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1. Introduction

This procedure provides instructions for Federal
agencies to enroll eligible non-Federally
employed individuals in the Direct Premium Re-
mittance System (DPRS). DPRS is a centralized
system for collecting premiums from eligible
non-Federal enrollees who elect to participate in
the Federal Employees Health Benefits (FEHB)
Program under Public Law (P.L.) 98-615, the
Civil Service Retirement Spouse Equity Act of
1984, and Title II of P.L. 100-654 (5 USC
8905a), the Federal Employeces Health Benefits
Amendments Act of 1988. A summary of the
responsibilities of the agencies, NFC, and the
DPRS enrollees is provided in Figure 1.

Public Law 98-615 provides for certain former
spouses of current, retired, or separated Federal
employees to enroll in the FEHB Program. Title
I1 of Public Law 100-654 provides for temporary
continuation of coverage under the Federal Em-
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ployees Health Benefits (FEHB) Program to be
available to (1) certain individuals who separate
from Federal service, (2) children (of either Fed-
eral employees or annuitants) who lose their sta-
tus as family members, and (3) certain former
spouses of Federal employees or annuitants who
would not otherwise be eligible for continued
FEHB coverage.

Each of these laws establishes a requirement that
agencies provide FEHB coverage for qualified en-
rollees. The OPM has contracted with the U.S.
Department of Agriculture’s National Finance
Center (NFC) to act as the central processing of-
fice for P.L. 98-615 and P.L. 100-654 accounts.
Those agencies that elect to use NFC’s services
will have their accounts processed through
DPRS.

Annuitants will continue to be serviced by the Of-
fice of Personnel Management (OPM) or the ap-
propriate retirement system.

Summary of DPRS Responsibilities

To Transfer Existing Accounts

Prepare and process SF-2810.

Agencies -
Forward copy of SF-2810, OPF copy of initial SF-2809 & DPRS Form 20 to NFC
Establish each transferred enroliee into DPRS
Generate SF-2810 to FEHB carrier
NEC copyfo

Forward enrollee coupon book for making payments through lock box.
Monitor enrollee accounts
Provide reporting to OPM and carrier

To Establish a New Enroliment

Agencies Advise eligible individuals of coverage available under PL. 98615 & PL 100-654
Eligible Enrollees Prepare SF-2809 & forward to agency
Agencies Complete SF-2809 & forward to NFC
Establish enroltee into DPRS
Generate SF-2809 copy to FEHB carrier
NFC Forward enrollee coupon book for making payments through lock box

Monitor enrollee accounts
Provide reporting to OPM and carrier

Change/Cancel/Terminate an Enroliment

Enrollee

Prepare SF-2809 and forward to NFC

or termination

NFC Process or generate SF--2809/SF-2810 to accomplish change, cancellation,

Figure 1. Summary of DPRS responsibilities
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2. Responsibilities

Agency submitting offices will:

» Inform separating employees of their eligibility
and that of children and former spouses under
the expanded FEHB coverage.

« Inform separating employees of the eligibility
time restraints imposed under the expanded
FEHB coverage. (See FPM Bulletins 890-179
and 890-186 for information on eligibility.)

¢ Determine the eligibility of separated em-
ployees, children, and former spouses of cur-
rent employees for the expanded FEHB cover-
age. {See FPM 890-179 and 890-186 for in-
formation on eligibility.)

e Determine the eligibility of separated em-
ployees, children, and former spouses to enroll
under the requested plan. (Some have signed
for HMOs for which they are not eligible.)

Receive the initial SF-2809, Health Benefits
Registration Form, from the enrollee and en-
sure that the information is accurate and com-
plete, and signed by both the enrollee and an
agency official.

e Complete the agency portion of the SF-2809,
by identifying the public law covering the en-
rollee (either P.L. 98-615 — Spouse Equity
Act, or P.L.. 100-654 — Temporary Continua-
tion (5§ USC 8905a)), their submitting office
number, date of qualifying event, and addi-
tional information regarding the original em-
ployee.

e Return the enrollee’s copy of the SF-2809
and/or SF-2810, Notice of Change in Health
Benefit Enrollment, to the enrollee, keep the
new carrier copy for its records, and send the
rest of the form to NFC for processing.

Prepare the SF-2810 and attach the initial
SF-2809 with the additional enrollment infor-
mation required (See Sec. 5) for the transfer
in of Spouse Equity Act enrollees to NFC.

Forward SF-2809 and SF-2810 to NFC.
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e Respond to inquiries from NFC personnel relat-
ing to the initial SF-2809 and data submitted
for new enrollees.

o If SF-2809 version is printed prior to June
1988, include enrollee and agency telephone
numbers, and effective date of “Other Insur-
ance.”

* Review the monthly Report DPRS1501 to en-
sure that all SF-2809’s submitted by their of-
fice have been processed correctly.

¢ Forward semi~monthly report DPRS 1601 to
retirement section of agency payroll office.

e Submit any corrections to the initial SF-2809 or
SF-2810 as a result of an administrative error.

¢ Explain to the enrollee that they must pay the
total cost of the coverage (their share and the
amount the government normally contributes
for an employee).

» Advise the enrollee to plan for any normal med-
ical needs (especially with HMOs). There
could be a delay of 30-45 days before an en-
roliee is established on the carrier’s system.
The NFC sends information to the carriers on
the first and fifteenth. It takes the carriers at
least two weeks after receipt to establish them
on their system. Also, NFC will bill the enroll-
ee on the first of the month following the latter
of the effective date of coverage or the date es-
tablished in our system.

NFC will:

e Receive and process the initial SF-2809 and all
SF-2810 forms (transfer—out) from submitting
offices.

e Determine the eligibility of former spouses (ex-
cept those applying under the Spouse Equity
Act) and children of separated employees (on
our System) applying for enrollment under the
expanded FEHB coverage based upon guide-
lines as provided in the FPM 890-1.

e Establish and maintain enrollee accounts.
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* Respond to billing and collection inquiries.

¢ Determine eligibility for subsequent changes in
enrollment for all categories of enrollees.

e Handle open season processing.

e Coordinate the transfer of Temporary Continu-
ation and Spouse Equity enrollees.

* Determine the eligibility for reinstatement of an
enrollee.

» Provide enrollees with correspondence relating
to their enrollment in the Direct Premium Re-
mittance System after their initial enrollment.

3. Forms

The following forms are used in DPRS:
e SF-2809, Health Benefits Registration

* SF-2810, Notice of Change in Health Benefits
Enrollment.

o Form DPRS20, Attachment to SF-2809 for
Transfer In. :

4. Enroliment

Individuals who are eligible for extended FEHB
coverage under P.L. 98-615 or P.L. 100-654 will
apply for initial enrollment by providing their
agency submitting offices with a completed
SF-2809, Health Benefits Registration Form.
(See Exhibits for examples of completed
SF-2809s. For instructions on filling out the
SF-2809, see the Appendix 1.

Prior to forwarding the initial SF-2809 document
to NFC for processing, the agency must type the
following information on the form:

e The effective date of the enrollment.

¢ The submitting office number (SON) in Part G,
Block 1. (This is very important, as the docu-
ment will fail processing if the SON is missing
or incorrect, and enrollment of the applicant
may be delayed.)
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e The following information must be included in
the Remarks block in exactly the order shown
as appropriate for the class of the enrollee:

Separated employee:
» Relationship (self)

e The public law under which the applicant is
eligible, using the law’s whole number; i.e.,
P.L. 100-654 (5 USC 8905a).

e Date of separation
o Last day of pay period

Former spouse and child of a current
employee:

e Relationship (ex-spouse, child)

o The Public Law under which the applicant is
eligible for benefits, using the law’s whole
number; i.e., P.L. 98-615 or P.L. 100-654
(5 USC 8905a).

e Name of the employee
» Social security number of the employee
e Date of birth of the employee

* Date of the qualifying event; i.e, divorce, an-
nulment, (date of 22nd birthday), etc.
(P.L. 100-654 enrollees only.)

Former spouse and child of a separated
employee:

Persons in this category should contact NFC di-
rectly for enrollment information.

Former spouse and child of Civil Service Re-
tirement System (CSRS), Federal Employees
Retirement System (FERS), or other retire-
ment systems’ annuitants:

The Office of Personnel Management (OPM)
will continue to process any accounts for their
annuitants’ children or former spouses. Forms
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for these individuals should be sent to OPM, not
to NFC.

The original employee/former employee infor-
mation will be needed to establish a DPRS enroll-
ee master, to determine the enrollment expira-
tion date in the case of P.L.. 100-654 enrollees.
and to provide this information to the carrier.

After all information is complete, the submitting
office should return the enrollee’s copy to the
enrollee, keep the new carrier copy for its re-
cords, and send the rest of the package to NFC {or
processing at the following address:

National Finance Center
DPRS Billing Unit

P.O. Box 61760

New Orleans, LA 70161-1760

Upon receipt of the initial SF-2809 for enrol-
Iment into a plan, NFC will process and generate
a copy of the SF-2809 to the carrier and establish
an enrollee master on the DPRS data base.

5. Transfers

Agencies that are maintaining existing P.L.
98-615 and P.L. 100-654 (5 USC 8905a) ac-
counts within their own systems may transfer
those accounts to NFC. (Do not transfer an em-
ployee when they separate from your employ-
ment. These employees should be terminated,
and then submitted to NFC as a new enrollment. )

When transferring an existing account, conver-
sion of billing from the original agency to NFC
must be coordinated. Agencies should call the
DPRS Billing Unit at NFC at (FTS) 680-5990 or
(Commercial) 504-255-5990 for more informa-
tion.

