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Been here before?
Enter your Account
Name and Password,
then click the Login
button. (If you have
forgotten your user
name or password,
contact your HR
representative

Getting Started

You may access the system at: http://admin.state.nh.us/hr/OnlineBenefits.html

State of NH - TESTING

| English US hs |
[ |
| |

“ | Forgot My Password...

Account Name

Password

By clicking LOGIM, you accept the terms and conditions of Commaon Census, Inc.
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Enabling International Support In Windows XP

Coach

New User

In order to use Common Benefits® you need to create an
account first and provide your password everytime you access
it. We do this to protect your personal information.

Your first time? Click the
“Create New Account”
button to get started.

Recommended browsers: Internet Explorer 7 (or greater), Firefox 3 (or greater) or Chrome



http://admin.state.nh.us/hr/OnlineBenefits.html
http://admin.state.nh.us/hr/OnlineBenefits.html

Getting Started (Cont.)

If you have received an invitation code from your HR administrator, click “I

If you have
NOT received
an invitation

code from

your HR
administrator,
click “l don’t
have an
invitation
code.”

received an invitﬁion code” and enter the code in the box.

If you have recejifed an email from your benefits administrator that includes an invitation code, please enter it in the field below. If

you do not haVe an invitagion code, you can still create an account but you will prompted for additional personal information.

| received an in

Invitation Cade‘ ‘

\KI:-I don't have an invitation code

A

\

When finished, click the “Continue” button.

NOTE: During this open enroliment, the State will not be sending any invitation

codes. Please select “l don’t have an invitation code” to proceed.



Getting Started (Cont.)

Please create your account by submitting the following information:

| %

Date of Birth |

Last Name

R

SSN

/ Enter in your personal
information to verify your
| employment, then click continue.
Once you have verified your employment, you

will be asked to create an Account Name (a
login Name) and password. Enter your

password, then confirm it by reentering in the

“confirm New Password” box.

Welcome Judy,

Please select an account name and a password that will be use

Password length is between 8 3

Confirm New Password |

Account Name

1 cha

New Password

& you on this site:

When finished, click
“Create Account.” You
will then be logged in to
__—— the system.

racters




Welcome!

The Welcome page contains important information from the State. Please Scroll

down and read the page completely. When you are finished, click “Continue”
|

State of NH - TESTING Language: English US | Account Managgment | Help | Sign Out

Bolo F. AAATessss Messaging Center Tools $ PayChecker®

IMPORTANT INFORMATION REGARDING OPEN ENROLLMENT AND NEW HIRE EVENTS A
Welcome to your State of Mew Hampshire benefit enraliment system’s 2011 Open Enrollment or New Hire event. Open

Enroliment begins with a review of your and your dependent’s personal information. If you are a newly hired employee, you will be
enrolling yourself and your dependents (if applicable) using this system. In addition, you will be required to present verification of
your dependents’ eligibility (if applicable) with copies of birth certificates (for dependent children) and marriage licenses (for yvour
spouse). Employee First Name, please carefully review and or complete the information requested. If you need assistance with
enrolling in your benefits please contact your agency Human Resource (HR) representative. If you are unsure who to contact,

please go to http://admin.state.nh.us/hrfcontacts.html for an HR listing by agency.

NEW THIS YEAR
Enroliment in all benefit offerings is now available online! In addition ta enrolling in the Flexible Spending Account s (FSA)

program, you now have the ability to sign up for the Life Insurance benefits for plans 2 through & as well as other voluntary

sy

Continue *J

; Coach




Live Coach

The Live Coach is available to help you with your enrollment. She will pop up
on each page and give you instructions.

rolling in the Flexible S ount s (FSA)

s for plans 2 through 8 Dther voluntary

pause W sl Ridelme 00:01/00:24

You can pause the coach, change the volume, hide her, rewind or replay her using the
controls at the bottom

- If you hide the coach, simply click on the “Coach”
‘ ﬁ Coach< box at the bottom of the screen to show her.




Navigating the System

The system contains a series of tabs. Please review all of the information on each tab
before moving to the next one.

=
Personal Information ‘ Dependents H Employment H Benefits H Summary H Finish ‘

Please be sure to scroll down the page and continue through the process until you reach the summary of the changes at the end.
Y¥ou may print your summary of requested changes then.

Human Resources may review and send you the results.

Please note that some items "**" must be completed.

You may move to the next tab by hitting the ';\ e .’"‘
“Continue” button. \ .

Personal Information Dependents ‘ Employment || Benefits || Summary || Finish ‘

\

\

You may only move forward to the next sequential tab. You may not skip any tabs. Once
you have visited a tab it will turn blue. You may move backwards to any of the blue tabs
at any time by clicking the tab name.




Your Personal Information

The “Personal Information” tab contains all of the demographic information for you
that the State has on record. If any of it is incorrect, please notify your HR
representative.

Personal Information ‘ Dependents H Employment || Benefits H Summary || Finish |

Please be sure to scroll down the page and continue through the process until you reach the summary of the changes at the end.
You may print your summary of requested changes then.

Human Resources may review and send you the results.

Please note that scme items "**" must be completed.

First Name Bolo Phone (205) 8B85-5885
Middle Initial F Mobile Phone mﬁ
Last Name™* AAATessss E-Mail

Date of Birth  05/01/1972
Home Address

Birth State
45 Marginal Way
Gender Male Lacania
S SN Fak_kk_wkAE MNew Hal'ﬂpshil’e
05943
United States
‘ Continue B ‘
Mailing Address L A S

When you are finished reviewing the information, click the “Continue” button.



Your Dependents

Personal Information Dependents Employment H Benefits ” Surmmary H Finish ‘

4 Marcia AAATessss Spouse

Date of Birth 06/05/1978 Birth 5tate Home Address

Age 33 Phone Full Time Student

Gender Female E-Mail Disabled

S5H

4 Linda AAATessss Child

Date of Birth 02/01/2011 Birth State Home Address .. NH 50252, USA
Age 0 Phone Full Time Student

Gender Female E-Mail Disabled

SSHN
4 Simon Bolo Child

Date of Birth 10/13/2010 Birth State Home Address

Age 1 Phone Full Time Student

Gender Female E-Mail

E Coach

Disabled

ﬁm

The “Dependents” Tab
shows the
dependents that the
system has on record.
Review all of the
dependents’
information. To edit a
dependent, click the
‘Edit” button. To
delete the dependent,

click the “Delete”
- ——bputton.




Edit the dependent information in the boxes. The yellow boxes are required fields.

Your Dependents

~

Identification
Last Name™™
First Name™™
Middle Initial
SSN
Relationship
Date of Birth =
Birth State
Gender
[

[]
]

Marcia AAATessss

|M&Tessss

|Mar|:ia |

[ ]
| |

|Spouse

|0s/05/1978 =~ |
| |

Full Time Student

Disabled

Financially Dependent

L ———

Contact Information

[]Use my address for this dependent

Address

|

|
City | |
State |

[ ]

Country | . |

Zip Code

Phone | |

E-Mail | |

o~

When finished, click the “Save” button.




Your Dependents

To add a dependent, click the “Add Dependent” button at the bottom of the page.

/

4 Simon Bolo Child

Date of Birth 10/13/2010 Birth State
Age 1 Phone
Gender Female E-Mail
SSN 116-46-5442

Home Address
Full Time Student
Disabled

(-

Back

Continue

E Coach ‘ * ‘
b 4

New Dependent

Identification
Last Name™*
First Name™*
Middle Initial
SSN
Relationship
Date of Birth ***
Birth State

Gender

Contact Information
Use my address for this dependent

L ]

Phone  [(205) 885-5885

[]

EMail |

L |

[ chila ~|

Female

Full Time Student
Disabled

Financially Dependent

___ Enter the dependent information in
the boxes. The yellow boxes are
required fields. When finished, click

/ the “Save” button.

