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Self-Registration

Click Login to begin.

Make a Payment (E-Pay)
How to Register (Video)
TO BROWSE THE PORTAL AS A GUEST, PLEASE TELL US IN WHICH STATE OF ILLINOIS GROUP INSURANCE PROGRAM YOU BELONG:

STATE EMPLOYEES GROUP
INSURANCE PROGRAM
(SEGIP)

LOCAL GOVERNMENT
HEALTH PLAN (LGHP)

TEACHERS' RETIREMENT
INSURANCE PROGRAM
(TRIP)
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On the Login page, click Register to begin.

Need Help?

Welcome.
This site provides information and tools relatea o your Group Insurance Benefits.
If you are logging onto the site for the first time, click on "Register”.

If you are unable to login, contact the MyBenefits Service Cenwer, (toll-free) 844-251-1777, or 844-251-1778 TDD/TTY, Monday|
- Friday, 8:00 AM - 6:00 PM CT.

LOGIN ID Forgot my login ID

PASSWORD Forgot my password

Logging in for the first tin e? Register

Browse a. 19
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Enter the requested information.

QJ J,I )
Please answer the following questions to register the user.

Enter the requested information

Please answer the following questions to register the user.

U WN R

LAST 4 DIGITS OF SSN (9999)

. not a robot

Cancel Continue

Note: Your name must be entered exactly as CMS
has it documented, including any hyphens.

DATE OF BIRTH (MM/DD/YYYY)

LAST NAME (AS PRINTED ON POSTCARD)

Check I’'m not a robot

FIRST TWO LETTERS OF FIRST NAME (AS
PRINTED ON POSTCARD)

Click Continue.

MAILING ZIP CODE (99999)

You will be prompted to complete a security
challenge selecting pictures to secure your
access.

(

Please enter password and confirm password to finish the
registration flow.

Please enter password and confirm password to finish the registration flow.

PASSWORD REQUIREMENTS
£ P 4 vt B i 12 ccacr 1. Enter a new password that meets the
+ Should have at least one lower character.
+ Should have at least one er. H
B i s requirements shown on the screen.
+ Should have at least one special character.

+ Must not contain your login ID.
+ Must not contain your first name or last name.

el e s 2. Confirm the password.

+ Must not be repeated within the past 365 days.

PASSWORD

3. Click Continue.

CONFIRM PASSWORD

Cance Continue
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Registration successful

You have successfully registered.
LOGIN CODE: 193614919

Hide Login Code Continue

State of Illinois — Enrolling in Benefits
— New Member SEGIP

IMPORTANT
Click Show Login Code. Your Login
Code will appear above the
button. Make note of the displayed
code for validation purposes,
should you forget your login ID at a
later date. To hide your Login Code
Click Hide Login Code.

Click Continue.

MORNEAU
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Select Your Challenge Questions

You will use your Challenge questions to reset your password if you happen to forget it. To set your Challenge questions
select 3 different questions from the drop-down lists and enter your answers.

QUESTION 1

|

QUESTION 2

l

QUESTION 3

|

Cancel Continue

Disclaimer

Mormeau Shepell receives your personal information directly from you or your authorized representatives, or from your
employer or benefits plan sponsor ("You"). In accordance with our Privacy Policy we limit the collection, use and disclosure of
personal information to information that is necessary for the purposes of providing our pension and/or benefits
administration services to You, providing You with information about our services and products, enhancing our overall
service delivery, creating anonymous and aggregate statistics and reports about Morneau Shepell's services, service
standards and trends and for audit, quality control and the protection of our interests in legal proceedings.

By participating in your pension and/or benefits program you consent to the foregoing. For more =Jurmation see our Privacy
Dolicy.

@ 1ACCEPT

Cance Continue

State of Illinois — Enrolling in Benefits

— New Member SEGIP

1. Select a Challenge Question from the list.

2. Enter your answer to the question. The
answers are case sensitive.

Repeat Steps 1 and 2 for Questions 2 and 3

3. Click Continue.

On the Confirmation page, review your
guestions and answers, and then click
Continue again.

The portal displays a success page, telling
you your challenge questions and
answers have been saved. Click
Continue.

1. Review the disclaimer and click | ACCEPT.

2. Click Continue.

The portal displays a success page, telling
you have successfully accepted the
disclaimer. Click Continue. The home page
of the portal is displayed.

