Prepared by the Personnel Managenent Cfice.
This replaces Adm nistrative Procedure No. A9. 690
dated July 1982

Mar ch 1986
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A9. 690 HEALTH FUND BENEFI TS

1. Purpose. To provide University personnel with the
information necessary to process docunents for coverage
under the Hawaii Public Enpl oyees Health Fund i n accordance
with Chapter 87, HRS

2. oj ective. To provide Health Fund information on benefits
and eligibility and to prescribe the procedures for
enrol | ment and changes that are necessary.

3. Applicability/ Responsibility.

a. This procedure applies to all eligible enployees of the
Uni versity of Hawaii who are enrolled or who nay el ect
to enroll during the open enrollnment period in the
Hawai i Public Enpl oyees Health Fund. The enpl oyee is
responsi bl e for maki ng hi s/ her benefit plan selection.

b. Vice Presidents, Chancellors, Secretary of the Board of
Regents, Associate Vice President, State Director for
Vocational Educati on, Deans at Manoa, the University
Li brarian at Manoa or their designees (henceforth
Admnistrative Oficer) are responsible for processing
enrol | nent and/ or change actions that nay be required
and for maintaining the necessary records.

4. General Benefit and Higibility Information

a. Coverage Avail abl e: The Heal th Fund provi des nedi cal ,
dental and life insurance coverage.

1) The nedi cal plan provides for hospitalization and
medi cal service benefits. Refer to the current
Heal th Fund brochure for details.

2) The dental plan covers dependent children under 19
years of age. The coverage is free to the
enpl oyee but enrollnent is not autonatic and
coverage nust be requested in the Enrol | ment
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Appl i cation Form

3) The group |ife insurance covers the enpl oyee and
is free. Like the dental plan enrollnent, it is
not automati c and coverage nust be requested in
the Enrollnment Application. As an alternative to
enrolling in the Health Fund Pl an, an enpl oyee nay
designate that the premumpaid by the State be
applied to an enpl oyee organi zation if the
enpl oyee is enrolled inits group life plan.

b. Eligibility: To be eligible, an enpl oyee nust be
appoi nted for a period of at |least three nonths at 1/2
time FTE or nore. Lecturers at four year canpuses nust
teach at | east seven credit hours and | ecturers at
Community coll eges nust teach at |east eight credit
hours to nmeet the 1/2 time equival ent requirenent.
Al'so eligible are the surviving spouse and dependent
children under age 19 of an active enpl oyee who is
killed while performng his/her duty.

Procedures. The Board of Trustees of the Heal th Fund has
adopted a conprehensive set of rules and regulations to
adm ni ster the program These are not included herein due
to the large volune of material and its technical nature.
The fol |l ow ng, however, are the nost comon rul es affecting
eligibility, enrollnent and changes. Infornmation on
situations not covered here nay be obtained by reading the
Heal th Fund Benefits booklet, or calling the appropriate
adm ni strative officer responsible for personnel natters.
If further clarification is needed, call the University
Per sonnel Managenent O fice, Enployee Wl fare Section.

a. For ns

1) The Health Fund Ofice (HFO requires the
conpl etion of a nunber of forns to naintain
current, accurate and conplete information of its
subscri bers. These forns, the use of which is
described bel ow, are available in the offices of
the respective Admnistrative Oficers.

2) Gfices of the Admnistrative Oficers are
responsi bl e for replenishing their supply of forns
fromthe Health Fund G fice by conpleting the
Requi sition Form (Attachnent A).

3) Conpl eted forns for enpl oyees are to be sent to
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t he Personnel Managenment Cffice for forwarding to
the Health Fund by listing each enpl oyee

al phabeti cal |l y and checki ng the form bei ng
transmtted on the Health Fund Transmttal Report
FormT-1 (Attachnent B).

Initial Enroll nment

1)

2)

3)

4)

To obtain Health Fund benefits, eligible new

enpl oyees nust indicate that they wish to enroll
in the specific nmedical plan, dental plan and life
i nsurance plan available by conpleting the form
Enrol |l ment Application, FormE 1 (Attachnent C).

