University of Arkansas for Medical Sciences
Retiree Benefits Election Form 
	1.   Medical Insurance

	    (No

(Yes


If yes, elect a medical plan and coverage level:

(Point of Service
(Classic Managed Care
(Alternative POS (out of state residents only)
	Retiree with Major Medical
	

	Retiree and Spouse with Major Medical 
	

	Retiree and Child with Major Medical
	

	Retiree, Spouse & Child(ren) with Major Medical
	

	Retiree with Major Medical, Spouse with Supplemental
	

	Retiree and Child(ren) with Major Medical, Spouse with Supplemental 
	

	Retiree with Supplemental
	

	Retiree with Supplemental, Spouse with Major Medical
	

	Retiree with Supplemental, Child with Major Medical
	

	Retiree with Supplemental, Spouse and Child(ren) with Major Medical
	

	Retiree and Spouse with Supplemental
	

	Retiree and Spouse with Supplemental, Child with Major Medical
	


	2.  Dental Insurance

	    (No

(Yes


If yes, elect a coverage level:
	Retiree only
	

	Retiree and Spouse
	

	Retiree and Child(ren)
	

	Retiree, Spouse & Child(ren)
	


	3.   $10,000 Life Insurance 

	    (No

(Yes


To update your beneficiary(ies), please complete a U of A Group Benefits Change Form.

4.   Retiree Signature _________________________   Date: _______________ 

Please print:

	Retired Employee’s Name


	Spouse’s Name

	Retired Employee’s Social Security Number


	Spouse’s Social Security Number



	Retired Employee’s Date of Birth

	Spouse’s Date of Birth


	Home Address


	Home phone number

Cell phone number

	Last Date Worked
	Retirement Date




7/17/08