The agencies will prepare, process, and distribute
a SF-2810 documenting the transfer out of the
agencies’ DPRS processing to NFC. In addition to
the SF-2810, the agencies will provide NFC with
the OPF copy of the initial SF-2809 and a DPRS
Form 20 for each enrollee. (See Exhibits 5-8 for
examples. A blank form DPRS-20 is included for
local reproduction. See Exhibits for examples of
completed SF-2810s. For instructions on filling
out the SF-2810, see Appendix 2.) P.L. 98-615

4

Billings and Collections Manual
Direct Premium Remittance System

enrollee Health Benefits files should be sent to
NFC under separate cover.

Based on receipt of these forms from the agen-
cies, NFC will prepare SF-2810’s to transfer in
these enrollees and will establish an account for
each enrollee involved in the transfer. No active
accounts with an overdue premium should be
transferred in to NFC until the overdue amount
has been collected.

Up to 25 enrollees may be transferred at one time
on a single SF-2810. (For groups larger than 25,
prepare a SF-2810 for each 25 enrollees.) A sep-
arate SF-2810 is required for each enrollment op-
tion category (Self or Self and Family.) For each
enroliment code, the submitting office will pre-
pare a SF-2810 for the transfer group and will at-
tach an initial SF-2809 and a DPRS Form 20 for
each individual to be transferred. These docu-
ments are the basis for preparing SF-2810’s for
the individual transfers and establishing DPRS
enrollee masters. Agencies should verify the ad-
dress and phone number on the SF-2809 for ac-
curacy. Any updates should be noted on the form
DPRS20.

Send the completed forms and/or files to:

National Finance Center
DPRS Billing Unit

P.O. Box 61760

New Orleans, LA 70161~1760

6. Corrections

The following information is provided for agen-
cies to make corrections only if the initial
SF-2809 or SF-2810 is incorrectly prepared.
Agencies will not be responsible for any other
corrections.

Correction processing is necessary where the er-
roneous information given on the SF-2809 or the
SF-2810 affects a person’s entitlement, e.g., er-
ross in enrollee’s name, socijal security number,
or family members, enrollment code, effective
date, or similar errors. Depending on the type of
error and who became aware of it, NFC either
receives a completed SF-2809 or SF-2810 from
the agency for processing, or NFC prepares and
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processes an SF-2809 or SF-2810 to correct the
error. The SF-2809 or SF-2810 must be clearly
labeled “correction,” must include the enrollee’s
name, social security number, and other identify-
ing information (see Exhibits 9-11 for exam-
ples), and should show the items to be corrected.
The forms are processed and copies distributed as
described in the appropriate sections above.
Also, NFC will send each affected carrier the ap-
propriate copy of the corrected SF-2809.

Voiding a document is appropriate when an in-
correct enrollment action must be withdrawn. If
the SF-2809 or the SF-2810 of the enrollment to
be voided is in the possession of NFC but is not
processed, all copies of the forms are returned to
the agency.

If the incorrect action was processed, the person-
nel office should send a corrected SF-2809 or
SF-2810 to NFC indicating the erroneous infor-
mation in the Remarks block. (See Exhibits
9-11.) The enrollee copy should be sent to the
enrollee. NFC will perform the necessary actions
to “void” the SF-2809 or SF-2810 action that
was erroneously processed. NFC will generate
the respective carrier copy (under cover of the
SF-2811, Transmittal and Summary Report to
Carrier transmittal).

7. Reports

NFC will maintain records in such a manner as to
facilitate the prompt and accurate updating of ac-
counts and summarization for financial reporting
to OPM. NFC will maintain adequate controls to
ensure the accuracy of the remittances by each
enrollment code.

NFC will assume the responsibility for providing
OPM with the following reports:

e SF-2812 — Report of Withholdings and Contri-
butions for Retirement, Health Benefits, and
Group Life Insurance.

o SF-2812A — Report of Withholdings and Con-
tributions for Health Benefits by Enrollment
Code.

¢ OPM 1523 ~ Semiannual Headcount Report-
ing.
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NFC will assume responsibility for providing the
FEHB carriers with the SF-2811. At the request
of an FEHB carrier, NFC will provide a magnetic
tape and/or list of plan enrollees. Carriers will
use the list in their reconciliation of enrollees. In
the case of a discrepancy, NFC will be notified by
the carrier and asked to provide the necessary
documentation (normally, copies of the SF-2809
or SF-2810) to resolve the problem.

For verification purposes, NFC will provide each
submitting office with a report (DPRS 1501) giv-
ing information on all initial SF-2809/SF-2810
activity processed in the previous monthly cycle.
(See Exhibit 12 for an example of DPRS 1501.)

NFC will provide each submitting office with a
report (DPRS1601) indicating any changes, ter-
minations, or cancellations in enroliment for
Spouse Equity Accounts. This report should be
forwarded to the retirement section of the pay-
roll office to note on the employee’s retirement
master record (SF-2806/SF-3100) or supple-
mental record (SF-2806-1/SF-3101) any spouse
equity enrollments, cancellations, terminations,
or reinstatements. (See Subchapter 17 of FPM
Supplement §90-1 for more information. See Ex-
hibit 13 for an example of DPRS1601.)

8. Inquiries

All questions from enrollees and/or their agen-
cies regarding their accounts should be referred to
and will be handled by NFC, except those relating
to the eligibility of separated employees and for-
mer spouses/children of current employees. Eli-
gibility questions in these areas will be handled by
the submitting office.

NFC may refer a question/problem to the
“Health Officer” of the employing agency for fi-
nal ruling or clarification through appropriate
channel to the Office of Personnel Management.

NFC has established a toll free telephone inquiry
line for DPRS enrollees. The number is
1-800-242-9630. The line is available from 7:45
a.m. to 4:00 p.m., Central Time, Monday
through Friday (except Federal holidays).
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Submitting Offices without FTS may use the toll- The inquiry line is available from 7:45 a.m. to
free telephone number, or call (Commercial) 4:00 p.m., Central Time, Monday through
504-255-5990. Submitting Offices with FTS ser- Friday (except Federal holidays).

vice should call (FTS) 680—5990 or (Commet-
cial) 504—255-5990. Please use FTS if it is avail-
able to you.
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Exhibit 1 SF-2809 for Enroliment of a Separated Employee

USSP UTS65Z 18525

* T *~ ~ - [ L) Y ~ ) -~ -, ) - biL -

) : ‘Not for use by CSRSFERS Annuitants - (See back of Copy 5) )
e S HEALTH BENEFITS REGISTRATION FORM Fom e, o
l d :‘ : | ;] FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM "
b ]

+ Read the back of Copy § before complating Ihs farm . Complete Parl A and Pans B, C, D, and E as applicable

* Sign end date in Pact .
« Use typewrtter or print with bali-point pen, baaring down + Do not saparale the copies. Your employing office w:u
to make legidle capies.

cerlify the complated form and returm your copy fo you.

« Time Limit For Envoitment - 31 days or time
it shown on back of Copy 1.

- Name (Last, fiest, middle inifial)

2. Date of birth tUse numbers lor mo, day. yr) | 3. Are you now married?
| Adams___John Q. 9-27-50 s Ne
4. Your mailing address (Number and sireer) 5. Sociel Securlly Namber & Sex
224 Canal Steeet 437-11-2345 — Fomtie . [Pl
(7. Chy. State and 2IF Code 8. HorMg Phgne Numbel( re2 code) 19, Office Phone No. {inchude area code;
Mlddleton LA 71245 S04-152-84% o incd area
SV D LR O e

O N R R I

I R IO HER R PRV RS RN TN [ T e

-1 elect lo enroftin g heal(h benems plan as shown below. (it the plan 53 CMF’HMO 1live in the plan's

area; if il § an i plan, ! am {or witl bocome) a
member of the plan's ization.] | authorize from my satary or compensalion Io cover my share of the cos( ot tha entoliment. (Copy the information request-
ed below from iront wvewolbrochwo of the pian you select.}

Name of Plan Enmﬂmem Code
NTEU : y |y P
2a. Names of Family Members. 2. Dale of birth (mo, day, yr} 13, Doyou, your 5pouse or any cther ehgible family members have any group health insurance
ooverage other than the FEHB plan in which you are now ervoling or enrolled?
Susan Ann 8-06-51 ~: ypg ~~—n Complete 3a-3g below  T#No

a. Name of insurance company b. Name of policyholder
(CHAMPUS, Medcare, ron-Foderal phan, stc.)