MORNEAU
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Benefits Enrollment

Once you have completed the registration process, you'll see the Home page. The home page will display
cards, as shown below, that will allow users to review specific benefit date and plan details as it relates to

each employee.

RECOMMENDED FOR ME

Health Plan Vision Plan Dental Plan

YOU MIGHT FIND THESE INTERESTING

R
SIIR LY

Enroll
Once you know which plans work best for you and your family, you're ready to enroll.

IBRA, h thi d t: . .
ere are some things you may do nex Click Restart, Modify or
Enroll Now to begin.

NEW HIRE
Complete By: 1/31/18

Restart | Modify |
Cancel

Your Benefits

Enroll now to select and
start taking advantage of
your benefits

Enroll Now | ) PlanYear Fv2018 -
Discover Your Options

State ofJI:\ilr;(\j\jsl\;e?ggllisnégrllpBeneﬁts MOSEEE?HL



myElections

Below is a timeline of your elections. You can also start a new event

Transactons: View Al Options: Legend You’ll see the New Hire event as well
as an option to view Today’s

View Elections History B

|
Frmr— Coverage.
January 1, 2018
Personal Your D

‘You have no coverage on file

Click the New Hire box to continue.

New Hire
This transaction is: In progress

Transaction Details

The last date to complete this event is January 31, 2018 ‘Cancel Event

Event that has not been completed

Click Restart on the secondary
menu to begin enrollment.

Options: Legend

|4

——0

Neuw Hire Today's Coverage
January 1, 20128

State ofJI’I\ilr;(\j\jsl\ze?ggllisné:]érI]PBenefits MOSIEEIE)QH_



Review Profile and Add Dependents

Personalize your benefits plan
New Hire - January 1, 2018 1. Click View Profile under your

o Family @ Benefits @ Finalize name t||e tO reV|eW your

information and make

)
[ necessary changes.
o 2. Click Add Dependent if
Ages3t necessary, and enter the

required information. See

Add a Dependent below for

\
details.
‘y'

Click Next to continue. Skip

to Choose Your Benefits.

hosEy



Add a Dependent

Add a Dependent e

Personal Information

*Required Fields

ssi: |

First Name:+
Initials:
Last Name: =
Relationship:* |Spouse ﬂ (7]
Gender:x (i Male (O Female

Date of Birth= [MM/DD/YYYY B @
(MM/DDIYYYY):

Additional Coverage Information @

Is this person currently covered under any other health and/or dental plan(s) (such as
your spouse's employee benefit plan)?:

[] Dental [] Medical /

Save and Add Another Save and Close Cancel

o —

State of Illinois — Enrolling in Benefits
— New Member SEGIP

Add the dependent information.
Required fields are marked with an
asterisk (*).

If the dependent does not yet have a
SSN, members should use 111-11-1111.
Employees should ensure the
Additional Coverage question is
answered correctly for the dependent.
This only applies if the dependent you
are enrolling in health/dental coverage
has other health/dental coverage.

To add another dependent, click Save
and Add Another. To return to the
Family page, click Save and Close.

Note: You may be required to submit
supporting documentation for covered
dependents. See Upload Required
Documents for more details.

MORNEAU
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Personalize your benefits plan

On this page, you can enroll in benefits, compare plans, and review provider information.

Compare Plans

Before you enroll in benefits, a decision support tool is available to help you investigate your options

and choose the best one for you.

Click Help me decide to begin.

I Personalize your benefits plan

New Hire - January 1, 2018

@ Family o Benefits

@ Finalize

Health & Group Benefits

Benefit erage Options Coverage Level
Ve T uality Care Hsa ‘Who is covered?
Help me decide [ -~
«
You

Change who is covered
Dental |Quality Care Den Who is covered?

-~
&

You
Change who is covered

~ Life Insurance

~ Flexible Spending Accounts (MCAP/DCAP)

Medical

Select some plans to compare...

This is an overview of plan design for comparison only. Refer ta the "Benefit Choice Book” for detailed
information,. or contact the plan directly.

