2014 CHECKLIST FOR NEW EMPLOYEES

Name:

Social Security #:

Company Name: Company #:

Following is a list of your rights and responsibilities regarding the Kentucky Employees’ Health Plan (KEHP). Read this

form ¢

arefully and make sure you understand each item. You may direct your questions to your Insurance

Coordinator/HRG at or you may contact KEHP at 888-581-8834.

As a new Employee, | understand that:

| have 35 calendar days from my date of employment to make my coverage elections under the Kentucky
Employees’ Health Plan (KEHP), which includes enrolling in a Health Insurance plan, Flexible Spending Account
and/or waiving my health insurance coverage. The 35 days are counted beginning with the day after my hire
date. My effective date of coverage is . My coverage will begin no earlier than on the
first day of the second month following my employment hire date.

| understand that if | am 65 or older that | have the same opportunity to enroll in KEHP as any other active
Employee.

| understand that if | am a return to work Retiree age 65 or older and/or Medicare eligible that | may not be
eligible to continue under a Medicare supplement plan offered by a retirement system. | must call my
retirement system and verify whether | will be eligible for a Medicare supplement or whether | should consider
enrolling in a KEHP plan.

| understand that if | am Medicare eligible that my KEHP coverage or stand-alone Waiver HRA will pay primary
over Medicare for covered expenses, up to the limit of my coverage under the KEHP, before applying to
Medicare for payment as the secondary carrier, except in the case where the Dental/Vision is chosen.

I must make my elections in KHRIS (including a waiver of coverage) OR | must complete an Enrollment
Application and submit to my Insurance Coordinator or HRG.

If I have chosen one of the KEHP LivingWell plan options, | agree to complete the KEHP LivingWell Promise by
(1) completing my online HumanaVitality Health Assessment; and (2) keeping my contact information (i.e.
mailing address, phone number, and email address) current in KHRIS. | will complete the Health Assessment
within 90 days of my coverage effective date.

Once | make my insurance elections, | cannot change those elections for the Plan Year unless | experience a valid
Qualifying Event or during the annual Open Enroliment Period.

If | meet all requirements and elect to start a Cross-Reference Payment Option with my Spouse, who is an
existing Employee or Retiree of KEHP, and one of us terminates employment, the remaining Employee will be
set up with a Parent Plus plan.

If 1 fail to enroll within the specified deadline, | will be defaulted to the Standard CDHP single coverage level
plan.




| have truthfully checked the Yes or No box on my enrollment application that accurately reflects the use of
tobacco products in the past six months regarding myself and person(s) to be covered as a spouse or dependent
child over 18 years old under my insurance plan. | understand that the tobacco-user premium contribution rates
will apply beginning January 1, 2014 if | answered “Yes” to the question on the enrollment application.

Every year there is a defined Open Enrollment Period for KEHP coverage that provides me the opportunity to
make ANY applicable change to my KEHP coverage.

NOTE: CHILDREN COVERED BY COURT ORDER OR ADMINISTRATIVE ORDER MAY NOT BE DROPPED FROM KEHP COVERAGE, EVEN
DURING OPEN ENROLLMENT, UNLESS THERE IS A SUBSEQUENT COURT OR ADMINISTRATIVE ORDER.

| have been directed to the Summary Plan Descriptions on KEHP’s web site (kehp.ky.gov) where | can find all

relevant information pertaining to my KEHP coverage.

| have been directed to the Benefits Selection Guide on KEHP’s web site where | can find all relevant information
pertaining to my options for Health Insurance coverage.

Outside of the annual Open Enrollment Period, | will only be allowed to make changes to my current plan and, in
appropriate circumstances, change plans within 35 calendar days of a Qualifying Event or up to 60 calendar
days for newborns and adoptions (see the Benefits Selection Guide, or Summary Plan Descriptions for more
information on adding newborns/adoptions and when they will be effective). A list of Qualifying Events is
available from your Insurance Coordinator/HRG or KEHP’s web site at .kehp.ky.gov.

KEHP offers a Premium Conversion program that allows me to pay my portion of the Health Insurance premium
with pre-tax dollars. | understand that | will automatically be enrolled in the program by virtue of enrolling in
Health Insurance, unless | sign the Post-Tax Form.

If I experience a COBRA Qualifying Event, such as, but not limited to, termination of employment, | have the
right to continue my Health Insurance at my own expense under COBRA.

If | decide that | do not want the state-sponsored KEHP coverage at this time, | can waive (decline) coverage
when | enroll either online or by submitting an Enrollment Application. Check with your Spouse’s health plan
before waiving coverage. Some companies will not cover you if you are eligible for health benefits through
your own employer.

| may have the opportunity to enroll in the Flexible Spending Account (FSA) program, if applicable, no later than
35 calendar days from my date of employment. | have obtained the appropriate FSA information and application
and have been given a chance to ask questions pertaining to the coverage by my Insurance Coordinator/HRG.

| may contribute my own money into either the Healthcare FSA or Dependent Care FSA. Once | have directed
money into the Healthcare FSA, changes are permitted for a HIPAA Special Enrollment Right or a Change in
Status (Qualifying Event) if the change is requested no later than 35 calendar days of the date of the event.
Changes are allowed to the Dependent Care FSA with an approved Change in Status. Refer to the Qualifying
Event Charts.

Have you worked for any other company participating in the Kentucky Employees’ Health Plan within the last 11 days?

Yes

Company Name: Date terminated or transferred:

____No ____.Ifyes, please give name of company and date terminated or transferred.




Are you retired from a state-sponsored retirement system?

Yes  No_ If yes, please specify which system:
_Judicial Retirement Plan

______legislators Retirement Plan

____ Kentucky Community and Technical College System (403 (b) Plan)
_____ Kentucky Retirement Systems

Kentucky Teachers’ Retirement System

| acknowledge that | have received copies of the following:
Flexible Spending Account Information, if applicable

Memorandum regarding Notice of Special Enrollment Rights and Women’s Health and Cancer Right Act

Other

I certify that | have had my Health Insurance and Flexible Spending Account benefits explained and that | understand
the benefits and my responsibilities.

Employee Signature Date

Company Representative Date