Enrol I ment of a new enpl oyee nust take pl ace
within thirty-one (31) cal endar days fromthe
eligibility date, which is the appoi ntment date.

If enrollment is not acconplished within this
period, the HFOw || accept late enrollnment with
the understanding that it nust be acconpani ed by a
justification for late submttal and that the
final decision on actual enrollnment rests with the
HFQ The enrol |l nent application forns E-1, D 63
and paynent will be submtted 'Special" to the
HFQ The forns are to be submtted intact with 2
copi es of T-1.

Along wth the Enroll ment Application, FormE-1.

t he Medi cal Plan I nsurance Deduction

Aut hori zation, FormD- 63 (Attachnent D) nust al so
be conpleted to authorize the deducti on of
premuns fromone's pay. However, if payroll
deductions do not cover the initial period of the
medi cal plan, the enpl oyee nust include a paynent
(check) with the enrollnent forns to the HFO for
that period in order to be covered by the nedi cal
pl an.

Once the enroll nent application is received by the
Health Fund G fice, the enployee will not be
permtted to change his/her original enroll nent
request.

Changes

1)

Rel ocati on to Another Area

Changes between carriers nay b e nade if an enpl oyee
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rel ocates or noves fromthe ge ographic/service area

of his/her nmedical insurance carrier or int
another area where his/her current plan is no
avai |l abl e but other Health Fund plans ar
avai |l able. For specific details and instructions,
enpl oyees should refer to the Health Fund bookl et .

Loss of Higibility Due to Change in FTE

Changes in enpl oynment status to |ess than hal f-
tine require conpletion of FormN 1 (Attachnent E)
and FormD-63 (Attachnent D) to cancel Health Fund
Benefits. Medical benefits, however, wll
continue at no additional cost for 31 days after
the date of change in FTE

Aut hori zed Leave Wt hout Pay

a) Wen an enpl oyee is granted an aut hori zed
Leave of Absence Wthout Pay (LWP), the
admnistrative officer will send to the
enpl oyee a "Notice of Benefits Changes or
Term nati ons Due to Personnel Action" Form N
1 (Attachnent 8). As stated in Part B of the
form an enpl oyee nust make prem um paymnent
directly to the Health Fund Gfice on or
before the 10th day of each nonth. The
Health Fund Ofice will cancel the nedical
pl an enrol | nent when an enpl oyee on LWOP does
not pay the nedical insurance premuns on a
tinmely basis. |If this occurs, the enpl oyee
will not be able to re-enroll until the
Heal th Fund's next open enrol | nent period.

b) I f, however, an enpl oyee oh authorized LWP
was provi ded nedi cal insurance coverage that
was fully paid by an educational grant or
gover nnent program upon his/her return
he/ she may re-enroll wthin 31 days of
hi s/ her reappoi ntnment date. In this
situation the Health Fund Ofice requires a
signed letter fromthe grant official to
certify that the medical insurance coverage
was fully paid by the grant during the
enpl oyee' s | eave.

Qpen Enrol | nent

0]
t
e
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Once each year (May 15 to June 14) the Health Fund
G fice authorizes an open enrollment period to
permt changes in plan selection or to permt
enrol | ment by those who had not done so during
their initial eligibility period. Enroll nent
instructions are provided at that tine.

El ection of Primary Medical Plan Carrier

Enpl oyees between 65 through 69 years of age who
continue to work may choose a primary health

i nsurance coverage by conpleting the form

El ection of Primary Medical Plan Insurance Carrier
for Active Enpl oyees Age 65-69 Only, FormEF-1
(Attachnent F). This formnmay be duplicated as
necessary.

Enrol I ment in Medicare Suppl enental Pl an

An enpl oyee or dependent who becones 65 years of
age may obtain suppl enental medi cal coverage by
conpleting the form Enroll nent Application--
Medi care Suppl enental Plan, FormE-5 (Attachnent
G, provided the enpl oyee or spouse has applied
for and received the nedi care card.

