V}
-
>
§=
]
(%]
C
o]
(&)
-
(@]
C
(%]
Q
O
©
©
=
©
>
| S
©
£
£
35
(%]
Y
Q
-
0
©
S
=
e
+—
©
)
=
[}
(%]
Q
_
o
A
e
T




AGENDA

; * Applying for Your Retiree Health Insurance Benefits
: A
- . Eligibility
* i
“‘ > * Medicare
-‘ ""-' \
4 * Premiums and Contribution
VA
’ * Health Plan Options
=
o * Completing the EC-2 Enrollment Form

|  Required Documents
* Making Changes to Your Plans

* Contact Information






Reference Guide

Hawaii Employer-Union Health Benefits

i . Trust Fund

* Available at eutf.hawaii.gov

RETIREE BENEFIT PLANS
REFERENCE GUIDE

* Rates and contribution amounts (EUTF and HSTA VB)

* Dependent eligibility criteria

)
=

* Health plan options

* EC-2 Enrollment form

Effective January 1, 2016 — December 31, 2016

Retirees and their dependents who are or soon will be eligible for Medicare please note:
Hawaii law requires that you earoll im Medicare Part B when you becoms eligible in order to enroll
in any EUTF or HSTA VB retiree medical and or prescription drug plan. Please see page 46 for
more information on this inportant topic

Disclaimer: This Reference Guide offers general mformanon on your health and other benefit
plans which are exclusively governed by Hawaii Statutes, the EUTF Adnunistrative Rules as they
are amendad from time to ttme and the camier plan documents all of which are available at

et hawail gov. Nothung in this Reference Guide 15 mtended to amend change or contradict these
documents This Reference Guide is not a lezal document or contract and the informaton in the
Reference Guide is not intended as legal advice or to create any legal or contractual lisbilities




New Retiree Enrollment

Applying for Your Health Insurance Benefits

* File for retirement with ERS

* ERS Retirement Estimate
Letter

Retirement- Estimate
Hybrid Plan

NEX ADERCROMBIE

covtnmecn
STATE OF HAWAI
EMPLOYEES RETIREMENT SYSTEM
March 15,2012
JOHN A DOE

E 1520

201 MERCHANT STREET,
HONOLULU, HI 96813

Dear joun A DOE:

Thank you for contacting us about your retirement plans! Retirement isa significant event in
cach of our lives and it is important that you take the time to understand the application
process and your retirement options.

Your estimate was determined using the following information
** Any part-time scrvice worked has been converted to its full-time zquivalence

Projected Retirement Dat May 1,201 ]
= =
Birth Date XX/XX/1946 o=
o«
1ip Date November 18, 2002 T =
~
Membership Service for Eligibility 9 Years S5 Months =
Eamed: 9 Years 5 Months
Acquired 0  Years 0 Months
Hybrid Service for Estimate** 5 Years 5 Months
Earned s Years 5§  Months
Acquired 0 Years 0 Months
Noncontributory Service for Estimate** 3 Years 7 Months
Earned 3 Years 7 Months
Acquired 0 Yecars 0 Months

vi.03
CityFinancial Towar = 201 Merchant Street Sute 1400+ Homolulu, Hawas 568132960
Telaphane (S08) 586-1735 « Fax (808) 585-1677+ MID Muvaved hawnii Goviaes







Retiree Eligibility

Retired employee

*  You do not need to be covered under an EUTF Active Employee
Plan at the time of retirement to be eligible to enroll in the
EUTF retiree plans

The surviving spouse, domestic or civil union partner of a

deceased retired employee

* Provided the spouse or partner does not remarry or enter into
another domestic or civil union partnership

The unmarried child of a deceased retired employee
* Provided the child is under age 19 with no surviving parent



Dependent Eligibility
Spouse or partner (domestic or civil union)

Children by birth, adoption, legal guardianship or foster child

* Children are covered until age 19 for medical, prescription
drug, dental and vision plans

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

e Legal guardianship or foster children will terminate upon the
age of 18, regardless of whether the child is a full-time student
or not

* Coverage can be continued for an unmarried child incapable of
self-support due to mental/physical incapacity that existed
prior to age 19



Dual Enrolilment

e EUTF rules specify that if both you and your spouse/partner
are employees and/or retirees of the State or counties, you
can enroll in only one family or two-party plan, or two self
plans.

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






Retirees eligible for Medicare Part B

MUST enroll in Medicare Part B when they become
eligible in order to be enrolled in the EUTF retiree
medical and/or prescription drug plan.

Mandatory Medicare Enroliment

MEDICARE \?;, HEALTH INSURANCE

1-800-MECICARE (1-800-633-4227)
NAME OF BENEFICIARY
YOUR NAME HERE
MEDICARE SLAIM NUMBIR S&x
000-00-0000-A FEMALE
IS ENTITLED TO EFFECTWE DATE
HOSPITAL PART A 07-01-1986
MEDICAL PARTEB 07-01-1986

sov  _Jane Doe

Covered dependents eligible for Medicare Part B

MUST also enroll in Medicare Part B when they become eligible,
regardless of whether they are retired or actively employed, if enrolled
in the EUTF retiree medical and/or prescription drug plan.