¢. Effective date of coverage

d. Palicyholder's Social Security Number | . Type of coverags . Al
» I} Self Only [ Sell and Family
1. Group or emplayer name ¢. Certificaie or Ppolicy aumber :

Patil C - Rl this pal

RS Rian'ang £

2. Present Pian Enroliment Code| 5 tg‘e'gb;';;g;’g:';;;x%g‘j,‘; ghange

4. Date of event that perniits change

Year

PART D EMTS S
My signature in Pari F certifies that | have read the back of Copy 5 before making the elaction shown below and that | understand that | my
to qualify for FEHB coverage after ratirement

Place

12 ORIy o wiskh NOT TUENROL Gt pos wish 7y CANGEL your ensoliment Digee ar "X it b Cur winoiwsor apin

ust meet the 5-year enroliment requirement

Xhe'e |1 | oot ot to envoll n the Faderal e 4e 2.1elect 16 cancel my envollmen in the Federal Employees ___Present Enroliment Code
) N [~ "' Health Benefils Pragram. ! am currently enrolied under t1e
Employeas Health Benslits Program. code n

£ ANNOITANTS orcopt DS e RS - ofurns AND FORMER SPOUSES ON_Y  bo

ey yoa ik e SARCEL your errolnient, Mace 277X i gne bo
“X"here

Vslect to cancel my enroliment in the Fadaral Employees Hea'th Banefits Program. | am curiently envolled under the code | ___ Present Envoliment Code
shown atthe right. My signature in Part £ cerfifies that | have read the back of Copy 5 and mat } understand.that | cannat
latar reenrolt excepl under very iimited cwcumslances

FAR™ F Al whn -ageter riust Gl 1 € paul,

fal inthis bon or | 1. Your signature (Do not print)
wiltyt mlsvepresenlallon relative therelo is a viokation of the fow
punishable by 2 fine of not more than $10,000 or imprisonment
of not more than 5 years, or both. (18 U.S.C. 1001)

Must Be-Signed 8-26-90

I+, Name and address (lncluding ZIP Code) of empleying offica

2. Date receivad in employing office . Effective date of election
s 28' 00 See Appendix 1
Your Agency (SON) . Item G—-3
4. Eftective date of termination of 5. SF 2811 report numbe
Your Aeress X . enrolrmantushuw: i’r?'Pan [o3 port rumber
Your City/State/Zip
,G. Signature of authorized agency oNicial 7. 2'835 number (include area | 8. Payrali Ofica number 9. Agancy location code (1 Gilierent rom
ftom &)
i FTS or Comm.
Must Be Signed X0C XXX XXXX

PEIATRG To

Self; P.L. 100-654 (5 USC 8905a); Separatlon Date - 8-02-90
Last day of pay period: 8-11-90

July 1984, Septernber 1985 and 2809117
1988 editions are usable. NSN 7540-01-231.4227

OMicn of Pavsonnet Managomont  Standard Form 2800
Copy ! - OFFICIAL PERSONNEL FOLDER EPM Seuphvrwns 8903 Hev. June 1802

10
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S S

—t
FEHD

N Py
+ Read the back of Copy 5 baore complating this form. . » Complete Pasl A and Parts B, C, D, and E as applicable

+ Uss typewriter or print with ball-point pen, bearing down
to make legible copies.

mi tPJiphan]
T%our mailing address Numbar and sireet)

[

TS GTU TR Z 18525

~ ~ - - -

Not for use by CSRS/FERS Annuitants - (See back of Copy 5)

HEALTH BENEFITS REGISTRATION FORM
FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM

+ Do not separale the copies. Your employing office wi
cartify the completed form and return your capy o you.

« Time

it shown on back of Copy 1.

2. Date of binth (Use numbers for mo, day, y1)

"I B

Form Approved:
OMB No. 3206-0160

Limit For Enrolkmant - 31 days of time

3. Are you now married?

7. City. State and 2P Co66

T 8-28-68 [ Yes o
5. Social Security Number 6. Sex
112 Main Street 437-64-1234 Tromae  [Pfeie

ay

1 eleci o enroll in & health be:

v

Name of Plan

Jonesville, LA 71234

\ s

nefits plan as shown belaw.
member of the plan's sponsoring organization.) | authorize deductions from my salary or compensation I
od below lrom front cover of brochurs of the plan you select.)

(I the plan is a CMP/HMO, | va in

8. Home Phone Number (inciude srsa code)
504-722-7890

the plan's enroitment area; f it 1§ an employee organization plan, § am (or will become) a
lc cover my share of the cost of the enroliment. (Copy the information 1equest-

9. Offica Phone No. {include area code)

Blue Cross and Blue Shield

Eswoliment Cade
1| 0 |4

2a. Names of Famity Members

2b. Date of birth (mo, day, yr)

3, Doyw.yauvsmuseumymreﬁquehmwmnbeumwguphaahirwm
coverage otfrer than the FEMB plan in which you are now envoling or envolled”?

- Yog —a- Complete 3a-3g below TN

2. Name of insurance company
{CHAMPUS, Methcare, non-Faderal plan. eic.)

b. Name of policyhoider

c. Efiective date o! coverage

1

d. Policyholder's Soclal Security Numfm e. Type of coverage

Self Only []Sett and Famiy

1, Prasent Pfan Name

2. Presont Plan Enrofiment Code| Humbar of event that pe

1 Group of amployer name

change
{See Tabie on Back of Copy 1) ¢

. Ceniificate or peliey number

Date of event that perniits change

PAHT D EMPLOYZES ONLY
My signature in Parl
10 qualify for FEHB coverage after retirement.

P

g Py Wi,

! pdiwiesh o
centifies that | have read tha back of Copy S before making the election shown below and Ihat | understand that  m

TeRCEL your enmiiment. Place ar X

ust mest the S-year enroliment requiremant

Month

Yoar

T OF L wi e

Place
X M8 | 1. 1 gloit not lo enroll in the Federal

FARTF Al vt sagcter must Bilint- s pat

Employees Hoealth Benefits Program.

2. | elect ta cancst my entaliment in the Fedaral Employaes
* Haatth Benefils Program. | am currently envolied under the

Place
“X"berg | | elact to cance! my enroliment in the Fedsral Employees Heatth Benetits-Program. 1 am currently enrolied under the code
shown at the right. My signature in Pa F cerifies that Fhave read the back of Copy 5 and that ) undarstand that 1 cannot
{atar reenroll except under very limited tircumstances,

TG-Tobecumse 3y AR

Your Agency (SON)
Your Address

Your City/State/zip

$. Name and addrass (including 2IP Code) of amploying office

Any i false in s + 1. Your signature (Do not paint)
wilh! migrepresentation relative therelo is a vioiation of the law |
|punishable by a fine of not more than $10,006 or imprisonment

jof N0t more than § years. or both {1BU.S.C. 1001} Must Be S_lgned

2. Date received in omplaying office

9-4-90

. Etfective date of alection

Prasent Enroliment Code

Present Envoliment Code
T

9-2-90

See Appendix 1
Item G-3

4. Effuctive date of termination of
enroliment shown in Pant C

5. SF 2811 report number

6. Signature of authorized agency official

Must Be Signed

FELIATRE Tof ute oy by anetCy

516-12-3460, D.O.B.

‘

Child; P.L. 100-654 (5USC 8905a); Original Employee: Rober

7. Phane number (inchide area
code]

8. Payroll Otfice number

©. Agency focation cade (if different rom
item8)

t S. Smith,
12-22-48; Date of Qualifying Event: 8-28-90

Joly 1984, Sectember 1985 anc 2808-117
August 1386 editions are usable.

NSNT7540-01-231.£227

Copy 1 - OFFICIAL PERSONNEL FOLDER

e of Personnel Managomern

Stardard Form 2800

FPM Scppbwernt 8991 Hov. June 1908
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Title W Billings and Collections Manual
Chapter 5 Direct Premium Remittance System
Exhibit 3~ SF-2809 for Initial Enroliment of Former Spouse, P.L. 100-654

ST
Ld s * » » -~ - - ~ -~ ) - ) - h_ -5 -
Not for use by CSRS/FERS Annuitants - (See back of Copy 5} ) i

el s HEALTH BENEFITS REGISTRATION FORM Fom dpproved:
FE 4B FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM ’
R
» Read the back of Copy 5 be’ore completing this farm . + Complete Parl A and Pans B, C, D, and E as applicable!

o » ¢ Sign and date in Part F. + Tima Limit For Enroitment - 31 days or lime
« Use typewriter or print with bal-point pen. baaring down + Do nos separala the copies. Your employing office wM limit shown on back of Copy 1.

to make legible coples. . ceriily the completed form and rewm your copy (6 you.

2. Date of bifth (Use numbers #r mo, day, yrj | 3: Are you now marmied?

Al thy Susan M 2-14-53 I Yes
4. Your maling address (Number and strest) 5. Social Securlty Number 6. Sex Wo

101 Curry Court 438-22-3456 [P*Fomate [Maie
7. Cly. State and 2IF Code 8. Home Phone Numbar (inglude area code] |9, Oflica Phone No. {include area code,

504~ 722 7531

F‘ranklm LA 71123

.telectto emoll in @ health benefits plan as shovm below. (l' the nlan isa CMP'HMO tliva in me plan 13 area; f i{ s an i plan, | am (or wilf become) a
member o the plan 5 sponsoning organization.) | authorize deductions from ny salary or compensation 1o cover my share of ihe cost of the enrofiment. {Copy lhe information tequest-

£d below from front cover of brochure of the plan you select.}

Name of Plan Enroliment Code

_ sl 1]

2a. Names of Family Members 2b. Date of birth_(mo, day, yr) : 3. Do you. your spouse or any cther ebgbie family members hava any group health insurance
coverage other than the FEHS plan in which you are now enoling or enroliad?

~ ygs —»- Complets 3a-3g below  TANo

a. Name of insurance company b. Narme of policyhoider
(CHAMPUS, Modizare, non-Federal nlan, eic.)

c. Eftective date of coverage

o Poficyholder's Social Sacurity Number | €. Type of coverage T

— | Seit Only [Settand Famiy |
{. Group or employer name . Certificate or policy numbes

d 1ty g

+ ang Trror M

1. Pregent Pian Name 2. Present Plan Envolimen! Code| > ?‘sﬂ”?éﬂem;';:g%g;'i 7'\angs

ChANGG

Year

iy wrd o TANCEL youcentoliment Do g0 TR e Do bor e T G L s e apy

Copy 5 before making tha elogtion shown below and ihal § understand that | must mee! the 5-year enrofiment raquiremont

RO T8 ENROL

My signature in Part F certifias that | have read the back of
to qualify for FEHE coverage after ratirement

Place Piace o [ ;
- rec X 794 nroliment Code
X M€ 111 elect not to enrolf in the Federal X pees i:;tz:::;‘:fm?arlﬁl:’; Zr:;::;::zi:m:ﬁ:: . sont Envotment
Employees Health Benelits Program. )
meloy s Prog code shown
Place ) .
“X"hore | | elect to cancel my envoliment in tho Federal Employees Heath Banelits Pragram. 1 am currently enrolled under the code - ‘__P‘_mfem Envoltment Code
shown at the ight. My signature in Part F certifies that § havs read the back of Copy § and that | understand that | cannot H
Tater seenvoll excepl under very limited urﬁumslances E H

: Any infenti jorvor | + 1. Your sigrature (Do not print) 2.Date
willtul mxsvepveseﬂlalm remve therelo & a vmlahm i thelaw

punishable by a fine of rol more than $10,000 or Emprisonment 2 —R—
ot not more than Syears, or both, (1BUSC. 1001) Must Be Signed 9-8-90
1. Name and address (including ZIP Code) of amplaying ofiice 2. Date raceived in emplaying office 3. Etfective date of alection
9-10-90 See Appendix 1
Your Agency (SON) . Item G-3
4E'f ctive date of termination of 5. SF 2811 rt bat
Your A(.idres S ., sn:onmenllsh:mn |’n !”an [ roport pumber
Your City/State/Zip
6. Signature of authorized agency official 7. P‘:gnf number (inchrde area | 8. Payroll Otfice number 9. Agency location code (i different from
e, item 8)
. IFTS or Comm
Must Be Signed

HEMATRG Morere 0 b mend, .

