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Important Notice from the City of Memphis Health Plan About 
Your Prescription Drug Coverage and Medicare

The key purpose of this notice is to advise you that the prescription 
drug coverage you have under your City of Memphis medical plan 
is expected to pay out, on average, at least as much as the standard 
Medicare prescription drug coverage will pay in 2010. (This is known 
as “creditable coverage.”) The reason this is important is that if you or a 
covered dependent are or become eligible for Medicare and you decide 
to enroll in a Medicare prescription drug plan during a subsequent 
annual enrollment period, you will not be subject to a late enrollment 
penalty as long as you had creditable coverage within 63 days of your 
Medicare prescription drug plan enrollment. You should keep this notice 
with your important records.

Notice of Creditable Coverage

Please read this notice carefully. This notice has information about your current 
prescription drug coverage with the City of Memphis Health Plan and the prescription  
drug coverage available for people with Medicare. It also tells you where to find more 
information to help you make decisions about your prescription drug coverage.

	1.	 Medicare prescription drug coverage is available to everyone with Medicare.

	2.	 The City of Memphis Health Plan has determined that the prescription drug coverage 
offered by the City of Memphis Health Plan is, on average for all plan participants, 
expected to pay out as much as the standard Medicare prescription drug coverage 
will pay in 2010.

	3.	 Read this notice carefully - it explains the options you have under Medicare’s 
prescription drug coverage, and can help you decide whether or not you want to 
enroll.

4.		 If you enroll in a mdicare prescription drug plan, you and your dependents will no 
longer be eligible for the City of Memphis Retiree Drug plan.  Before you enroll review 
and compare your options and decide what is best for you.

For more information about this notice or your current prescription drug coverage, 
contact:

The City of Memphis Benefits Office 
125 N Main Street, Room 438 

Memphis, TN 38103 
(901) 576-6761 Phone • (901) 576-6478 Fax 

Visit www.medicare.gov or visit SSA online at www.socialsecurity.gov or call them at 
 1-800-633-4227 (TTY 1-877-486-2048).
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What You Need To Know About City of Memphis Open Enrollment

Do I have to participate in Open Enrollment this 
year?

You only need to participate if you want to change, add or 
delete health, dental or vision coverage, or enroll in the life 
insurance. We encourage retirees and employees with other 
primary insurance to return the Other Insurance Information 
Form, even if you are not making changes, so the City can 
provide the most accurate information possible.

When is Open Enrollment and what information must 
I submit with my application to be processed?

You may submit your application and required documentation 
in person at the Benefits Office from October 12 - October 
23, 2009 between the hours of 8:30 am and 4:30 pm at two 
locations: City Hall - 125 N Main, Room 438 and at the 
Benefits Satellite Center at 4225 Riverdale Road. To enroll, 
you must provide the following information:
	 A.	 Completed Application
	 B.	 Social Security Numbers for all dependents
	 C.	 If enrolling dependent children: Birth Certificates for 

all children or proof of legal custody or guardianship
	 D.	 Enrolling a spouse; Marriage License
	 E.	 Deleting a spouse due to change in marital status; 

Divorce Decree or Death Certificate
	 F.	 Deleting a dependent because of change in student 

status or divorce: Documentation of the last date the 
dependent should have been covered (i.e., Transcripts, 
Divorce Decree, etc.)

Currently enrolled members must submit the following:
•	 Documentation of full-time student status, if you have a 

dependent child between the ages of 19 and 25 currently 
enrolled.

•	 Disability documentation, if you have a disabled or 
handicapped child currently covered

May I send in my application and required 
documentation by registered mail?

You may send by certified mail only (to confirm receipt). 
Your signed and completed applications must be notarized 
with all required documentation to the Benefits Office, 125 
N. Main, Room #438, Memphis, TN 38103 from October 12, 
2009 - October 23, 2009. All mailed documentation must be 
postmarked no later than October 23, 2009.

Do I have to have a physical before I can enroll in a 
plan?

You will not need to complete an Evidence of Insurability 
Form or get a physical to enroll yourself or a dependent in 
one of the medical plans; however, a certificate of credible 
coverage must be provided with no break in coverage for 63 
days or more as set forth in the Summart Plan Description 
for each benefit plan.

OPEN ENROLLMENT 
CHANGES ARE EFFECTIVE 

JANUARY 1, 2010

However, Evidence of Insurability (EOI) is required for 
Contributory Life Insurance and Voluntary Life enrollment. 
Please contact the Benefits Office for EOI forms.

Who is eligible?

All full-time City employees and their eligible dependents 
may apply. Only retirees who are currently enrolled in a City 
health plan may change their health coverage.