YOU MUST PROVIDE THE EUTF WITH PROOF OF YOUR MEDICARE PART B
ENROLLMENT WITHIN 60 DAYS OF BECOMING ELIGIBLE OR ENROLLING INTO

AN EUTF RETIREE MEDICAL AND/OR DRUG PLAN. PLEASE SUBMIT A COPY
OF YOUR AND/OR YOUR DEPENDENT’S MEDICARE CARD.




- Social Security will send you information
about enrolling into Medicare three months
prior to your 65 birthday.

How do | enroll in Medicare Part B?

MEDICARE

iﬁ, HEALTH INSURANCE
-~

1-800-MEDICARE (1-800-633-4227)
NAME OF BENEFICIARY

YOUR NAME HERE

MEDICARE CLAIK NUMBIR

000-00-0000- A
18 cmm.:o TO

MEDIOAL

FEMAI.E

EFFECTIVE DATE
PART A 07-01-1986
PARTE 07-01-1986

son  _Jane Doe

- EUTF will send a courtesy letter to retirees and
their dependents to enroll into Medicare Part B.

FAILURE TO PROVIDE PROOF OF MEDICARE PART B ENROLLMENT WILL
RESULT IN YOU AND/OR YOUR DEPENDENT’S DISENROLLMENT FROM THE
EUTF MEDICAL AND/OR PRESCRIPTION DRUG PLAN




Medicare

File individual tax return

S85,000 or less

above $85,000 up to
$107,000

above $107,000 up to
$160,000

above $160,000 up to
$214,000

above $214,000

File joint tax return

S$170,000 or less

above $170,000 up to
$214,000

above $214,000 up to
$320,000

above $320,000 up to
$428 000

above $428,000

Federal Medicare Part B Premium Rates as of January 2016

If your yearly income in 2014 was...

Amount you pay

per month in 2016

$104.90/$121.80

$170.50

$243.60

$316.70

$389.80



Submit a copy of the Social

Security Administration letter
indicating your Medicare Part B

premium amount.

— Social Security Administration

HECEIVED
1f

M AR I8 P 238

- Date: November 23, 2011

- umber: 123-45-6759-
UANT STREET, SUITE 1520 Claim N o 3=43-6789-4
LU, HI 96813

Your Social Security benefits wil] Increase by 3.6 percent In 212 because of 5
rise in the cost of living. The Social Securit Act requires some people to pay
higher premiums for thejr Medicare Part B ({'Pdlfal ?ruur-ncr) and their
Prescription g coverage based on their income, Because of your income,
your premiums will be increased. The information in this notice about your
premium is for 2012 only.

If you currently do not have Medicare Part B o
and enroll in 2012, those Premiums will also be
income.

How Much Social Security Will [ Get?

®  Your new 2012 monthly benefit
amount before deductions is:

OT prescription drug coverage
ncreased based opn your

$1,575.70
® Your 2012 monthl]v deduction for the
Medicare Part B Premium js: 9259.70
$99.90 for the standard Medicare premium, plus - b

$159.80 for the income-related monthly adjustment amount based on
your 2010 income tax return

®  Your benefit amount after deductions
that will be deposited into your bank account

OF sent in your check on January 25, 2012 is: $1.316.00

See Next Page
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Medicare

Medicare Part B Reimbursement

J ; ) HAWAII EMPLOYER-UNION HEALTH BENEFITS TRUST FUND (“EUTF")
Medicare Part B Premium Reimbursement uest and Direct Deposit ment

of the letter from the Social Security Administration or Centers for Medicare & Medicaid Services
showing the Medicare Part B Premium | pay are sttached (for initial requests only). | understand that
* ] reimbursement of Medicare Part B Premiums will not begin until the EUTF receives 3 copy of the

Y letter from the Social Security Administration or Centers for Medicare & Medicaid Services showing
the Medicare Part B Premium | pay.
- = = 2 7 v 1 certify that my Medicare Part B premiums are not paid by any other entity, e.g. the Medicare
. o ’ - Dlrect dep05|ted |nt0 retlree S aCCOU nt Savings Program or Medicaic. Should my Part B premiums be paid by another entity in the future, |
i‘\‘ 4 will notify the EUTF within 30 days of being notified by the other entity.
L ". ) ¥ If my enroliment in Medicare Part B stops | will notify the EUTF within 30 days. | understand that

N> dizenroliment from Medicare Part B meanz | will no longer be eligible for Part B premium
" reimbursement, as well 33 medical and prescription drug coverage.

7 * Reimbursement will begin the later of: Hetiecame: —

f
I ~ Retiree Mailing Phone:

*  Effective date of Medicare Part B —

SECTION A - Deposit Authorization

a1
j‘r “ ° Premium reimbu rsement quarterly ¥ | request reimbursement for my Medicare Part B Premium. A copy of my Medicare card and 3 copy

Hawai lzw (Ac 039, SLH2006) requires all incivicuals who Decome eligibie for Mecicars Fart B reimbursements on or after
Cove r‘a ge July 1. 2006 to gesignate 2 financisl iNULION BCTOUNE INtD WAKCY the State of Hawas EUTF shall D= authorized o depost
ther quarterty Medicare Part B reimbursements.

