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Training Objectives

By the end of this session, you should be
able to:

* Understand the importance of filling out NMPSIA forms
neatly, accurately and completely

« Understand the significance of correct information on forms

* Locate desired NMPSIA forms

 |dentify required data for completion of each NMPSIA form

* Recognize available resources

Erisa Administrative Services, Inc.



Insurance

Public Sehools
% Auhery— Completing NMPSIA Forms
Why is it Important?
What is the impact on ALL parties involved when

NMPSIA forms are completed and submitted
incorrectly?

 Employee
* Employer
« NMPSIA
* Erisa

Erisa Administrative Services, Inc.
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The importance of filling out NMPSIA forms
neatly, accurately, and completely

NMPSIA forms are official documents because they are proof
that information has been provided.

Each form is completed for a particular purpose. Different
forms require different kinds of information. Forms are used
for gathering information, registration, identification and
certification.

NMPSIA forms require information such as name, address,
date of birth and so on.

This information must all be provided in a complete and
accurate way, otherwise, you may provide wrong or

incomplete information making you ineligible for a specific
benefit.



Public Sehools
#*‘ii‘ﬁg?ﬁ? Completing NMPSIA Forms

https://nmpsia.com/Employers.html

Insurance Forms

. Employee Enroliment Application

] ‘New Mexico Public Schools Insurmnce Authoriy.
E02 Retiroe Life Insurance Application

[ S —

Schedule A - for Beneficiary Designation
«  Schedule B - for Birth Registration

«  Schedule C - for Marriage Registration

« 2021 Change Card

«  Affidavit for Domestic Partner

. Termination of Domestic Partner

. Retiree Life Insurance Application

. Board Member Application

 Release of Health Information
«  Sample Loss of Coverage Form
EASI «  Part-Time Resolution Template

Erisa Administrative Services, Inc.
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mwance " Employee Enroliment Application
https://nmpsia.com/pdfs/1.1.2021 Enrollment Application 2020-09-10.pdf

District Name and

District Number

Section 4 Dependent
Information reflects
selection of

Section 2 Enroliment
Status

ER is responsible to
complete the EMPLOYER
CERTIFICATION section

. MEDICAL DEWTAL wison DISASEITY  ADDITIOMAL LIFE eyl -~
it v I s N e N s s e ;
BstrictEnsty Nass ir Rty 8
New Mexico _ 4: !
Auﬂlorr‘i(t; EMPLOYEE ENROLLMENT APPLICATION N ~
Eigibiity Adminisirative Office (505) 588-4974 (B00) 253-3164 FAX (505) 988-8943 RESET FORN
Social Security Number Mame [Last, First, Middia) Date of Birth (mmiddryyyy)
Mailing Address City State Zip Cade Hame Phane Number
Marital Status | Gender Preferred E-Mail Address &y a on s form, Work Phone Number | Cell Phone Humber
Os Om [CJF CIM [ T [—
[ ‘Gheck fhis bax F you do nol wish 10 receive plan commnications iy e-mail

ENROLLMENT STATUS [ Employee Only [ 2-Party (Employee + Spouse or Child) [ Family (Employee + 2 or more)

ENROLLMENT Elect your coverage offered by your employer
[E] BASIC LIFE: The Standard (Paid in full by employer. Complete Schedule A Beneficiary Farm)

MEDICAL: [] Decline Medical. Reason for deckning coverage:
[JBlue Cross Blue Shield of WM [ICigna [IPrestyterian
IJ High Oipbian Plan (Defeult L] High Optien Pran (Defaul) (] High Cipfian Plan (Defeut)
B E,“égf:"ﬂa; Ll Low Opticn Pian [ Low Cetinn Pran Are you eigible for Medicaic? [ Yes [ Mo
DENTAL: [ ]Deita Dantal [ JUnited Concardia ] Decine Dentsl
[1High Option Pian [Defaul) [ Low Optian Plan L] High Optien Plan (Defsaly [ Lew Opsian Plan e e
[] VISION: Davis Vision (2 year enrollment required) [ Decline Visiea
[] LONG TERM DISABILITY: The Standard ) Disclires Leng Term Disabiity
[] ADDITIONAL LIFE: TheStandard  Select  []1% (]2 []3X Base Annusl Saiary [] Deciine Emplayee Addilicnal Life
(Carnpiete Schadule A Beneficiary Form) [ Speuse Life [T Child Life [] Deciine Dependent Life
DEPENDENT INFORMATION  List all dependents you wish to enroll. Indicate an A (add) or NiA (not applicable) for all names listed below.
Phease provide requesied information for additonal dependents on separate sheet f necessary.
) Sosial Security ) Diperdent's Prac of Marriage,
Wed | ol | wisn [ %50 | Degendeats Name iLast Frst Miadie) Huriiber Date afBIN | Gender  |Relstionshipte | Birt, or Coust
(REQUIRED} N o You Order Attached
OFOm CO¥es One
OF0Om O¥es Cno
OFm C%es Mo
OFCOM C¥es [IMNo
I =710 vee AuTHoRIZATION STATEMENT
1 STy GarTIng Lk AU B rolies. | haratty apply b e Authosty
o tha cxrearige Sfiased |5 sysafl ard dupardants shows sboee. | usdarits wll b tatens dencrtud 0 Bha Mirdur Gooup riorines Pobous
| sthorine any hoopdal. phyiscsn, of oiher hedith Cane proweder in femesh fwhen sppicbi | o AT wch i fot rvesl and my Seperderts. | duthorios he

Fruisrincs Ciriar i Coorinats bealit R e oSTMTOk Wit clber faEh M O asrince companis. Lndsr et of parkary and inssrince faed, | deciess Tl | R saamined B asskciion and
=Ty bl Ty aaw b coemect, ard comiate. Amad rewerss side i

EMPLOYEE SIGNATURE DATE
RETURN THIS FORM TO YOUR EMPLOYEE BENEFITS OFFICE NO LATER THAN 31 DAYS FROM YOUR DATE OF HIRE

after verifying the form is
completed in its entirety

Erisa Administrative Services, Inc.

ALL INFORMATION Ih THIS SEGTIIN |5 RECURED TO DETERMINE ELIGIBILITY, PLEASE COMPLETE THIS SECTION THORDUGHLY.
FORM MUST BE BIGNED BY ENPLOTER.