Please Note: Dependent eligibility
verification documentation is required
(e.g. birth certificate, marriage license,

etc.) by the end of the enrollment period

for coverage to be effective.



Your Employment

The “Employment” tab contains all of the employement information for you that

the State has on record. If any of it is incorrect, please notify your HR

representative.

| Personal Information “ Dependents | Employment ‘ Benefits H Surmmary H

Finish

Location 4401 - ENVIROMMENTAL SERVICES | Compensation Type Salaried
Class Active - FT Compensation Frequency Bi-Weekly
Job Title Supervisar Avg. HoursWeek 39
Occupation Bi-Weekly Pay e
Hire Date 5/5/2004 Annual Compensation e
Work Phone
Work Email
| & Back | ? Continue » |
\

A

/

When you are finished reviewing the information, click the “Continue” button.




Your Benefits

The “Benefits” tab, shows you all of the benefits you are eligible for.

& Current Benefits

Banafit Hams Start Dats End Date Deduction Amount | Deduction Frequsancy

M Medical 2012 01/01:2012 12312012 TE0.00 BirWeslhy

& [Declined Benefits

Banafit Hams Declina Data

m Dental 2012 201720

| View/Medify ‘ Medical F5A 2042 120172011
| View! ..“J Dependent F 34 2042 200172011
“ Group Term Life 120172011
m Supplemental Term Life 124001/2011

&  Available Benefits

You must review sl the benefits you are not enrolled in yet.
By clicking "continue” in the enrcliments page you will be moving to the next benefit to be read about.

Banafit Hama

M Voluntary Group Short Term Disability
M Accident Flus (EAQF)
M CriticalAssistance® Plus

Current benefits shows you the benefits that you are currently enrolled in.
Declined benefits shows you the benefits that you have chosen to waive.

Available Benefits shows you the benefits that you are eligible for but not currently enrolled in.



Your Benefits

Terminated benefits shows you the benefits that you were previously enrolled in. You no
longer have coverage in these benefits.

|E| Terminated Benefits

Banaflt Nams Start Dats End Dats Deduction Amount Deduction Fraquancy

Group Term Life 2011
Supplemental Term Life 2011

Next to each benefit there is a button that allows you to see

your benefit. The buttons are different based on your current
status in that benefit.

Dental 2012

Existing STD Coverage

“View” allows you to see a benefit but not edit it, based on
your enrollment window. Avallable Benefits

. . c Y t v all the benefit
“View/Modify” allows you to see and CHANGE a benefit that/ B
. . . Eh clicking "continue” in the enrollments
you are either currently enrolled in or have declined.

Benefit Name

“Review” allows you to see and CHANGE a benefit that you are /_4 Medical FSA 2011

eligible for, but have not yet selected an enrollment status.

Click on either “View/Modify” or “Review” to edit your benefit.



Your Benefits

When you click on the benefit, it will tell you your current enrollment status.

Bolo F. AAATessss :: Dental 2012

Date Eligible 01/01/2012

Click the button “Enroll” to begin your enrollment. Click the “Decline” button to
decline the benefit. If you do not wish to change the status of the enroliment of this
benefit right now, click the button “Return to List of Benefits.”




Your Benefits

When you click on the “Enroll” button, you become enrolled in the benefit.

Bolo F. AAATessss :: Dental 2012

Effective Date 01/01/2012 State of New Hampshire /YOU r

Covered Individuals < 1 1
Semi-Monthly Contribution $19.29 contri butlon

Bolo F. AAATessss (Self) Employee amounts wi ”

automatically
Name (Relationship) Cha nge When

Linda AAATessss (Child) de you add
Marcia AAATessss (Spouse) ﬁ dependents
[ aag You may add your

Simon Bolo (Child)

Not Covered Individuals
Pre-Tax Bi-Weekly Deduction 50.00

eligible dependents.

When finished, click “Submit.” .



Your Benefits

The benefit you enrolled will now show up under your Current Benefits

/

4  Current Benefits

Benefit NHame Date End Date Deduction Amount Deduction Frequency

v Mod Medical 2011 1)/ 12/01/2011 1273172011
v Mod Dental 2011 11/01/2011 12/31/2011
m Medical FSA 2011 10/26/2011 1203172011 3232.00 Bi-Weekly
v Mod Medical 2012 01/01/2012 12/31/2012
View/Modi 01/01/2012 1273172012
“ Medical F5A 2012 01/01/2012 12/31/2012 35000 Bi-Weekly

18




Your Benefits

Some of the benefits will have pop up videos to further explain the benefit.

. MQHV“’RK Why Accident Insurance?
B/U \ Because Accidents Do Happen!

Introduction 1 min. 2 sec.
Key Features 1 min. 25 sec
Financial Security 43 sec

Get Cost Estimate >>

D

-

00:08/01:02 " continue > )



Your Benefits
Enrolling in Medical Coverage

Click the button “Enroll” or “Edit” (depending
on your current enrollment status) to make a
change to your benefit. Click the “Decline”
button to decline the benefit. If you do not
wish to change the status of the enroliment of

this benefit right now, click the button <

“Return to List of Benefits.”

A benefit description will give you more
information about your plan. You may also
click the link “Rx Plan Summary” to find out
more information about your prescription
drug coverage or the link “Anthem- How to

Find Your Provider” to see instructions about

searching for your PCP, \

ENROLLED

Effective Date 0170172012 i
of New Hampshire
Flan Type POE
Semi-Monthly Contribution F585 28
Covered Individuals
Employee

Pre-Tax Bi-Weekly Deduction

Benefit Description & Associated Documents

The State of Mew Hampshire offers coverage in a Medical Plan through Anthem BCBS
Medical. Please consult your Benefits Booklet located at:
http-//admin.state.nh.us/hrfopen_enrallment.htm! or contact your Human Resources or
Payroll Representative for full coverage information. If you choose to elect an HMO plan, you
are required to choose a Primary Care Physician (PCP) for you and your family members (if
applicable). If you choose to elect the POS plan, choosing a PCP is optional. If you do not
have or do not know of a doctor you would like to pick for your PCP at this time, you can
type in "Anthem” in the PCP field and Anthem will assign a PCP to you. To search for a
Primary Care Physician (PCF) in Anthem's netwark or to get the PCP ID/Enrollment 1D of
wour current PCP for your health benefit enraliment, you must go to Anthem.com to obtain
the PCP ID/Enrollment |D assigned by Anthem. Follow the Steps in the "Anthem - How to
Find Your Provider” document. If you are unable to find a provider using Anthem's web site,
you can contact Anthem's State of New Hampshire dedicated line 1-800-933-8415 for
assistance. Hours of operation are Mon-Thurs 8-8, Fri 8-5.

*;t Anthem - How to Find Your Provider

ﬁ; Rx Plan Summary




Your Benefits

Enrolling in Medical Coverage

Select either “HMO” or

“POS” for the plan type. \
Elan Type

You may add or remove
your eligible dependents
by clicking the “Add”

ENROLLED

Effective Date 01/01/2012 State of New Hampshire

Semi-Monthly Contribution
O HMO Employee
®Pos

Pre-Tax Bi-Weekly Deduction

Covered Individuals

EBM AAATest (Self)

button under “Not
Covered Individuals” and
the “Remove” button
under “Covered
Individuals”.