Changes to Enployee’s Data on File

The follow ng changes are to be reported on the
form Notice to Health Fund, Changes to Enpl oyee's
Data on File, FormDGC 1 (Attachnent H):

a) New addr ess

b) Dependent data changes (i nclude incorrect
data on file and the correct data)

C) Enpl oyee nane change (provide forner name and
new nane)

d) Soci al security nunber (indicate the
i ncorrect nunber and the correct nunber)

D sability of Dependent Child(ren)
Physician's certification of disability of

dependent child is to be reported in the form
Dsability Certification for Dependent Children,
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FormD 1 (Attachnent |), if the child reaches 19
and wi Il continue to be a dependent.

9) Foster Child
Care of a foster child is to be reported in the
Foster-Child Statement, FormF-1, in duplicate
(Attachnent 3).

Ref unds

Any claimfor refund is to be submtted by conpl eting

the Refund daimApplication, FormRG 1 (Attachnent K),
including the reason for the refund.

Appeal s

A person nay appeal an action of the Health Fund by
conpl eting the Enpl oyee Appeal Statenent, Form EA-1
(Attachnent L)

I nformation of Inportance/lnterest.

Reti r ement

1) Enpl oyees who retire nust pay their nedical
i nsurance premuns as foll ows:

I f your |ast day

wor ked i s between:

You nust pay the
nont hly prem um
for:

Stat e begi ns
full payment
on:

Ist thru 15th first half 16th of the nonth
and thereafter
16th thru end of full nmonth Ist of the the
nont h fol | owi ng
nont h and
thereafter
2) If an enpl oyee's retirenent does not becone
effective wthin the next pay period after |eaving
active enploynent, the University will termnate
the enpl oyee's Health Fund benefits. The enpl oyee

is then required to re-enrol
his/her effective retirenent date in order to
recei ve benefits.

3) The State will

pay the nedical,

within 31 days of

and life

i nsurance plan premuns for eligible enployees who



A9. 690
Page 7

retire after June 30, 1984 with ten (10) or nore
years of service.

4) Enpl oyees who retire after June 30, 1984 with | ess
than ten (10) years of service and who wi sh to
continue their medi cal coverage nust pay their
medi cal insurance premuns and may have the
amount, as determned by the Health Fund, deducted
fromtheir pension paynents. However, the State
wll continue to pay the dental and life insurance
plan premuns for eligible retirees.

Deat h of Enpl oyee

Medi cal insurance continues for 31 days after the
enpl oyee' s date of death.

Children's dental insurance termnates on the |ast day
of the nonth in which death occurred.

Cost of Benefits

The nonthly nedical plan rates are in the Health Fund
Benefits booklet together with details of health
benefits provided. The information in the booklet is
updated yearly and nade available to all eligible
enpl oyees prior to the open enrollnent period each
year. Copies of the booklet are available for
reference in the respective offices of the
admnistrative officer.



the Health Fund Life Insurance Plan or to another employee organization life

insurance plan

enrollment appiy j Yes
‘Loss of your Health Fund Benefit Plan coverage because 12 i Does E_ﬁl
your spouse changed his enrcllment from Family to Self Yes not Yes
Only or deleted you from his Family ecnrotllment apply
Loss of your non-Health Fund Bepefit Plan coverage (in- 13
cluding children) because of the INVORUNTARY TER- Does Does
MINATION of vour enrollment or your spouse’s efiroi- Yes not not
meni due to death, divorce, or termination of employ- apply apply
meng
Change in marital status (Marriage, “divorce, annul. _}_Uj
ment, death of spouse, etc.) > Np Yas No
Change in family status (Birth or adoption of a chiid, ﬁJ
acquisition of a foster child, last child reathes age 19, No Yes No
family members join your household, etc.)
When your spouse loses hig Self Only Health Fund Does _EI
Benefit Plan coverage because of employment or elig- not i
ibiity termination apply Yes | No
-
When your spouse loses his Self Only non-Health Fund Does £! ‘
-Renefit Plan coverage (including children) because of not Yes Na
employment termination apply
Open enrollment period (NOTE: Special filing time 1s] | 2] o}
. limits are set by the Board of Trustees) Yes Yes Yes
’ When you move from the geographic/service area cov- Does _i'j
ered by your present carrier's plan or into an area not Mo Yas
where other Health Fund plans are available apply
Upon your retirement, you may change from the Health Fund Life Insurance ﬁ'_l
Plan to your empioyee organization life insurance plan Yes
If you are simultaneousiy enrclled in more than one employee ‘organization ﬁ}
life insurance plan when you cancet or terminate one of those enrcllments, Yes
you may change 1¢ the remaining employse organization plan
When your employee organization life insurance plan enrollment js INVOLUN- _Ji]
TARILY TERMINATED due to an employment change you may change to Yes

