STATUS CHANGE FORM – CMU CHOICES

(Fill out only to request a change in election during the year)

	FULL NAME:
	     
	CAMPUS ID#:
	     
	EMP CLASS
	     

	DATE OF QUALIFYING STATUS EVENT:
	     
	30 DAY PERIOD EXPIRES:
	     


Changes in coverage and funding cannot be retroactive except for birth, adoption, or placement for adoption.  Changes must be paid for prospectively. The start date of coverage for prospective status changes will be the first day in the effective pay period except for birth, adoption or placement for adoption which can have a retroactive date back to the actual date of the qualifying status change event.

	Effective Pay Date:
	
	Effective Pay Period:
	
	to
	
	State Date of Coverage:
	



(Effective pay date, pay period, and start date of coverage will be filled in by Benefits & Wellness staff)

Changes in elections must be consistent with the status change events indicated.

	  Change in Marital Status
	………………………………………………….
	
	 FORMCHECKBOX 

	Marriage

	
	(Turn page over to add/delete dependent)
	
	 FORMCHECKBOX 

	Divorce

	
	Effective Date of Change: 
	     
	
	 FORMCHECKBOX 

	Legal Separation

	
	Previous Name (if changed):
	     
	
	 FORMCHECKBOX 

	Death

	

	  Change in Dependent Status
	………………………………………………
	
	 FORMCHECKBOX 

	Birth

	
	(Turn page over to add/delete dependent)
	
	 FORMCHECKBOX 

	Adoption

	
	Effective Date of Change: 
	     
	
	 FORMCHECKBOX 

	Legal Guardianship

	
	
	
	 FORMCHECKBOX 

	Loss of Dependent Status

	
	
	
	 FORMCHECKBOX 

	Death

	
	
	
	 FORMCHECKBOX 

	Other
	     

	

	  Change in Work Status
	………………………………………………….…
	
	YOU
	YOUR SPOUSE

	
	Termination of Employment
	
	
	
	 FORMCHECKBOX 


	
	Commencement of Employment 
	
	
	
	 FORMCHECKBOX 


	
	Change in Employee Group
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	Part-time to Full-time
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	Full-time to Part-time
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	Unpaid Leave of Absence 
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	Significant Change in Health Coverage
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	
	Other
	     
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 



· INDICATE YOUR REQUEST FOR CHANGE(S) YOU WISH TO MAKE IN YOUR FLEXIBLE SPENDING ACCOUNTS (FSAs).  FSA CHANGES MUST MEET IRS GUIDELINES FOR A QUALIFYING FSA STATUS CHANGE. THESE GUIDELINES DIFFER FROM THE IRS GUIDELINES FOR OTHER COVERAGES – CHECK WITH YOUR BENEFITS OFFICE PRIOR TO REQUEST.
	
	Change From:
	
	Change To:

	FSA Health Care Account
	     
	annual amount
	
	     
	annual amount

	
	
	
	
	
	

	FSA Dependent Day Care Account
	     
	annual amount
	
	     
	annual amount


· INDICATE ANY CHANGES YOU WISH TO MAKE TO YOUR MEDICAL, DENTAL, PRESCRIPTION DRUG, VISION, AND LIFE INSURANCE OPTIONS ON THE REVERSE SIDE OF THIS FORM.
	For HIPAA (Health Insurance Portability and Accountability Act) purposes, I authorize CMU to share my PHI (Protected Health Information) with the following designated person(s):

Name(s) and Phone(s):

     



I understand that the Status Change request will be reviewed and approved by the Benefits Office.  I understand I may be required to provide the appropriate documentation for any of the changes.
I hereby elect the election change(s) noted above and attest that the change in elections is caused by and consistent with my change in status.  I authorize CMU to deduct from my salary any additional cost as indicated above per pay as my new contribution to CMU Choices.
	Employee Signature:
	     
	
	Date:
	     


YOU MUST COMPLETE THIS FORM AND SUBMIT IT TO THE BENEFITS OFFICE, 108 ROWE HALL, WITHIN 30 DAYS OF A QUALIFYING STATUS CHANGE.   ACTUAL START DATE OF COVERAGE WILL BE DETERMINED BY THE BENEFITS OFFICE IN ACCORDANCE WITH IRS REGULATIONS GOVERNING SECTION 125 PLANS.
STATUS CHANGE FORM – Page 2
	Medical Plan
	(Staff/Temporary Faculty)
	 FORMCHECKBOX 

	PPO 1       
	
	 FORMCHECKBOX 

	PPO 2    

	
	(Regular Faculty)

	 FORMCHECKBOX 

	Messa SuperCare 1* 
	
	 FORMCHECKBOX 

	Tri-Med*


*A MESSA Status Change form must also be returned to the Benefits office: www.hrs.cmich.edu/download-files/messa-status-change-form.pdf
	Full Name
	
	Soc. Sec. #
	
	Gender
	
	Relationship
	
	Date of Birth
	
	(Check One)

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	Name of Coverage Provider:
	     
	

	Name of Insured:
	     
	Policy Number:
	     


	Prescription Drug Plan
	(Staff/Temporary Faculty)
	 FORMCHECKBOX 

	PD 10/30
	
	 FORMCHECKBOX 

	PD 20/50 
	
	 FORMCHECKBOX 

	PD 10/20/30 


	Full Name
	
	Soc. Sec. #
	
	Gender
	
	Relationship
	
	Date of Birth
	
	(Check One)

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	Name of Coverage Provider:
	     
	

	Name of Insured:
	     
	Policy Number:
	     


	Dental Plan
	 FORMCHECKBOX 

	D 100/75/50/50  
	
	 FORMCHECKBOX 

	D 100/50/50


	Full Name
	
	Soc. Sec. #
	
	Gender
	
	Relationship
	
	Date of Birth
	
	(Check One)

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete


	Vision Plan
	 FORMCHECKBOX 

	EyeMed V20  


	Full Name
	
	Soc. Sec. #
	
	Gender
	
	Relationship
	
	Date of Birth
	
	(Check One)

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	     
	
	     
	
	     
	
	     
	
	     
	
	 FORMCHECKBOX 

	Add
	 FORMCHECKBOX 

	Delete

	 FORMCHECKBOX 

	New Coverage (picking up insurance):
	Effective Date:
	     
	

	 FORMCHECKBOX 

	Cancel employee’s entire vision coverage:
	Effective Date:
	     
	


	Optional Life Insurance
	 Level of Coverage
	
	Add
	
	Delete
	

	 FORMCHECKBOX 

	Spouse
	$
	     
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Name:
	     

	 FORMCHECKBOX 

	Child
	$
	     
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	SS#: 
	     

	 FORMCHECKBOX 

	Self 
	$
	     
	to
	$
	     
	Date of Birth: 
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