Ex-Spouse; P.L. 100-654 (5 USC 8805a); Original Employee - James T.
Abernathy, 443-22-1224, DOB 12-22-48, Date of Qualifying Event: 8-17-90

July 1984, September 1985 and 2808-147 Office of Pwsonnel Managemens  Standard Foem 2608

Copy 1 - OFFICIAL PERSONNEL FOLDER ' A
August 1988 edtions are usanie. NSN7540.01-231.6227 id L FoLDE P Suyptunuer 820 Ho June 1300
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Billings and Collections Manual Title 1l
Direct Premium Remittance System Chapter 5
SF-2809 for Former Spouse Under P.L. 98-615 Exhibit 4
_( f f vl ™ "~ - o: ~ ) ~ -~ - - h_ -~ -

Not for use by CSRS/FERS Annultants - (See back of Copy

HEALTH BENEFITS REGISTRATION FORM
| . | - ] FEDERAL EMFLOYEES HEALTH BENEFITS PROGRAM

EEE——
+ Read the back of Copy 5 be‘ore completing ih:s form, . » Complete Part A and Parts B, C, D, and E as apphcable..

+ Sign and dete in Part F. .

+ Do not separals the copies. Your employing office will
certily the completed form and retum your copy to you.

+ Use typewriter or print with ball-point pen, baaring down
10 maka legible coples.

‘ﬂ
5

Form Approved:
OMB No. 3206-0160

« Tioie Limit For Envollment - 31 days or fime
Tt shown on back of Copy 1.

[

1 8lect 1o envollin & health benefits plan 2s bekow. (I tne pian is a GMPZHMO, | v
member of the plan’s i ganization.) | authorize
od below from Iront cover of brochure of the plan you sshect.)

2. Date of bifth Use nuratirs for mo, a. yr) [3. Are you now married?
_Vlangw S 7-17-52 [ifes TINe
4. Your mailing at s (N and streot) 5. Sociat Securlty Number 6. Sex
425 Milton Drive 433-76-5432 I fmale )Ml
. Clty. a{e E ¢ e Cods 8. Home Phone Numbar {inchude area code] |9. Ofica Phone No. {inchadle area cooe)
Prairieville, TX 75112 801-750-1234

in the plan's enroliment area; # it 1s an employee organization pian, | am {or will become} a
from my salary or compensation to cover my share of the cost of th enrofiment. (Copy the information request-

[Name of Pian

G E H A Benefit Pla.n_

Enncliment Code
EE

3

2a. Names of Family Members 2b. Date of birth (mo, sy, yr)

coverage other than the FEHB plan in whi

3. Do you, your spouse or anty other efighle family members heve any group health insurance

kh you are now enmoling or enroled?

Timothy James 5-13-79 " Yos — Complets 3a-3g boiow _ [P"No
2. Name of insurance company b. Name of pohicyhoider
(CHAMPUS, Medicare. pon-Fadera! plan, stc.)

Sue._ Ann 4-28-82

c. Effective cate of coverage

d. Policyhoider's Soclaf Security Number

. Type of coverage T

[ ] Self Only [[]sett and Family

1. Group or employer name

PANY -

Fib s this s, o welt s DART B 1 chdrge your

bt b e Piae and ©
3. Number of event that permits chanpa
See Table on Back of Copy 1)

1. Prgsent Pian Name 2. Present Plan Enoliment Code

T4 buing

¢. Certificate or policy number .

chuirged

!y Wil e DANGEL youc cwalment

Copy 5 before making the election shawn below and Ihat | vaderstand that | m

Y P partiyg s weh BGT T ENRO,
My signature in Parl F ceritfies that | have read the back of

1o qualify for FEHS coverage after retirement

Place or X Ry

st meet the 5-year enroliment requirement

Place
X here

1. 1 eladt nat to enroll in the Federal
Employess Health Benefits Program.

APBUITANTE foceps! GSHad #2S

1 elect to cancel my enroliment in the Federa! Employees Heatth Benelits Program. | am currently enrolied under the cote
shown 2t the right. My signaturg in Part £ certifies 1hat 1 have read the back of Copy 5 and that ! understand that | cannot
tater reenroll excepl under very imited circumstances.

or: ! Your signature (Do not gnint)

low

Any inentional faise inthis
wilh! misrepresentation relative therelo & a violation of the
[punishable by a fing of not more than $10,000 or impri
ol ot more than 5 years. or both. (1BU.S.C. 1001}
PARTG - T e comp et B
[1. Name and addrass (including ZIP

Must Be Signed

069) of amploying office 2. Date received in employing office

9-12-90

Your Agency (SON)

LoySareneofren

P-esem Envoliment Code
T

X i Ihe boy DT

9-10-90

3. Etfoctive date of alaction
See Appendix 1
Item G-3

4 Effaciive date o Termination of

Your Address enrolkment shown in Part C

Your City/State/Zip

6. SF 2811 report number

*S. Signature of authorized agency official

7. Phon; number finclude area | 8. Payroll Olfice number

FTS or Comm

Must Be Signed

Ex-Spouse; P.L. 98-615; Original Employee
443-12-7654; DOB 12-22-51

—~ Michael T. Jacksqn,

8. Agancy location code (¥ differant from
item &)

July 1984, Septembder 1985 ang 2809147

Copy * - OFFICIAL PERSONNEL FOLDER
August 1386 edttions are ugabla. NSN 7540.01-231.6227

Offce of erscnnet Managemeen
FOM Suhwinrs 8.1

Standard Form 2600
Hov_June 1989
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Title 1l Billings and Collections Manual

Chapter 5 Direct Premium Remittance System
Exhibits

(reserved)
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Title M Billings and Collections Manual
Chapter 5 Direct Premium Remittance System
Exhibit 5 SF-2810 for Transfer Out from Agency to NFC
& V.S. COVERMMENT PRINTING OFYICK: 17R7-133-167;608%9
¢ F ~ ~ "~ A 5. .ﬁ.
- R e e — —
Federal Employees Health 8enefits Program
Notice of Change In Health Benefits Enroliment
Part A—Identifying Data
1. Name (Las;, firs!, méddie initisl) 2. Dale of Birth 3. Social Sacurity Number
Plunkett Terry M. 8~-10-53 512-34-5678
4. Address fnchuding ZIP Code) 5. Payroll Otfice Number 8. Enrolimont Code Number
319 Macon County Road 20-09-5790 311
Mount Elmo, MI 7S¢ 3811 Repod Mo, B, Date This Action Becomes Effeciive)
See Appendix 2
Part A-8

Onty the item that is checked below affects your enrollment Read that iter carafully and follow any pertinent instructions. Keep this form uniass
your enroliment is terminated and you apply for conversion.

Part B—Termination

|| Your enraliment terminates on the date in Part A, ftem 6, above.

IMPORTANT NOTICE: YOU HAVE THE RIGHT TO CONVERT TO AN INDIVIDUAL CONTRACT WITH THE CARRIER OF YOUR PLAN.
See Part B—Termination on the back of this form for i about your age and ion. 1f you want to conver, fitl
in the box on the back of this form and send it to your plan within the time limit apoeﬂl:d

Part C—Trangfer Out Part D—Transfer in
This enroliment continues but Is transterred to the new Payroll Oftice _J The new Payrol Office (or Retirement System) shown in Pan | below
{or Retiremant System) shown below. See Part C on the back of this has accepled transfer of this enroliment and will continue it.
form for more Information. -
USDA - National Finance Center Part E—Reinstatement
Direct Premium Remittance System LT Your enrol has been Hactive on the date in Part A,
item B, above.
Part F—Change in Name of Enrollee Part G—Change In Enroll Survivor Annuit
__l The name in which this enroliment is carriad has been changed 10: _] Your has besn changed from family ge to Self Only.
Nems Osle of Bicth Your plan wif send you a new Identification card. Your new anroltment
code number is shown below.
Address (Including ZIP Gode) 1| Giflerent from Part A, om 4, above, " T (NOTE: Thig tem is by Reti only.)
New Enroliment Code Number ———»-

Part H-—Remarks

Part I—Date of Notice
{NOTE: Instructions for Employing Offices are on the back of Copy 4 of this form.)
Nare of Agency and Address (inciuding 2IP Cods)
Your Agency (SON)
Your Address
Your City/State/Zip

Signature of Authorized Agency Official Date
Must Be Signed Phone # 10-4-90
P St o ot P Pp— py e
Previoua editions not usable 2810101 Copy 1 - To Envolies
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Billings and Collections Manual Title 1
Direct Premium Remittance System Chapter 5
DPRS Form 20 Exhibit 6

Federal Employees Health Benefits Program
ACCOUNT INFORMATION
TO SUPPORT TRANSFER IN
(Attachment to the original SF 2809)

A. GENERAL ENROLLEE INFORMATION. This section mast be completed or this enrollee’s application will be returned unprocessed.