Child 1 AAATest (Child) — m
: test (Child) m

Not Covered Individuals

Spouse AAATest (Spouse) ﬁ

5985.28

560.00

When finished, click the “Continue” Button



Your Benefits
Enrolling in Medical Coverage

Primary Care Physician(s)

Name (Relationship) Provider Name Provider Humber

EBM AAATest (Sel) | || |
Child 1 AAATest (Child) | || |
Child 2 AAAtest (Child) | || |

You are required to choose a Primary Care Physician (PCP) for you and your family members (if applicable) since you chose
to elect an HMO plan. If you do not have or do not know of a doctor you would like to pick for your PCP at this time, you can

type in "Anthem" in the PCP field and Anthem will assign a PCP to you.

To search for a Primary Care Physician (PCP) in Anthem's network or to get the PCP ID / Enrollment ID of your current PCP
for your health benefit enrollment, you must go to Anthem._com to obtain the PCP ID / Enrollment ID assigned by Anthem.

Click here for a step by step guide on how to obtain Anthem's PCP 1D / Enrollment 1D for your PCP.

If vou are unable to find a provider using Anthem's web site, you can contact Anthem's State of New Hampshire dedicated

line 1-800-933-8415 for assistance. Hours of operation are Mon-Thurs 8-8, Fni 8-5.

\—

m

If you select an
HMO, you will be
required to fill in

the PCP
information for
each person on
the plan. Follow
the instructions,
if needed, to find
your PCP
information.
Then click the
“Submit” button.



Your Benefits

Enrolling in Dental

ENROLLED M

Effective Date 01/01/2012 State of New Hampshire
Covered Individuals Semi-Monthly Contribution 8.98
EBM AAATest (Self) Employee

Pre-Tax Bi-Weekly Deducti 50.00

Not Covered Individuals

AAATest, Child 1 (Child)
AfAtest, Child 2 (Child)
AAATest, Spouse (S

[ Edt

Benefit Description & Associated Documents

The State of New Hampshire offers coverage in a Dental Plan through Northeast Delta
Dental. Please consult your Benefits Booklet located at

http:/fadmin.state.nh.us/hr/open_enroliment.html or contact your Human Resources or
Payroll Representative for full-coverage information.
Delta Dental Plan Summary

Coverage

Click the button “Enroll” or “Edit”
(depending on your current enrollment
status) to make a change to your
benefit. Click the “Decline” button to
decline the benefit. If you do not wish
to change the status of the enrollment
of this benefit right now, click the
button “Return to List of Benefits.”

A benefit description will give you
more information about your plan.
You may also click the link “Delta
——— Dental Plan Summary” to find out
more information about your plan.




Your Benefits
Enrolling in Dental Coverage

Effective Date 01/01/2012 State of New Hampshire
Covered Individuals Semi-Monthly Contribution §36.32
EBM AAATest (Self) Employee

Child 1 AAATest (Child) m
i-Weekly Deduction 50.00
Not Covered Individuals L

Name (Relationship) /
Child 2 AAAtest (Child) ﬁ

Spouse AAATest (Spouse) d

\ When finished, click the “Continue” Button

You may add or
remove your eligible
dependents by clicking
the “Add” button
under “Not Covered
Individuals” and the
“Remove” button
under “Covered
Individuals”.



Your Benefits
Enrolling in Group Term Life Coverage

Click the button “Enroll” or “Edit” (depending on your current enrollment status) to make a
change to your benefit. Click the “Decline” button to decline the benefit. If you do not wish to
change the status of the enrollment of this benefit right now, click the button “Return to List of

/\ Benefits.”

Effective Date State of New Hampshire
Coverage Details Semi-Monthly Contribution 5045 A beneflt descrlptlon WI”
Employee Life Benefit 520,000 Employes give you more information
about your plan. You may
Setine also click the link “Anthem

lan Summary” to find out

The State of New Hampshire provides you with a $20,000 Basic Life Insurance be more information about
through Anthem Life. In addition, you have the opportunity to elect additiona i your plan.

Benefit Description & Associated Documents

Anthem Plan Plan Summary




Your Benefits

Enrolling in Group Term Life Coverage

Select the Life plan you would
like to enroll in. Certain
options will only be available
to you if you have either a
spouse or child listed as a
dependent in the system. If
you want to cover those
individuals, please go back to
the dependent screen and add
them, then return to this
benefit and enroll. When
finished, click the “Continue”
button.

Effective Date 01/01/2012

Plan Selection

@ Group Term Life
ﬁ Employee Life Benefit Amount:
O Group Term Life and AD&D
Employee Life Benefit Amount:

\ Employee AD&D Benefit Amount:
"2 Group Term Life

Employee Life Benefit Amount:
C Group Term Life and AD&D

Employee Life Benefit Amount:

Employee AD&D Benefit Amount:
O Group Term Life and AD&D w/Dep Child{ren)

Employee Life Benefit Amount:

Employee AD&D Benefit Amount:
Child(ren) Life Benefit Amount:

O Group Term Life and AD&D w/Dep Child(ren)
Employee Life Benefit Amount:
Employee AD&D Benefit Amount:
Child(ren) Life Benefit Amount:

[JDependent Life Spouse

Spouse Life Benefit Amount:

520,000

520,000
$20,000

525,000

525,000
525,000

520,000
520,000
53,000

$25,000
525,000
$3.000

$10,000

State of New Hampshire

Semi-Monthly Contribution

Employee

Post-Tax Bi-Weekly Deduction

50.45

50.00




Your Benefits

Enrolling in Group

Term Life Coverage

Beneficiaries

EBM AAATest (Self)

Primary Beneficiaries

e

/

Contingent Beneficiaries

Spouse AAATest (Spouse)

Primary Beneficiaries

Contingent Beneficiaries

Edit the beneficiary information for
those covered by the plan(s) by
clicking the button “View/Edit.” Edit
7 both the Primary and Contingent
beneficiary.
After you have finished editing you
will be returned to this page. At that
time, hit the “Submit” button to

/ finish your enrollment.




Your Benefits
Enrolling in Group Term Life Coverage

EBM AAATest - Primary Beneficiaries

Designated Beneficiaries

Last Name First Name

Estate Estate

il

Estate

Relationship

Estate

Percent

10

Smith Joe Employer 20
Smith Betty Other 70
Potential Beneficiaries
Last Name First Name MI Relationship Percent
| | L v o ]%
AAATest Child 1 Child %
AAAtest Child 2 Child %
AbdATest Spouse Spouse %

Ol

M

Select one of the listed
“Potential Beneficiaries” or
write in @ new one. You
must complete all fields for
the new beneficiary. Fill in
the percent of the benefit
you wish for that person to

_ receive, with the total
percents adding up to
_— 100% for all of the
beneficiaries. If you elect
less than 100%, the
remaining amount will

——

default to your estate.

When finished, click the “OK” button.



Your Benefits
Enrolling in Supplemental Term Life Coverage

Click the button “Enroll” or “Edit”
(depending on your current enrollment
status) to make a change to your
benefit. Click the “Decline” button to
decline the benefit. If you do not wish
to change the status of the enrollment
of this benefit right now, click the
button “Return to List of Benefits.”

A benefit description will give you more
information about your plan. You may
also click the link “Anthem Plan
Summary” to find out more
information about your plan or the link
“Anthem Life EOl Form” which you will
need to print and fill out for certain
coverage elections.