By zigning in Section D, I/We heredy suthorize the State of Hawai EUTF to automatically and directly deposit my Medicare

“
/
! O 1St day Of the month EUTF receives Part B premium reimdursements to my/our sccount at the financial institution named below:
25 a copy of your Medicare Part B card | oot momson b s ot o ep i onpedne e eeen
i

i Name of Account Holdor(s):

| Name of Financial Institution

| Routing Number: Account Numnber: Checddng® Savings
Financial Institution Certification (Required for Savings; Optional for Checking): T

. A * Complete Direct Deposit Agreement form Mame of Agent P e

» 1 H . . . SECTION C— Agreements of All Account Holders
/ * Checking account — Submit voided oy s n Secion s, e s oot -
\ *  Cenifyall information is acourste and authorize the EUTF to make withdrawaiz from my/our sccount in the event that
i the EUTF Denefits have been deposited to the account in erTor, e.g., overpayments.
‘ check *  Conzent to the dzciozure Dy the Financal Institution to the EUTF of any information that the EUTF requests to
- i effectuste, acminister, or enforce the ranzactions suthonzed in Sactions A and C
*  Agresnot to hoid the EUTF responsible for any delsy or 102 of funds due %0 incorect or incompiete information

e Savings account — Form must be T e s e e e e e
"J . Signed by your bank SECTION D - Signatures of All Account Holders

Authorized Signature [Primary): Cato:
y o Authorized Signature: Cate:

*Please attach a VOIDED check and return this form to the EUTF

Rev. 12/2013




Medicare Part D

J A
)) * Upon enrolling in Medicare Part B you will be enrolled
B in the EUTF’s Medicare Part D prescription drug plan, if
:‘;‘;.‘4 you are enrolled in the non-Kaiser prescription drug
A plan.
-‘[_;;:3
: * If in the future you enroll in another Medicare Part D
j plan, you will be disenrolled from EUTF’s Medicare Part

D plans including the Kaiser and UHC medical plans.






tf’ Contribution

Employer Contribution

Active Plan Retiree Plan

As active employees, the As a retired employee-

portion of health coverage beneficiary, the portion of
costs paid by the employeris |health coverage costs paid by
negotiated within the the employer is determined

collective bargaining process. | by law.




? 4l Contribution

i .
l 'l 2016 Base Monthly Contribution (BMC)
_ i’ Maximum Allowable Two-Party
¢ * Non-Medicare $855.18 $1,723.76 $2,522.92
h-;
A= Medicare $609.20 $1,221.02 $1,778.40
At

'l Base Monthly Contribution
* May be adjusted every January 1

A
| ‘x} * Based on Medicare Part B premium increase or decrease



Contribution

Employer Contribution

The employer premium contribution is determined by statute and is based on
three factors:

* Date the employee was hired

* Length of service - taking into account breaks in service

* Base Monthly Contribution (BMC)

Date of Hire —

Base Monthly
Contribution

set by law

Length of Service —



'.'\_\
\,..} Contribution

'l Employer Contribution Table
;‘ . Years of Credited Service State’s Base Monthly Contribution

(excluding sick leave) If You Were Hired:

imR
5" *’ On or Before | On or Between **On or After 7/1/2001
;— i 6/30/1996 7/1/96 — 6/30/01 (self only)
3 f - Less than 10 years 50% 0% 0%
ﬂ 10 yrs less than 15 100% 50% 50%
/4 15 yrs less than 25 100% 75% 75%
g 25 yrs or more 100% 100% 100%
b
~

¥ The employer’s contribution is equal to the lesser of the Base Monthly Contribution
e percentage and the actual premium.

A
f }}} **If you were hired on or after 07/01/2001, the monthly employer-sponsored contribution
will be calculated on the Base Monthly Contribution for a self rate ONLY. You may obtain
coverage for eligible dependents but you will be responsible for the difference in premium
cost.



-

\

)

Contribution

Maximum Allowable Single Two-Party Family
Non-Medicare $855.18 $1,723.76 $2,522.92
Medicare $609.20 $1,221.02 $1,778.40
Employer Contribution — 100% E-::M ij:f:
ol ratsels by i =
Employer Contribution — 50% or 75% -:i

* Complete EUTF Retiree Worksheet m -__ w:'";: T
Employer Contribution — 0%

* You will pay the full premium amount




Premium

Health Plan Premium example

Malia will be retiring October 1, 2016 and Non-Medicare total BMC amount
does not qualify for Medicare yet. §55.18
Malia’s ERS Retirement Estimate Letter shows: Hire Date: 7/01/97
; Earned Years of SVC: 18 yrs

* Membership Date July 1, 1997
* Total Earned Years of Service: 18 years $85X5.;§
$641.38

$709.50
- $641.38
Malia’s total monthly premium is $68.12






Medical

HMSA 90/10 PPO Plan

Kaiser HMO Medical Plan/ Senior Advantage Plan
UnitedHealthcare PPO Medicare Advantage Plan

Prescription Drug
CVS Caremark & SilverScript
Kaiser Prescription Drug

Dental & Vision

Hawaii Dental Service
Vision Service Plan

Life Insurance
USAble Life



HMSA

PPO — HMSA 90/10 Plan

Non-Medicare Medicare
Deductible 300 et
Primary Care Office Visit 10%*
Hospital 10%*
Diagnostic lab, X-ray 20%*
Maximum Out-of-Pocket $2,000/$6,000 $2,500/$7,500

*Deductible does not apply

If a retiree is enrolled in Medicare Parts A & B, he/she will likely pay no copayment since Medicare
is primary and EUTF’s HMSA plan is secondary and will cover the member’s copayment.



