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Benefit Services
MSC 3HRS, PO Box 30001
Las Cruces, NM 88003-8001
Phone: (575) 646-8000
Fax: (575) 646-2806









Benefit Enrollment/Change Form
Information Sheet

Information regarding eligible dependents and options for enrollment can be found on the following websites:
http://benefits.nmsu.edu/enrollment/eligibility/
http://benefits.nmsu.edu/enrollment/changes/
http://benefits.nmsu.edu/enrollment/new/
http://benefits.nmsu.edu/enrollment/late/
http://benefits.nmsu.edu/enrollment/open/ 

All forms must be received by Benefit Services by the established deadline. Enrollment forms and supporting document can be sent to Benefit Services via:
· Fax: 575-646-2806
· Interoffice Mail: MSC 3HRS
· Postal Mail: PO Box 30001, MSC 3HRS, Las Cruces, NM, 88003
· Hand Deliver: Hadley Hall Room 17
· Email: benefits@nmsu.edu (NMSU does not have a secure e-mail server)

If you plan to have your spouse or dependent child use the tuition waiver benefits, you must list them as a dependent on the enrollment form and provide dependent eligibility documentation, even if you do not enroll them in any insurance benefits.

If you plan to enroll a domestic partner in benefits, the domestic partner affidavit and supporting documents must be submitted with the enrollment form. Information on domestic partnerships can be found at http://benefits.nmsu.edu/other/domestic-partner/. The value of tuition and insurance benefits provided to the domestic partner is considered taxable income to the employee by the Internal Revenue Service and is subject to social security, federal and state income tax withholding. All biological and adopted children of domestic partners, who are not biological or adopted children of the employee, must be clearly designated on the enrollment form.

Employee’s whose spouse or domestic partner is also NMSU employees must be clearly identified on the form. The Aggie ID number of the spouse/domestic partner must be listed on the form as well.

Incomplete forms will be sent back to the employee for completion. Forms must be re-submitted to Benefit Service by the established deadline. Forms not received by the deadline will not be processed.

Questions regarding the form, or benefit programs, should be directed to Benefit Services at 575-646-8000 or benefits@nmsu.edu. 
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Benefit Enrollment/Change Form
Medical, Dental, Vision & Life Insurances





New Employees: Submit this form and any applicable documents to Benefit Services no later than your 31st calendar day of employment.
Continuing Employees: To make changes due to the occurrence of a qualifying event/change in status, attach supporting documents and turn this form in to Benefit Services by the 31st calendar day from the date of the qualifying event/change in status.

Employees adding coverage for dependents must provide documentation supporting the relationship and eligibility of the dependent, including spouse /domestic partner or children, with the enrollment form. Acceptable documents are available at http://benefits.nmsu.edu/.

	1. EMPLOYEE INFORMATION

	Name (Last, First, MI)
[bookmark: _GoBack]     
	Date of Birth
[bookmark: Text4]     
	Aggie ID # 
     

	Mailing Address (Street, City, State, Zip)  
      
	Phone
     
	Social Security #
     
	Gender
|_|Male  |_|Female

	|_| New Hire (date of hire)        
	         |_| Late Enrollment                                                           |_| Beneficiary Change

	2. CHANGE IN STATUS/QUALIFYING EVENT – Supporting Documentation Required

	
Date of Qualifying Event/Change in Status: 

               
	
|_| Marriage                                           |_| Birth/Adoption        |_| Change in dependent eligibility status
|_| Gain of other Coverage                  |_| Divorce                         
|_| Loss of other Coverage                 |_| Death                           |_| Other:           



	3. Medical Plans
	4. Dental Plan
	5. Vision Plan

	     |_|New                                   |_|Cancel          |_|Change                  |_|No Change
	  |_|New                |_|Cancel       |_|Change        |_|No Change
	|_|New     |_|Late      |_|Cancel      |_|Change     |_|No Change

	
|_| Presbyterian HMO 
|_| BlueCross BlueShield of NM HMO
|_| BlueCross BlueShield of NM PPO  

  |_|  Employee Only 
  |_|  Employee + Spouse/Domestic Partner
  |_|  Employee + Child(ren) [No Spouse/Domestic Partner]
  |_|  Family [Employee, Spouse/Domestic Partner, 
                       Child(ren)
	
 
|_|  Delta Dental 
  
 
  |_|  Employee Only 
  |_|  Employee + Spouse/Domestic Partner
  |_|  Employee + Child(ren) 
         [No Spouse/Domestic Partner]
  |_|  Family [Employee, Spouse/Domestic 
        Partner, Child(ren)]
	

|_|  Vision Service Plan (VSP)
  

 
 |_|  Employee Only 
 |_|  Employee + Spouse/Domestic Partner
 |_|  Employee + Child(ren)
        [No Spouse/Domestic Partner]
 |_|  Family [Employee, Spouse/Domestic    
       Partner, Child(ren)]

	
|_| DECLINE MEDICAL COVERAGE
     Reason for decline:             
	


|_| DECLINE DENTAL COVERAGE
     Reason for decline:                 
	
|_| DECLINE VISION COVERAGE
     Reason for decline:             

