

Employee Benefits Coverage Acknowledgement Form
This form confirms that the employee has been provided with information regarding NMPSIA benefits, including the Program Guide and website resources, and has made an informed decision regarding coverage.
EMPLOYEE INFORMATION
	Employee Name
	

	Employee ID
	

	Employer/District
	

	Date of Hire
	



CURRENT ENROLLMENT (IF APPLYING FOR COVERAGE)
☐ I am electing to ENROLL in NMPSIA coverage at this time. I understand that I must enroll within 31 days from my date of hire and provide all required supporting documentation within 61 days.  I understand that failure to provide complete and accurate documentation may result in delay or denial of coverage.

DECLINE COVERAGE
 ☐ I voluntarily elect to DECLINE coverage at this time. I understand that by declining coverage, I will not have NMPSIA coverage unless I experience a Qualifying Life Event (reported within 31 days) and submit required documentation within the required timeframe (61 days), or unless I take action during the next Open Enrollment period (coverage will not be effective until January 1st of the following year).

FUTURE ENROLLMENT 
☐ If I elect to add coverage in the future due to a Qualifying Life Event, I understand that I am responsible for submitting all required documentation within NMPSIA timelines (within 31 days of the event). I understand that failure to provide complete and timely documentation may result in denial of coverage. I understand that failure to enroll within required timelines or to provide complete documentation may result in loss of eligibility until the next enrollment opportunity.

EMPLOYEE ACKNOWLEDGEMENT OF BENEFITS REVIEW
☐ I acknowledge that I have been provided with access to the NMPSIA Program Guide and directed to review the NMPSIA website. I understand the benefits available to me, including medical, dental, vision, and life coverage options. I have had the opportunity to ask questions and seek clarification regarding my benefits.

Employee Signature: ___________________________________ Date: ____________________________

EMPLOYER ACKNOWLEDGEMENT
I certify that the employee listed above was provided access to the NMPSIA Program Guide and website resources, and was informed of their benefit options, enrollment timelines, and documentation requirements.

Employer Representative Name: ________________________    Title: ____________________________

Signature: ______________________________________  ___     Date: ____________________________