(Continued on Next Page)

B Event Code Numbers for employing agency use only
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A9.690
INSTRUCTIONS: Attachment D
1. Read entire form . . . contact your employing age if)pu need additional infor-
mation or assistance.

2. Complete Item Nos. 1, 2, 4, 5 11 or

3. Return form to your employing

STATE OF HAWAII MEDICAL PLAN RANCE DEDUCTION HORIZATION

1. Dapartment Subdivision <. hool

Liniversity of Hogid

3. Form No.| 4. Social Security No. 5 Last Nawe, First Nama, Mddi®int.al & Type | 7 Agent | A Plan 9.1 0. No 10 Gept
PK) l I T Mo | 700 F

11. O 1 hereby AUTHORI

sach month thereafter . beaqinning ¢/ | ! .

. my previous authorization

HAWAIl PUBLIC EMPLOYEES HEALTH FUND

13 Dats 14. Employse’s Signature 15. Date 16 Authgrization Signature
STATE ACCOUNTING FORM D-63
MARCH 1, 2877

STATE COMPTROLLER (CENTRAL PAYROLL)

NOTE: THIS IS5 A STANDARD DAGS FORM WHICH IS BULK-PURCHASED BY
THE UNIVERSITY PROCUREMENT AND PROPERTY MANAGEMENT OFFICE.
ADMINISTRATIVE OFFICERS SHOULD SUBMIT THEIR NEEDS TO PPMO.
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NOTICE TO HEALTH FUND
CHANGES TO EMPLOYEE'S DATA ON FiLE Attachment H

INSTRUCTIONS

1. Please type or print.
2. Enter your Social Security Number.

A9.690

3. For your specific type of change, complete all infermational items.

Authonized Signature

Form DC-1 (5 85)

Social Security Number for HF Use Last Name Firsi Initiat
A B.U
FC ! Dﬂ B.U o FC 0o 29
| Number and Street Birthdate (Use Numbersi
03 OTHER | 06
NEW [ Sy Ju——
- DATA Sex
ADDRESS City and State 07
04 ’ CHANGES 13 Mate 2 [ remale
r - Are you now married?
2ip Code o8
05 r / V] Yes 2070 Mo
INCORREGT DATA ON FILE . o - GURRECT DATA
FC ]
First Name Initial £ First Name Initial Last Name
(it differe 09 (if ditferenn
DEPENDENT
DATA /\ Birthdate (Use Numbers)
i Ise N
CHANGES Birthdate (!se Numbers) l*l\_ 10 f ,'
Relationship fcheck one):
1 1 [7] Spouse 2 (1 Son 3 7 Daughter
-—-——/—__lr‘—‘ 6 [] Twins, triplets, etc. 3 i Disabled child
p) L
INCORRECT DATA QWFILE | =y CORRECT DATA
FC |
First Name Initial Last e First Name Initial Last Name
{it different} 09 tif different:
DEPENDENT
DATA Birthdate (Use Numbers)
CHANGES Birthdate (Use Numbers) { 10 / /
Relationship {check onek ) ]
1 1] Spouse 2] Son 3 [ Daughter
A 607 Twins, triplets, etc. 9 [] Disabled child
\ / _
FQRMER NAME " . NEW NAME
FN 00 |
EMPLOYEE Last Name First Name Initial Last Name first Name Initial
NAME 02
CHANGE Are You Now Married?
08 . .
17T ves 2021 No
INGORRECT SOCIAL SECURTTY NUMBER - CORREGT SOCIAL SECURITY NUMBER ]
SSN FS 0
CHANGE 01
Agency; Department Name 5+a+e /U” C co," 1&400‘ é)ode ( OI - Oa& J Tel. No
’
Date
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HAWAII PUBLIC EMPLOYEES HEALTH FUND
DISABILITY CERTIFICATION FOR DEPENDENT CHILDREN