N

ENROLLED

01/01/2012

Effective Dat
ective Date State of New Hampshire

Coverage Details

Semi-Monthly Contribution 50.00
mployee Life Benefit Amount: $100.,000
Employee
$100.000
575000 Post-Tax Bi-Weekly Deduction 59.97

Employee AD&D Benefit Amount:
N Spou ife Benefit Amount:

Benefit Description & Associated Documents

The State of New Hampshire provides you with a $20,000 Basic Life Insurance benefit
through Anthem Life. In addition, you have the opportunity to elect additional coverage in
this plan. In the event you die from an accident, an amount equal to the Basic Life
Insurance benefit will also be paid to your beneficiary. Please consult your Plan
Certificate located at: http://admin.state.nh.us/hr/life_insurance.html or contact Anthem
Life Insurance at 1-866-227-4005 for full coverage information. . If you are applying for a
$75,000 or $100,000 benefit as an employee or a $50,000, $75,000 or $100,000 benefit

Anthem Plan Plan Summary Anthem Life EQl Form




Your Benefits
Enrolling in Supplemental Term Life Coverage

Effective Date 01/01/2012 State of New Hampshire
Flan Selection Semi-Monthly Contribution 50.00
Employee

@ Life Plan 8
Post-Tax Bi-Weekly Deduction 59.97

$100.000 /
AN

Employee Life Benefit Amount:

Employee AD&D Benefit Amount: $100,000
Spouse Life Benefit Amount: 375,000 hd
Spouse AD&D Benefit Amount: 575,000

T cancel \
Select the “Employee Life Benefit Amount” and/or the “Spouse Life Benefit amount, then click

“Continue”.
Note: If you are applying for a 575,000 or S100,000 benefit as an employee or a $50,000, 575,000 or 5S100,000 benefit as a
spouse of an employee, you will need to complete an Evidence of Insurability form and return it to the address provided on
the form or fax it to the phone number listed in the top right corner of the form. Your deductions will not start until Anthem

has approved your coverage.




Your Benefits
Enrolling in Supplemental Term Life Coverage

Beneficiaries
Edit the beneficiary information for
those covered by the plan(s) by

Primary Beneficiaries m <\7 clicking the button ”ViEW/Edit.” Edit

Contingent Beneficiaries m <« both the Primary and Contingent
beneficiary.

Spouse AAATest (Spouse) /
Primary Beneficiaries [ viewEdit | / After you have finished editing you

Contingent Beneficiaries m will be returned to this page. At that
time, hit the “Submit” button to

/ finish your enrollment.

EBM AAATest (Self)




Your Benefits
Enrolling in Supplemental Term Life Coverage

EBM AAATest - Primary Beneficiaries

Designated Beneficiaries

Last Name First Name

Estate Estate

il

Estate

Relationship

Estate

Percent

10

Smith Joe Employer 20
Smith Betty Other 70
Potential Beneficiaries
Last Name First Name MI Relationship Percent
| | L v o ]%
AAATest Child 1 Child %
AAAtest Child 2 Child %
AbdATest Spouse Spouse %

Ol

M

Select one of the listed
“Potential Beneficiaries” or
write in a new one. You
must complete all fields for
the new beneficiary. Fill in
the percent of the benefit
you wish for that person to

_ receive, with the total
percents adding up to
_— 100% for all of the
beneficiaries. If you elect
less than 100%, the
remaining amount will

..

default to your estate.

When finished, click the “OK” button.



Your Benefits
Enrolling in a Medical FSA

Click the button “Enroll” or “Edit” (depending on your current enrollment status) to make a
change to your benefit. Click the “Decline” or “Terminate” (depending on your current
enrollment status) button to decline the benefit. If you do not wish to change the status of the
enrollment of this benefit right now, click the button “Close.”

. . e Eligibility Dat 01/01/2042
A benefit description e
. I I . Enroliment Date 1200472011
Wi glve you more Effective Date
information about Bi Weekly
Deducti
your plan. You may eduction
also click the link —
HFSA Worksheet” to Benefit Description & Associated Documents
o . Your Medical FSA plan allows you to save money for eligible medical expenses. Please consult your
assist VOU W|th VOUF Benefits Booklet located at http://admin.state.nh.us/hriflexible_spending.html or contact Combined
FSA eIection Services at 1-888-227-9745, Monday through Friday 8:00 a.m. to 4:30 p.m. or email
: flexiblebenefits@combinedservices.com if you have questions. Please Note: The payroll check
deduction amounts displayed may not reflect the actual amounts deducted from an employee's
paycheck. These amounts may vary, depending upon the start date of the deduction and/or whether
the deduction commences after the first day of the calendar year. All deduction amounts should be
ependently verified for accuracy by the employee.
FSA Worksheet




Your Benefits
Enrolling in a Medical FSA

Flect the amount you
would like in either

Plan Year 010172012 to 1273172012 e
the “Bi-Weekly
Date Eligible 01/01/2012 ”
Deferral” box or the
Enrollment Date 12/01/2011 / “
Total Deferral

Effective Date 01/01/2012
Amount” box. When

you click elsewhere
on the screen, the
other box will
automatically
calculate for you.
When finished, click

Hﬁm the “Submit” button.

FSA Calculator
First Deduction Date 01372012

|$lClCI.GCI | (26 deduction in Plan Year)

Bi-Weekly Deferral

Total Deferral Amount  |$2,600.00 |




Your Benefits
Enrolling in a Dependent FSA

NOTE: Dependent FSAs are for dependent care expenses (i.e. daycare), NOT medical expenses

Click the button “Enroll” or “Edit” (depending on your current enrollment status) to make a
change to your benefit. Click the “Decline” or “Terminate” (depending on your current
enrollment status) button to decline the benefit. If you do not wish to change the status of the
enrollment of this benefit right now, click the button “Close.”

ENROLLED N

Eligibility Date  01/01/2012 . ..
Enrollment Date 12/01/2011 A beneflt descrl ptlon
Effective Date 01/01/2012 Wi “ give you more

Bi-Weekly

Deduction

information about
your plan. You may

Benefit Description & Associated Documents also click the link
Your Dependent Care FSA plan allows you to save money for eligible dependent care expenses. “ ”
Please consult your Benefits Booklet located at http://admin.state.nh.us/hr/flexible_spending.html or FSA WorkSheet tO
contact Combined Services at 1-888-227-9745, Monday through Friday 8:00 a.m. to 4:30 p.m. or email 1 1
flexiblebenefits@combinedservices.com if you have questions. Please Note: The payroll check aSSISt yOU Wlth yOU r
deduction amounts displayed may not reflect the actual amounts deducted from an employee's /FSA e|ection
paycheck. These amounts may vary, depending upon the start date of the deduction and/or whether ’

the deduction commences after the first day of the calendar year. All deduction
independently verified for accuracy by the employee.

FSA Worksheet




Your Benefits
Enrolling in a Dependent FSA

Elect the amount you ENROLLED

would like in either N B
o Plan Year 01/01/2012 to 1273172012
the “Bi-Weekly

B Date Eligible 01/01/2012
Deferral” box or the o
" Enrollment Date 12/01/2011
Total Deferral _ o
” Effective Date 01/01/2012
Amount” box. When
you click elsewhere FSA Calculator
on the screen, the First Deduction Date  01/13/2012
Other bOX WI” . |$lClCI.GCI | (26 deductions left in Plan Year)
. i-Weekly Deferral
automatically
calculate for you. Total Deferral Amount  [$2,600.00 |

When finished, click

the “Submit” button. ﬂ—wd




Your Benefits
Enrolling in Voluntary Short Term Disability Coverage

To enroll, click the button ”Ge?ost Estimate.” To decline click “I’m nat interested”
rstmark [ Return to Benefits

"ﬂlﬂﬂ[ﬂf!ﬁﬂgﬂﬂﬁ{M‘ Trustmarl/Worksite Disability Income
PERSONAL, FLEXIBLE. TRUSTED

Documents

Group STD Plan

Summary

You will be prompted to answer two prerequisite questions. Select the
correct answers, then click “Continue”

Trustmark Prerequisite Questions

Vooay Bt s v v ety at wo

PERSOMAL. FLERIBLE TRUSTED O Yes ONo

Documents Do you have any otfier Disabify Income Insurance in force or applied for, excluding any employer paid plans?