Kaiser Permanente

HMO — Kaiser Medical Plan

Non-Medicare Senior Advantage
Deductible None
Primary Care Office Visit $15
In-Patient Hospital Services No Charge
Diagnostic lab, X-ray $15 No Charge
Maximum Out-of-Pocket $2,000/56,000




UnitedHealthcare

PPO — UnitedHealthcare Medicare Advantage

Available only to those enrolled in Medicare Part A & B

Deductible $100 per person
Primary Care Office Visit 10%*
Hospital 10%*
Diagnostic lab, X-ray 20%*
Maximum Out-of-Pocket $2,500

* Deductible does not apply



Prescription Drug Coverage

Non-Medicare Medicare

CVS Caremark . . .
o Kaiser HMO SilverScript
PPO Prescription L . )
Prescription Drug Drug Pl Prescription Drug Prescription Drug Plan Kaiser HMO
rug Plan
Coverage .g' . Plan (Participating Prescription Drug Plan
(Participating
Pharmacy)
Pharmacy)

Retail & Mail
In-Network or Retail 90 Ph
Prescription Program n-ifetworkor netal Sk In-Network Pharmacy

(30/90 day supply)

Generic 35/$10 copayment $15/330 mail only $5/$10 copayment $15/%$30 mail only
Preferred Brand Name $15/530 copayment $15/%$30 mail only $15/$30 copayment $15/%$30 mail only
Other Brand Name $30/$60 copayment $15/%$30 mail only $30/$60 copayment $15/%$30 mail only
20% coinsurance $15/$30 mail-order 20% coinsurance
. . .. i $15/%$30 mail only
Specialty Drug $250 max per fill for eligible drugs $250 max per fill
$2,000 annual max $2,000 annual max




'-’ Other Plans

Chiropractic None
Diagnostic/Preventive 100%*
Other Services 60%
Dental
Plan Year Maximum
$2,000
(per person)
Eye Exam $10 copay
Lenses every year
. . L $25 copay
Vision Prescription Glasses
Frames every other year
$120 allowance
Contacts $120 Allowance
Life Insurance $2,235

* Excluding periodontal maintenance




Differences Between the EUTF
Active and Retiree Benefits

Limiting age

v" Active plan — dependents covered up to age 26 for medical and
prescription drug regardless of student, marriage and working status.
Dependents covered up to age 24 for dental and vision if unmarried
and a full-time student

v'  Retiree plan — dependents covered up to age 24 for medical,
prescription drug, dental and vision if unmarried and a full-time
student

Prescription drug benefit — lower copayments under the CVS Caremark
retiree prescription drug plans. Generic copayments equal to or lower
under the Kaiser active plans but lower for brand and specialty
prescription drugs under the Kaiser retiree plans. Please see the Active
and Retiree Reference Guides at eutf.hawaii.gov.

Chiropractic benefit — not offered under the retiree plans




i‘ Differences Between the EUTF
N Active and Retiree Benefits

L |
[ J * Dental benefit
] | 7’ v' Active plan —restorative (except crowns and gold restorations 60%),
A endodontics, periodontal (including maintenance), oral surgery and
8 * adjunctive general services are covered at 80%. Limited orthodontic
N W benefit at 50%.
A v'  Retiree plan — restorative (except crowns and gold restorations 60%),
g\ endodontics, periodontal (including maintenance), oral surgery and
, r"ﬁ Y ; 0 .
y adjunctive general services are covered at 60%. No orthodontic
J benefit.

| fd * Medicare Part B
¥ v Active plan — eligible employees and dependents are not required to

‘ 7 enroll in Medicare Part B.
. ns
9 ‘*\ v'  Retiree plan — eligible retirees and dependents (including disabled
| 1} children) are required to enroll in Medicare Part B for coverage

under the retiree medical and prescription drug plans. Retirees and
spouses will be reimbursed for the Medicare Part B premiums. Non-
spouse dependents are not reimbursed for the Medicare Part B
{ Lf.“ premiums.