Eligible dependents include: Lawful spouse, unmarried 
children under the age of 19 or between the ages of 19-25 
and enrolled in an accredited academic school as a full-
time student (Full-time student status must be documented 
by January 31st and August 31st); the dependent must be 
primarily supported by the employee.

Remember: It is your responsibility to notify the City of 
Memphis of all changes – additions or deletions.

How can I tell if my insurance changes have been 
processed?

Deduction changes for both Active and Retired Employees 
will be reflected on the first check in December. Please see 
the sections on rates to determine the correct deductions 
amounts.

What about Dental and Vision Coverage?

Dental and Vision Information is included in this packet. 
Please review carefully. If you have any questions regarding 
dental and vision benefits contact the City of Memphis 
Benefits Office at 901-576-6761.

How can I contact the Vendor directly, if I have 
questions?

United Healthcare  866-540-5933 
Medical Plans 
Dental Plans 
Vision Plan 

Caremark  866-722-2001



MEDICARE RETIREE CHANGE FORM

Comments:

City of Memphis
2010

Medicare If yes: Effective 
Date

µ Yes	 µ No µ Part A	 µ Part B	 µ Part D
  /     / 

Medicare HICN:

Name:	 Relationship:

Social Security Number

Group No.

Effective Date:

Name of Person covered by other insurance

Name of Company this Person works for

Name of other Insurance Company

List dependents Covered:

By signing below, I certify that: the information provided above is true and correct. I accept the plan rules as set forth by the City of Memphis; and I authorize payroll deduction for the plan above.

Form must be completed and signed by City employee to be accepted.
Retiree’s Signature	 Date

REC’D BY INITIAL   /   DATE ENTERED BY   /   DATE NOTORIZED BY   /   DATE

City of Memphis Benefits Office, 125 N. Main, Ste. 438, Memphis, TN 38103 (901) 576-6761

If you or your dependents are covered by other group insurance, please fill out the following information:

EMPLOYER USE ONLY

EFFECTIVE DATE EMPLOYEE

/           /
EFFECTIVE DATE DEPENDENT(S)

/           /

TERMINATION DATE
/           /

DIVISION CODE

HIRE DATE:
/           /

COMPLETE ALL THAT APPLIESEMPLOYEE INFORMATION
Employee Name  (Last Name, First Name, Middle Initial) List PCP ID Number

Social Security Number
	 —	 —

Sex  (M or F) Date of Birth – MM/DD/YY

Street Address

City	 State	 Zip

Daytime Phone Number 
(        )                  -

Evening Phone Number 
(        )                  -

Division E-Mail Address

NOTE: Only complete if you wish to change plans, add or delete dependents to your health coverage

Your Plan Will Cover

List all  dependents you wish to _____ ADD TO YOUR COVERAGE or ______ DELETE FROM YOUR COVERAGE or _____ update social security number on your coverage.

Date of Birth 
(MM/DD/YY)

Sex 
(M or F)

Full Time 
Student (YES / NO)

For Premier ONLY 
(List PCP ID Number)Social Security NumberLast Name First Name Initial 

Spouse

Dependent

Dependent

Dependent

µ RETIREE µSURVIVOR

µ Family µSingle

µ City of Memphis basic

µ City of Memphis premier

µ City of Memphis BASIC ADVANTAGE

µ City of Memphis premier ADVANTAGE

µ ADD µ DELETE µ CANCEL



NON-MEDICARE RETIREE CHANGE FORM

Comments:

City of Memphis
2010

Medicare If yes: Effective 
Date

µ Yes	 µ No µ Part A	 µ Part B	 µ Part D
  /     / 

Medicare HICN:

Name:	 Relationship:

Social Security Number

Group No.

Effective Date:

Name of Person covered by other insurance

Name of Company this Person works for

Name of other Insurance Company

List dependents Covered:

By signing below, I certify that: the information provided above is true and correct. I accept the plan rules as set forth by the City of Memphis; and I authorize payroll deduction for the plan above.

Form must be completed and signed by City employee to be accepted.
Retiree’s Signature	 Date

REC’D BY INITIAL   /   DATE ENTERED BY   /   DATE NOTORIZED BY   /   DATE

City of Memphis Benefits Office, 125 N. Main, Ste. 438, Memphis, TN 38103 (901) 576-6761

If you or your dependents are covered by other group insurance, please fill out the following information:

List all  dependents you wish to _____ ADD TO YOUR COVERAGE or ______ DELETE FROM YOUR COVERAGE or _____ update social security number on your coverage.