O O
Group STD Plan es No

Summary K




Your Benefits
Enrolling in Voluntary Short Term Disability Coverage

Trustmark
Vol Benef ol

PERSOMNAL FLERIBLE TRUSTED
Documents

Group STD Plan

Summary

Other Insurance Details

You have answered Yes to the following question:

Do wou have any other Disability Income Insurance in force or applied for, excluding any employer paid plans?

Please Provide Details

Name of Company
Benefit Amount
Benefit Period

Elimination Period

.

| CO'Week O Month

| O'wWeek O Month

m

If you answered “Yes” to the question “Do you have any other Disability Income
Insurance in force or applied for, excluding any employer paid plans?” you will be
prompted to fill in additional information about that insurance. When you have filled in
the required information, click the “Add” button.




Your Benefits
Enrolling in Voluntary Short Term Disability Coverage

Trustmark EBM AAATest - Insurance Quote
T ]
Volotay Benft Soluions
. ! _ Weekly BEenefit Amount
PERSOMAL FLERIBLE TRUSTED
| Please Select v
Documents

Group STD Plan

Premium Amount
Deduction Frequency
Issue Type

T

Summary \
. ”\ . Weekly Benefit Amount
650 First select the “Weekly Benefit
$
650
%E \ Amount” you would like to receive. The | $530 4
§§é§ available options are calculated based .
5520 on your salary and plan rules.
$560
soi Select the plan in which you would Benefit Period(s)
%gfg |ike to enroII. The premiums are Elimination Period{s] = 26 week(s) 52 week(s)
500

ys | 07 days—> () §21. .

= calculated based on your selected ——+= $21.04 i
5470 . 14 days / 14 d N/A 051932
3450 “Weekly Benefit Amount” and plan SRR
3
saz0 rules.
S410 €@ Back | 2
%400 .. . .
8390 1 When finished, click “Continue” —




Your Benefits
Enrolling in Voluntary Short Term Disability Coverage

Trustmark Personal Information

T ’
"ﬂlllmﬂf]f HE]IE[“ SUIHH[H}EI Some required information for the applicant is missing, is incomplete or incomrect. Please enter or verfy the information

ERSONAL FIEKIBIE TRUSTED  requested below before moving further.

Progress Job Information

Required Information Job Title |Dire|:tc:r
= Electronic
o |ﬂ“=-' | Continue | ..J m =
Authaorization -

= Preview Application

Enter your “Job Title,” then click the “Continue” button.

» Applicant's

Statements




Your Benefits
Enrolling in Voluntary Short Term Disability Coverage

(Trustmark
ooy Beoeit s

PERSCMAL, FLEXIBLE, TRUSTED TRUSTMARK INSURANCE COMPANY

ACKNOWLEDGEMENT AND AUTHORIZATION TO OBTAIN INFORMATION

Progress | authorize the entities listed in this authorization to give Trustmark, and through it, to its reinsurers and the
Medical Information Bureau any data or records including pharmaceutical records that are |nd|v|duall¥_ ,
identifiable in the entities possession about any proposed Insureds or mg, mental or physical health. This
authorization is for: any medical practitioner; hospital; clinic or other medically related facility; insurance
company,; pharmacy; pharmacy benefit manager; MIB, Inc., formerly known as the Medical Information Bureau; -
or other organization, institution, or person which may have information about me or information pertinent to
determine my eligibility for insurance as allowed or r_eqfwred by law. Information for consumers about MIB may
be found at www.mib.com. This authorization is valid for two years from the date of this authorization. A
photographic or facsimile copy of this authorization will be as valid as the original. | understand that | can
revoke this authorization at any time by giving written notice to Trustmark. | understand that | may refuse to

= Required Information

Electronic
Authorization

+ Preview Application

+ Applicant’s sign this authorization and still be assured treatment. Information disclosed under this authorization may be re-
Statements disclosed by recipient as permitted by law and may no longer be protected by HIPAA. (The person who signs
this authorization may have a copy of it upon request.) If coverage cannot be issued as applied for, | authorize
Trustmark to issue coverage on any insureds that are acceptable to Trustmark, to reduce benefits that are
Documents acceptable to Trustmark, and to adjust premiums to match the coverage issued. This authorization does not

create any additional obligation by Trustmark to issue coverage to any proposed insured.

Group STD Plan

Summary | acknowledge the application for life insurance on my life in the amount of

Name of Employee:

Name of Employer: |~ |

Read the Acknowledgement, then click the “Continue” button.

41



Your Benefits

Enrolling in Voluntary Short Term Disability Coverage
Bo €© 4@ /2 00 @

— e —— -
Group Name State of New Hampshire Group Number 5000018252 Location 404 - BUREAU OF GENERAL SERVICE! J
pplicant . X Mals Social Security No Date of birth Date of mamiage
(INst. First ML) AAATest, EBM OFemale 111-22-3333 111411075
SpoNse OMale Social Security No Diate of birth
(Last, Xirst, ML) OFemale
Date of I\ Avg hours worked per week Annual salary Occupation Applicant ID
DN/ 1287 40 50000 Director
Hawve you or Yeur spouse used inbacco products in the last year? Home phone Wiork phcne-‘e;ﬂ___
Apphicant \CINo ElYes Spouzs CINo OYes 8035551212 (603) 555-3333
Home address . - City ) State Zip code
123 South Street Amytown NH 3111
Child(ren) name Date of barth Full ime student | | Child(ren) nams Diate of birth Full time student
Oyez OMo O¥es ONo
\ Ovez OMo Ove: DONo
Primary Beneficiary Redationship:
{Last, First, M.L) AAATest, Spouse (100%) Spouse
Confingent Beneficiary: Redationzhip:
(Last First ML)

\ Appilicant will be the benaficiary for any spouse andfor childiren) coverage
Payrol Mode:  CIWeekly  EEi-Wsekly O Semi-Monthly O Morthly  Ol0ther

| Am Apglying For: B Individual O Single Parent Family CIFamdy
Benefit Amount® Premium Per Pay Mode®
Critical liness Insurance F'Ia&anplican-:—jl CORE BENEFITS 3 45,000 $ 5077
*If increasing coverage, enter the TOT%neﬁ[ Amount and Premium. TOTAL PREMIUM $ 5077

X

Eligibility Questions
— 1. Are you actively at work [on a full Bme basis] and able to\gerform the regular duties of your occupation? | ﬂ

\
—~
Next you will come to a copy of the application in which your information from this enrollment
has been populated. You may print a copy for your records or simply click the “Continue”
button.




Your Benefits
Enrolling in Voluntary Short Term Disability Coverage

=

Applicant's Statements

This applicaticn has been comple electronic or telephonic means, and | adinowledge that | have
not myself actuslly signed the application but instead | hereby authorize Trustrnark or its Agent to print
on the signaturs line of the spplication and | agres that such printing shall b=

for all purposes on this form. | adinowl = that Trustmark or its Agent has verifisd

in accordance with any applicable |aw or regulation.

Consumer report on me. | understand that | may ask to be interviewed for this repo
Authorization to Release Information - | authorize the entities listed hersin to gE Trustmardk, and through it, to
its reinsurers and the Medical Information Buresu any data or records in the ghtities possession about me or my
mental or physical health. This suthorization is for: any medical practitigfer; hospital; clinic or other medically
related facility; insurance company; the Medical Information Bureay/or any other organization, institution, or

person that has dats on me or my health. This suthorization is wpfid for twe years and six months from the date

sAorm will be as valid as th n

iginal. (The p

Any person who knowingly and with intent to raud an insurer files an application or statement of claim
containing any false, incomplete or misleagfng information may be guilty of insurance fraud which is a

crime.