PHYSICIAN'S STATEMENT

| certify that | have examined birthgate __________and find
{him) (her) to be incapable of self-support because of the following d|sab|I|ty which began hefore attain-
ment of age 19

1. NAtUFe Of diSADIIIEY o et et et oo e e e

Name of PAYSICIAN ..o 1€L NG

AdAress o NS e
Street State Zip Code

Signature ... [EION: WU o DAt

\ﬂvl r i
PARENT'S STATEMENT Z /

| certify that the above-namedberson is my child, is disabled and is dependent upon me for support
and is not married. | hereby request that {he) (she) be continued as a family member under my Heaith
Fund medical plan | agree to submit additional proof of disability as often as required by the Heaith Fund
or its insurance carriers. | wil! notify the Health Fund of all changes affecting my child's disability status.

Name of Employee ... RO Social Security No. ... U
Agency 5‘,‘4',‘6, . Department _ C/ ’L/ (Co // Scﬂaol a{z) ,,,,,,,,,,,,,,,,,
Signature ... s I SRRSO . Date ... e

FORM D-1 (REV. 7/81)
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(submit in duplicaie)

HAWAII PUBLIC EMPLOYEES HEALTH FUND

FOSTER-CHILD STATEMENT

NATURAL PARENTS /

1.1, hereby certify
that ig my child, birthdate . At the
present time, | am unable to provide my child with parental care and financial support.

2. | have authorized {relationstup
to child: ) to act as fosteg parentg with full responsiblity for all decisions regarding any

medical or dental services or surgical procedures pertain ng to my child.

3. My child will reside with their foster pargnts

[ from to

ial Services and Housing certifying that | have applied
Hecision to provide medical and dental care for my child.

4. Attached is a statement from the State Department
to them for assistance and indicates that agency’s denial

FOSTER PARENTS

1. i hereby certify that the above named child is n ving with me and is depen&t_an_tfy‘gon me for parental care
STATE ,

and financial support. | gm an ( ) gmgloyee { ) refirpe of: AGENCY
DEPARTMENT &Hlto'l-, School, £ S

2. | agree to assume full responsibflity for ‘ aking any dlecision regarding medical or dental services or surgical
procedures pertaining to my foster ot o pay fgr all unreimbursed medical, dental or surgical bills

3. | will immediately notify the Hawaii Public Employees Health Fund to remove my foster child from my enroliment
in ihe event my foster child is no r_living with me.

resentation of my foster child will cause me to lose my Health Fund benefits

4. lunderstand and agree that any misr
and enroliment.

NATURAL AND FOSTER PARENTS

We agree to abide by the Heaith Fund Law s gdverning the eligibility of foster children and to inform the
Health Fund of any changes in their living arrangemenis.

We state upon our oaths that the information given abdve is true and correct to the best of our knowledge.

NATURAL PARENTS izl/ | FOSTER PARENTS
( \'\

AY
h ¥
State of Hawaii )
) S%.
County of )
NS
On this S __day of — , 18 , personally appeared before me

the said named [ -
to me known and known to me to be the persons described in and who executed the foregoing instrument and they
acknowledged that they executed the same as their free and valuintary act and deed.

Affix your
officiai NOtary Public, . e ot o v
seal.

My commission expires L.