DIRECT PREMIUM REMITYANCE SYSTEM

1. NAME (Last. Firat, Middie Initiali 2. SOC!AL SECURITY NUMBER
Plunkett, Terry M. 512-34-5678

3. CURRENT MAILING ADDRESS (Number and Street} 4. DAYTIME PHONE NEE‘:‘IBBER (I‘:uﬁlm where the entollee can be reaced'or
1 2 l L i sa s treet questicns concerning enroliment!

(City. State. and 2ip Code}
Mount Elmo, MI 313-326-1234

| B. CURRENT HEALTH BENEFITS INFORMATION. Complete this section if applicable

List current enrollment code and date if different from the attached SF 2809. Enroliment Code is the carremt code the enrollee is enrolled in for heaft
benefits. Enroliment Code Date is the date the enrollee first enrolled under this enroliment code.
5. ENROLLVENT CODE & ENROLLMENT CODE DATE (Month. Doy, Yzar)

(Current enrcllment code) (Enrollment Date of current code)
C. INSURANCE INFORMATION. Complete Lhis section if applicable.

List all family members and dates of birth not included on the attached SF 2809. Also, list family members and their dates of birth if the information on the

attached SF 2809 is not current. Complete the remainder of the information in this section if the information is not current or not included on the
attached SF 2809.

=

8. DATE OF BIRTH
7. NAME OF FAMILY MEMBERS T
MONTH oAY T YEAR

T
; ;
: ;
: |
H :
H \
H ;
H :
! :
: ;
: :

9. Does this enrollee have insurance other than FEHB? [T iNo Yes. Hf yes, complete items 10 through 16.

10, NAME OF INSURANCE COMPANY

11. POLICYHOLDER'S SOCIAL SECURITY NUMBER

12. GROUP OR EMPLOYER NAME

13. NAME OF POLICYHOLDER

14, TYPE OF COVERAGE

| Isen | selt ang Family
18. CERTIFICATE OR POLICY NUMBER

e
16. EFFECTIVE DATE OF COVERAGE

[17 REMARKS

e smremtmd
FORM DPRS-20 (1/80)

17



Title Billings and Collections Manual
Chapter 5 Direct Premium Remittance System
Exhibit 7 Original SF-2809 for Enroliment
* *» » »~ - - ; -~ ~~ - hiL

al:]

+ Use typewriter or print with ball-point pen, bearl Ing down
1o make legible copies.

Plunkett Terry M.

Not for use by CSRS/FERS Annultants - (See back of Copy 5

* Sign end date in Part F.

« Do not sepasate the copies. Your employing office wall
certily the completed form and return your copy to you.

A
)

HEALTH BENEFITS REGISTRATION FORM

FEDERAL EMPLOYEES HEALTH BENEFITS PROGAAM

+ Read the back of Copy 5 before completing thus form . + Complete Part A and Paris B, C, 0, and € as apphcable

a3 3

Form Approved:
OMB No. 3206-0160

- Time Limit For Enroliment - 31 days or tims

2. Date of binth (Uise numbers lor mo, day, y7)

fiemt shown on beck of Copy 1.

3. Are you now married?

8-10-53 [ Yes o
4. Your mailing addrm {Number and strest) . Socal S y Nomber "
391 Macon County Road 512-34-5678 .
7. Ly, Siate and ZiP Code [Z”Female {IMale

Mount Elmo MI

. Lelect to enroll in 2 heaith benelns plan as shown belcw (¥ the plan is a CMP'HMO liive in the

8. Homa Phone Number finck:de arsa coda)

plan's enroliment area; if it 1s an employee organization pian, | am (or will become) a

9. Office Phone No. (include area code)

member of the plan 3 .} t authorize from my salary or compensation lo cover my share of the cost of tha enrofment. {Copy tha information request-
90 below !romlmmcuvewibmchurcomngl_a you selact.}
Name of Plan Envoliment Code
GEHA BENEFIT PLAN s | 1 |1

Za. Names of Family Members

26 Date of birth (mo, day, y7)

B C«Smplﬂe 3a-3g below

1) Do you, your spouse or any cther efgible farrsly members have any group health insurarce:
ooverage other than the FEHB plan in which you are now enroling or enrolled?

PN

a. Name of insurance company
(CHAMPLIS. Medicarg, non-Fageral plan, sic.)

b. Narne of policyhoider

<. Effective date of coverage

d. Policyholder's Soclal Security Numlﬁr

. Type of coverage T
[ Seit Only

[ Isetiand Family _

2. Presoni Plan Enroliment Codel

1. Geoup of amployer name

3. Number of event that permits chanpe a
{See Table on Back of Copy 1)

. Centificate or poicy number

. Date of event that permits change

s part ¥ yor winks

My signature in Parl F cer
o qualify for FEHS coverage atter ramemenx

DENKO

w4y o DENCEL a0 ol e
es that | have read the back of Copy 5 before making the election shown below and that | understand that ! my

Place g0 X

USt meet the 5-year enrollment requirement

Year

Bustormer tGrl whnteeaer i

Place
X here 11, 1 olgat not o enroll in the Federal

Employees Health Benelits Program.

later reanroli except under very limited circumsiances.

Alwhio reg cer e

: Any imentional taise in this >
wiltul migrepresentation refatve thereto i a viclation of the faw
punishable by a fine of not more than $10,000 or imprisonment
of rot more lhanSyears orboth. (1BUS.C. 1001)

t. Name and address (Inchzdlny 2iP Codo) of amploying office
Your Agency (SON)

Your Address

Your City/State/zip

= ANMOITANTS Deroept OSSRk e M8 naneon sy ARG FORME

code shown

s 2.1elect 10 cancel my ensoliment in the Federal Employees
“** Healih Benefits Program. | am currently entolied under t1e

| efect to cancel my earoliment in the Fedsral Employees Heatth Benelits Program. fam currantly envolied under the code
shown at the right. My signature in Part £ cerfifies that | have read the back of Copy 5 and that | understand that | cannoat

. Your signature (Do not print)

2SPOUSES ONLY Py e et you wish e CANCEL you

Must Be Signed

2. Date raceived in employing office

11-4-88

IFEE

. Effective date of alection

Prasent Enrollmom Code

o tenl. Piace a7 UK i1 the Bon

Present Enroliment Code

T
t
i
i

11-2-88

01-01-89

 Effecive date of termination of
enroliment shown in Part C

5. SF 2811 report number

6. Sipnature of authorized agency oMficial

Must Be Signed

TERIATIKY

Foruse sy by ¢

Q.B 3-10-5Q

7. Phane number (inchude area
code,

FIS or Comm.
XXA-XKX-XXXK

Ex-spouse; P.L. 98-615; original employee:

8. Payroll Othce number

20-09-5790

9. Agency location code ( differant Irom
item 8}

Joseph X. Plunkett, 437-37-4377

July 1984, September 1985 and 2809-117
August 1388 edhions are ysabio. NSN 7540.01-231-6227

Copy 1 - OFFICIAL PERSONNEL FOLDER

Offiow of arsonnel Managemen

Standws Form 2809

FPM Suphemien: 090-1 Hov. June 188
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Billings and Collections Manuat Title 1l
Direct Premium Remittance System Chapter 5
SF~2810 for Group Transfer of Enrollees to One Enrollment Code Exhibit 8

& U.S. COVERMAENT PRINTING OFFIC%: 19R7-133-167/4088Y

~ ~

——— - —— . ___._..' © et e e e e e - ) N -ﬁ.

Federal Employees Health Benefits Program
Notice of Change In Health Benefits Enroliment

Part A--Iidentifying Dats

1. Name (Las;, lirsi, miodie imtial)

2. Date of Birth

3. Socisi Secunity Number
4. Address fincluding ZIP Code)

5. Payroll Otfice Number

8. Errcliment Code Number
25 Mass Transfer Outs

20-08-5790 311
SSN 224-11-2345 through 511-12-5432

7. SF 2811 Report No.

8. Date This Action Becomes Efieciive,
See Appendix 2

Part A-8
Onty the item that is checked below affects your enroIlmem Read that item carefully and follow any pertinent instructions. Keep (his form unless
your enrofiment is terminated and you apply for conversion.

Part B—Termination
|_Tour enroltment terminates on the date in Part A, item 8, above.

IMPORTANT NOTICE: YOU HAVE THE RIGHT TO CONVERT TO AN INDIVIDUAL CONTRACT WITH THE CARRIER OF YOLR PLAN.
See Part B—Termination on the back of this form for i

about your of age and
in the box on tha back of this form and send it to your plan within the time limit spacitied.

. I you want to corwer, fill

Part C—Transfer Out

Part D—Transfer In
_XJ This enroliment continues but Is transferred to the new Payroll Office

(or Retirement Systern) shown belovi. See Part C on the back of Ihis
form far more information.

The new Payroll Oflice (or Ratirement System) shown in Part | balow
has sccepted transter of this enroliment and will continue it

USDA - National Finance Center Part E—Reinstatement
Direct Premium Remittance System Your amoliment has been d offective on the date it Part A
ftem B, above.
Part F—Change in Name of Enrollee Part G—Change in Enroll Survivor A it
_l The name In which this enrollment is carried has been changed to: —__l Your has been from family e to Self Only.
News Date of Birth Your plan will send you a new Identification card. Your naw anroltment
code number is shown below.
Address {including ZIP Code) il different irom Part A, ltem 4, above : R

{NOTE: This item is

by Reti Y only.)