Basic Life is always
effective 1st of the month
following the EE’s date of
hire

No retroactive
effective dates allowed

Date Stamp
Upon receipt

1 st st 12 v = s vy v et wetha, e s -
Date of Hire Base Annual #of hours Job THe List date Varabde Hour Date Received in Your
Salary warked weskdy [ Checkonlyt  Empioyee became elgiie e
Variable Hour  for madical only muerage <
Empicyes <
]
BENEFITS SPECIALIST SIGNATURE DATE

Revised September 2020

11
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Employee Change Card

https://nmpsia.com/pdfs/1.1.2021 Change Card 2020-09-13.pdf

District Name and

District Number

Section 3 Dependent
Information reflects
selection of

Section 2 Enrollment
Status

Removing ineligible dependents

may also apply to any ancillary
benefits your employer offers

Employer is responsible to
complete the EMPLOYER

CERTIFICATION section

after verifying the form is =

completed in its entirety

For Empleryer se: MEDICAL DENTAL iION DISABILITY  ADBITIOMAL LIFE] Fermar Employsr Basic Life AL Date | Other Cug EN. Dute
PAYROLL s | | 5 | | 5 | | 5 | | 5 | | [ { (il (messdiyyyy)
DEDUCTIONS.
+ trictEntity M DistrietEntity 8

New Meuxico New Mexico Public Schools Insurance Authoril

Public Schools —

Insurance 2

Authority 21

---------- A BTTEE4074 (800) 233-3164 FAX (S505) 085-8043 ~EokE JR

Social Security Number

Mame (Last, First, Middin)

Date of Birth

Mailing Address City ‘ State | Zip Code ‘ Home Phone Number
Marital Status | Gender Preferred E-Mail Address By fumishing my a-m his fom, Cell Phone Number
C0s CIM [CIF CIm [ mese etanee n WP o-mas

[ Check this bax only if you do HOT wish to receive plan by e-mail.
REASON FOR CHANGE: Answer questions below
[ Late Enraliment [] New address andior phone number What event took place? P
[ OpeniSwitch Enroliment [] Qualifying Event What date did event take place? | -

Other coverage
effective date

What Event took place?

n ENROLLMENT

What is your current enrcliment status?
‘What enroliment s1atus are you requesting?

[ Emplayee Oniy
[ Emgloyee Only

.JEPoExam

[ VISION: Davis Vision (2 year enroliment required)
[ LONG TERM DISABILITY: The Standard (Cuaie Event or Evidencs of nsursbity)

[J ADDITIONAL LIFE: The Standard

[(Cusslifyiegy Evant ¢ Evidence of insurabsiity) [J Spouse Life [] Child Life

[ 2-Party (Employee + Spouse or Child)
[ 2-Party (Employes + Spouse or Child)

Check One: [JADD COVERAGE [ CANCEL COVERAGE ] SWITCH ENROLLMENT
[ BASIC LIFE: The Standard
MEDICAL: .
[Blue Cross Blue Shield of NM [ _|Cigna [IPresbyterian [0 Dectine Medical
[] High Dption (Default) ] High Option Pian (Defsutt) [] High Option (Default)  Reason:
7] Low Option [] Low Option Plan [lLow Option

DENTAL: Daita Dental: [] High Option (Defauy (] Low Optien United Concordia: [JHigh Opticn (Defaull) [ Low Ogpticn

Select: [11x [J12x []3X Base Annual Salary

[ Family (Employes + 2 or mare)
[ Family {Employes + 2 or more)

Eligible for Medicaid? [] Yes []nNo

[ Decfine Dental
[ Decline Visien

[ Decine Long Term Disabdity

[ Decline Employee Additional Life
L[] Decline Dependent Lite

DEPEMNDENT INFORMATION  List all dependents you wish to earcll. Provide for additonal separaie sheet if necessary.
Indicate an A (add), O (drop), © {continue coverage), or MUA (not for all mames
r Addr] Social Securlty | Lo e Dependent's Pl of Marmiags, Bt
Med | Dntl | Visn Dependent' s Name (Last, First, Middie} MNumber . Gender | Relationship 1o Lok of Coovt g
Life [REGUIRED) imnmiEyyyy | You ot Order Altchad
COFCm []¥es [No
OFCm Clves [Oho
OFCm Clves [Jho
OFCm Oves Cho
EMPLOYEE AUTHORIZATION STATEMENT
oy i furhar i enraled. | narizy apal i e Aufiorty
tar 1o mysel aborvs. | understand ihal senvices wil imitations and ihe T Misar Group insusancs Pkt
authorize ary hespital, physician, or oiher DS can provider such mosiesl s e s | sarasize na

EMPLOYEE SIGNATURE

nsuanca Camer 15 csSnan banafis SN [EDUSAMEES wih Sthar Tsalh HENS O NSuANce Companies. INSer penathes of pisury and inSunes raus, | decare 11  have examined 1 appiction and
anl 1o the best of anl b, Iy ars s, comact, and compink. Raad fevarsa side belors sigeiny

DATE

RETURN THIS FORM TO YOUR EMPLOYEE BENEFITS OFFICE NO LATER THAN 31 DAYS FROM YOUR QUALIFYING EVENT

ONLY compiate this section for QUALIFYING EVENTS: Parttime to Fulltime with a salary incroass; Promation into a naw
EMPLOYER GERTIFICATION Ioh chass with a salary increase; Decroase in salary and hours worked por wook. FORM MUST BE SIGNED BY EMPLOYER.

1 attest that to the best of my knowledge that this applicant is an employee of my

reguired fior NMPSIA benefits.

