


State of Arkansas

Department of Finance

and Administration

EBD
Employee Benefits Division

Post Office Box 15610
Little Rock, AR  72231-5610

				   Phone: (501) 682-9656	        Toll Free:  (877) 815-1017             Fax:  (501) 682-2366            www.ARBenefits.org

			 

Retirement Deduction Authorization
(Insurance Rep use only:)

Date Sent:             ______________

District/Agency Name:  __________________________ District/Agency #: __________
--------------------------------------------------------------------------------------------------------------------------
I, _________________________, hereby authorize you to deduct from my retirement check 
such amounts as necessary to pay the premiums for my health insurance plan. I further 
authorize you to pay such amounts to the insurance company providing such personal 
insurance or to its authorized representative. This authorization remains in effect until you 
receive notice from me in writing that it has been changed or revoked.

The retirement system that I participate in is:  (Check only one of the following)
❒  Public Employees Retirement System (APERS)
❒  Teacher Retirement System (ATRS) 
❒  Judicial Retirement System
❒  Arkansas Highway and Transportation Retirement System
❒  Alternative Retirement System (Valic, etc) _______________ (Indicate which system)
icate last 
Please refer to rate sheet to determine amount(s) to record:
Monthly Amount Self Self/Spouse Self/Children Family
Health Premium
Basic Life Volume*
Supplemental Life Volume*
Dependent Life Volume*
Total Premium*

*State Retirees only

If a member is eligible for Medicare and does not have Part B, the plan will pay as though 
the member does have Part B and the member will have financial responsibility for 
claims incurred.

If you or your spouse have Medicare Parts A and B, please provide the following 
information:

Retiree Spouse
  Medicare HIC #   Medicare HIC #
  Medicare Part A Eff. Date   Medicare Part A Eff. Date
  Medicare Part B Eff. Date   Medicare Part B Eff. Date

Please sign, date and return within 30 days to the address above, attn: Retirement Section

Signature ____________________________ Date ___________ SSN _______________

(For Office Use Only)   

 Effective Date: _______________      EBD Initials: _________

Rev. 5/03/07					       						       8100-f-5
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Waiver of Enrollment
for State & Public School Retirees

Credible Coverage Information
If you waive enrollment for yourself and/or your dependent(s) (including your spouse) because of other 
employer group health insurance coverage within 31 days of becoming an active retiree and eligible to 
draw a retirement annuity check, you may be able to enroll yourself or your dependent(s) (including your 
spouse) in the future provided that you request enrollment into the State or Public School Retirees health 
insurance program within 30 days of loss of your other employer group health insurance coverage.

Please check the appropriate box(es):  
r   I am eligible at this time to begin drawing a retirement annuity check.

r 	 I decline coverage for myself. I am currently enrolled under another employer group health insurance 
plan. (Requires a letter of Creditable Coverage to enroll at a later date) I have a one-time option to 

return to the retiree insurance program after the initial waiver of coverage.

r 	 I decline coverage for my dependents (including my spouse). They are currently covered under 
another employer group health insurance plan. (Requires a letter of Creditable Coverage to enroll at 
a later date) I have a one-time option to return to the retiree insurance program after the initial 
waiver of coverage.

r 	 I decline coverage for myself. I am not currently covered under another employer group health 

insurance plan. This decision is final and I may not enroll at a later date.

r 	 I decline coverage for my dependents (including my spouse). They are not currently covered 	under 
another employer group health insurance plan. This decision is final and I may not enroll them at 
a later date.

r 	 I decline coverage as I am covered by Medicare and/or a Medicare supplement other than the State 
supplement plan. This decision is final and I may not enroll at a later date.

I hereby certify that:
(1)  	I have been given the opportunity to apply for health insurance coverage as a new state or public 

school active retiree.  The coverage and the policy have been explained to me, and I decline to apply 
for coverage for myself and/or my dependent(s) (including my spouse) as listed above; and

(2)  	I understand that if I decline coverage now due to being covered under another employer group 
health plan, once I lose that coverage I must apply for this coverage within 30 days of the loss of 
coverage; and

(3)  	I understand that if I am eligible at this time to draw a retirement annuity and decline coverage for 
myself and dependent(s) (including my spouse) and that we are not currently covered under another 
employer group health plan at this time, I cannot enroll at a later date.  This decision is final.