New Enroliment Code Number ———»-

Part H—Remarks

—Date of Notice
{NOTE: tnstructions for Employing Offices are on the back of Copy 4 of this form.)
Name of Agency and Addrass (including 2P Cods)

Your Agency (SON)
Your Address

Your City/State/Zip

Signeture of Authorized Agency Otfcial Dete

Must Be Signed Phone # 10-04-~90
g:&:vlm 901 NSN 7540-01-232.1234 Rav, J—vym ?:g
Pravious editions not usable 2810901 Copy 1 - To Enroles
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Title i Billings and Collections Manual

Chapter 5 Direct Premium Remittance System
Exhibits

(reserved)
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Billings and Collections Manual Title

Direct Premium Remittance System Chapter 5
Exhibits

Forms for Corrections
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Title M Billings and Collections Manual

Chapter 5 Direct Premium Remittance System
Exhibit 9 SF-2809 for Correction of Erroneous Enroliment Code
‘ T * " » " " - ~ -~ ) - A - h_ L )
) WNot for use by CSRS/FERS Annuitants - (See back of Copy 5} )
HEALTH BENEFITS REGISTRATION FORM Fom oroved:
] d q : | - ] FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM )
N
« Read the back of Copy § before complating ihs form . « Complete Part A and Parts B, C, D, and E as applicable.
. * Sign nd'date in Pan F, B « Time Limit For Enrollment - 31 days or time
+ Use typewriter or print with ball-paint pen, bearing down + Do not separate the copies. Your employing office wil firmit shown on back of Copy 1.
to make fegidlo copigs. - certify the completed form and return your copy to you.

. Name (Last, fiest, micdie intial) 2. Date of binth (Lse numbers for mo, day, yr} | 3- A6 you now married?
Hampton, Gary T. 8-10-51 T Yes INo
4. Your mailing address (Number and sirel) S. Secigl Security Number 6. Sex
234 Montoya Ave. 433-57-3321 — Fomsle . [PfWake
[7.Clty. State and 2IP Code 8. Homme Phone Number {inchide amma code) | 8. Offica Phone No. (nclude area code)
Monroe, LA 71234 504
st T 1 3 B

POl 1 IR
. e SN Cha .

[1. 1 elect to enrolt in @ health benefls plan as shown below. (i the plan is a GMP/HMO, 1 Iive in the plan's anroliment area; if it 15 an employee organization plan, | am (or will become) a
member of the plan’s sponsaning erganization.) | authorize deductians from my salary or compensation ta cover my share of the cost of tha enrolimen. (Copy the information reques?-

od below from front cover of brochure of & mselsdl
Name of Plan Enrolment Code
Maxicare - Louisiana J ] A l 2
2a, 7] 5. day, y1) IR Domymrsmsawawmweig&hnﬂymmmwgmwimm

A coverage other than the FEHB plan in which you are now envoling or enrolled?
Karen Marie 11-30-52 - ves Complte 32.3g bolow o

e ——— e a. Name of insurance company ib. Name of pokcyhoider )
\ {CHAMPUS, Modicare, non-Federal plan, jﬁ .
\ Note:

d. Policyholder's Social Security Ny
Dependents must be

1. e listed again on the form
for correction.

AT 8

Yoar

Humana Medical - Plan JH2

ey e pacts yor wi BOIT T2 art s wishi o CANCEL yourened o Dlace X0

5 ONCv

My signature in Part F certifies that | have read the back of Copy 5 beiore making the slection shawn below and Ihat | understand that | must meet the S-year enrallment requirement
1o quelify for FEHS coverage after retirement. .

.,::,:a 2.1 olect 1o cancsl my enroliment in ihe Fedaral Employaos . Present Envollment Code
[ ="' Health Benefits Program. | am currently enrolled under 1ne
code shown

Faon e s you wishi 10 GANCEL 'ySu enfoll et Piace 8~ "X 12 8t bos baich

Velect to cancel my enroliment in the Federal Employees Heath Benefits Prograrn. | am currently enrolied under the code Prosont Ervcllmenl&odo
shown atthe right. My sigrature in Pan F cerlifies that | have read the back of Copy 5 and that | understand that ! cannot H
latar resnroll except under very timited circumstances.

: Any intanti fa in this jon or: 1. Your signature (0o not print)
withul misrapresentation relative therelo is a violation of the law -

punishable by a fme of not more than $10,000 or imprisonment
of nol more than 5 years, orboth. (18 U.S.C. t001.)

10-20-90

Must Be Signed

. Effective data of elaction
11-21-90

5. SF 2811 report number

2. Date received in amploying office
10-22-90

4 Elimsvo date of termination of
enroliment shown in Part C

Your Agency (SON)
Your Address
Tour City/sState/Zip

|5 Sionature of authorized agency official

9. Agency location code {f dilierent from |
item8)

8. Payroll Otfice number

. Phone number (include area
code]

FIS or Comm
XXX -XXX~XXXX

Must Be Signed

Forure ooy iy armancy

Correction to enrollment code JH2, the enrollment code should be JAZ.

X ¥ of Pmsonnel Management Standard Form 2008
iy 1964, Sectember 1985 and 2800-137 Capy 1 - OFFICIAL PERSONNEL FOLDER FoM Serptwrer 8900 Wov June 1988
August 1988 edttions are usabie. NSN 7540-01-231.6227
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Billings and Collections Manual Title il
Direct Premium Remittance System Chapter 5
SF-2809 to Correct Erroneous Effective Date Exhibit 10

U5 GPU TS8S-Z Y8523

* e ~ - » " - - ~ -~ -~ - Y - bl_ - -
i i . Mot for use by ESRS/FERS Annuitants - (See back of Copy 5} .
N, S HEALTH BENEFITS REGISTRATION FORM Form Approved:
l d # : l ;] FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM OBNo. 32080160
L ] N
+ Read the back of Copy 5 be‘ore complating Ih:s farm . * Complete Part A and Pans B, C, D, and E as apalicable.
+ Sign end date in Part F. » Time Limit For Envoltment - 31 days or time

« Use typewriter or print with baii-point pen. baaring down + Do not ssparafe the copies. Your amploying office wilt
to make legivle coples. certily the completed form and retum your copy to you.
PRNT A A s de e R part

- Name (Last, first. micdie iniial)

it shown on back of Copy 1.

2. Date of binh (Use numbers for mo, day, yr) | 3. Are you now maried?
Abernathy Susan M. 2-14-53 9 Yos Mo
4. Your mailing address (Numbsr and street) 5. Sociat Securlty Number 6. Sex
101 Curry Court 438-22-3456 P ormale Maie
Tﬁmﬁcm 8. Home Phone Number (inchude area code) | 9. Ofiice Fhone No. {include area cooe,
Franklin, LA 504-722-753

the plan’s area; if il 1§ an smploy i pian, 1 am (or will become) a
from my salary or compensation to cover my share of the cost of the enroliment. (Copy the information request-

member of the pian's px ing ony: ion.) | authorize
od below from Iront cover of brochure of the pian you sefect.) :
Name of Plan Envoliment Code
GEHA BENEFIT PLAN 3l 1 |1
2a. Names of Farmily Members 2. Date of birth (mo, day, yr) | 3- D0 you, your spouse or any other el fanvly members hava any group haalth insurance
covernge other than the FEHS planin which you are now envoling or enrolied?
~: Ygg ~—am Compiete 3a-3g bohw Lo

a. Name of insurance company b. Name ot policyholder
(CHAMPUS, Mexficare, non-Foderal piam, sic.)

¢. Etiective date of coverage

d. Policyholder's Soclal Security Number | €. Type of coverage . H
|__. . [} Self Only [ 1set and Famiy
. 1. Group or employer name ¢. Contificale or policy number

1. Prasent Pian Name 2. Present Plan Enroliment Code) ?g:;b,'—;&’e?:wloﬁopf 13:hnngs 4. Date of event thal perrrits change
Month Yeor
311
BART QO EMPLOVELS Sy i tpany ,‘rn‘. whE B LT ERROL ot pon wishion TANCEL your eorob veat Dlacs i "0 0 Doty den ol whie e g
My signature in Par ¥ certifies that | have read the back of Copy 5 before making the election shown below and that | understand that | musl meet the 5-year enrofiment requirement
1o qualify for FEHS coverage alter retirement
Place Place in b i
- . - 2.1 alect 1o cancsl my ensoliment in Ihe Fedaral Employass P-gsont Erroliment Code
X" hare X" hers .
1. telect not fo enroll in the Faderal F——"=""" Haalth Benefita Program. | am currently envolied under tne
Employees Health Banelits Program. code shown

£ ANNUITANT & tericot DNA5F EdS i o AD EORMER SPOUSES TNy ki o 1l v gl ¢ you wist &

CANCEL your ersotinent. Mage a7 "X i1 ine boa bEia
telect to cancel my earotiment in the Federal Employees Hea'th Benetits Program. 1 am currently enolled under the tace

shown at the right. My signature in Part F cerifies that 1 have read the hack of Copy 5 and that | uaderstand that | cannot
laler reenroll excepl under very hmited circumsiances.

LR R TR T A R SN KT

: Any infentional fatse 0 this apyication or | - YOUr signature (Do net print)
withul misrepresentation relative thereto is a violation of the law !

punishable by a e of not more than $10,000 or imprisonmen |
of not move than 5 years, or both. {1BU.S.C. 1001)
PART (G Tabe competen by ansney .