Read the Applicant’s Statement, then
click the “Sign” button. After you have
done so, your signature will be
electronically acknowledged. Then click
the “Submit” button to finish your
enrollment.

Electronically Acknowledge

\le

€ e _|v ——

Applicant’'s Signature:

By clicking the "Submit’ button |
= To apphy my signatwre to




Your Benefits
Enrolling in Accident Plus (EAOP) Coverage

X

3OS 1ON
A

Features of the Boston Mutual Life Insurance
Company Accident Insurance Coverage \

When you enter
the benefit, a
video will pop up
to give you more
information on
the benefit. You
may close out of
this video by
clicking the “X”
box in the top
right corner.

IR 'min " Benefit Triggers for major and minor injuries

Get Cost Estimat : ;
sl LU L Ambulance Transfer, Emergency Room, Hospital confinement and

Key Features b Rehabilitation

dditiona i 15 sec g g
Additional Information 5 Accidental Death benefit

continue

pause W ] 00:17/00:54



Your Benefits

Enrolling in Accident Plus (EAOP) Coverage

To enroll, click the button “Get Cost Estimate.” To decline click “I’'m not interested”

e

| ' ' View
Presentation

Documents

EAOP Off the Job

EAOP — Employee Accident Option Plus
Accident Plus Insurarfce

..... fl"l notinteresied

[ Close




Your Benefits
Enrolling in Accident Plus (EAOP) Coverage

Coverage Selection

Date Of Birth:  11/14/1975 Age: 36
Select your Coverage Total Deduction Amount $10.76
Level, then add any e -
additional Riders you Nooverage Leve p
would like for the plan. gip:" _O;'*f‘ ) Dependents
) Employee / Spouse-Partner
If you hover over the © Employee / Children Child 1 AAATest (Child) Eligible
i i O Employee / Spouse-Partner / Children Child 2 AAAtest (Child) Eligible
I neXt to the Rlders P P Spouse AAATest (Spouse) Eligible
with your mouse,
additional information
Base Plan

Enhanced Physician Office/Urgent Care Treatment Benefit

about the rider wil
pop up. When you

se Plan Weekly Premium RiderPays an additional $25 or $50 benefit amount when an insured

person requires initial examination an treatment by a Physicianin a

h ave fi N |s h ed ma kl N g ) physician's office or urgent care facility. Treatment must be within 60
Riders days of the covered accident and services provided must be the result of
yo ur e I ectlo ns, CI |Ck [J Enhanced Emergency Room Benefit Rid a covered accident and not roufine exammations or preventative testing.

the ”CO nti N ue” button [JEnhanced Physician Office/Urgent Care Benefit
The premiums for this coverage are paid with pre-tax dollars, the benefits paid may be taxable to you. Please consult

with your tax advisor.




Your Benefits
Enrolling in Accident Plus (EAOP) Coverage

You will be prompted to answer an eligibility question. Select the

correct answer, then click “Continue”
Eligibility Question

Are you actively at work’

Oves ONo

Enter your “Place of Birth,” then click the “Continue” button.

Personal Information

Some required information is missing, inglr ncorrect. Please enter or verify the information requested below and

press Next!

Place of Birth (State) |/

€ Back | Continue | [ Cancel |




Your Benefits
Enrolling in Accident Plus (EAOP) Coverage

You will be prompted to answer two prerequisite questions. Select the
correct answeys, then click “Continue”

Do you or any person to be insu y¥ any accident insurance, excluding an employer's group plan, or any

application for such ins
® ves O No

Will this insurance replace any other coferage? (If yes, complete state replacement form if required)

O Yes ® Mo

If "YES" to #1 OR #2, provide name of insurance company and type of insurance.

Company Name | / |

Insurance Type | / |

N\
Special Requests: / 1

T ———

If you answered “Yes” to either question, you will be prompted to fill in additional
information about that insurance. When you have filled in the required information,
click the “Continue” button.




Your Benefits
Enrolling in Accident Plus (EAOP) Coverage

Primary Beneficiary(ies)
Designated beneficiaries

Full Hame

<<MNone=>

Potential beneficiaries

Full Hame

AAATest, Child 1
AlAtest, Child 2
AAATest, Spouse
Estate

Equally Among Children

Relationship

Relationship

]

Child
Child

Spouse

Age Percent

Age Percent

(] [roo s
21 v

[100 J%

20

| hdd
oo [HERZE
oo o [ESEN
[ cancar |

Select one of the listed
Potential Beneficiaries” or
write in a new one. You
must complete all fields for
the new beneficiary. Fill in
the percent of the benefit
you wish for that person to
receive, with the total
percents adding up to
100% for all of the
beneficiaries. When
finished, click the
“Continue” button.



Your Benefits
Enrolling in Accident Plus (EAOP) Coverage

You will be brought to a Summary of Elections. Review, then click the “Continue” button.

o

Summary of Elections

Coverage Level
Total Deduction Amount

# of Deductions per year

Employee { Children
51076
26




Your Benefits
Enrolling in Accident Plus (EAOP) Coverage

BOSTON MUTUAL LIFE INSURANCE
120 Royall Strest - Canton, Massachu

AGREEMENT AND DECLARATION - Read Carefully Before Signing

| represent that the ststements and answers written in this spplication part A =

the best of myfour knowledge and belief, and it is agresd that:

C. The insu
Company appro

odification, the insuranca shall not take effect un

COMPANY

s=tts 0202

D. The emp oyes will b= the owner unless otherwise stated. In the event of the =mpl oyees death, ownership wi transfar to

the primary beneficiary.

E. | have received a copy of Boston Mutuals Motice of Information Privacy Practices and an Ouwtline of Coverage, {where

applicable).

(1) | read and agree to &

Applicant’s Signature

BOSTON MUTUAL LIFE INSURANCE

| have reviewsd the guestions and my responses on the computer screen. T'E‘}" arz the statements |

rowided and to the best of my knowledge and belief are true and complete. It is understood that if any
tatement meate
=stions, =

The sgent has no suthority to waive the snswer to any question or to modify the application.

Upon scceptance of t it licy contract, inc g 3 copy of the Cst = mails
b o
By clicking the "Accept” button, | am apphying for the insurance requested in this application for me

and/or my famiby.

Read the Agreement and Declaration, click
the “l read and agree to all the statements
above” box, then click the “Sign” button.
After you have done so, a signature box will
appear on your screen. Click “Accept,” Then
click the “Submit” button to finish your
enrollment.




Your Benefits

Enrolling in Accident Plus (EAOP) Coverage

You will be brought to a page with information about your enrollment status. To exit,

click the “Close” button.

\

Presentation

Documents

EAQP Off the Job brochure

Forms

Application Form for Accident Plus Insurance

Qutline of Coverage Form

B

EAOP - Employee Accident Option Plus

Accident Plus insurance

| Edit Applicatic i ance prcaon
Current Application B

Current Status
Plan Type Employee / Children
Total Deduction Amount 510.76
# of Deductions per year 26
Date Signed 12/03/2011

[ Close |

52



Your Benefits
Enrolling in Critical Assistance Plus Coverage

l The Need for Critical lllness Insurance Wh ;
' en you enter
TRANSAMERICA !

the benefit, a
video will pop up
to give you more

information on
the benefit. You
may close out of
this video by
clicking the “X”
box in the top
right corner.

Did you realize that 62% of all bankruptcies were caused by health problems?*

Introduction pdaaall  Critical lliness insurance is a specialized product designed to provide financial

Key Features 1min.22sec| Protection for you and your family when you need it most.