{ar meets the ore-bu

‘definiion) and worics the minmum number of hours per week

Tt of Fire Bame Annual Fofhous T Tiie Tiat date Vanabie Four Tiaie Fecemed |
Salary worked weskly O Checkonfyf  gmpioyes hecame sigible Your Office g
Variable Hour g madical anty coverage
s Emplayes
BENEFITS SPECIALIST SIGNATURE: DATE:

Revised Seplember 2020

What date did event take place?

|_—Date stamp upon receipt

12
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Schedule A — Beneficiary Assignment
https://nmpsia.com/pdfs/Schedule A Beneficiary 2013-10-10.pdf

Employee SSN ]
Employee Name —

New Mexico Public Schools Insurance Authority

Eligitility Adrinistralive Office: Erisa Adminisiratve Senvices, Inc. - Phone: (B00) 233-3164 o (505) BB8-4674 » Fax: (506) B88-B043

SCHEDULE A - BENEFICIARY ASSIGNMENT

~_ School District

Employes Social Security Mumber | Employes Nams Sehool DistictErmployer P
_> 4
Mailing Address: Dabe of Birth
e ey yy hgﬂ\

.
>

Mailing Address

Primary Beneficiary:
Name, DOB,Relationship
to Employee, Address

Secondary Beneficiary:
Name, DOB,Relationship
to Employee, Address

Statement of Marital Status (Check One) =

Employee Signature and Date

Witnessed by Employer and Date —

EASI

v

Erisa Administrative Services, Inc.

[For multiple beneficiaries, distrizuson

Primary Beneficiary: st eoual 100% for each ife benest

Date of Birth - " Basic Additional
N Beneficiary Name iy | RESONSP o fe Arkdress Ll Life
larmat mplcyee Pescent | Pescent

Employer Name

—— DOB (dd/mm/yyyy format)

For Multiple beneficiaries,

<

(For muliple bereficlaries, distribuson
must egual 100% for each ie benedt)

I I
Basie | Addil
Lite

Percant ercent

Secondary Beneficiary (in the event the primary boneficiary is not living at the time of the insured's doath):

Date of Birth N N
Redafiorship io the
Beneficiary Name i ity Andress
— ) Emgloyee

> S TATEMENT OF MARITAL STATUS {check ane)

L] 1AMMNOT MARRIED. I understand that if | marry. it will affect my right to dispose of community property, and that | should then
review my beneficiary designation.

] i AMMARRIED. My spouse is the Primary Beneficiary andior ks designated to receive 50% or more of my benefit.
] 1AM MARRIED. My spouse s not the Primary Beneficiary andior is designated to receive less than 50% of my benefit.

DATE:

=) EMPLOYEE SIGNATURE

L) Witnessed by Employer: DATE:

IMPORTANT NOTE: Community Praperty Laws are applicable to employees living in New Mexica, Arizona, Texas,
California, Idaho, Nevada, Washington, or Wisconsin; therefore, a spouse has property interest in insurance provided to

the employee th : Nt
RETURN TO YOUR EMPLOYER'S BENEFIT OFFICE

101102014

distribution must equal
100% for each life benefit

Date stamp upon receipt

13
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https://nmpsia.com/pdfs/Schedule_A_Beneficiary_2013-10-10.pdf

New Mexico
Public Schools

murance = Gochedule B - State Filed Birth Certification

https://nmpsia.com/pdfs/Schedule B for Birth Reqistration 2013-01-17.pdf

Employee SSN
Employee Name

New Mexico Public Schools Insurance Authority

Eigibiity inistrative Office: Erisa istrative Sendces, Inc. = Phone: (BOD) 233-3164 or (505) 8884574 - Fax (505) B8E-8043

SCHEDULE B - STATE FILED BIRTH CERTIFICATE REGISTRATION CERTIFICATION

Birth Certificate Information
Complete 1 section per individual

Certificate Number —

Employee Signature and date >

>

This form is pleted when an employee is enrolling dependent children.
Do not send copies of state publicly filed birth certificates.
=~ Emoioyee Sccial Security Number: Employes Name: School District ! Emplover:
>
1. Birth Certificate Information:
md I Reequest No.: County of Birin
Date of Birth: Diate of Regatration (in mmiddyyyy fomat)
Name of Person Registerad: Sex:
Name of Father: Birth Name of Momer:

CERTIFICATE NUMBER:
2 Birth Certificate Information:

File No.: Request No.: County of Birth

Date of Birth: Date of Registration (in mmidd'yyyy fonmal):
Mame of Person Begistered: Sex

Name of Father: Birth Name of Momer:

CERTIFICATE NUMBER:

3 Birth Certificate Information:

File No.: Request No.: County of Birth

Date of Birth: Date of Registration (in mmidd'yyyy fonmal):
Mame of Person Begistered: Sex

Name of Father: Birth Name of Momer:

CERTIFICATE NUMBER:

EMPLOYER CERTIFICATION: | attest, under penalty of perjury, that | have viewed the original State publicly filed Birth

Employer Signature and date —,

EASI

v

p by the above employee, that it appears to be genuine and relates to the dependent requesting
enrollment under this policy.

ployer's In R ve Date

FORM IS TURNED IN WITH THE EMPLOYEE'S ENROLLMENT APPLICATION /CHANGE CARD
osM42012

School District

Employer Name

File No.

Request No.

County of Birth

DOB

Date of Registration in mm/dd/yyyy format
Name of Person Registered

Sex

Name of Father

Birth Name of Mother

Erisa Administrative Services, Inc.

Date stamp upon receipt

14 14
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New Mexico
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Erisa Administrative Services, Inc.

Schedule C — State Filed Marriage Registration

Certification
https://nmpsia.com/pdfs/Schedule C for Marriage Registration 2013-01-17.pdf

Employee SSN

New Mexico Public Schools Insurance Authority

Eigbiity inis live Office: Eriga istrative Senvices, Inc. = Phone: (BOD) 233-3164 or (505) 8884574 - Faoc (505) B8E-8043

SCHEDULE C -- STATE FILED MARRIAGE CERTIFICATE REGISTRATION CERTIFICATION

This form is completed when an employee is enrolling a spouse.

Do not send copies of marriage certificate if you are providing this form in lieu of the marriage certificate.

: Securily Number Employee Name: School District / Employer
[

Employee Name

>

Marriage Certificate Informaticn

Marriage Certificate
Information

Certificate Number —

Employer Certification
Benefits Specialist
Signature and Date

s

P Record Book Number: Page Number: County/State of Marriage:
Date: of Marriage (in men/od!yyyy format) Date of Registration {in mmiddlyvyy format)
Narne of Groom: Birth Name: of Bride:

L CERTIFICATE NUMBER:

EMPLOYER CERTIFICATION: | attest, under penalty of perjury, that | have viewed the original State
publicly filed Marriage Certificate presented by the above employee and that it appears to be
genuine and relates to the spouse requesting enrollment under this policy.