Dependents

Compare Plans

Here are some other great plans that may interest you

HMO OAP PPO

BlueAdvantage HMO HMO llinois
$103.. $103..
INCLUDES INCLUDES
e 8 B @ 0 e 8 B @ [0

Your Pre-Tax Costs

“Your Costs $138.00/ per month
Your Your Post-Tax Costs
Monthly
Cost ‘Your Costs $0.00/ per month
$127.00
$11.00
w

~

Back to Enrollment Tool

The user will then be able to compare
plans and review their options.

State of Illinois — Enrolling in Benefits MORNEAU

— New Member SEGIP SHEPELL



Choose Your Benefits

Medical and Dental

Health & Group Benefits

BlueAdvantage HMO

Benefit HealthLink OAP

HMO |llinois

Medjcal
Help me decide [

Dental Quality Care Denv| Who Is covered?

~
&

You
Change who is covered

~ Life Insurance

~ Flexible Spending Accounts (MCAP/DCAP)

«Previous

Actna (formerly Coventry) OAP

Your Pre-Tax Costs

Your Costs $138.00/ permonth
Your Your Post-Tax Costs
oDty Your Costs 50.00/ per month

Cost

$127.00

You
Change who is covered

$11.00

State of Illinois — Enrolling in Benefits
— New Member SEGIP

Click the Medical Selection
list and choose your
medical plan. Some
medical plans require you
to select a Primary Care
Provider. See Select a
Primary Care Provider for
details.

If necessary, click Change
who is covered to add or
remove dependents from
the benefit. See Change
Who Is Covered for details.
Click the Dental Selection
list and choose your dental
plan.

If necessary, click Change
who is covered to add or
remove dependents from
the benefit. See Change
Who Is Covered for details.
If you chose to opt out or
waive coverage, you must
waive both medical and
dental coverage. Full-time
employees will also be
required to show proof of
existing coverage. See
Opting Out of Medical and
Dental Benefits for more
details.

Click Next to move to Life_
Insurance. If there is any
missing information, a
message will be displayed
to alert you.

MORNEAU
SHEPELL



Change Who Is Covered

My Plan Covers: @
~ JOHN
rl
L «  ABBOTT
You

Family: Select All - Select None
JEANINE
A pebERsEn
Spouse
CECILY
A aseoTT
Child
GWENDOLYN
O A assorr
Child

) -

Opting Out of Medical and Dental Benefits

j FersonallZe your benertiis pian

New Hire - January 1, 2018

@ Family o Benefits @ Finalize
| Health & Group Benefits & | Your Pre-Tax Costs
Your Costs $0.00 / per month
4k, Non-¢ritical warnings Ifyou are electing to Opt Out of the State group insurance health Your Post-Tax Costs

and dental coverage you are required to submit proof of other coverage. You will be prompted to do
50 at the end of the enroliment process.

Your Costs $0.00/ per month

Your
Monthly
Benefit Coverage Options  Coverage Level Cost

Medical |Opt Out [v| who s coverea?

= y No one
Help me decide [ Jl ©Opt-n with Default Option and

Edit coverage details

Dental [wave [v| who s covered?
No one
Opt-in with Default Option and
Edit coverage details

d
‘

~ Life Insurance

~ Flexible Spending Accounts (MGAP/DCAP)

State ot 11Inois — knrolling In Benefits
— New Member SEGIP

Click the checkbox next to
each participant’s name to
change whether or not
they are covered by the
selected benefit.

Click Save and Close to
return to the Benefit page.

Opt Out

If you chose to opt out of
or waive medical coverage,
you will be required to
upload proof of other
coverage.

On the Medical and Dental
Benefit selection page,
click Next to move to Life
Insurance. If there is any
missing information, a
message will be displayed
to alert you.

MORNEAU
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Select a Primary Care Provider

i, There are errors present.

‘ Health & Group Benefits @ Your Pre-Tax Costs
Your Costs. $114.00/ per month
Q Medical Your Post-Tax Costs

+ Please click ihe "Select Your Primary Care Provider” button and enter PCP ID information for
ou have elected to cover.

Select your Primary Care Provider

Benefit Coverage Options ~ Coverage Level
Medical |HMO llinois  [v| Who is covered? $103.00

c==n°
-

You
Change who is covered

Dental |Quality Care Dens| Who is covered? $11.00

-
-«

You
Change who is covered

~ Life Insurance

~ Flexible Spending Accounts (MCAP/DCAP)

‘Your Costs 50.00/ per month

Primary Care Provider

Please enter PCP information for yourself and any dependents you have elected to cover. k the search icon ﬁ to access a
link to the provider directory
«Required fields

Medical

Medical Group Number

Name Relationship PCP ID PCP Name (BCBS Only)

IBRA You L
FANCHER :

If you have chosen an HMO:

Click Select your Primary Care
Provider.