____________________________________________       _______________________
Retiree Signature                                                                              Date

____________________________________________       _______________________
Social Security Number					                 Group ID # / Agency

If you have any questions regarding this form or policy, please call our Customer Service Department at 
(501) 682-9656 or 1-877-815-1017.

Rev. 5/11/07											            8100-f-10
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State of Arkansas

Department of Finance

and Administration

Change Form
Status, Name and Address

1. Employee Information:  (please print)

Last Name First Name MI r  Married
r  Single

Home Address City State Zip Code

SSN# Date of Birth: Home #: Work #:

If you would like benefit information sent to you by email, please print your email address:

Primary Care Physician: PCP # Current patient?

2. Change in Dependent Status (complete this portion if making any changes in dependent status): 
LAST NAME FIRST NAME MI GENDER

Social Security # Date of Birth        r Add    r Delete

Primary Care Physician: PCP # Full time student?**

LAST NAME FIRST NAME MI GENDER

Social Security # Date of Birth        r Add    r Delete

Primary Care Physician: PCP # Full time student?**

LAST NAME FIRST NAME MI GENDER

Social Security # Date of Birth        r Add    r Delete

Primary Care Physician: PCP # Full time student?**

LAST NAME FIRST NAME MI GENDER

Social Security # Date of Birth        r Add    r Delete

Primary Care Physician: PCP # Full time student?**

*  Please submit guardianship, court-ordered insurance responsibility or adoption papers on dependents that apply.
**For dependents 19 and over only.  Please submit proof of student status.

3. Change In Coverage (complete this portion if making any of the following changes):

Change in Status: Reason for Change:

r Employee Only     
r Employee & Spouse     
r Employee & Children     
r Family
r Cancel Coverage

r Add Dependent
r Delete Dependent
r Name
r Address

 r Birth          - Date: ____________
 r Death       - Date: ____________    
 r Divorce    - Date: ____________    
 r Marriage* - Date: ____________    
  r Other: ______________________________________

* Please attach Marriage License; Maiden Name if applicable

4. To Be Completed By Agency/School District: 
Agency/School District Name: Agency/School District #:

Effective Date of Change: Employee #:

Representative Signature: Date:

Employee Signature:  ____________________________________________________   Date:  ___________________ 

Rev. 11/29/06      													             6000-f-2

Employee Benefits Division
www.ARBenefits.org

This form must be returned to your 
Health Insurance Representative; not EBD.
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Department of Finance
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Bank Draft Authorization

I (we) hereby authorize the Department of Finance and Administration – Employee Benefits 
Division to initiate debit entries and to initiate, if necessary, credit entries and adjustments 
for any debits in error to our bank account indicated below at the financial institution 
named below, hereinafter called Depository, to debit and/or credit the same such account.
Date of draft: 7th of the month.  

  Depository Name:	 _____________________________________________________

                 Address:  _____________________________________________________
	       
	     		  _____________________________________________________		

    Routing Number:  __________________________  Type of Account:	 ❒ Checking
											           ❒ Savings
Total amount to be deducted monthly:  ____________________________	

This authorization shall remain in effect unless the Employee Benefits Division has received 
written notification from me (us) of its termination in such time and in such manner as to 
afford the Employee Benefits Division and Depository a reasonable opportunity to act on it.

 Authorization Signer on Account:	 __________________________________________
							          (Please print name clearly)

      Insured’s Social Security No.:	 __________________________________________

                                    Signature:	  _____________________________	 __________
					      (Authorized Signer)				    (Date)

Per Arkansas Code §5-37-301, a $25.00 Return Item Charge fee plus a $3.50 service fee for bank 
drafts will be assessed per item returned not paid from the bank.