—

Benefits Specialist Signature Date

FORM IS TURNED IN WITH THE EMPLOYEE'S ENROLLMENT APPLICATIO

o420z

School District
Employer Name

Record Book Number

Page Number

County/State of Marriage

Date of Marriage mm/dd/yyyy format
Date of Registration mm/dd/yyyy format
Name of Groom

Birth Name of Bride

Date stamp upon receipt

15 15
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New Mexico
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Affidavit of Domestic Partnership (pg.1)

https://nmpsia.com/pdfs/Updated Fillable Affidavit for Domestic Partnership 4.9.19.pdf

A. Declaration of Domestic Partnership

M| New Mexwo Public Schools Insurance Authority
Office. E Inc. = P. 0. Box 8054 - SHEFE MM 87504
il_i Phone: cmo]msm or (505) 9684074 - Fax: (505)965-804:

AFFIDAVIT OF DOMESTIC PARTNERSHIP RESET FORM

An employee must complete this affidavit to apply for “domestic partner benefits” (see § 6.50.1.7(B) NMAC)
offered by an entity allowing domestic partner benefits through the Mew Mexico Public Schools Insurance
Authority. This affidavit establishes the existence of a domestic partnership only for that purpose.

A DECLARATION OF DOMESTIC PARTNERSHIP
I, . declare that | am in a domestic partnership with

\ 4

Print Employee’s Name

[Print Empicyes's Name)

A 4

. Further, we declare that:

Print Domestic Partner’'s Name

Eligible Dependent of Employee’s
Domestic Partner  ————

(Print Demestic Partnar's Name)

1. We are in an exclusive and committed relationship for the benefit of each other, and our relationship is the
same as, of similar to, a marriage relationship in the State of New Mexico.

2. We share a primary residence and have done so for (12) twelve or more consecutive months;
We are Jointly responsible for each other's common welfare and we share financial obligations.

4. Meither of us is maried or a member of another domestic partnership: nor have either of us been so during the
past {12) twebve months.

5. We are both at least 18 years of age._

6. We are both legally competent to sign this Affidavit of Domestic Partnership.

7. We are not related by blood to a degree of closeness that would prevent us from being married to each
other in the State of New Mexico.

B. BENEFITS FOR THE ELIGIBLE DEPENDENT CHILDREN OF THE DOMESTIC PARTNER

Domestic partner benefits are also available to the domestic partner's children, provided that the child is
primarily dependent upon the employee or domestic partner for support and the child is an eligible dependent
child because:

1. The domestic partner of the employee is a bislogical parent of the child;
2. The domestic partner of the employee iz an adoptive parent of the child, or

3.  The child has been placed in the domestic partner's household as part of an adoplive placement, legal
guardianship, or by court order (excludes foster children).

Proofl of dependency is required for each child in the form of a copy of an official state publicly
Tiled birth cenificate, adoption order, order, legal order of court order.

We declare that each of the following named individuals is an eligible dependent child of the employee's
domestic pariner:

(For each eligitle depandant child, list the child's name and describe the relationshig 1o the domestc pamner)

C. EXCLUSIONS

Except for the eligible individuals named in Section B above, the following persons are not covered by Domestic
Pariner benefit= and are not considered eligible dependents: parents, foster children, ex-spouses and ex-
domestic partners (who remain excluded until the requirements of Section A are re-established including a re-
establishment of a new 12-month period of sharing a common, primary residence), mere roommates, and other
relatives who are related to the employee to such a degree of closeness that marriage would be prohibited in
the State of New Mexico.

Aftidawit of Domestic Partnership, page 10of 2 04/09/2018
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New Mexico
Public Schools

warance  Affidavit of Domestic Partnership (pg.2)

https://nmpsia.com/pdfs/Updated Fillable Affidavit for Domestic Partnership 4.9.19.pdf

D. ACKNOWLEDGMENTS

1. By signing this Affidavit of Domestic Parnership, we agree to nolify the employer offering the domestic
pariner benefite in writing within 31 days of any change in our stalus as domestic partners when any of the
items in the Declaration of Domestic Parinership (paragraph, A above) no longer apply or if we intend to
terminate our domestic parnership. Such notice must be made on the NMPSIA form entitied "Affidavit of
Termination of Domestic Partnership®. We also agree to notify the employer in writing within 31 days when
a dependent ceases to meet the eligibility requirements for benefit coverage.

2. We understand that the value of insurance benefits provided to the domestic pariner is considered by the
federal Intermal Revenue Service as taxable income to the employes, that the value thereof is subject to
social security and federal income tax withholding. and that curent state tax laws require state income tax
withholding as well.

3. We acknowledge that we are hereby advised to seek competent legal advice about present and future
financial obligations we may be undertaking before we sign this Affidavit of Domestic Partnership.

4. We understand that at any time we may be requested in writing by NMPSIA to provide reasonable written
proaf that we are jointly responsible for the common welfare of each other, that we share financial
obligations, andior to show that the named dependents, if any, are eligible for benefits coverage. If we fail
to provide such requested proof, then the domestic partner or dependent benefits can be denied or
terminated.

5. WE UNDERSTAND THAT ANY MISREPRESENTATION OF FACT MADE IN THIS AFFIDAVIT OF
DOMESTIC PARTNERSHIP MAY RESULT IN LOSS OF BENEFITS AND/OR DISCIPLINARY ACTION,
AND THAT AS A RESULT OF SUCH MISREPRESENTATION THE EMPLOYEE MAY BE REQUIRED TO
REIMBURSE THE NEW MEXICO PUBLIC SCHOOLS INSURANCE AUTHORITY AND HIS OR HER
EMPLOYER ANY COSTS INCURRED IN PROVIDING THE BENEFIT COVERAGE OR FOR PROVIDING
THE ACTUAL BENEFITS. SUCH COSTS INCLUDE, AMONG OTHER THINGS, ATTORNEY'S FEES.

Notarization E NOTARZATION

We affirm, under penalty of perjury, that the assertions in this Affidavit of Domestic Partnership are true and cormect.
(Bath partners must sign this legal document in the presence of a Notary Public.)