Enter the missing information.
Required fields are marked
with an asterisk (*).

If you don’t know the 10-digit
PCP number or Medical Group
Number for HMO lllinois only,
click the search button to open
the Provider Directory in a
separate tab or window and
look it up. Make note of the
PCP number or Medical Group
Number, and then enter the
information in the appropriate
field.

Click Save and Close to return
to the Benefit page.

hosEy



Select Life Insurance Coverage

| Personalize your benefits plan

New Hire - January 1, 2018

@ Family

o Benefits

@ Finalize

Life Insurance

~ Health & Group Benefits

[ Life Insurance @&

©, Information In order to qualify for the benefit level you have chosen, you and/or your spouse
are required to provide evidence of insurability. Complete and submit the Evidence of
form, which will be available at the end of the enrollment process.

Your Pre-Tax Costs
Your Costs $138.00/

Your P: Costs

$18.40 / per monih

Benefit 1 Coverage Options
Basic Life |1 x Annuarta

Optional Member Life @ |5x Annual Base V| $230,000.00

4

overage Level

€ V|  $46,000.00

Voluntary AD&D |Waive ~v -

~ Flexible Spending Accounts (MCAP/DCAP)

«Previous

Your Monthly Cost

$18.40

Enrolling in Flexible Spending Accounts

| Personalize your benefits plan

New Hire - January 1, 2018

@ Family

e Benefits

Click each insurance selection
list and choose your
coverage amount. If you do
not want to elect optional
coverage, select Waive.
Note: If you choose to add
coverage over 4x your annual
salary, you will need to
submit a Statement of Health
to Minnesota life. For more
details, please review the
form or contact Minnesota
life directly. You will be
enrolled in 4x coverage until
approval for additional
coverage is received.

Click Next to move to
Flexible Spending
Accounts.

Flexible Spending Accounts

@ Finalize

~ Health & Group Benefits

~ Life Insurance @

Flexible Spending Accounts (MCAP/DCAP)

Benefit

Medical Care Assistance
Plan (MCAP)

Dependent Care Assistance
Plan (DCAP)

«Previous

Coverage Options

$0

$0

Coverage Level

2,

Your Monthly Cost

Your Pre-Tax Costs

l Your Cosis $138.00 / per month
Your Post-Tax Costs
Your Cosis $18.40 / per month

State of Illinois — Enrolling in Benefits
— New Member SEGIP

Click in the Medical Care
Assistance Plan and enter
the total annual amount you
want to contribute.

Click in the Dependent Care
Assistance Plan and enter
the total annual amount
you want to contribute.

Click Next to finish. If you
want to review
Medical/Dental or Life
Insurance selections, click
Previous.

MORNEAU
SHEPELL



Finalize Your Benefits

| Personalize your benefits plan

New Hire - January 1, 2018 1

(D) Famity (@) Bensiits © ol

This Screen ksts Your personal Information and your entries during this session. Review this information carefully. If you are not satisfied with your entries, go 1o the
appropriate slep. If you are satisfied with your entries, cick NEXT lo proceed.

Plea3s NGte: Your MONMNY CONITIDUNON AMOUNE FENeCte: WANN TS Ste IS DASEA o he MOSt recent Salary INMOMANoN fEceiven. Y2018 MONMy ConrButions
are based on your April 1, 2017 salary or iniial safary for new hires. The contriution amounts will be adjusted as necessary, if updaled salary information is

Event Details

Type: New Hire effective January 1, 2018

Personal Information
Full Name: 3

Employee / Member
Identification:

Type Enrollee Code:
Date of
Employment:

April Salary:
Eamnings:

Date of Birth:

Sex:

Full Address:

Preferred Email
Adaress:

Group Insurance
Rep / Health Plan
Rep:

Cost Summary Ortems that have been changed

Your Pre-Tax Costs

Your Casts $136.00 / per montn
Your Post-Tax Costs
Your Costs $16.40 / per monin
Benefits
Benefit name Caverage options. Coverage details Employer Cost  Your Costs
Health & Group Benefits.
Medical Quality Care Health Plan Emplayee Only $1,001.45 $127.00
e 1 vy Care e Empoyee ony @ s
Life Insurance
Basic Life 1 x Annual Base Salary $45,000 00 $15.18 -
Optional Member Lite 5 X Annual Base Salary $230,000.00 - $18.40
Voluntary AD&D Wanve - -
Fiexible Spending Accounts (MCAP/DCAP)
Medical Care ASsistance #1an (MCAP) o . .
Dependent Care Assistance Plan (DCAP) o
Totals: $1,041.90 $156.40
Do yeu agree to the following ferms and conditions?
ey declare that | have completed my enroliment or modified my coverage, my confribution rate, or ofher information because of: New Hire. |
3 lerstand that the modificaions made during this session are effective 1/1/2018, subject to the approval of any required evidence of insurability. |

Eelare that the information contained on this form, if any, is complete and irue (any false of incomplete declaration may nulify coverage).

1 cerify that the information and documentation | have: provided is frue and complete. | understand that falsifying or misrepresenting any information or
documentation, or faiing o provide requested information or documentation, in order to obtain ar continue Goverage under the Program vill be
considered a fraudulent act which may resultin the forfeiture of insurance coverage and that | may also be subject to a financial penally. including but
not imited to repayment of all premiums and claims paid by the State on behalf of myself or any of my dependents and all expenses incurred by the
Program arising out of the coverage pravided to me.

1 consent to the collection, use, and exchange of my personal information by and between:
* My Employer,
« The administrators of my Employee benefits program,

- The agents retained by my Employer or the Benefits Adminisrator,
= A company who requires information for the purpose of retirement, savings, of other Employss benefits plan admiristration

| auhorze hese parie o oo and xchange behueen them, any fomaton aboutme, my spouse, oy dependentchiken hat they requre for
the purpase of determining my for , reporiing, procurement of health information, claims.
resolution, and other services provided fo me and my. Ervplwyermlm ime to fime.

| unuwmm and certify that, if | am enrolling in a Fiexible Spending Account (DCAP and/or MCAP):

* I may not change or siop my account deposits during the plan year unless | experience a qualiiying change in stalus,

-1 \mem to participate in MCAP and/or DGAP for the entire plan year | do not anticipate terminating state service, refiring or going on an unpaid
leave of absence.

« Ll refund to CMS any incorrect reimbursements or inefigible payments. | do not repay the debt, the State may take whatever steps necessary
to collect the amount owed

= Ifmy payroll deductions cease, | understand my pariicipation in the program will terminate on my last day of employment, or the end of the pay
period in which a deduction was taken if on a leave of absence, unless 1 elect o confinue my participation in MGAP through direct payments to
the FSA Unitfor the remainder of the plan year.

= 1.am responsibie for any discrepancies that may affect my status with the IRS and | will comply with the IRS requirement to fils an IRS Form 2441,
as applicable for DGAP.
Specific to DCAP:

* |cannot submit ciaims for expenses incurred afer June 30th

* il forfeit any unciaimed amount remaining in my aceount at the end of the run-out period, which is September 30t

* I.cannot subrmit claims for expenses incurred during periods vihen my spause or | are not actively working or actively looking for empioyment

= Ifeither my spouss or | sam lss than 85,000, my DCAP conribution cannat excesd the lower income:

= Ifmy spouse is a full-ime student or incapabls of setf-care, my DGAP contribution cannot exceed S250/month for one dependent of 5416 66/
month for twe or more dependents.

= Irmy spouse and | file separate federal income tax refums, my DCAP conlrioution cannot exceed 52,500,
Specific to MCAP:

= 1 must submit reimbursement claims for mecical expenses that were incurred on o prior o June 30th by the last day of the run-out period which is
90 days afier the last day of the plan year (ie., September 30th)

* Imust re-enroll in MCAP for the new plan year in order o qualiy for the rollover benefit of up o $500. If | do not re-enroll, |
unclaimed amount remaining in my account at the end of the run-out period which is September 30t

* Deductions must confinue during any paid leave of absence.

forfeit any

| authorize the company to deduct from my salary amounts reqy

2 if any.

d to pay the cost of coverage and/or contributions plus applicable taxes,

State of Illinois — Enrolling in Benefits
— New Member SEGIP

Review your Benefits Plan. Any
changes you have made from

your previous choices
highlighted in blue.