Attach A Voided Check Here
(Deposit Slip Cannot Be Used)

Return this authorization to: 
Employee Benefits Division
P.O. Box 15610
Little Rock, AR  72231-5610

Rev. 5/11/07					       						         4200-f-5
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Policy number

33432
Insured

Insured’s telephone number

(         ) Active    Retired
Social Security number Date of birth

Print policyowner’s name and address below. New address

INSTRUCTIONS:
1. Print or type in the space below, the full name, relationship to the employee and share % of each beneficiary to be named.
2. Sign and date the completed form and return it to Minnesota Life.
3. This designation applies to your Basic and any Supplemental coverage.
4. Call 1-866-293-6047 with questions.

CHANGING YOUR BENEFICIARY REVOKES ALL PRIOR DESIGNATIONS
The primary and contingent beneficiary(ies) determines the order in which beneficiaries become eligible to receive death
proceeds. Surviving beneficiaries in any category share equally unless otherwise specified. “Children,” used without modification,
includes only lawful bodily issue of first generation and legally adopted person. Any policy requiring policy endorsement is waived.
This designation, when acknowledged by the Company at its Home Office, is in lieu of endorsement.

Name beneficiaries by category. To receive death proceeds, a beneficiary must survive the insured. In the event a beneficiary
does not survive the insured, that beneficiary’s portion shall be equally distributed to the remaining beneficiaries within that
category. In the event of simultaneous death of the insured and a beneficiary, the death proceeds will be paid as if the insured
survived the beneficiary.

Primary beneficiary(ies) (see examples on following page)
SHARE %

(must total 100%)BENEFICIARY FULL NAME & ADDRESS RELATIONSHIP   

SHARE %
(must total 100%)BENEFICIARY FULL NAME & ADDRESS RELATIONSHIP   

Contingent beneficiary(ies)

Policyowner’s signature

X
F43649B-13  8-2007

Date

State of Arkansas
Beneficiary Designation and Change Request
Minnesota Life Insurance Company, a Securian Financial Group affiliate
400 Robert Street North  •  B2-4930  •  St. Paul, Minnesota  55101-2098  •  Fax 651-665-4827 

M
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EXAMPLES OF BENEFICIARY DESIGNATIONS

• If there is only one person designated, you need not designate a contingent. For example: Jane Doe, wife.
• If naming a Formal Trust, the following information is needed:

Full Name of Trustee Address (if Institution)
Name of Trust Date of Trust

Example 1: If only one person is to receive the proceeds.

BENEFICIARY FULL NAME & ADDRESS RELATIONSHIP SHARE %TO INSURED

Primary Mary Doe Daughter 100%

RELATIONSHIP
TO INSURED SHARE %

Example 2: If a primary beneficiary is to receive the proceeds first, followed by a contingent beneficiary, if
the primary beneficiary is deceased.

BENEFICIARY FULL NAME & ADDRESS RELATIONSHIP SHARE %
TO INSURED

Primary Jane Doe Wife 100%

Contingent The then living child or children born of the Insured’s marriage with the said Jane Doe.

BENEFICIARY FULL NAME & ADDRESS RELATIONSHIP SHARE %TO INSURED

Primary Jane Doe Wife 100%

Contingent Nancy Doe Sister 50%

Contingent Jim Doe Father 50%

Example 3: The primary beneficiaries receive the proceeds first, followed by the contingent beneficiary, if all
primary beneficiaries are deceased.

BENEFICIARY FULL NAME & ADDRESS RELATIONSHIP SHARE %TO INSURED

Primary Mary Smith Friend 75%

Primary Beth Doe Daughter 25%

Contingent Jack Doe Son 100%

Example 4: If a primary beneficiary is to receive the proceeds first, followed by contingent beneficiaries who
will share funds according to a specific split, if the primary beneficiary is deceased.

Example 5: If beneficiary is a formal trust.

BENEFICIARY FULL NAME & ADDRESS

Primary John Doe - Trustee, his successors or successor in trust under the John Doe Revocable
Trust Agreement. Executed by the insured on June 1, 1991.

DO NOT SEND COPY OF TRUST UNTIL PRESENTING A CLAIM.
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