A 4

Both partners must sign this

legal document in the presence S —— — B
Of a Notary Publlc Signature of Domestic Parner Daie Print Domesac Panner's Name
Commaon Residence Physical Address City Staie 2Zip Code

STATE OF NEW MEXICO )
NE:=:A
)

COUNTY OF
[Courty Mame]
SUBSCRIBED AND SWORN to this day of
Prnt Employes's Name]
an employee of and
{Name of NMPSLL Partcpatng Employen) {Print Domestc Parner's Mame )
the school employee’s domestic partner. Date Sta m p u po n I"ecelpt
My Commission Expires: Motary Public

\—/ Affidavit of Domestic Partnership, Page 2 of 2 04/08/2013 17

Erisa Administrative Services, Inc.
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New Mexico
Public Schools

amoy  Affidavit of Termination of Domestic Partnership
https://nmpsia.com/pdfs/Updated Fillable Affidavit for Domestic Partnership 4.9.19.pdf

New Mexico Public Schools Insurance Authority

Eligibility ini live Office: Eviga Admink live Sesvices, Inc. = P. 0. Box 8054 - Santa Fe, NM 87504
Phone: (B00) 233-3164 or (505) 9884974 - Fax: (505) 0B8-8943

L
RESET FORM

AFFIDAVIT OF TERMINATION OF DOMESTIC PARTNERSHIP

Return this form to your employer within 31 calendar days from the date the domestic partnership terminated.

. , - >
Prlnt Employee S Name I . hereby notify the New Mexico Public Schools Insurance
. . {Prinl Employea’s Name)
Pr'nt Former DomeStIC = AUThonTy Eafhyformarparmer. and | are no longer “domestic
, (Print Former Domeatic Pariners Name)
Pa r'tn ers N ame partners” as defined in the regulations of the New Mexico Public Schools Insurance Authority (6.50.1.7 NMAC) and |

wish to terminate the domestic partnership benefits | now receive through the New Mexico Public Schools Insurance
authority effective: i
>

Effective Date of Termination

Fill out this part only if the termination is caused by death or marriage of the domestic pariner; otherwise
leave this blank and skip to the signature section below.

If the termination is caused by the death or marriage of the domestic partner, please provide the date of the death or
marriage (provide proof of marri : .

(Month/Day’vear)

| declare, under penalty of perjury, that the above statements are true and correct. (Sign this Notice in the

Notarization presence of a Notary Public)

Employee Sgnature Frint Name Date

Sign this legal document in the
presence of a Notary Public Vetng Resess o e T cae

STATE OF NEW MEXICO

)
) ss.
)

COUNTY OF
(County Name)
SUBSCRIBED AND SWORN to this day of by Date stamp upon receipt
MantheY ear)
(Print Employee’s Name)
Notary Seal:

Motary Public

My Commission Expires:

EASI

Erisa Administrative Services, Inc.
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New Mexico
Public Schools

amoy  Retiree Life Insurance Application

https://nmpsia.com/pdfs/Retiree Application 2014-07.pdf

Reset Form

Eig | New Mexico Public Schools Insurance Authority i mmaaioma) g Effective Date

Retiree Life Insurance Application
Eligibility Administrative Office:  (505) 988-4974  (800) 232-3164 Fax: (505) 588-8343

RETIREE [ RETIREE WFORMATION « Employer No.
INFO RMATION ﬁ SOCIAL SECURITY NG PPV r———

EMPLOTER MO,

MAILING ADDRESS (Box # or street address) CITY STATE Fa COUNTY
SSN 3 Name, DATE OF BIRTH | MARITAL STATUS | GENDER EmaL HOME FHONE
Mailing Address T |Disnge (DiMals | st e
D t f B . rth ] Married [] Female = tions related 1o my NMPSIA's benefit program by e-mail.
Chack this bax if you da not wish to receive plan communications by e-mal.
a ? O I ’ SCHOOL | EMPLOYER DATE OF RETIRE:::_N'I {meniddiyywyl DATE OF [ER::IN&TION OF COVERAGE immiddyyyy)

Marltlal StatUS Gender mlm 'nwamgmnﬂnmﬂmn_mhummwhnnwu_mpchﬂnllnl-ﬂnnmofm?.ﬁ ENROLLMENT
Emall,Home Phone’ Retiree Additional Life — (;';:i:u':: ;r:nuﬁ‘l sm:;no;m ;::urm:ﬁ: Forae Shen OREL Dependeant [
School/Employer, SELECTONE: [ 1xLostConadedSalary | H et vt o o e e’ bt oo nay) DC“‘“E” Retiree Additional Life

. m] ast C d Sala [] ¥es [ No Yes | No " .
Date of Retirement, ADDITIONAL LIFE ?:;umca cofsges CONTINUED FOR THE FOLLOWING DEPENDENT(S): SPOUSG Additional Life
Date Of Termlnatlon Of Mame (Last, First, Middle) Social Security Number Date of Birth Gender Relationship To You Dependent Ch|ld ren?

Coverage Additional Life
Insurance Coverage
PRIMARY BENEFICIARY

PRIMARY BENEFICIARY FiLL N REATNSHP Continued for
SECONDARY BENEFICIARY MUILING ADDRESS STREET OR B 0. BOX NUMBER ity STATE 7IB CODE F0||0W|ng Dependents

SECONDARY BENEFICIARY (in the event the primary beneficlary designated above is not living at the time of the insured’s death)

Name, SSN’ FLULL HAME RELATKINSHIF

DOB, Gender, MR ADDRESS STREET OR B 0. BOK NUMBER Ity STATE 2IP CODE
*
RelationSh i p APPLICATION INFORMATION: This application and premium must be postmarked no later than 31 days from the date your Additional Life coverage Age 7.0 for e m ployees
et wan your smpcyer. who retire from the

PREMIUM INFORMATION: The MMPSIA Eligibility Administrative Office will e-mail or mail you a Confirmation of Enroliment upon receipt of your
application notifying you whether or not you are eligible for Additional Life coverage. ‘You will be required to pay the full monthly premium to NMPSIA. ClOViS Dora or Por-tales
The amount may change in accordance with any premium rate changes for the Group Plan. Your premium payment is due by the 1" of each month. 3 ]

METHOD OF PAYMENT: Your first payment must accompany your enraliment form. Make your chack or money order payable to NMPSIA and mail School Distri Ct
to the following address: NMPSIA Eligibility Administrative Office, P.O. Box 9054, Santa Fe, NM 87504-8054. Once enolled you will be asked 1o -
make a Method of Payment Election to either pay by Bank Debit from your bank account, pay for 6 months in advance, or pay for 12 months in advance.
MEMBER AUTHORIZATION: | hereby apply to the Authority for the coverage offered to myself and dependents shown above. | understand that
benefits will be available subject to the exclusions, limitations and the conditions described in the Master Group Insurance Podicies. | authorize any
hospital, physician, or other hesith care provider to furnish (when applicable) to the Insurance Carrier such medical information as it may require for me
and my dependents.