Financial Strength 3psec. | The insurance pays in addition to group major medical or Medicare and is paid
directly to the insured or whomever he or she chooses.
Additional Information 12 sec

This benefit can provide protection when a critical illness occurs and expenses
Get Cost Estimate >> mount.

“Kelly, Matt. 62% of Bankruptcies Caused by Health Problems - What Can You Do?,
Business Week, July 28, 2009.

" » ' 00:25/00:49 " continue



Your Benefits
Enrolling in Critical Assistance Plus Coverage

To enroll, click the button ”Get? guote.” To decline click ”I’/m not interested”

TRANSAMERICA® Critic#lAssistance® Plus

l.TR,ms.mER]r:.-\

Group Critical lilness Insupénce

i :
- View ; T

a Presentation

You will be prompted to answer two eligibility questions. Select the

correct answers, then click “Continue”
A

Employee's Eligibility

LTR.»M‘QSA\-IER]C:\ Are you actively at work [on gAdll time Wagis] and able to perform the regular duties of your occupation? If "No”, you and your dependents

are not eligible for cover

®ves ONo

Occupation ‘Dire/tor




Your Benefits
Enrolling in Critical Assistance Plus Coverage

Please read the following information carefully.
= This is an electronic enrollment and application process that enables you to elect your benefits and apply

LTM\"H"MER]L"'\ electronically for insurance product(s) underwritten by Transamerica Life Insurance Company. You are not

obligated to use this process.
= At the end of each electronic enrollment , you will be asked to review the application for accuracy and enter

your employer provided Personal Identification Number (“PIN") to complete the transaction.
= Entering your PIN and clicking the “Sign and Submit Application™ button will constitute your signature on

the application and any other required form.
= If for any reason you do not wish to complete an electronic application, you have the right to submit a paper

application. You can stop the electronic enrollment process at any time.

To continue with this electronic enrollment, please click the “I Agree” button below.

Read the information about the electronic enrollment, then click the button “I Agree.”




Your Benefits
Enrolling in Critical Assistance Plus Coverage

awe you used tobacoo produects in the last year? Premium Amount 85 5D
@ ves ON Deduction Frequency il
Issue Type

Package Details

Category 1 Benefits
Category 2 Benefits
Category 3 Benefits

Benefit Amount 245,
Answer the tobacco //
. Cowverage Lewvel et
use questions and _— =
select the Benefit / O Sngeramifamty [
Amount and the  Femty
/
Coverage Level. Riders
When you are  ~_| |

finished, click the \ S—




Your Benefits
Enrolling in Critical Assistance Plus Coverage

Eligibility Questions

l.TR;h\‘-SA.\-iER]C:\ Is any proposed insured covered by any Title XIX program (e.g. Medicaid)?

OYes ®No
~

Eligibility Questions (Continuation) \

l.TR,ms.wER]c,\ Employee
Height [6 |
Weight pounds

Has any proposed insured had an actual diagnosis of or treatment by a member of the medical
profession for Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Co
sexually transmitted disease?

You will be prompted
through a series of
eligibility questions.

Cves @ Mo

diagnosed as having, or had any indication, sign, or symptom of [zt \ j Answe ra I I Of th e
attack), lung, brain, circulatory, respiratory, blood, vasculge i . . .
liver, pancreas, rheumatoid, or reproductive disg i itis A queStlonS/ then CIICk
chronic fatigue syndrome, had any medi “« ”

o - Next

OYes @No

Does any proposed insured h
medications?

e that is controlled by more than two

OYes @No




Your Benefits
Enrolling in Critical Assistance Plus Coverage

Cancer Rider Questions

‘:ITRJU\‘.S‘;SL\.‘IER][::\ In the ten years prior to the application date, has any proposed insured been diagnosed as having or
been treated for any form of internal cancer, or malignancy (excluding basal cell skin cancer) which
includes leukemia, Hodgkin's Disease, carcinoma, sarcoma, lymphoma, or malignant tumaors?

O¥es ®No

Iy the past 12 months, has any proposed insured been recommended for any medical treatment that
as not yet been completed, undergone a biopsy or other diagnostic test, or is now scheduled for

such to determine whether any form of cancer or malignancy exists, other than a regular Pap Smear,
Mammogram, Colonoscopy, or PSA test?

O¥es ®No

/

Answer the Cancer Rider Questions, then click the “Next” button




Your Benefits
Enrolling in Critical Assistance Plus Coverage

Select one of the listed
“Possible Beneficiaries” or

AAATest, EBM (Self) - Primary Beneficiary(ies)

LTM\"S-"MER]C‘\ Designated beneficiaries . .
/erte In @ new one. You
Last Name First Name 1l Relationship Percent .
AaATes Spouse Spouse o g [must complete all fields for

the new beneficiary. Fill in
the percent of the benefit

Possible beneficiaries

Last Hame First Hame I Relationship Percent

K [ S [ % .| you wish for that person to
All lagal children of the insured. share and share alike 0 ] | receive, with the total
Eotat E\ﬁ\ percents adding up to
i::: E:::; E::: g’; | —— 100% for all of the

beneficiaries. When

MU finished, click the

— ——“Continue” button.




Your Benefits
Enrolling in Critical Assistance Plus Coverage

You will be brought to a Summary of Elections. Review, then click the “Continue” button.

Summary of Elections
£,TRANSAN[ER]C:\ Name Relationship
EBM AAATest Self




Your Benefits

Enrolling in Critical Assistance Plus Coverage
&l- | &

iz oo -[H @~

l.TRm\iSA.\-iER]!;‘.:\

— —— "
\ Group Name State of New Hamoshire Group Number Go00a16252 Location 404 - BUREAL OF GENERAL SERVICES J
»!". licant . = Male Social Security No Date of birth Date of mamiage
[L);%\ First, M.L) AAATest EBM DOFemals 111-22-3333 111401875
Spous [mEE Social Security No Diate of birth
(Last, FINE M.L) OFemale
Diate of hi Avg hours worked per wesk Annual salary Occupation Applicant ID
D101INgET 40 50000 Director
Have you or yoig spouss used fobacco products in the last year? Home phone Work phonelext
Applicant B{Jc E'Yez Spouze CINo OYes 033551212 (603) 5553333
Home address S o City . State Zip code
123 South Street Anytown MH 02111
Child(ren) name Date of barth Full ime student | | Child(ren) nams Diate of birth Full time student
Ove: Omo Otes ONo

\ Ove: OMo OYes ONo
Primary Beneficiary Redationship
(Last, First ML) AAATest, Spouss (100%) Spouse
Contingent Beneficiary: Redationship
(Last, First, M.L

Wpplicant will be the beneficiary for any spouse and/or childiren] coverage

Payroll Mode:  CIWeekly  BIBi-Weeki\ I SemiMonthly  CIMonthly  Cl0ther
| Am Applying For: [ Indivicual O Single Parent Family CIFamiy
Benefit Amount™ Premium Per Pay Mode®

45,000 $

5077

50.77 %

(Crifical liness Insurance |F‘Ian {faNcanc—:n CORE BENEFITS 5

*If increasing coverage, enter the TOTAL Berfit Amount and Premium. TOTAL PREMIUM $

X

@’f;’ Eligibility Questions
o 1. e \,_-cu_amj'.'ely at work [on a full Bme basis] and ah_le to perfolq the regular duties of your occupation?

—\

Next you will come to a copy of the application in which your information from this enrollment
has been populated. You may print a copy for your records or simply click the “Continue”
button.

| A
[ cancel |




Your Benefits
Enrolling in Critical Assistance

Plus Coverage

Deduction Amount am

#of Deductions per year F]

hava T=30 O fizd 1220 X

1 2l S121=MENts 20 ENEWEE MaEE 00

Assumed may resull In loss of coverage

undsrstand that any parson who knowingly and with Intant to defraud any Insurancs company or othar parson flks 2n applicztion for Insuranes or statsment of clzim containing 2ny materizly falss Information or
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By entering my PIN below, | agree to submit my application to Transamerica Life

Insurance through this electronic process.