State of Hawai

Employer-Union Health Benefits Trust
Fund

HOME ABOUT THE EUTF ¥ ACTIVE ¥ RETIREES v TRAINING/RESOURCES MEDICARE COBRA CARRIERS

TTT——ETE Retiree > EUTF RETIREE 0

a
SCUNT
-~ e

oy o A
L

RET iRy wrnpyst riAt Plan Benefits Enroliment & Rates Popular Documents
Ghr ISR S\'VS) | HSTA VB Retiree
Medical (Medicare) Eligibility Reference Guid
Medical (Non Medicare) Enrollment Qverview EC-2 (PDF)
Prescription Drug (Medicare Rates & Contributions
J p ) ’ View All
Prescription Drug (Non
Medicare)
Dental
Life
RETIREES OPEN ENROLLMENT 2016 ;
Vision

Read More #)

Experienced a Life Change?

New Civil Union Partner

NEWS

Newly Eligible Student

:
:

Eailiira t Pay



Enrollment Procedures

Section 1: Retiree Data

Complete applicable fields.

o EC-2

“{ : 4 Rev.Oct 2015
N S i
o

SECTION 1: RETIREE DATA

PLEASE SUBMIT THIS

Hawaii Employer-Union Health Benefits Trust Fund
FORM EC-2TO THE

EC-2: Enroliment Form for Retirees eurF

Please complete all applicable fields below. Social Secunty numbers are required 10 process
new refirees and dependent enroliments. **

Name (Last, First, Middle Initial)
Smith, Eric L.

] Open Enroliment (effective 01/0172016)

[X] Mid-Year Qualifying Event (describe)

Retirement

Retiree’s Social Security Number
Home Phone (808) 263-5555 (SSN) or EUTF ID Number EventDate: _11 / 01/ 16
575-12-3456

Work Phone ( )

Mobile Phone (808) 555-1234

Email_ericsmith@email.com

Gender [X] Male [[JFemale
Birth Date: (MM/DD/YYYY)

10,15 ;1953

Civil Union Partner (Civil Union Status)
[J IRS Qualified [ Not Qualified
Civil Union Date: (MM/DD/YYYY)

(3 Check this box if status change)

/ /

L
: ! | - r addrece has )
' "‘;'A Residence Address ([] Check this box if your address has changed) Marital Status [X] Mamied  [] Single DDomeisSu(c) Eirg:’r (DE| Sr\tlzttUSQL —
A sreet 123 Aloha Lane Marriage Date: (MM/DD/YYYY) DP Date: (MMDD/YYYY)
/' ' — ([ Check this box if status change) (] Check this box if status change)
NS
(! . 02 /14 ;1980 ; /
' city_Kailua sae_Hl  7ZpCode_96734
= o If you are including your
Maiing Address ({ different from above) Spouse/Civil Union/ Domestic
Partner and/or dependents in your
Street health benefit plans, please
‘ Line 2 complete Section 4
» ne
i ‘ City State

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

NAME: Kayla Smith

SSN:576-55-5555

DOB: 03/22/1953




Enrollment Procedures

| SECTION 2: COVERAGE AND DEDUCTION START SELECTION Skip this section if RETIREE does NOT pay towards health plan benefits.

If events are filed within 30 days of the 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
Adoption, Birth, Marmiage, Civil Union, Domestic Partner, Placement
for Adoption, Guardianship, New Eligible Student

Available Options for this Section

[] Coverage starts day of the event & premium contributions start 1st day of the pay period in

which the effective date of coverage occurs (if no selection is made, this option will be used)

[] Coverage and premium contributions start 1st day of the first pay period" following event

[] Coverage and premium contributions start 1st day of the second pay period” following event
v (15t or 167 of the month)

SECTION 3: PLAN SELECTION

Make your selection by checking all the boxes of the appropnate benefit plans below.
Select Self, Two-Party, Family or Cancel/'Waive coverage. Choose only one box in each plan
selection. [f no selection is made, EUTF will assume no changes are being made.

Choose only one box in each plan selection

Type Carrier Selection CancelWaive  Self  2-Party  Family
Medical PPO-30/10 HMSA Medical OJ O X O
No Prescription Drug Coverage
PPO UnitedHealthcare Medicare Advantage
Grp. 13840-Medicare A&B required [l O [ [0  (Allenrollees must be enrolled
No Prescription Drug Coverage in Medicare Parts A&B)
Bttt CVS Caremark Prescription Drug [ O ] O
A (Not a valid selection with Kaiser)
HMO HMO-Kaiser Medical ] ] ] O
(Includes Kaiser Prescription Drug)
Dental Hawaii Dental Service 0 u & .
Vision Vision Service Plan = 0 ) .
Life USAble Life O X Not available to spouse/partner or dependents

EC-2Rev. 10115

Page 3 of 4
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Enrollment Procedures

Section 4: Dependent Information and Plan Selection

Enter dependent information.

Retiree's Name Eric L. Smith

SECTION 4: DEPENDENT INFORMATION AND PLAN SELECTIONS et i

List all eligible dependents you wish to cover and check the plan selections desired. Relationship* Key: SP=Spouse, CU=Civil Union Partner, DP=Domestic Partner, CH=your
Child or your Spouse's Child, CUCH=Civil Union Partner’s Child, DPCH= Domestic Partner’s Child, GC=Guardianship/Foster child, SC = Step Child, DC=Disabled Child if your
child is age 19 or over and is also disabled. Social Security Number **: Social Security Number is not a required field when submitting an initial EC-2 for new birth. Please be sure
to submit an EC-2 to update our records for your newbom once the information is received/issued by SSA.