. Name and address {inchuding ZIP Code) ot employing office

9-17-90

Must Be Signed

2. Date receivad in eploying offico
9-19-80

4 Effectve dais of termination of
enralimant shown in Part C

. Etlective date of election
9-17-90

§. SF 2811 report number

Your Agency (SON)
Your Address
Your City/State/Zip

6. Signature of authorized agency official

T7 Phone number finciude area
code)

FTS or Comm.
XXX-XXX-XXXX

8. Payroll Otfice rumbar 9. Agency location code {if diferant from

item 8)

Must Be Signed

e Poborure syt ety ;

Correction to Effective Date 9-18-90 Entered on a previous document in
error

July 1984, September 1985 and 2809-117
Augus 1388 edtions are usable. NSN7540-01-201.6227

Dfee of 24 i M; Standerd Fomn 2499
Copy 1 - DEFICIAL PERSONNEL FOLDER o0 Sutemrt o i, dure 1988
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Title 1l
Chapter 5
Exhibit 11

Billings and Collections Manual
Direct Premium Remittance System

SF-2809 to Correct Erroneous Public Law

S

P -
FEHB

rvdche imitial)
Jackson, Peggy S

» Read the back of Copy 5 bafore completing thns form. . + Complete Part A and Parta B, C, D, and E as applvcabla..

+ Use typewriter or print with ball-point pen, baaring down
to make legible coples.

TS GTU T8 218525

»~

BN §

"~ - Y ~ -~ - vy b ) .
Not for use by CSRS/FERS Annultants - (See back of Copy 5} )
HEALTH BENEFITS REGISTRATION FORM Form Approved:

OMB No. 3206-0160
FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM seoe o

* Sign and'cate fn Part F. B
+ Do not separale ihe copies. Your employing office will
contify the completed form and retum your ¢opy 10 you.

- Time Limit For Enroiiment - 31 days or time
firmt shown on back of Copy 1.

2. Date of binth (Use numbers for mo, day, y7) | 3. Are you now married?

Name of Plan

£ 7-17-52 [7f Yes “INg
4. Your mailing address {Number and sireet} 5. Social Security Number 6. Sex
425 Milton Drive 433-76-5432 [Promale [
lty. State and ZiP Code

Prairjeville, TX

- | glect to enroll in @ health benefits pian as shown below. (if the plan is a CMP/HMO, 1 tive in the plan's enroliment atea; i it 15 an employee organization plan, { am {or will become) a
member of the plan's sponsoring organization.) | authorize deductions from my salary or compensation to cover my share of fhe cost of tha enrofment. (Copy the information request-
ed beiow from tront cover ot brechure of the plan you select}

GEHA BENEFIT PLAN
P L I

8. Home Phone Numbar (inciude grea code)
801-750-1234

9. Office Phone No. {include area code,

75112
o IR

bl

Enrollment Code

3 ] 1 lz
3. Do you, your spouse or any ather efigbie family members have any group heath insurance

it (mo, oay, yr)

Timothy James

ooverage other hian the FEHB plan in which you are row enroling or enrollod?

5-13~79 “: Ypg ——w Complets 3a-3g below "o

. Sue Ann

2. Name of insurance company i b- Name of policyhaider
(CHAMPUS. Mecicare, non-Federal plan, wic.) -

4-28-82 /
AN

Note:

\ d. Policyhnider's Soclal Security Ni
Dependents must be

1. Present Pian Name

listed again on the form
for correction.

3. Numbgr of event that perr fo
1Sge Table on Back of Copy 1)

2. Present Plan Enrciiment Code|

PARTL EMPLL
My signature in Parl

T Py whbe

certifies that [ have read the back of Copy 5 before making the slection shown below and that | understand that | m
1o qualify for FEHB coverage after retirement

Month Year

312

[STEAIS

ERNEOL G poywedi o0 TENCEL pou enral nent. Digae 30 0 m e Boy et art wie e

Ust meet the 5-year enroliment requirement

Place
X" here

1. 1 elozt nat to enroll in the Federal
Employees Health Benalits Program.
£ ANMUITANTS o uat DNHS P 1S

1elact to cance! my enroltment in the Federal Empioyess Heath Benelits Frogram. 1am currenty enrolied under the code
shown at tha right. My signature in Part £ cerlifies that § have read the back of Copy 5 and that | understand that | ¢annot
later reenioll excep! under very limited circumstances. .

A RND R 2t B < pan)

Prasent Enoliment Code

cede shown

oy ANLEORMERSPOUSES ONLY ki il gt you wish 10 TANCESL your englmient. Moo 297K i 14 B, Filw,

or: 1. Your signature (Do et prini)
i

fase

{punishable by a fing of nol more than $10,

/ Tobe
1. Name and address (including ZIP

T

LT Ay B

Your Address

: Any n
willul misrepresentation relativa tharelo i a violation of the law -
000 or &mpr
of not more than 5 years, or both. {18 US.C. 1001)

m) of amploying office
Your Agency (SON)

Your City/State/Zip

9-20-90

Must Be Signed

3. Eftective date of elaction

2. Date received in employing office
9-12-90

4. ENuctive dote of termination of
entoliment shown inPant C

8-22-90
S. SF 2811 report number

6. Signature of authorized agency official

Event: 7-22-80

Correction from P.L. 98-615 to P.L.

8. Payroll Otice number 8. Agency location code (i different rom

item 8)

7. Phone number (include area
code]

IFTS or Comm
XX—XXX—XXXX

100-654; Date of Qualifying

July 1904, Seplembar 1985 and

24

2308-147
Augpest 1388 editions are ysablo. NSN 7540.01-231-6227

Standar¢ Fom 2800
Mov. June 1988

Don of Personrel Management

Copy 1 - OFFICIAL PERSONNEL FOLDER FPM Suppbemunt 8901
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Instructions for Completion of
SF-2809 and SF-2810

Title 1
Chapter 5
Appendixes
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Billings and Collections Manual Title i

Direct Premium Remittance System Chapter 5
Instructions for Completion of SF-2809 Appendix 1
Block Type Of Number Of
Number Title Data Characters
Part A All Who Register Must Fill In This Part.
1 Name (Last, First, Middle Initial) Alpha/ 20 — Last
numeric 15 — First
1 - Mid.

Entry: Separated employee, child, or ex—spouse’s
name (last, first, and middle initial.)

2 Date Of Birth (Use Numbers For Mo., Day, Yr.) Numeric 6

Entry: Separated employee, child, or ex—spouse’s
date of birth (month, day, and year).

3 Are You Now Married? Alpha 1
Entry: Check the appropriate block.

4 Enrollee’s Mailing Address (Number And Street) Alpha/ 25
numeric

Entry: Street or rural route of the separated
employee, child, or ex—spouse’s mailing address.

5 Social Security Number Numeric 9

Entry: Separated employee, child, or ex—spouse’s
social security number.

31



Titte W Billings and Collections Manuali

Chapter 5 Direct Premium Remittance System

Appendix 1 Instructions for Completion of SF-2809

Block Type Of Number Of
Number Title Data Characters
6 Sex Alpha 1

Entry: Check the appropriate block.

7 City, State, And Zip Code Alpha/ 20 - City
numeric 2 — State
S - Zip
Zip+4 -4

Entry: City, state, and ZIP Code of the separated
employee, child, or ex—spouse’s mailing address.

8 Home Phone Number (Include Area Code) Numeric 10

Entry: The Separated employee, child, or ex—spouse’s
home telephone number.

9 Office Phone No. (Include Area Code) Numeric 10
Entry: The separated employee, child, or ex—spouse’s

office telephone number or daytime telephone number
where he/she can be reached

32



Block
Number

Part B

Billings and Collections Manual Title 1l
Direct Premium Remittance System Chapter 5
Instructions for Completion of SF-2809 Appendix 1
Type Of Number Of
Title Data Characters
Fill In This Part If You Wish To Enroll Or Change
Your Enrollment In The Federal Employees Health
Benefits (FEHB) Program.
Name Of Plan Alpha/ 35
numeric
Enrollment Code Alpha/ 3
numeric
Entry: The elected health benefits plan name
and 3-digit enrollment code.
Name Of Family Members Alpha/ 35
numeric
Date of Birth (Month, Day, Year Numeric 6
Entry: List all eligible family members and their birth
dates. Spouse must be listed first.
Note: Any subsequent documents pertaining to
enrollment into the Direct Premium Remittance
System (DPRS), including corrections, should list
all eligible family members and their birth dates again.
Do You, Your Spouse, Or Another Eligible Alpha/ 1
Family Members Have Any Group Health Insurance numeric
Coverage Other Than The FEHB Plan In Which
You Are Now Enrolling Or Enrolled?
Entry: Check the appropriate block. If “yes”
is marked, complete Blocks 3a through 3g.
Name Of Insurance Company Alpha/ 35
numeric

Entry: Name of the insurance company that the
eligible family member has the other health
insurance coverage with.
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Title Billings and Collections Manual

Chapter 5 Direct Premium Remittance System

Appendix 1 Instructions for Completion of SF-2809

Block Type Of Number Of

Number Title Data Characters

3b Name Of Policyholder Alpha/ 35
numeric

Entry: Name of the family member who is covered
under another health plan.

3¢ Effective Date Of Coverage Numeric 6

Entry: The effective date of the coverage for the
other health plan (month, day, and year).

3d Policyholder’s Social Security Number Numeric 9

Entry: The social security number of the eligible
family member who is enrolled in another health
plan.

3e Type Of Coverage Alpha 1

Entry: The type of coverage of the other health
plan. Check the appropriate block.

3f Group Or Employer Name Alpha/ 35
numeric

Entry: The name of the group or employer that
sponsors the other health plan.

3g Certificate Or Policy Number Alpha/ 35
numeric

Entry: The certificate or policy number of the
other health plan.
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Block
Number

Part C

Billings and Collections Manual Title It
Direct Premium Remittance System Chapter 5
Instructions for Completion of SF-2809 Appendix 1

Type Of Number Of
Title Data Characters

Fill In This Part As Well As Part B To Change
Your Registration.

