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Explanation of Benefits
This is not a bill

SUBSCRIBER NAME	 PATIENT’S NAME           RELATIONSHIP	    I.D. NUMBER  	           GROUP NAME	 GROUP 
NUMBER
John Doe			   Jane Doe		             Spouse	                    0075622002	           AR State Emp/Act	 001001
CLAIM DETAIL INFORMATION
Date Received: June 29, 2007			   Date Processed: July 11, 2007
Claim Number: 050820T110086		  Provider of Service: C Dale Johnson, MD		 Provider Number: 51998-8887

Date of 
Service 
From/Thru

Type of Service Billed
Amount

Allowed
Amount

Non-
covered
Amount

Deduct-
ible

Amount

Copay-
ment

Amount

Coinsur-
ance

Amount

Primary 
Payer

Amount

Provider
Adjust-

ment
Amount

Provider
Payment

6/18/07-6
/18/07

Physician Visit -
Office or Other 
(1)

30.00 23.09 0.00 0.00 0.00 0.00 0.00 11.53 18.47

6/18/07-6
/18/07 Pathology (1) 30.00 15.30 0.00 0.00 0.00 0.00 0.00 14.70 15.30

Claim Totals 60.00 38.39 0.00 0.00 0.00 0.00 0.00 26.23 33.77

Did you visit the doctor or have any 
services done that day?

Did they do what they indicate?

Did you see this 
provider?

*Above example is not indicative of costs/discounts and is for illustration purposes only.

Every member will receive an EOB (Explanation of Benefit) after a medical service such as an 
office visit or hospital stay. It is very important that you understand your EOB and review it for 
accuracy. Your EOB will list the provider, dates, description and charges associated with your 
service. If you have questions or you have not received services from the provider listed on 
the date of service, please contact your Benefit Coordinator.

Understanding Your EOB



Date: Plan Year 2008

Name of Entity/Sender: Arkansas State and Public School Life 
and Health Insurance Board

Contact-Office: State of Arkansas, Department of 
Finance and Administration, 
Employee Benefits Division

Address: Post Office Box 15610 
Little Rock, AR 72231-5610

Phone Number: (501)682-9656

	
 	
	
	
	

Remember: Keep this notice. If you enroll in one of the new plans approved by Medicare 
which offer prescription drug coverage after May 15, 2006, you may need to give a copy of 

this notice when you join to show that you are not required to pay a higher premium amount.

Creditable Coverage Disclosure Notice



Summary Plan Description Request Form

	 In an effort to save money for the ARHealth Plan, EBD is providing you with access to the Summary 
Plan Description (SPD) through our web site, www.arbenefits.org. This SPD will always be the most current 
version available to our members. We are required by law to provide you with current information regarding 
the ARHealth plans and we will always strive to do so in a manner that is cost effective.
	 You can, however, still receive a copy mailed to you. You now have the option of receiving an 
electronic version or printed copy. Each member can choose to receive a printed booklet or acompact disc 
(cd) mailed to their home.
	 To receive your copy by mail, complete the form below and return by mail to EBD. Once the form is 
received, the version you specify (electronic or print) will be mailed to you. 

YES!  I would like to receive a printed copy of the Summary Plan Description.

Name

Address

City State Zip Code

Fold Here

YES!  I would like to receive an electronic copy of the Summary Plan 
Description.

---Return this form to EBD---



EBD
Department of Finance
and Administration
P.O. Box 15610
Little Rock, Arkansas 72231

PLACE
STAMP
HERE

Please Tape Here



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



EBD
Department of Finance
and Administration
P.O. Box 15610
Little Rock, Arkansas 72231

PLACE
STAMP
HERE

Please Tape Here



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

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



EBD
Department of Finance
and Administration
P.O. Box 15610
Little Rock, Arkansas 72231

PLACE
STAMP
HERE

Please Tape Here



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.



EBD
Department of Finance
and Administration
P.O. Box 15610
Little Rock, Arkansas 72231

PLACE
STAMP
HERE

Please Tape Here



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

			 

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



EBD
Department of Finance
and Administration
P.O. Box 15610
Little Rock, Arkansas 72231

PLACE
STAMP
HERE

Please Tape Here
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