Dependent: Brth Date Gender

Contirue

Coversqe  Add  Delete  Last Name [ =i, First Name, Middle Initial MMODYYYY) Socal Secunty Number® Relationship * M/F Medica Drug Oental  Vision
O (K (O] smith, Kayla 03/22/1953 576-55-5555 | SP F K K| X|X
O(o|ad I 1 O |go|jg|d
o (oo 11 OlololO

Detailed eligibility information is available at http-//eutf. hawaii.gov in the EUTF Administrative Rules & Chapter 87A, Hawaii Revised Statutes.
Dependent Certification and Student Certification— See Section regarding Dependent and Student Certification on “Instructions for Completing Form EC-2" for more information.

| certify that my spouse/partner and/or dependent children meet eligibility requirements for enroliment in the EUTF/HSTA VB plans. ELS
(initials)

Proof Documents
* Marriage/ Civil Union/ Domestic Partnership Documentation

* Birth Certificate
* Student Certification




Enrollment Procedures

Section 5: Medicare
* Mandatory Medicare Part B enrollment

Section 6: United Healthcare Medicare Advantage Plan (UHC)
* Enrollment into United Healthcare

{ SECTION 5: MEDICARE
/ HRS Chapter 87A-23(4) requires all Medicare eligible retirees and their dependents to enroll in Medicare Part B as a condition of receiving contributions and participating inthe
4 EUTF retiree benefit plans. If you or your dependent (s) are Medicare eligible and are not enrolled in Medicare Part B, you must enroll immediately and provide EUTF with a copy
1 -y of your Medicare card. If vou are already enrolled, be sure EUTF has acopy of your Medicare card.
g .
T
{ SECTION 6: UNITEDHEALTHCARE MEDICARE ADVANTAGE PLAN (UHC)
"’Tj Ifyou or any of your dependents are enrolling in the UnitedHealthcare Med care Advantage Plan, YOU MUST COMPLETE THE INFORMATION BELOW ghe information is on
; your red, white and blue Medicare cand)
‘ VA Retiree - Name of Beneficiary: Medicare Claim #
" 't Doyou have End Stage Renal Disease (ESRD) []Yes [[] No
= 4 ﬁ} SpouselPartner - Name of Beneficiary: Medicare Claim #
it Doyou have End Stage Renal Disease (ESRD) [1Yes [ No
If the above information is not completed, your enrollment into the UnitedHealthcare Medicare Advantage Plan may be rejected resulting in no medical
coverage.
F



Enrollment Procedures

Section 7: Retiree & Spouse/Partner Signature

* Read, sign and date form
* Spouse/Partner signature required only for UHC enrollees
* Form must be received by EUTF within 60 days of retirement

A A} SECTION 7: RETIREE & SPOUSE/PARTNER SIGNATURE
A
f ;ﬁ | am eligible for the coverage requested and declare that the individuals listed on this enrollment form are also eligible. | understand that the benefit elections made on
# this application are in effect for as long as | continue to meet EUTF's eligibility requirements, or until | elect to change them subject to the provisions of EUTF's plan rules.
{ | have read the benefit materials, understand the limitations and gualifications of the EUTF benefits program and agree to abide by the terms and conditions of the
'r benefit plans selected
‘ A A person who knowingly makes a false statement in connection with an application for any benefit may be subject fo imprisonment and fines. Additionally, knowingly
" 74 making a false statement may subject a person to fermination of enrollment, denial of future enrollment, or civil damages. This form supersedes all forms and
by el submissions | previously made for EUTF coverage. | hereby declare that the above statements are true to the best of my knowledge and belief, and | understand that |
! am subject to penalty for perjury.
- Refiree Signature: _ErLe L. Snutin Date Signed: 2O/15/201 6
2 9
L ‘ A Retiree Spouse/Partner Signature: Date Signed: (Signature & date required if enrolling in UHC)
|

Please submit your signed EC-2 form by mail to:

EUTF
P.O. Box 2121 Customer Service Call Center
Honolulu, HI 96805-2121
e Oahu (808) 586-7390
- ARt Or you may hand deliver to: EUTF, 201 Merchant Street, Suite 1520, Honolulu, HI 96813 Toll Free 1(800) 295-0089

EC-2Rev. 10115 Page 4 of 4




Confirmation Notice

10 calendar days to respond
in writing

SR HAWAII EMPLOYER-UNION
HEALTH BENEFITS TRUST FUND

Confirmation Notice

SARAH ALOHA Mie 3995595
‘__411';5%0 ‘ST‘?_P_.ET Agency Departmaers Budget and Fzmunce
HONOLULU, HI 563805 13

firmation Notice detals the exooliment changes that were made 10 vour acooezt. Please
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Admmistrative Rules

I the EUTF does not hear from
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s from the

1
>
o

Your Benefit Plan Earollments:

Plan Type Becefs Plae
oy
Medical Charo
Desztal
Vision Vason

Prescrptcn Drug FPO Prescrpecn Drug

Life Life Invarance

NOTE: Kaiser and HASA HNO includes prescripion drug coverage.
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es Bow vour medical mformation sy be used and disclosed
e

mon. [t 1s avaslable cale at eutf havan gov. Pleas
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Required Documents

ERS Retirement Estimate
Letter

NEIL ABERCROMBIE

R

JOHN A DOE

STATE OF HAWAII
EMPLOYEES' RETREMENT SYSTEM

March 15,2012

201 MERCHANT STREET, SUITE 1520

HONOLULU, HI 96813

Dear JOEN A DOE:

Retirement- Estimate
Hybrid Plan

Thank you for contacting us about your retirement plans! Retirement isa significant event in
each of our lives and it is important that you take the time to understand the application
process and your retirement options.