FORM F-1 {REV 7/81)
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HAWAII PUBLIC EMPLOYEES HEALTH FUND Attachment K

REFUND CLAIM APPLICATION

j— T REFUND
PART A ans%a:snvsggmfngn:s o“s’n‘:gg#n %eunoﬂu:ﬁr CLAIMED
D CLAIMANT Musy
COMPLETE THIS
PART
PLEASE PRINT
| UR IYPE.
YOU MAY ATTACH
A SEPARATE ‘
EXPLANATION.
!
Q\- Total Refund Claimed $
|
|
' Cilaimant's Signature Date signed
: I P ) f_'"""‘-—-- . ~ e o
| S — g S —— s S
PART B We have verified the cl ant's reas¢ns for a refund by cxamining our agency's enrollment and
‘ payroll records. In our opjsfon, his claith appears proper and reasonable.
i FUR LMPLOYING
| AGENCY USE f
o State-(/H (cont.\school oh) 01-022,
: Authorized Signature Date Apency - Depattment Code
Payroll registers examj Initials
Enroliment records examineg Initials
PART C
C AU Comments:
' FINDINGS
| AND
REFUND
; DECISIONS.
| 1 Health }
Fund [ ] Approved | | Adjusted to J$ . ! Denied
I 1 County
Dfl'ECtOI’ of Authorized Signature Date signed
Finance ) )
! Refund issued via SWV No. dated Initials
i
Denial Notice No. sent to claimant on Initials

form REL 5776

Employee's Name Soc, Sec. No.
Mailing Address Bus. Tel. No.
City, State Zip Code Res. Tel. No.

TO HEALTH FUND QFFICE or COUNTY DIRECTOR OF FINANCE:
I hereby claim a refund of my employee Medical Plan contributions:
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HAWAI PUBLIC EMPLOYEES HEALTH FUND
Attachment L

EMPLOYEE APPEAL STATEMENT

Soc. Sec. No.

Employee's Name __.____ R

Maifing Address .. _ Bus. Tel. No.

City, State Zip Code —— _Res. Tel.No. ... .

|
\

| hereby appeal your initial decision te (suspend) (cancel) my Medical Plan enrollment per your letter dated

TO HEALTH FUND ADMINISTRATOR:

PART A — comem et —_. | d& NOt owe any contributions because of the reasons stated below. | agree to
EMPLOYEE MUST contmue to pay my Medicat Plan insurance premiums untit such time that the Administrator completes his review
ggz‘[‘”ﬁﬁ THIS | of my appeal and issues a final decision.
PLEASE PRINT (O Medical Plan premiums are being properly deducted from my pay check. Attached are copies of my pay
OR TYPE. statements for the periods: _ . to ., cancelied chacks, or Health
YOU MAY ATTACH Fund receipts.
:xﬁmmgn [ ) was on a leave of absence withoutpayfrom,.. . _ . . to__ .. |didnot
) receive any official notification from the Admigistrator about my premlum shonage and enrollment suspen-
sion or cancellation. Upon returning to work, payroll deductions continued and | believe that | was properly
enrofled. '
[J (Voluntary Cancellation)
{Terminated) (Retired) .. __ .. iy
Data
[0 Othsr . . . see attached statemq{/
‘ ! T  Employee's Signature T T Daesigned
i . , ]
We have verified the employee’s statement of appeal by examining our agency’s enroliment and payroll
PART B records. In our opinion, the apgeal appearg proper and reasonable.
FOR EMPLOYING y
AGENCY USE
ONLY. =T State - ¢/H, ((_ff’ schoslyehe)
Authorized Signature \ Date Agency — Depar‘lmam Tal No.
Payroll registers Initials PREMIUM ADJUSTMENT
Pk
Enroliment records . ___:_____.._.. J__ Initials e MONTH TOTAL EE ER
AN $
Comments: $ 5
PART C
AuDIT
FINDINGS
AND
FINAL [J Approved (] Denied [JRefunddue $. ..
DECISION BY
ADMINISTHATOR, P & [
. — - e Total
Authorized Signature Date signed
Refundissuedvia SWV No, . dated __ . . . e Initia@ls
Denial Notice No. . sentto employeeon .. ..... .. . e - Initials ..
Form EA-1 882 o ...‘mm 9
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