Present Plan Name Alpha 35

Entry: The name of the plan that the Separated
employee, child, or ex—spouse is currently enrolled in.

Present Plan Enrollment Code Alpha/ 3
numeric

Entry: The enrollment code for the plan that the

Separated employee, child, or ex—spouse is currently

enrolled in.

Number Of Event That Permits Change Numeric 2

Entry: The appropriate code that reflects the event
that permits enrollment or change.

Code Event
01 Open Season.

02 Change in marital status. (Marriage, divorce,
annulment, death of spouse.)

03 Other change in family status (For example,
birth of a child, legal separation, discharge
from military service of a spouse or of a child
under age 22.)

04 Move from an area served by a pre—paid
plan (CMP/HMO) in which enrolled at time
of move.

05 Termination of enrollment by employee

organization plan because of termination of
membership in organization.

10 Your plan stops participating in the FEHB
Program.

14 You become eligible for Medicare

15 Your eligible child (or children) loses

coverage under another FEHB enrollment

Date of Event that Permits Change Numeric 6

Entry: Effective date of the change being made (month, day, year)



Title Hi Billings and Collections Manual

Chapter 5 Direct Premium Remittance System

Appendix 1 Instructions for Completion of SF—2809

Block Type Of Number Of
Number Title Data Characters
Part D Employees Only

1 I elect not to enroll in the Federal Employees

Health Benefits Program

Entry: Not applicable to DPRS enrollees. Do Not Complete.

2 1 Elect To Cancel My Present Enrollment Alpha 1
In The Federal Employees Health Benefits program.
I Am Currently Enrolled Under The Code Shown
At The Right.

Entry: Place an “X" in the box if the enrollee
wishes to cancel coverage.

Present Enrollment Code Alpha/ 3
numeric

Entry: Enrollment code the enrollee elects to cancel.
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Billings and Collections Manual
Direct Premium Remittance System
Instructions for Completion of SF-2809

Title W
Chapter 5
Appendix 1

Number Of
Characters

Unlimited

Block Type Of
Number Title Data
Part E Annuitants (Except CSRS/FERS Annuitants) And
Former Spouses Only.
Not applicable to DPRS enrollees. Use Part D for
DPRS enrollee cancellations.
Part F All Who Register Must Fill In This Part
1 Your Signature (Do Not Print) Alpha/
numeric
Entry: Enrollee’s signature.
2 Date Numeric
Entry: Date the Enrollee signed the SF-2809
(month, day, and year).
NFC procedure

(Amend. 1 5/91) 37



Title It Billings and Collections Manual

Chapter 5 Direct Premium Remittance System

Appendix 1 instructions for Completion of SF-2809

Block Type Of Number Of

Number Title Data Characters

Part G To Be Completed By Agency

1 Name And Address Alpha/ Unlimited
(Including ZIP Code) Of Employing Office numeric

Entry: Name and address of the agency employing office.

Note: The Submitting Office Number (SON), also Alpha/ 4
called the Employing Office Number and numeric
Personnel Office Identifier (POI) must be

included in this block to process the SF-2809

in DPRS.

2 Date Received In Employing Office Numeric 6

Entry: Date the SF-2809 was received in the agency.
employing office (month, day, and year).

3 Effective Date Of Election Numeric 6

Entry: Effective date of coverage (month, day,
and year).

Note: The effective date of election is the 32nd
day after the last day of the pay period or pay
cycle in which the employee separates
(separated employee only).

The effective date of election is the 31st
day after the date of qualifying event for
P former spouse and child under TCC.

For former spouse under P.L. 98-651, see
FPM Supplement 890-1, Subchapter S17-8. «

4 Effective Date Of Termination Of Enrollment Numeric 6
Shown In Part C.

Entry: Effective date the coverage was
terminated (month, day, and year).

38 (Amend. 1 5191) NFC procecdure



Block
Number

5

Billings and Collections Manual
Direct Premium Remittance System
Instructions for Completion of SF-2809

Type Of
Title Data

SF 2811 Report Number

Entry: Do not complete. The SF-2811 report
number will be generated by NFC.

Title il
Chapter 5
Appendix 1

Number Of
Characters

Signature Of Authorized Agency Official Alpha/
numeric

Entry: Signature of the authorized agency official.

Note: If the document is not signed, it will be returned.

Unlimited

Phone Number (Include Area Code) Numeric

Entry: The telephone number of the authorized
agency official completing the form.

Payroll Office Number Numeric
Entry: Payroll Office Number

(For Post Office: Appropriate Finance Management
Number.)

Agency Location Code (If Different Alpha/
From Item 8) numeric

Entry: The agency location code.

NFC procedure

(Amend. 1 5/91) 39



Title 1t Billings and Collections Manual

Chapter 5 Direct Premium Remittance System

Appendix 1 Instructions for Completion of SF-2809

Block Type Of Number Of

Number Title Data Characters

Remarks Remarks (For Use By Agency Only) Alpha/ 4 lines

numeric at 39

characters
each

Entry: The following information must be entered in the Remarks block
in the same order shown as appropriate for the class of enrollee:

Separated employee:

+ Relationship (Self)

* The public law under which the applicant is eligible, using the law’s
whole number; i.e., P.L. 100-654 (5 USC 89052a).

* Date of separation (MM/DD/YY)
» Last day of pay period (MM/DD/YY)

Former spouse and child of a current employee:

* Relationship (ex—spouse, child)

* The Public Law under which the applicant is eligible for benefits, using
the law’s whole number; i.e., P.L. 98-615 or P.L. 100-654 (5 USC
8905a).

* Name of the employee
* Social security number of the employee
* Date of birth of the employee (MM/DD/YY)

* Date of the qualifying event; e.g., the date of divorce, annulment, or
loss of coverage (Former Spouse — P.L. 100-654 only); or the Qualify-
ing Date is the date of the event causing loss of coverage (e.g., date of a
child’s 22nd birthday, marriage, etc.). (MM/DD/YY)

Former spouse and child of a separated employee:

» Persons in this category should contact NFC directly for enrollment
information.

Former spouse and child of Civil Service Retirement System (CSRS), Federal Employees
Retirement System (FERS), or other retirement systems’ annuitants:

* The Office of Personnel Management (OPM) or the appropriate retire-
ment system will continue to process any accounts for annuitants’ chil-
dren or former spouses. Forms for these individuals should be sent to
OPM or the appropriate retirement system, not to NFC.
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Title NI
Chapter §
Appendix 2

Number Of
Characters

Block Type Of

Number Title Data

Part A Identifying Data

1 Name Alpha/
numeric

Entry: Separated employee, child, or ex—spouse’s name
(last, first, and middle initial).

For Mass Transfer Outs, leave the field blank.

20 — Last
15 — First
1 - Mid.

2 Date Of Birth Numeric

Entry: Separated employee, child, or ex—spouse’s date of birth (month, day, year).

For Mass Transfer Outs, leave the field blank.

3 Social Security No. Numeric

Entry: Separated employee, child, or ex-spouse’s 9-digit social security number.

For Mass Transfer Outs, leave the field blank.

4 Address (Including Zip Code) Alpha/
numeric

Entry: Separated employee, child, or ex—spouse’s
current address, including ZIP code.

For Mass Transfer Outs, enter the following information:
Total Number of Enrollees transfering out)

Mass Transfer Quts SSN XXX~-XX-XXXX through XXX-XX-XXXX

5 Payroll Office No. Numeric
Entry: Eight digit payroll office number.

(For Post Office: Appropriate Finance Management Number.)

35 — Street
20 - City
2 — State
S - Zip

8
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Type Of Number Of

Title Data Characters
Enrollment Code No. Alpha/ 3
numeric

Entry: Three-digit enroliment code.

Mass Transfer Outs can only be done by carrier and option code. If an
employing office is transferring, for example, health plan code 311 and 312,
a separate Transfer Out will have to be filled out for each code, even though
both options are for the same carrier.

SF-2811 Report No. Numeric 4
Entry: Do Not Complete This Block. This number will be entered by NFC.
Date This Action Becomes Effective Numeric 6

Entry: Effective date of change (month, day, year).
Date enrollee paid through on your sysiem. This will be the Transfer Out Date.
Enrollees must be current in your system at time of transfer.

The date must be the same for all transfer out enrollees included on the same SF-2810.

Transfer Out Alpha 1
Entry: Check this block to transfer enrollment to DPRS. Also, enter

“USDA National Finance Center Direct Premium Remittance System (DPRS)”
in this block.

Transfer In Alpha 1

Entry: Do not complete. NFC will process the Transfer In for temporary continuation
and spouse equity enrollees.
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Block Type Of Number Of
Number Title Data Characters
Part E Reinstatement Alpha 1

Entry: Do not complete. NFC will process any reinstatements.
Part F Change In Name Of Enrollee
Entry: Do not complete. The enrollee will contact NFC directly.
Part G Change In Enrollment — Survivor Annuitant Alpha 1

Entry: Do not complete. Not applicable to the
temporary continuation or spouse equity enrollee.

Part H Remarks Alpha/ Unlimited
numeric

Entry: The appropriate remarks. Also, please enter the
name and telephone number of the person completing
this form in the Remarks block.

Example: (Form Completed by: Jane Doe)
Telephone No. (123) 456-7890

Part I Date Of Notice
Name Of Agency And Address, Including Alpha/ Unlimited
Zip Code numeric

Entry: The name and address of the employing office.

Signature Of Authorized Agency Official Alpha/ Unlimited
numeric

Entry: This block must be completed by the authorized agency official only.
Date (month, day, and year) Numeric 6
Entry: Enter the date signed by the authorized official.

Note: If the document is not signed, it will be returned.
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