Your estimate was determined using the following information
** Any part-time service worked has been converted to its full-time equivalence

Projected Retirement Date

May 1,2012

5

Birth Date: XX/XX/1946 pf

Membership Date November 18,2002 °

D

Membership Service for Eligibility: 9 Years 5 Months .
Earned: 9 Years S5 Months
Acquired 0  Years 0 Months
Hybrid Service for Estimate** 5 Years 5 Months
Earned 5 Years 5 Months
Acquired 0 Years 0 Months
Noncontributory Service for Estimate**: 3 Years 7 Months
Earned: 3  Years 7 Months
Acquired: 0 Years 0 Months

City Financial Tewer « 201 Merchant Street Sute 1400« Honolulu, Hawas 96813.2980
Telephane (808) 586-1735 « Fax (80€) 585-1677+ htip www4 hawail goviars

1

v1.03




Required Documents

E RS Reti re m e nt Est i m ate .E—(i_‘z Hawsi EmployerUnicn Healh Senefis Trust Fund ._.:E.T -

EC-2:_Enroliment Form for Retirees

I. tt SECTION 1: RETIREE DATA S e S —
e er Name (Lazt, Frst, Wasie InSa) [ Cpen Evcliment waswecwranin  [] W8d-Yeer Quaifying Svent (esobe)
Retree’s Socal Secarty Nurmder
—— B3N) ce EUTF 1D Numder Spent Dee

Cwi Union Partmer (Chv Umion Stetez)

EC-2 Enroliment form s S

Emel

- Must be received within 60 Pt e D ktictsiinten  maumasluns e St T
days of your retirement

—_— DP Dete: (MMDOYYYY)

Crmes the o f states chmege)

[ Checx iz boe ¥ smtus change|

oy e X o

i you are maluding your
Mg Aasms ¥ wert Yor sowe Zpouse’Cavi Union’ Domesto
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Cty C 2 Com

Specal Note: i your Spouse’Cil Union or Domestc Partner isa I&«f Courty Emgloyee or Refree, please us':de the blowrg
SSN. 08

NAVE
[iECTION 2. COVERAGE AND DEDUCTION START SELECTION 5 S waction #HETHEL S T oy s et e et |
I evencs re fled withn 30 Says Of the Qualiying evert date, zome sverms iow B 3 820800 of he Coverage and Premsum CoRtnbuon 3G Dates.
If your event is isted below, please seledt one of the tree cpBons, otherwaze Ship this s2080n.
Avaiable Optons for this Section
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for 2dostion, Gussdenchip. New Sigbie Stigent [ Coverage and premium comeidutions 2t 122 day of e st pay period” falowing event

[ Coverage anz premium continytons = 122 dey of e Ses0nd sey pesad” falowing svemt
¥ {14 or 9% of he monte)
Mt your pmection oy checking o B Soom of S @oriotete See® s beow
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ERS Retirement Estimate
Letter

EC-2 Enrollment form

- Must be received within 60
days of your retirement

Copy of Medicare card

MEDICARE {g i HEALTHINSURANCE

1-800-MEDICARE (1-800-633-4227)

NAKME OF BENEFICIARY
YOUR NAME HERE

MEDICARE SLAIM NUMBIR

sEx
D00-00-0000-A FEMALE

IS ENTITLED TO EFFECTIVE DATE
HOSPITAL {PAM A 07-01-1986
MEDICAL PARTE 07-01-1986

W Sane Doe

-




equired Documents

ERS Retirement Estimate
Letter

EC-2 Enrollment form

- Must be received within 60
days of your retirement

Copy of Medicare card

Medicare Part B Premium
Request and Direct Deposit
Agreement form

HAWAIIEMPLOYER-UNION HEALTH BENEFITS TRUST FUND (“EUTF”)

Medicare Part B Premium Reimburs em ent Request and Direct Deposit Agreement

¥ | request reimbursement for my Medicare Part B Premium. A copy of my Medicare card is
attached (for Initial requests only).

v’ | certify that my Medicare Part B premiurns are not paid by any other entity, eg, the
Medicare Savings Program or Medicaid. Should my Part B premiums be paid by another
entity inthefuture, | will notify the EUTF within 30 days of being nctified bythe other entity.