Under penalties of perjury and insurance fraud, | declare that | have this and supp g and to the best of
my knowledge and belief, they are true, cormect, and complete.
EASI Signature of Retiree ——> Date
v Signature of Retiree Date

Erisa Administrative Services, Inc.

a

July 2014
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Actively Serving Board Member Enroliment Application
https://nmpsia.com/pdfs/Board Member Enrollment Application 2020-09.pdf

Section 1: .

SSN, Name, DOB, Mailing
Address, Marital Status,
Gender, School
District/Educational Entity you
Represent, Date of Oath of
Office

Section 2: >
Enrollment Status

Section 3: >
Enrollment

Section 4:
Dependent Information reflects
selection of Section 2
Enroliment Status

Section 5:

A 4

Method of Payment

A 4

Section 6:
Board Member
Authorization Statement

Erisa Administrative Services, Inc.

RESET FORM

Effective Date of
Coverage

iin mmitdieyyy W\m

New Mexico Public Schools Insurance Authority
ACTIVELY SERVING BOARD MEMBER ENROLLMENT APPLICATION

na

Effective Date of Coverage

| — Eligibility Administrative Office (505) 988-4974 (BOO) 233-3164 FAX (505) 988-8943

Social Security Number Name (Last, First, Middic) Date of Birth (mmiddiyyey)

Mailing Address City State | Zip Code Phone Numier
Marital Status | Gender School Disir ral Endity you Date of Dath of Office
Os Owm|OoFOm (menidesyvry)

By furnishing my e-mail address on this farm, | am consenting 1 receive
elated o my in NMPSIN's

[ Check this bax i you do not wish to receive plan communicasions by e-mail

Date Current Tesm Expines.
[menidedfyyyy)

E-Mail Address

by email.

ENROLLMENT STATUS

[J Board Member Only [ 2-Party (Board Member + Spouse or Child) [ Family (Board Member + 2 or more)

Be aure 1o complete dependent information in Box 4

EMROLLMENT Elect your ge offered by the distri ity you represent

MEDICAL:  [JBlue Cross Blue Shield of NM Clcigna [ Presbyterian [ Decline Medical. Reason for declining

Seledt One [ High Option (defmuy) []High Option (oefaty ] High Option (defact) coverage: |
[ Low Optian [lLew Option [CLow Option Are you ebgible for Medicaid? [ Yes [J No
[ Exciugive Provider Optien (EPO)

DENTAL: | Delta Dental United Concordia Decline Dental Coversa,
[CJHigh Opiion {defau) - [High Opiice | defauts) o Ly
CLew optien CLow Option

WVISION: [0 Davis Vision (2 year envoliment required) [ pecline Vision

ADDITIONAL [ The Standard (Comgiete Schedule A Beneficiary Form) ] Decline Emgloyee Additional Life

LIFE: You may enroll for the amount of basic lfe coverage camied by the dstrictientity you represent. Check below for spouse andice child e coverage

[] Decline Dependent Life

[J Spouse (50% of member coverage) [ Child (35,000 per child)

[ o=renoENT INFORMATION Socal Secury DateofBith | oo Dependenrs | Mo o METAGE.
Dependent's Name (Last, First, Mdde} (mmiciyyyy) Felationship 1o You Order Attached
OFCOm Cves [Iho
OFCOm Cves CIho
OFCOm Cves CIho
OFCOm Cves CIno
OFOm Clves CIno

METHOD OF PAYMENT

Yeur first payment must accompany your enrclment form,  Make check or money order payable to NMPSIA and mai ba the following address:  NMPSIA. Eligibility
Administrative Office; P. 0. Box 8054; Santa Fe, NM 87504-9084. Oncs envolled you wil be asked o make 2 Method of Payment Eleclicn o chooss to pay monthly by
Bank Draft fram your bank acoount, pay for § manths in advance, ar pay for 12 manths in advance.

BOARD MEMBER AUTHORIZATION STATEMENT

I hereby apply b e Authority for the coverage offersd o mysell and dependents shown above. | understand thal serices will be avalable subject o the exclusicns,
limitatins, ard the condiions described in e Masler Group Insuranss Palicies. | sulherize any hespital, physician, o olher health care provider o fumish {when apghicable)
to the ksirance Carrier such medical informalion as it may require far mysell and my dependents. | authorize the Insuranse Carier to coordinale benefits andior
reimbursements with oiber health plans or insurance companies. Under persaliies of perury and insurance fraud, | declare hat | have examined ihis agplication and
supperting dacumentalion, and ko the best of my knowlsdge ard belie!, they are irue, correct, and camplets. Read reverse side before signing.

BOARD MEMBER SIGNATURE DATE

Please note: You will be eligible for coverage ynfil the last day of the month your term of office expires. Flease confact the NMPSIA
Eligibility Administrative Office at (200) 233-3184, or at the address listed below when your term of office expires.

RETURN THIS FORM TO: NMPSIA Eligibility Administrative Office; P. O. Box 3054; Santa Fe, NM 87504-9054

September 2020

No retroactive
effective dates allowed

Date Stamp
Upon receipt
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i Member Authorization for Release of Health Information
https://nmpsia.com/pdfs/Release of Health Information 1.12.2021.pdf

MEMBER AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

Me m be r N ame ——» | {(Member Name) hereby authorize the use or disclosure

o‘i my health information as described in this authorization.

