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	Health Insurance Opt-out


[bookmark: Text5]
Employee Name:      
[bookmark: Text6]Social Security Number (last four numbers):      
[bookmark: Text7]Department:      

Executive branch non-contract and SPOC-covered employee may opt-out of a state-sponsored health insurance plan and receive $125 monthly.  To be eligible to opt-out of health insurance and receive the $125 payment, you must be:
· Executive branch non-contract employee who works 30 or more hours per week
· [bookmark: _GoBack]SPOC-covered employee
and
· Not covered by a state-sponsored (including the Board of Regents) health insurance plan through an active or retiree family member
	If you want to opt-out of health insurance coverage, you must elect the opt-out option by completing this form.
If you do not make a health insurance election, you will not default to the opt-out option.


1. I elect to waive my state group health insurance and I am not covered under any other State of Iowa (including the Board of Regents) group health insurance.
[bookmark: Check12]|_| Yes
[bookmark: Check13]|_| No
2. I have or will cancel my state group health insurance coverage.
[bookmark: Check14]|_| Yes
[bookmark: Check15]|_| No
[bookmark: Check16]|_| Does Not Apply
3. I will terminate my double spouse family health insurance coverage.
[bookmark: Check17]|_| Yes
[bookmark: Check18]|_| No
[bookmark: Check19]|_| Does Not Apply

	Contract Holder Information

	A.
	[bookmark: Text1]     
	
	[bookmark: Text2]     
	
	[bookmark: Text3]     
	
	[bookmark: Text4]     

	
	Name(Last)
	
	(First)
	
	(Initial)
	
	Employee Number

	
	
	
	
	
	
	
	


[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Check8]B.	Employer: |_| Central Payroll  |_| DOT  |_| UNI  |_| U of I  |_| ISU  |_| ISD  |_| IBSS  |_| Fair Authority  |_| CBC # ___
C.	Coverage (check one)	  
	[bookmark: Check9]|_| Blue
Access
	[bookmark: Check10]|_| Blue
Advantage
	|_| Deductible 3
Plus
	[bookmark: Check11]|_| Iowa
Select
	|_| Program 3 Plus
	|_| Alliance Select (SPOC)
	





4. I understand that I must elect the opt-out option in IowaBenefits every year to continue to receive the payments.
[bookmark: Check20]|_| Yes
[bookmark: Check21]|_| No

[bookmark: Text8]Employee Name (Printed)      
Employee Signature__________________________________________________________
[bookmark: Text9]Signature Date:      
Please submit completed form to your Human Resources Associate or Personnel Assistant
Human Resources Associate or Personnel Assistant: Please keep the original in the employee’s personnel file and send a copy to DAS-HRE, Attn: Group Insurance. 
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