If you need to make
changes, click Previous.

Review the Terms and
Conditions. Click the
checkbox to agree.

MORNEAU
SHEPELL
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By completing this electronic enrollment, | agree to the following:

The Medicare Advantage plans with prescription drugs (MAPD plans) have contracts with the federal government. | understand | must continue to
be enrolled in Medicare Parts A and B. | can be in only one Medicare Advantage plan at a time and | understand that my enroliment in this plan
will automatically end my enroliment in another Medicare health and prescription drug plan. Once | enroll, | may leave this plan or make changes
only at certain times of the year or under certain special circumstances. | understand that disenroliment from this plan will terminate my coverage
through the Insurance Program

The MAPD HMO networks serve specific areas. If | move out of that service area, | need to notify my retirement system so | can disenroll and find
anew plan in my new area

Once | am a member of an MAPD plan, | have the right to appeal plan decisions about payment or service if | disagree. | will read the Evidence of
Coverage document from the plan | have chosen when | get it to know which rules | must follow to get coverage with this MAPD plan. |
understand that people with Original Medicare are not usually covered under Medicare while out of the country except for limited coverage near
the U.S. border. | may also be disenrolled if I do not pay any applicable plan premiums within the grace period. The effective date of disenrolment
is in accordance with federal requirements

1 understand that, if electing an MAPD HMO plan, beginning en the date the MAPD HMO plan coverage begins, | can only use network providers,
except for emergency or urgently needed services or out-of-area dialysis services. | also understand that I will have to pay more for services that I
receive from non-network providers. Services authorized by the plan and other services contained in my Medicare plan Evidence of Coverage
document (also known as the member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR THE
MAPD PLAN WILL PAY FOR THE SERVICES.

1 understand that the providers in the networks are independent contractors in private practice and are neither employees nor agents of MAPD
plans or their affiliates.

Release of Infermation: By joining an MAPD health plan, | acknowledge that they will release my information to Medicare and other plans as is
necessary for treatment, payment of claims and healtncare operations. Medicare may also use this information for research and other reasons which
they can do under federal law.

Finalize Your Benefits cont.

Personalize your benefits plan

New Hire - January 1, 2018

Print your confirmation statement
The seleciions you made have been submitied successfully.

=

Event name: New Hire

Date completed: January 12, 2018

Effective date: January 1, 2018

5

you wish you can print 3 summeary of your new seleclions.
Adminisiralive Fven Delails

“You will also need io provide the following forms in order fo finalize the enroliment.

Forms

O Forms

STATE Enroliment Nofice Iniial
(Provide by: n/a)

Reminder Nofice EO1
(Provide by- January 31, 2018)

STATE Eenefils Confirmation Statement
(Provide by: n/a)

(Provide by: n/a)

COERA Rights Notice:
(Provide by n/a)

State of Illinois — Enrolling in Benefits

— New Members

4. Click Next to finish.

5. YoU'll see the confirmation
page and the option to print
your confirmation statement.

6. Click Done to leave enrollment and
complete this step. You'll be
notified if there are any required
documents you'll need to upload.
See Upload Required Documents
for more details.

MORNEAU
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Upload Required Documents

Some benefit choices will require you to provide supporting documentation before they can be applied.
The user will be able to see the pending document approval within the event as well as view the details of
the required docs.

My elections

New Hire View Forms
This fransaction is: Pending approval
Restart

Transaction Details

Event that was completed. You must submit supporting documents
or forms before your selections can be processed
Cancel Event

‘ View Details ’

i Options: Legend

|/

——0

Mew Hire Today's Coverage
January 1, 2018

By clicking the View Details button the user will be able to see the Status, Selections, Dependent, and
Forms associated with the event.

myElections

Below is a timeline of your elections. You can also start a new event.

View Elections History = Transactions: View Al Options: Legend

—_—— e

Mew Hire Today's Coverage

January 1, 2018

" i ; Print Close
Status Your Selections Dependents || Forms '

Forms Provide By

STATE Enrollment Notice Initial

STATE Reminder Notice

Marriage Certificate Required Form January 31, 2018 \

State of ”"EOI\ijZ ;vIIEvrllgcr)T!Iblgrgs in Benefits Mosﬂ\égéﬂ



By accessing the Upload Documents page, the member or user will be able to upload the current pending
documentation,

Upload documents
Upload documents

This page lists the documents that you are required to submit related to enrolment changes that you recently submitted.
If a document is required more than once, it will appear in the list as many times as it is required. You must upload it as many times as it appears in the list.

