*\*) Public Eraployees
‘\ Benefits Board

Worksheet A-1 - Newly Hired Employess (Safarfed and Hourly)

» This worksheel determines benefit efigibility for newly hired employees who are anficipated to work on a salaried or
hourly basis.

« Complete and share this worksheef with the employee

« f tha employee's siluafion changes, complete a new worksheet and notify the employee of eligibility changes.

+ If employeo is returning from layoff within 24 months of their layoff date, use workshest D-2,

%Emplnyee Name: Jane Doe Employee 1D last 4 digits of S8 # *

Entera *Y" or "N" for each of the requrremem‘s for eiqubmfy
Requarements for: E|igibilily {WAC 182.12- 114) ] Ry
Anticipate employee will work: " EnteraYorN
N

a. An average of at least 80 hours per month, and
When calcufating hours:
* Include aif hours from all positionsobs In your agency (Stacking hours), and
« Exclude the following hours:
- Standby hours
- Any temporary increass in work hours caused by training or emergency hours that
frave not been or are not anticipated to be part of the smployee's regular work
schedule or pattern.

b. At least 8 hours in each month, and N
c. FFor more than six (6) consecuiwe months, ' N
Eligibifly Decision ~ = - Do S | peciglon™
if you answered "Yes" to all requirements, the employee is benefits eligible, Confinue with Step
1 of this worksheet.

if you answered "No" to any of the requirements, the employee is not benefils efigible at this
time, Go to Step 5 of this worksheel. Roulinely moniter the employees’ eligible work hours to No

establish aligibility.

Enter the dale of employment in the Date fisld. Select the Tab key on you keyboard, the Due Data fields will
automalically populate. Enter the date coverage begins in Section 4.

i Initial Dale of Eligibitity . - S T T Y pate

Employee is benefits eligitle on the date of employment, enter the date of empleymant
(Coverage may not begin on your daz‘e of eﬂgabmry, 588 Saction 4 for date caverage begms ) | ———

2. Employee | Enrolliment:Kit )
Give the empioyee the Emp{oyee Enroﬂmanf Krt immemately

The Employee Enreliment Kit includes:

« Employee Envoliment Guide with forms « Dependant Care Assistance Program (DCAP)

+ Life Insurance booklet with forms brochure {state agencies and higher education only)
+ Long-Term Disability {LT0)} booklet with forms + Long-Term Care flyer

« Flexible Spending Account (FSA) broghure » Auto/Home Insurance brochure

(siale agencies and higher education on!y)

. 3. Form- Subrmss:on Dates® -l T S Ve
The Employee Enrotlrner*.UChange form is due no aier lhan 31 days aﬁer the 2 (g&)mty dale.
Fhe Life Insurance Enroliment form is due no later than 60 days after thoe eligibiiity date.

el
The Long-Term Disability (LTD} Enroliment/Changs form is due no later than 31 days afler
S

the eligibility date.
FSA and DCAP Enroliment forms are due to ASIFIex 1o later than 31 days after the eligibility
dale.
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- Form éubm:ss:on Dates* (continued) . - TEe T skl Pk L pue Date

later than 31 days after the eligibilily date, proof of good health may not be reguired.

Long-Term Care application is due to John Hancock anyt(me i apphcanon S submltted no P—

Auto/Home Insurance may be applied for at anylime diraclly with Liberly Mutual,

*if the employee does not retum the forms by the due date, enroll the employee only (i.0. no dependents; in
the Uniform Medical Plan, Umfo.'m Denfai Plan Basm LTD, and Basic Life insurance. (WAC 182-08-197)

4. Coverage’ Begins . w R T . ) Da_'tga",;‘_-', )

. The first day of the month follcwmg the date the employes beoomes e!igible if the employee “
becomes eligible on the first working day of a month, benef:ts begln on that data

i

B ngnature andDate - -

| have read the ahove eligibility ruies for PEBB henefits and acknowledge he decisnon made 1 understand that

if L have a change that affects my eligibility for benefits, my employer will notify mae. | alse understand that | have
the right to ask my employer 1o re-evaiuate my eligibility at any time.

| understand it is my responstbility to inform my employer immediately if | am returning from layoff stalus within 24
months of my layoff date or immediately if 1 have or eblain multiple jobs or positions within the agency.

| acknowiedge that | have the right to appeal the eligibility decision made by my smployer through the PEBB
Appeais Process. The appeals process and forms are availabie on the PEBB web site:

www.nebb. hca.wa.gov.

L

? ok U-torlp

Agency Reprasentative Signalul Agency/Sub Agency Date

Print 2 copies, place the signed copy in the employee's fle and give the second copy lo the emplayee.