A Specific personforganization (or class of persons) authorized to provide the information:

A.Specific person ——1—» fcant of i pl)
/organization authorized {rame ofprvides as sppicaie)
provide the information

B. Specific personforganization (or class of persons) authorized to receive and use the information:

Mew Mexico Public Schools Insurance Autharity
410 Oid Taos Highway, Santa Fe, NM
BOO-548-3724
Fax: 505-983-8670

C. Specific and meaningful description of the information (for example, "relating to Joooooo freatment:
with date of service o000 rendered or proposed by soocococo” (provider) attach all supporting

C. Specific and Meaningful
description of the informatior

A\ 4

D. Purpose of the request. (Please state the purpose of the request below, for example "assistance
with claim”. i you do not wish to state a purpose, please state "at the request of the individual”)

A 4

D. Purpose of the Request

E. Right to revoke. | understand that | have the right to revoke this authorization at any time by
natifying NMPSIA in writing at 410 Old Taos Highway, Santa Fe, NM 87501. | understand that the
revocation is only effective after it is received and logged by NMPSIA. | understand that any use or
disclosure made prior to the revocation under this authorization will not be affected by a revocation.

F. lunderstand that after this information is disclosed, federal law might not protect it and the recipient
might redisclose it.

G. lunderstand that | am entitled to receive a copy of this authorization.

H. lunderstand that this authorization will expire when my inquiry or appeal has been acted upon by
NMPSIA.

Signature of Employee or Patient (if over age 18) Date: D
Signature of Employee or Patient| ———» — ate

Personal representative section: If a Personal representative executes this form, that Representative
warrants that he or she has authority to sign this form on the basis of:

Personal Representative Section >

Revised 1.12.2021

Erisa Administrative Services, Inc.
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Erisa Administrative Services, Inc.

Sample Loss of Coverage Notice

https://nmpsia.com/pdfs/Sample Loss of Coverage Notice Form.pdf

Where

Employer Name

: 2071-05-30 17:43:21

i
:This information should be on employe
| Metterhead and signed by the

iemployer representafive with verifiable

Address
Telephone Number

Loss of Coverage Notice

To NMPSIA Employer Group:

ost the Coverage: ind of Coverage was Lost:

[ Medical [] ogntal [ wision

[ mMedical Dantsl [ vizion

[ mMedical [ Dental [ vizion

[ Dental [ vizion

[ Dental [0 vision

[ Cental [ Vision

@was the Coverage Lost:

[ Retirement [ Resignatitn

[1 Reduction in Hours Worked,/ [ ] Ineligible due to

[] Termination of Employment

jaddress and phone information.

When

. (Divorce, Death, Age, eic.)

Sincerely,

Employer Signature
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amery  Part-Time Employee Resolution

https://nmpsia.com/pdfs/Sample Part Time Resolution Form 2013-05-02.pdf

Reset Form

School District/Entity Name =

»
>

(Schoal DistrictEnsty Name)
. . PART-TIME EMPLOYEE RESOLUTION
Starting/Ending School Year = School Year

(starting/ending school year)

To provide insurance to eligible part-time employees who are on contract
that work less than 20 hours per week, but not less than 15 hours per week,
and to pay the employer's share of insurance premiums.

DIStrICt/Entlty Name ————» WHEREAS, the is requesting from the New

{districalentity name])
Mexico Public Schools Insurance Authority (NMPSIA) that our school
district/entity be permitted to authorize participation in the employee lines of
benefits coverage to our part-time employees who are on contract that work less
than 20 hours per week, but not less than 15 hours per week; and

District/Entity Name

————p WHEREAS, the goveming board of the

|districtlentity name:)
understands that in order for the part-time employee to be eligible to participate,
an annual resolution requesting such must be adopted by the board of the

D|str|ctlEnt|ty Name — > and approved by the NMPSIA Board of

name)

Directors and filed annually with the NMPSIA Board.

NOW, THEREFORE, BE IT RESOLVED that we, the governing board of the
wish to offer the school's part-time

District/Entity Name > ey sy
. . employees as de_sscn'bed above, the ability to paricipate in the NM_F_'SIA
startlng/Endlng SChOOI Year Fergrery a..cmmmwwmﬁ_ In addition,

we do resolve to provide the employer's share of the insurance premiums for
such eligible part-time employees.

Date > Signed this day of
Board Chairman Signature p :
Board Chairman Board Member
Board Member Signature(s) > e
Board Member Board Member

EASI

\—/ Do S

Erisa Administrative Services, Inc.



https://nmpsia.com/pdfs/Sample_Part_Time_Resolution_Form_2013-05-02.pdf
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Tips for Filling out Forms

« Carefully read through the instructions before completing
the form

* Make sure the information on the form is clear and can be
read

* Try to avoid stray marks, highlights or white out

» Use blue or black ink or type in the information

* Don’t cross things out or skip boxes

If you need help with the forms

Remember, your Erisa Benefits Representative can verify you have the
applicable forms for your particular needs and review them for completion
and accuracy.
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Erisa Administrative Services, Inc.

iz #1

What information is NOT required on a Schedule A
Beneficiary form?

a) Employee Name
b) Employee Date of Birth
c) Employee Time of Birth

26
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Erisa Administrative Services, Inc.

iz #

Who completes the Schedule B — State Filed Birth
Certification?

a) Employee

b) Employee’s Dependent
c) Employer

d) Employee and Employer
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Erisa Administrative Services, Inc.

Mz #3

True or False:

An Affidavit of Termination of Domestic Partnership
does not have to be notarized.

True

False
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Erisa Administrative Services, Inc.

Recognize Resources
NMPSIA Toolbox

« Employer’s Local Policies

NMPSIA Website and Program Guide
Glossary of Terms and Acronyms
Frequently Asked Questions (FAQ)

Erisa Staff Resources
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Erisa Administrative Services, Inc.