	6. NMSU Pre-Tax Premium Plan for Medical, Dental & Vision Plans

|_| YES, I accept the opportunity to enroll in the NMSU Pre-Tax Premium Plan. I hereby authorize NMSU to deduct from my salary each pay period the amount necessary to make my contributions toward payment of premiums for the NMSU Medical, Dental, & Vision plans. I understand that the tax implications for the pre-tax program are regulated by the IRS. I hold NMSU harmless if any damages or losses occur to me, including penalty and interest assessment by the IRS. ____________ (Initials)

|_| NO, I decline the opportunity to enroll in the NMSU Pre-Tax Premium Plan. I understand that I may enroll later at the time of annual enrollment.  


	7. DEPENDENT INFORMATION – Supporting documentation required

	Dependent
	Name (Last, First, MI)
	Date of Birth
	SS#
	Gender
M / F
	Action:
(Add/Drop)
	Select Coverage

	Spouse 
	     
Is he/she an NMSU employee?    |_| Yes    |_| No   Aggie ID _________________________
	     
	     
	 
	|_| Add
|_| Drop
	|_| Medical  
|_| Dental  
|_| Vision

	Domestic Partner
	     
Is he/she an NMSU employee?    |_| Yes    |_| No   Aggie ID _________________________
	     
	     
	 
	|_| Add  
|_| Drop
	|_| Medical  
|_| Dental  
|_| Vision

	Child
	     
Is this your Domestic Partner’s child?    |_| Yes    |_| No
	     
	     
	 
	|_| Add 
|_| Drop
	|_| Medical  
|_| Dental  
|_| Vision

	Child
	     
Is this your Domestic Partner’s child?    |_| Yes    |_| No
	     
	     
	 
	|_| Add  
|_| Drop
	|_| Medical 
|_| Dental  
|_| Vision

	Child
	     
Is this your Domestic Partner’s child?    |_| Yes    |_| No
	     
	     
	 
	|_| Add  
|_| Drop
	|_| Medical  
|_| Dental  
|_| Vision

	Child
	     
Is this your Domestic Partner’s child?    |_| Yes    |_| No
	     
	     
	 
	|_| Add  
|_| Drop
	|_| Medical  
|_| Dental  
|_| Vision

	Child
	     
Is this your Domestic Partner’s child?    |_| Yes    |_| No
	    
	     
	 
	|_| Add  
|_| Drop
	|_| Medical  
|_| Dental  
|_| Vision

	Please note that Domestic Partner benefits may be considered taxable by the IRS.


	8. Group Life & AD&D Insurance
	9. Long Term Disability Insurance

	|_| New                |_| Late Enroll             |_|Cancel        
	|_| New                |_| Late Enroll             |_|Cancel        

	
|_| I DECLINE Group Life & AD&D Insurance. I understand that if I 
        choose to enroll at a later date, a health questionnaire will be required. 
        __________________ (Initials)
[image: http://c4.go2dental.com/member/dental_search/images/FDL_only_2.jpg]
|_| I ELECT 
· Coverage is equal to 2 times basic annual earnings rounded to next $1,000, maximum of $75,000. Employee contribution is based on salary.
· Earnings do not include overtime, bonuses or any other form of extra pay. I understand that if I am not actively at work on the effective date of my coverage, my insurance will not begin until the day I return to active work. _____________ (Initials)

	
|_| I DECLINE Long Term Disability Insurance. I understand that if I 
        choose to enroll at a later date, a health questionnaire will be required. 
        __________________ (Initials)
[image: http://c4.go2dental.com/member/dental_search/images/FDL_only_2.jpg]
|_| I ELECT 
· I hereby request to be insured and authorize NMSU to deduct the amount I am required to pay for my share of the cost of the benefit to which I am entitled under the group policy issued to NMSU. I understand that if I am not actively at work on the effective day of coverage, my insurance will not begin until the day I return to active work. _____________ (Initials)

