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Insurance Eligibility Adjustment Form

	Agency/Subagency Number
[bookmark: Text9]     
	Agency Name
     

	Employee Name (Last, First)
	
Employee’s 
Full SSN
(000-00-0000)
	Termination Effective Date
	Last day of the month employee is in pay status 8 or more hours
	Termination Reason*
	Payment Adjustment
	Salary Change

	
	
	
	
	
	Coverage Month
	Amount
	Date Salary Changed
	Gross Monthly Income

	     
	     
	     
	[bookmark: _GoBack]     
	     
	[bookmark: Text7]     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	     
	     
	     
	     
	     
	     
	$	     
	     
	$	     

	
	
	
	
	
	Total Adjustment
	$	     
	
	



*Termination reasons include but are not limited to:
· Employment ending
· Approved LWOP (disability retirement, layoff, USERRA [military] leave, educational leave, etc.)
· Death
· Retirement
· Gross misconduct

[bookmark: Text3][bookmark: Text1][bookmark: Text2]Prepared by      	   Date      	   Phone Number      	   Email      	

Keep a copy for your files and submit to PEBB Program by:
· Sending via secure email through Fuze, or 
· Faxing to 360-725-0771, or 
· Mailing to Health Care Authority, Attn: Outreach & Training, P.O. Box 42684, Olympia, WA 98504-2684
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