Date of Birth 
(MM/DD/YY)

Sex 
(M or F)

Full Time 
Student (YES / NO)

For Premier ONLY 
(List PCP ID Number)Social Security NumberLast Name First Name Initial 

EMPLOYER USE ONLY

EFFECTIVE DATE EMPLOYEE

/           /
EFFECTIVE DATE DEPENDENT(S)

/           /
TERMINATION DATE

/           /
DIVISION CODE

HIRE DATE:

/           /

COMPLETE ALL THAT APPLIESEMPLOYEE INFORMATION
Employee Name  (Last Name, First Name, Middle Initial) List PCP ID Number

Social Security Number
	 —	 —

Sex  (M or F) Date of Birth – MM/DD/YY

Street Address

City	 State	 Zip

Daytime Phone Number 
(        )                  -

Evening Phone Number 
(        )                  -

Division E-Mail Address

NOTE: Only complete if you wish to change plans, add or delete dependents to your health coverage

Your Plan Will Cover

Spouse

Dependent

Dependent

Dependent

Dependent

µ RETIREE µSURVIVOR

µ Family µSingle

µ City of Memphis basic

µ City of Memphis premier

µ ADD µ DELETE µ CANCEL

µ Waive Coverage



city of memphis life insurance 
enrollment/change form

(Contributory Life Insurance)

	 ❑ New Enrollment	 ❑ Update Beneficiary	 ❑ Cancel Coverage

it is your responsibility to keep your beneFIciary current

▲Contributory Life Insurance (Optional) Available to all City of Memphis full-time employees, coverage amount is equal to 
1.5 times the annual base salary at a monthly cost of .18/$1,000 of coverage. Coverage begins reducing at age 65 or upon retirement 
to $3,000.

Please check one:

❑	 I wish to enroll in the Contributory Life insurance. You are eligible for $_____________ at a cost $________________ 
per pay period

❑	 I do not wish to enroll in the Contributory Life insurance

❑	 Reserve Officers -You are eligible to receive only $3,500 life insurance at no cost to you

❑	 School Crossing Guards - You are required to enroll with $3,500 at a cost of 44¢ per pay period

I understand that the above named beneficiaries are for City of Memphis Life Policies, for which I am currently 
enrolled and I authorize payroll deductions if contributory (optional) life was selected.

signature

notarized signature or beneFIts representative

date

date 

dept social security #   last	FI rst	 middle

employee name

mo day yr mo day yr sex

date of birth date of hire

	 -	 -

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /
-    -/     /
-    -/     /

name, address, telephone number of beneFIciary(ies)
date of birth social security #

relationship to 
employee

(Spouse, parent, etc)

name, address, telephone number of beneFIciary(ies)
date of birth social security #

relationship to 
employee

(Spouse, parent, etc)

Contengent Beneficiary: Contingent Beneficiary(ies) will be used only if primary beneficiary is deceased.

*If a minor or estate of the insured is the beneficiary, it may be necessary to have a guardian or a legal 
representative appointed before any death benefit can be paid. Please take this into condsideration when 
naming your beneficiary.



	 ❑ New Enrollment	 ❑ Update Beneficiary	 ❑ Cancel Coverage

it is your responsibility to keep your beneficiary current

I understand that the above named beneficiaries are for City of Memphis Life Policies, for which I am currently 
enrolled and I authorize payroll deductions if contributory (optional) life was selected.

signature

notarized signature or benefits representative

date

date 

dept social security #   last	 first	 middle

employee name

mo day yr mo day yr sex

date of birth date of hire

	 -	 -

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /

name, address, telephone number of beneficiary(ies)
date of birth social security #

relationship to 
employee

(Spouse, parent, etc)

Contengent Beneficiary: Contingent Beneficiary(ies) will be used only if primary beneficiary is deceased.

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /

name, address, telephone number of beneficiary(ies)
date of birth social security #

relationship to 
employee

(Spouse, parent, etc)

*If a minor or estate of the insured is the beneficiary, it may be necessary to have a guardian or a legal 
representative appointed before any death benefit can be paid. Please take this into condsideration when 
naming your beneficiary.

city of memphis life insurance 
enrollment/change form

(Voluntary Life Insurance)



city of memphis DEATH BENEFITS 
enrollment/change form

(Non-Contributory Death Benefits)

	 ❑ New Enrollment	 ❑ Change Beneficiary Only

it is your responsibility to keep your beneficiary current

▲Non-Contributory Death Benefit (free) coverage amount is $10,000 (reduced to $5,000 upon retirement)  
provided automatically to all City of Memphis regular, full-time employees.

*If a minor or estate of the insured is the beneficiary, it may be necessary to have a guardian or a legal repre-
sentative apppointed before any death benefit can be paid. Please take this into consideration when naming 
your beneficiary.

•After proof of paid funeral expenses is received, benefit balance, if any, is paid to the Beneficiary.