Recognize Resources

Employer’s Local Policies

Policies
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Recognize Resources

NMPSIA Website and Program Guide
Visit https://nmpsia.com/

NEW MEXICO
PUBLIC SCHOOLS
INSURANCE AUTHORITY

PROGRAM GUIDE e« JULY 2021
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<" Recognize Resources ——

Glossary of Terms and Acronyms

Acronym Term Definition
2021 Change Card Fom used to report a Qualifying Event or change to an employees status or demographic information
Affidavit for Domestic Partner Affidavit used to apply for domestic pariner benefits {only if employer participated in this benefit)
Board Member Application Actively Serving Board Member enmoliment application
Domestic Partnership Two people of the same or opposite sex who share a domestic life but are not mamied or joined by a civil union.
Employes Enrcllment Application Form completed by both employes and employer when enrolling in NMPS1A medical, dental, vision and life benefits
Form used if emplover elects to provide insurance to eligible part-ime employees who are on contract that work less than 20 hours per week, but not

Part-Time Resolution Template less than 15 hours per week, and to pay the employer's share of insurance premiums.
Release of Health Information Fom comipleted by member authorzing release of health information
Retiree Life Insurance Application Form comipleted by retiring employes who elects to continue life insurance benefits due to retirement (under 65)
Sample Loss of Coverage Form Fom directing emplovee/emplover as to reguired information on loss of coverage documentation
Schedule A - Beneficiary Designation Form complated by member assigning beneficiany(ies) for Basic and Additional Life Insurance benefits
Schedule B - for Birth Cerdification Form comipleted when an employee is ennolling dependent children in lieu of submitting state publicly filed birth ceriificates.
Schedule C - for Mamiage Certification Fom comipleted when an employee is ennolling a spouse in lieu of submitting a mamiage certificate.
Temination of Domestic Pariner Fom comipleted and retumed to employer within 31 days from the date domestic partnership terminated.

DEP Dependent A child or individual who can be daimed by employes

EASI or Enisa |Eriss Administrative Services, Inc. NMPSIA's Third Party Administrator who handles enrcliment, eligibility, premium killing, premium collection and COBRA administration.

EE Employes

ER Employer

FAC : Freguently Asked Questions

NMESIA Senves as the purchasing agency for public school districts, post-sacondary educational entities, charter schools and other educational entities.
Mew Mexico Public Schools Insurance Authority Through MMPSIA, member participating employers are afforded the opporfunity to offer quality emploves benefit and risk coverages.
Online MMPSIA's electronic enrollment system available to participating employers and benefits enrolled employees that allows wsers to view, update and

MMPSIA Online Benefits System change enrcllment.

Qe Qualifying Event A change in an employes's status
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Recognize Resources

Frequently Asked Questions (FAQ)

Completing NMPSIA Forms
Employer Frequently Asked Questions

1. Employee wants to add Additional Life, Spouse Life, Dependent Life and Long-Term
Disability but is outside of his/her enrollment period. is a change card all that's needed?
No. Employee must complete an Evidence of Insurability form or EQOI, as well as a change
card. Once received, the EOl will be forwarded to the Standard far review.

2. Are ALL district board members required to sign the Part-Time Resolution document for
each year the request is made?
Yes. An annual resolution requesting such must be adopted by the board of the applicable
district and approved by the NMPSIA Board of (district/entity name) Directors and filed
annually with the NMPSIA Board.

3. Can the Sample Loss of Coverage Notice be completed and signed by a healthcare
provider in lieu of an official loss of coverage letter?
No. The Sample Loss of Coverage Notice is an "example” of the required information that must
be included in a Loss of Coverage Notice on official letterhead and should not be used as a
substitute.

4. Does a Release of Health Information completed and signed by a Personal
Representative have to include the document or Power of Attorney that makes him/her
executor for the member's healthcare information?

Yes.

5. While employed, a retiring employee has a beneficiary assignment on file with NMPSIA,
does he/she still have to complete the Primary/Secondary Beneficiary Section(s) on the
Retiree Life Insurance Application?

Yes, the beneficiary information section of the application must be completed, as often times
information on prior forms is outdated or incomplete.

EASI

Erisa Administrative Services, Inc.

. A Domestic Partnership has turned into an official marriage, does member have to

complete an Affidavit of Termination of Domestic Partnership?
Yes. If the termination is caused by the marriage of the domestic partner must report within 31
days and provide the date of marmiage and proof of marriage.

. What dates go on the top right "Other Coverage Effective Date” box on the Employee

Enrollment Application form, and must this box be filled in?
Coverage END dates (need to be at the end of the month) and coverage START dates (start
at the beginning of the month). This box MUST be completed for every individual transaction.

. Whose signatures are required on the Affidavit of Domestic Partnership document?

Both partners signatures are required on this legal document in the presence of a Notary
Public and his/her certification.

. Does an original marriage license suffice as verification for completion of Schedule C-

State Filed Marriage Certificate Registration Certification?

No. Only the original State Publicly filed Mamage Certificate presented by the employee
requesting enrollment under this policy.

10.Whose name goes on Name of Person Registered on the Schedule B-5tate Filled Birth

Certificate Registration Certification?
The name of the person for whom Birth Certificate is being certified.
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Erisa Staff Resources

Kathy Payanes

Account Manager

kpayanes@easitpa.com
Cherg Garcia | Sarah Malagon Angie Figueroa Perez
Benefl.ts Representative Benefits Representative Receptionist
cgarcia@easitpa.com smalagon@easitpa.com receptionist@easitpa.com
Angelina Ortega Saraphina Scott Amy Bonal
Benefits Representative Benefits Representative Staff Accountant
aortega@easitpa.com sscott@easitpa.com abonal@easitpa.com

Erisa Administrative Services, Inc.
Santa Fe: (505) 988-4974 | Toll Free: (800) 233-3164, Option 1

EASI 2

Erisa Administrative Services, Inc.
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NMPSIA Staff Resources

Cyndi Archuleta

Benefits/Wellness Manager
cyndi.archuleta@psia.nm.gov

1.800.548.3724, ext. 62940

Erisa Administrative Services, Inc.

Kaylei Jones

Benefits/\Wellness Coordinator
kaylei.jones@psia.nm.qgov

1.800.548.3724, ext. 62942

Leslie Martinez
Benefits Analyst
leslie.martinez@psia.nm.gov

1.800.548.3724, ext. 62941


mailto:Katherine.Chavez@state.nm.us
mailto:Martha.Quintana@state.nm.us
mailto:JonA.Arellano@state.nm.us
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Erisa Administrative Services, Inc.

Recap

A review of this session

v Why you should follow certain guidelines when

completing forms
v Filling out forms accurately is critical

v Different forms require different information

relative to the circumstance
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