[ ]
[ ]

(MM/DD)

Last 4 Digits of your SSN

Maenth & Day of your Birth
Date

Mother's Maiden Name

Read the agreement, then sign
the application by entering a
PIN at the bottom of the page.
This PIN is made up of different
verification pieces; the last 4
digits of your SSN, the month
and day of your birth and your
mother’s maiden name. Once
you have filled these in, click
the “Accept” button.



Your Summary

When you have finished your enrollment, you will be brought to a summary page that
will show you a synopsis of all of your information. You may click the “Edit” button in
each section to go back to the corresponding tab.

Personal Information Dependents Employment Benefits Finish ‘

Please scroll down and review your selections, making any edits necessary.Then continue to the next

Get Printer Friendly Version You may print OUt
your requested

A Personal Information changes by clicking
the link “Get Printer

and final step

First Mame Bolo Home Address . . ”
Last Name AAATessss Address 45 Marginal Way Frlend Iy Ve rsion
Middle Initial F City Laconia on th is page. ThIS
SS8N 999-00-8858 State / Zip Code New Hampshire / 05943 3

| - P v rame will show your
Date of Birth 06/01/1972 Country United States
ey Mailing Address REQUESTS, not your
Gender Male Use Home Address as Mailing Address enrolled coverage.
Phane (205) 885-5885

Iohils Phone

Review the entire summary page.

When you are finished, click "T) Continue "J
”Continue.”/




Finishing Your Enroliment

After reviewing all other tabs, you will be brought to the “Finish” tab. If you are
not ready to submit your changes, click “I plan to return.” If you are ready to
submit your changes, click “I finished.” Clicking exit will log you out of the

system.

AN

| Personal Information ﬁpenden/s “ Employment “ Benefits “ SUM | Finish

Congratulations! Yow/successfully conjpleted the enroliment process.

If vou plan to rety/m and request additipnal changes please indicate so below. If you feel like you are done and\ou want the benefits administrator to received a

notification and process your requests please select | have completed my enrollment’. You will still be able to make changes if necessary until the enrollment session

ends (as ipdicated by your administrftor).

O |'plan to return O Ifinished

Exit » |




Return to the System

IMPORTANT INFORMATION REGARDING OPEN ENROLLMENT AND NEW HIRE EVENTS

Welcome to your State of Mew Hampshire benefit enrollment system’s 2011 Open Enrollment or Mew Hire
gvent. Open Enrollment begins with a review of your and your dependent’s personal information. If you are a
newly hired employee, you will be enrolling yourself and your dependents (if applicable) using this system. In
addition, you will be required to present verification of your dependents’ eligibility (if applicable) with copies of
birth certificates (for dependent children) and marriage licenses (for your spouse). EBM, please carefully review
and or complete the information requested. If you need assistance with enrolling in your benefits please
contact your agency Human Resource (HR) representative. If you are unsure who to contact, please go to

http:/fadmin_state_nh.us/hr/contacts_html for an HR listing by agency.

NEW THIS YEAR

Enrollment in all benefit offerings is now available online! In addition to enrolling in the Flexible Spending
Account s (FSA) program, you now have the ability to sign up for the Life Insurance benefits for plans 2 through
8 as well as other voluntary benefits (such as short-term disability, critical illness and accident insurance)

through the State of Wew Hampshire benefit enrollment system. In addition, during the fall 2011 Open

O Review from the beginning & Review enrollment from last confirmed step

™~ \

\
\2 Coach

Continue

When you return to the sm, you will have the option of

starting your enrollment from the beginning or returning to
where you left off. Click either “Review from the beginning’/ or

“Review enrollment from last confirmed step,” then click
“Continue.”




Your Tools

The tools in the top right hand Language: English US _j Account Management | Help | Sign Out
corner are here to assist you with
your enrollment.

Mgssaging Center ’\\_ Tools $ PayChecker®

“Sign Out” allows you to exit the
system. You may restart next time

Account Management | = “Account Management” from where you have left off.
«+——allows you to verify /
Account Mame: boloaaa
your User Name. To _ _
Password: * Do you want to sign ouy/of the website?

change your user name

[ cancer and password, contact

your HR representative.

. . k\_ el .
“Tools” links you to your Benefit "\ Iopls $ PayChecker®
Statement and Financial Benefit Statement

Ca|CU|at0rS. Financial Calculatars




Messaging

Language: English US

Account Management ‘ Help ‘ Sign Qu
” Send Message
| \ Center” allows g
Messaging Center&——%, $ PayChecker® you to view and View Messages

Messaginp. Center

| “Messaging——>

Contact Your Benefits Administrator

Subject

[Fsa

e{/

Message

/|

dependent FSA?

What is the difference between the medical and/

send messages.

Type the message subject in the
“Subject” box, then the message text

7 in the “Message” box. Hit “Send” to

send the message to the HR

Administrator.

When you have a message from your

administrator, it will appear as you log in.

Welcome.

Judy, your information is secure and may on

You Have 2 Unread Messasges!

edited by yourself or your human resources department.




Your Benefit Statement

{\-
X Tqis  § PayCheckere
Benefit Statement&—— ||

Financial Calculators

/SEIeCt ”Benefit\ Language:  English US | Account Management | Help | Sign Qut
”

Statement Under Messaging Center K\ Tools $ PayChecker®

the “Tools” menu.

Benefit Statement

Click “Generate” to create your report. It
will only show your current in force
coverage, not your unapproved requests.

The statement will be generated for benefits effective as of today.

Benefit Statement

Please wait while your statement is being
created. It may take a few moments.

Generating report .... Please wait! <&

Benefit Statement

You will be notified when the statement is

The report was generated successfully. completed. Click the link to view the
[Please click here to view the report] < report.
[ close |

68




Your Benefit Statement

= v
File Download Total Compenzatien Beneflt Statement *
Bolo F. AAATessss State of NH - TESTING
Do you want to open or save this file?
[ Por |8 Mame; Benefitsstatement, pdf
L;u T_',—'DE: ﬂdDhE .ﬁ.crubat Diocument, 51.1KE Eslow Ic a summary of the sstimated annualized value of your bensfitc at Stabs of HH
! - TEATING. If you have any quections, pleaca oontaod af or emall -
From: secure.commonbenefits.com Eieteree Contton: .
Dental 2011 $o.o0o §155052
Medical F2A 2011 6,032.00 F0.00
Open ] [ Save ] [ Cancel FI, Madicare Thces $2,72028 §27mss
S ——
Etate L1 L
/\ Testal Costributicns $a,762.68
ey | Whilz files from the Internet canfbe uzeful, some filas can potentially Annual Sampensafon Summary
W' harm vour computer. [F you do gt trust the zource, do not open or
zave this file. What's the risk? Errptiper Contibiutiom I o o sy $48152.00
I:I E rgsowyst b
b e
Teds i |
Employer conm a%of i
The file will download to your. -

computer. You will be able to open a
PDF summarizing your currently
enrolled benefits. You may print this
report to have on record. Note: it will
not reflect your requested changes

Until they ar.e processed by an “Hcle n.:r;.m.crc_.r,;..,;,u..J_.r-,n.r._u.uuuu.._.u.,,..,v.,.,_.-.::‘ 1o roundin

. . Primed 11/AZ011 Page 10'2 f“?l":" IUﬁ:'} Fer benefis effectiss 11032011
administrator.