¥ If my enrollimentin MedicarePart B stops| will notify the EUTF within 30 days. | understand
that disenrollment from WMedicare Part B means | will no longer be digible for Part B
premium reimbursement, as well as medical and prescription dug coverage

Retiree’s SSN or EUTF ID Number:
Hame:

Retiree’s Mailing Phone:

Address:

SECTION A - Deposit Authorization
Hawaii law (Act 029, SLH200€) requires all individuak who baecome eligible for Medicare Part Breimbursement: on or
afterJuly 1, 2006 to desgnate a financial institution account into which the State of Hawaii EUTFs hill be authorzed to
deposit their quarterly Medicare Part Ereimbursements.

By signing in Section D, |/We hereby authorize the State of Hawai EUTF to automatically and directk depesit my
Medicare Part B pramium reimbus emants ta my/our account at the financial ins titution named belew:

SECTION B — Account Information {see your financial institution for help in completing this section)
Mame of Account Holder(s):

Mame of Financial Institution:

Routing Number:

Account Number: O Checking* 0 Savings
Financial Institution Certification iRequired for Savings; Optional for Checking):

Name of Agent: Phone: ____
Signature: Date:__

SECTION C - Agreements of All Account Holders

By signing in Section D, the Account Holder(s):

*  Certifyall information is accurate and zuthorize the EUTF to make withdrawals from my/our acaount in the event
tha the EUTF benefits have heen depmsited to the accountin error, e g, overpayments

¢ Consentto the disclosure bythe Finandal Institution ta the EUTF of any information that the EJTF requests to
effectuae, adminkter, 0r enforce the ransactions authorized inSedions A andC.

* Agree notto hold the EUTF responsible for any delay orloss of funds due toincarrect or incormplete information

supplied by mefus or by Financial Institution or due to an error on the part of Fhancial Instituton in depositing
funds to the account

SECTION D - Signatures of All Account Holders

Authorized Signature (Primary): Date:

Authorized Signature: Date:

*Please attach a YOIDED check and retum this form to the EUTF
Rev. 7/2015




Required Documents

ERS Retirement Estimate
Letter

EC-2 Enrollment form

- Must be received within 60
days of your retirement

Copy of Medicare card
Medicare Part B Premium

Request and Direct Deposit
Agreement form

Social Security Administration
letter indicating Medicare
Part B premium

— Social Security Administration

ECEIVED
“AE WAMAN

WMIAR 18 P 238

R T RS S QT B LT AR IR N R AT
0O783S 1 AT O 368 0047 LTRIMI 507 1117 I) t N b 23 2011
ate: ovember
JOEN A DOE . s by oa%
5 or: 123-45-6789-A
201 MERCHANT STREET, SUITE 1520 Claim Number !
HONOLULU, HI 96813

Your Social Security benefits will increase by 3.6 percent in 2012 because of a
rise in the cost of living. The Social Security Act requires some pcople to pay
higher premiums for their Medicare Part B (Medical Insurance) and their
prescription drug coverage based on their income. Because of your income,
your premiums will be increased. The information in this notice about your
premium is for 2012 only.

If you currently do not have Medicare Part B or prescription drug coverage
and enroll in 2012, those premiums will also be increased based on your
mcome.

How Much Social Security Will I Get?

e Your new 2012 monthly benefit
amount before deductions is: $1,575.70

e Your 2012 monthly deduction for the
Medicare Part B Premium is: - $259.70

$99.90 for the standard Medicare premium, plus

$159.80 for the income-related monthly adjustment amount based on
your 2010 income tax return

e Your benefit amount after deductions

that will be deposited into your bank account
or sent in your check on January 25, 2012 is: $1,316.00

C See Next Page
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Qualifying Life Events

Common Qualifying Life Events

* Marriage
* Divorce
* Death
* Loss of Coverage
* Acquisition of Coverage
* Move out of the service area (Kaiser members)
* Adding or Dropping Dependents
— Birth
— Adoption or placement for adoption
— Legal Guardianship, Foster Child*
— No longer a full-time student

Please include all necessary proof documents.

Dependents are covered until age 19 if unmarried. Coverage may continue until age 24 if
dependent is unmarried and a full-time student. *Legal Guardianship and Foster
Children are covered until the age of majority, 18.



Qualifying Life Events

Complete EC-2 Enrollment form

- Forms are available online at eutf.hawaii.gov

Notify EUTF within 30 days of Qualifying Life Event

- Retirement — 60 days
- Birth — 180 days

e Submit Proof Documents within 60 days

- Do not wait for proof documents to submit EC-2 form
- Contact EUTF if proof documents will take longer than 60 days



Open Enrollment

Plan Changes that can be made during Open Enroliment

* Add, remove, or change plans

* Add or remove dependents

New coverage and rates are effective January 1

Plan year is from January to December



Walk-In

Oahu: City Financial Tower
201 Merchant Street, 17t floor
Honolulu, HI 96813

(No Validated Parking)

Office Hours

Monday — Friday (except State holidays)
7:45am - 4:30pm

Call

Phone: 808-586-7390
Toll-Free: 1-800-295-0089

E-mail
eutf@hawaii.gov

Mailing Address
P.O. Box 2121
Honolulu, HI 96805-2121

Website
eutf.hawaii.gov






