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DEPARTMENT OF ADMINISTRATION

Office of Employee Benefits
Phone: (401) 222-3160    Fax: (401)222-6391

HEALTH INSURANCE DIRECT REMITTANCE FORM
This form must be prepared for an employee going on LEAVE WITHOUT PAY (LWOP) who is eligible to retain their Health Insurance coverage.  Please make check payable to GENERAL TREASURER and submit to your agency payroll office.
PLEASE COMPLETE THE FOLLOWING:

	EMPLOYEE INFORMATION

	     
	     
	  

	Last Name
	First Name
	Middle Initial

	     
	     
	  
	     

	Address
	City
	State
	Zip code

	     
	     
	     

	Social Security Number
	Department
	Payroll Account Number

	LEAVE INFORMATION

	Original Date of Leave:
	
     
	
	Anticipated Return to Work:
	
     

	Reason for Leave:
	
 FORMCHECKBOX 

Illness
	
	
 FORMCHECKBOX 

Sabbatical/Educational

	
	
 FORMCHECKBOX 

Workers Compensation
	
     
	
 FORMCHECKBOX 

Academic Year

	
	
	Date of Injury
	
 FORMCHECKBOX 

Skipped Pay Period
 FORMCHECKBOX 

Other (Explain)

	
	
 FORMCHECKBOX 

Pregnancy/Parental
	
	
 FORMCHECKBOX 

Other (Explain)

	
	
 FORMCHECKBOX 

Personal*
	
	
	

	
	

(Complete the 100% Employee Paid section below)
	
	

	COVERAGE INFORMATION

	Plan Type
	

Health (UHC)

	

Dental (Delta)

	

Vision (VSP)


	
	
 FORMCHECKBOX 

Individual
	
 FORMCHECKBOX 

Individual
	
 FORMCHECKBOX 

Individual

	
	
 FORMCHECKBOX 

Family
	
 FORMCHECKBOX 

Family
	
 FORMCHECKBOX 

Family

	
	
	
	

	Employee Co-Shares
	
Health:
	
$
	Coverage Period Start Date:
	


	
	
Dental:
	
$
	End Date:
	


	
	
Vision:
	
$
	Number of Pay Periods Covered:
	


	
	
TOTAL:
	
$
	Employee pays this amount:
	
$

	100% EMPLOYEE PAID*


	Employee will be billed directly by insurance company.  Examples of 100% employee paid coverage include any employee on a workers compensation leave for more than 2 years, any employee on any leave longer than one year, or any employee on personal leave.

	
	Direct Bill Start Date:
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OFFICE USE ONLY
Accepted by:
Date: 
     

	HEALTH INSURANCE DIRECT REMITTANCE FORM

INSTRUCTIONS

	Agency Instructions:

	Prepare original and two copies of this form and distribute as follows:

	1.
The original must be attached to the premium payment, which should be 
routed along with a copy of the CS-3 form by your Payroll Office to the Office 
of Employee Benefits.

	2.
One copy is to be kept on file in your Agency.

	3.
One copy is to be retained by the employee on leave.

	

	Employee Instructions:

	1.
You must pay for your co-share during the period you do not receive a state 
paycheck.

	2.
Make your check payable to the General Treasurer.  Send your check and 
this form to your own agency Payroll Office.

	3.
Amount Due: The FULL bi-weekly amount is due regardless of the number 
of days you are off the payroll because coverage extends until the end of 
the payroll period.

	4.
You are responsible for making timely payments for your health insurance


co-shares while out on leave.  If you do not make timely payments, your 
coverage may be cancelled, and you will need to wait until the next open 
enrollment period or have a qualified status change occur to be eligible to 
enroll.  If any amount is still owed upon your return to work, this amount will 
be deducted from your paycheck.
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