For each required document, you can upload a file a maximum of five times.

Click Upload to attach a document.

Click View or a document name to view the document.

Click Replace to attach a new version of a document you have already submitted.

Click Remove to remove a document submitted in error and re-set it to “MNot received”. Note: If there is more than one version of a document uploaded, this will
remove all of them.

Click Reject to indicate that a document is not satisfactory and re-set its status to “Not received” so that the participant can submit the document again.

=+ Marriage Certificate Required Form - Not Received

By clicking on + Marriage Certificate Required Form — Not Received the user will be directed to the
upload page.

This page lists the documents that you are required fo submit related te enrcllment changes that you recently submitted.
If a document is required more than once, it will appear in the list as many fimes as it is required. You must upload it as many times as it appears in the
For each required document, you can upload a file a maximum of five times.

* Click Upload to attach a document.

+ Click View or a document name to view the document.

* Click Replace to attach a new version of a document you have already submitted.

* Click Remove fo remove a document submitied in ermor and re-set it to “Not received”. Mote: If there is more than one version of a document uplc

Marriage Certificate Reqguired Form - Not Received

Required for New Spouse _ﬂm_

State of ”"EOI\iJZ ;vIIEvrllgcr)T!Iblgrgs in Benefits Mosﬂ\égétjl



Click Upload button then click Browse to upload your document.

Upload documents
Upload a document

Marriage Certificate Required Form for New Spouse
* Click Browse and select the file to upload.
= Confirm that the file is a true copy of the original document by checking the box below.
* Click Upload to submit your file
* A confimation screen will appear when your file has been uploaded successfully.

About your file:
* It must be less than 10 ME in size.
= It must be one of the following types: JPEG, GIF, PNG, BMP, TIFF or PDF.

[11 attest that the file | am submitfing, which contains an image of an original document, has not been falsified in any way and is a true rep

—

of that original d

You must check mark the attest box before the system will allow you to upload a document.

Upload documents
Upload a document

Marriage Certificate Required Form for New Spouse
* Click Browse and select the file to upload.
= Confirm that the file is a true copy of the original document by checking the box below.
= Click Upload to submit your file.
= A confirmation screen will appear when your file has been uploaded successfully.

About your file:
* It must be less than 10 MB in size.
= It must be one of the following types: JPEG, GIF, PNG, BMP, TIFF or PDF.

[ attest that the file | am submitting, which contains an image of an original document, has not been falsified in any way and iz a true representation of that original document.

C:\Users\imcohel Cancel
Certificate.docx
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Once the document has been selected and the attest box is check marked the member will see the upload
button and must click Upload before proceeding.

Upload documents
Upload a document

Marriage Certificate Required Form for New Spouse
* Click Browse and =elect the file to upload.
* Confirm that the file is a true copy of the original document by checking the box below.
= Click Upload to submit your file.
= A confirmation screen will appear when your file has been uploaded successfully.

About your file:
* It must be less than 10 MB in size.
= It must be one of the following types: JPEG, GIF, PNG, BMP, TIFF or PDF.

that the file | am submitfing, which contains an image of an original document, has not been falsified in any way and is a frue representation of that original document.

C:\Uszersimcohel Upload Cancel
Certificate.docx

Once the document selected is uploaded the
user will see the green screen on the left to
confirm that the document was successfully
uploaded into the system.

Upload documents

7 Upload
‘Vou have successfully upload the following decument: lMarriage Cerificate. pdf.

Wie review documents within one to two business days of receiving them. Until
we review a received document, it will have the status “New”. Once we begin
reviewing a document, its status changes to “Under Review”.

If you uploaded the wrong file, you can remove it or replace it with another file
while it has the status “Mew”. You can upload a file for each document you are
required to submit a maximum of five times.

If we are not able te approve your document, the Benefits Adminisirator may
nofify you and ask you to submit it again. The status of your decument will
change back to “Not received”.

If you have questions regarding the document approval process, contact
MyEBenefits Service Center toll free at-1-844-251-1777.
Continue >
!
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