	10. Voluntary Life & AD&D Insurance

	|_| New Enrollment               |_| Late Enroll              |_|Cancel                     |_| Change             |_| No Change

	
|_| I DECLINE Voluntary Life & Accidental Death & Dismemberment (AD&D) Insurance. I understand that if I choose to enroll at a later date, 
        a health questionnaire will be required.   __________________ (Initials)
[image: http://c4.go2dental.com/member/dental_search/images/FDL_only_2.jpg]
|_| I ELECT 
· Guaranteed amounts are only available to new hires in the first 31 days of employment or employees losing other voluntary life insurance and adding as a qualifying event within 31 days of loss of coverage.
· I hereby request to be insured and authorize NMSU to deduct the amount I am required to pay for my share of the cost of the benefit to which I am entitled under the group policy issued to NMSU. I understand that if I am not actively at work on the effective day of coverage, my insurance will not begin until the day I return to active work. ____________________ (Initials)

Voluntary Life Requested Coverage (minimum $20,000 to maximum $600,000 in $10,000 increments) check all that apply:

|_| Employee Guaranteed Coverage (up to $200,000): $                                                                                                                           
|_| Employee Additional Coverage (total employee coverage cannot exceed $600,000): $         
|_| Spouse/Partner Guaranteed Coverage (up to $50,000 – cannot exceed Employee Amount): $         
|_| Spouse/Partner Additional Coverage (total cannot exceed the lesser of Employee Amount or $100,000): $      
|_| Child(ren) Coverage:  |_| Option 1- $1,000 under 6mos/$5,000 over 6mos.     |_| Option 2- $2,000 under 6mos/$10,000 over 6mos.

Accidental Death & Dismemberment (may elect $200,000 or $250,000 or an amount between $20,000 and $150,000 in $10,000 increments):

|_| Individual     |_| Family                        Amount of Election: $             



Revised 03/10/2016

	ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR FALSE INFORMATION IN AN INSURANCE APPLICATION IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.


	11. PRIMARY Beneficiary Designation: must equal 100% (attach a separate page if additional space is needed)

	1st Primary Beneficiary (Last Name, First Name)
[bookmark: Text18]     
	Benefit %
   %
	2nd Primary Beneficiary (Last Name, First Name)
     
	Benefit %
   %

	Date of Birth
     
	Social Security #
     
	Relationship
     
	Date of Birth
     
	Social Security #
     
	Relationship
     

	12. CONTINGENT Beneficiary Designation: must equal 100% (attach a separate page if additional space is needed)

	1st Contingent Beneficiary (Last Name, First Name)
     
	Benefit %
   %
	2nd Contingent Beneficiary (Last Name, First Name)
     
	Benefit %
   %

	Date of Birth
     
	Social Security #
     
	Relationship
     
	Date of Birth
     
	Social Security #
     
	Relationship 
     

	BENEFICIARIES WILL BE LISTED FOR ALL NMSU LIFE INSURANCE POLICES, UNLESS SPECIFICALLY STATED OTHERWISE



	13. EMPLOYEE AUTHORIZATION & SIGNATURE

	Note: If you are married and reside in a community property state where life insurance is considered community property, and you name someone other than your spouse as primary beneficiary, your spouse must sign in the space provided below; otherwise, beneficiary payments may be delayed or disrupted. 

I hereby consent to the primary beneficiary designated by my spouse and understand that this consent supersedes any prior spousal consent under this plan.


Spouse Signature: ___________________________________________________________________               Date: _______________________________________

	
I certify that all information supplied in this form is true to the best of my knowledge. I understand that all benefits for me and my eligible dependents will be provided in accordance with the terms of the plan(s) in which I have enrolled. I agree to abide by the terms and conditions provided in the plan(s). I authorize my employer to reduce my salary in an amount necessary to pay for my benefit elections. 


Employee Signature: ____________________________________________________________________________              Date: ______________________________________




Deliver form and applicable attachments to Benefit Services in Hadley Hall, Rm. 17, mail to MSC 3HRS, or fax to 575-646-2806

 For HR Use Only

	
	Medical
	Dental
	Vision
	Group Life
	LTD
	Vol. Life
	AD&D

	Code:
	
	
	
	
	
	
	

	DEDN Date:
	
	
	
	
	
	
	

	BCOV Date:
	
	
	
	
	
	
	



image2.jpeg
pearborn 3% National

Strength. Independence. Solutions.




image1.png