I understand that the above named beneficiaries are for City of Memphis Death Benefit, for which I am currently 
enrolled.

signature

notarized signature or benefits representative

date

date 

dept social security #   last	 first	 middle

employee name

mo day yr mo day yr sex

date of birth date of hire

	 -	 -

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /

-    -/     /
-    -/     /
-    -/     /
-    -/     /

name, address, telephone number of beneficiary(ies)
date of birth social security #

relationship to 
employee

(Spouse, parent, etc)

name, address, telephone number of beneficiary(ies)
date of birth social security #

relationship to 
employee

(Spouse, parent, etc)

Contengent Beneficiary: Contingent Beneficiary(ies) will be used only if primary beneficiary is deceased.

-    -/     /



Medicare Coverage Information:

Other Insurance Information:

OTHER INSURANCE INFORMATION UPDATE FORM

If you are not making changes to your medical plan, but have other insurance that is primary to
your City of Memphis Plan, please complete and return this form. This will allow us to update our
files with the most accurate information and enable us to process coordination of benefits correctly.

Participant Name: ____________________________ Participant Social Security #: ___________________

Active/Retired/Survivor:_______________________ If Retired, Date of Retirement: __________________

Name of Other Insurance Company: ____________________________________________________________

Name of Insured: __________________________________________________

Relationship of Insured to City Participant: __________________________  Group #: ___________________

Other Insurance Identification #: ___________________  Other Insurance Effective Date: ________________

All Persons covered under this plan: ____________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Employee/Retiree/Survivor Name: ______________________________________________________________

Medicare Claim Number: ___________________________

Medicare A: yes no Effective Date: ___________________

Medicare B: yes no Effective Date: ___________________

Medicare D: yes no Effective Date: ___________________

Name of Spouse:____________________________________________________________________________

Medicare Claim Number: ___________________________

Medicare A: yes no Effective Date: ___________________

Medicare B: yes no Effective Date: ___________________

Medicare D: yes no Effective Date: ___________________

Return completed form to:
City of Memphis Benefits Office

125 N Main, Suite 438
Memphis, TN 38103

 



City of Memphis Benefits Department
125 North Main Room 438
Memphis, Tennessee 38103-2017
Phone: (901) 576-6761
Fax: (901) 576-6478

Flex Benefit Plan
Enrollment/Change Form

Change Type:    Date of event ___/___/___
(Section 4 below must be completed)

o Address/Name change
o New Hire
o Termination (must complete COBRA form*)
o Change in Status _______________________
o Unpaid Leave of Absence
o Return from Leave of Absence

*For out-of-Pocket Medical Expense account participants

Directions:
	 Employee - Complete Sections 1, 2 and 3
	 Employer - Complete ‘Change Type” Box to the right and complete Section 4

Please call UnitedHealthcare Benefit Services if you have any questions

1 Employee Information

2 Flex Benefit Election

Social Security Number Email Address Plan Year:    From     __1__/__1__/__10__

                           To      __12__/__31__/__10__

Effective Date:          __1__/__1__/__10__
(New Employees Only)

Employer Name (Last name, First name, Middle Initial)

Employee Address (Street, Apt #)

Employee Address (City, State, Zip Code)

Employer Name

City of Memphis Government

	 I hereby elect to participate in the Flex Benefit Plan offered by my Employer, thereby paying my expenses with before-tax dollars.  I hereby 
authorize my Employer to reduce my income subject to taxes in the total amount stated below for the above Plan Year.  If my group 
insurance requires a change in my contribution during the Plan Year I authorize my Employer to make the contribution adjustments.

	

I. Dependent Day Care Expenses	 $ __________  -  ___24__________  =  $__________
(Calendar year limit of $5000 per family OR	                          Plan year Election Amt	             No. of Paychecks	                                           Amount Per Paycheck
$2500 if married and file separate tax returns)

	

II. Out-of-Pocket Expenses		  $ __________  -  ___24__________  =  $__________
(Expenses for Medical, Dental, Vision, etc.)		  Plan year Election Amt	             No. of Paychecks	                                           Amount Per Paycheck

	

Do you or any of your family members participate in a Health Savings Account (HSA)?    o  Yes     o  No
(If yes, an out-of-pocket medical expense FSA is not available.)
	

3 Signature and Acknowledgement - The back of this form must be read before signing

This agreement will remain in effect for the Plan year unless changed for reasons stated in the terms and conditions of the Plan on the back 
of this form.  By affixing my signature below, I certify that I have examined this agreement and understand and agree to comply with the 
terms and conditions of the Plan.  If this is a change in status, I certify that this change is consistent with the qualifying event.  I agree to hold 
UnitedHealthcare Benefit Services and my employer harmless from any liability to my participation in this plan.

Employee Signature ______________________________________________________________________    Date _____/_____/_____

4 Employer’s Use Only

Category	 First Payroll Date	 Last Payroll Date	 YTD Deductions

Group Ins.	 ____/____/____	 ____/____/____	 $_____________ (Health)

Day Care	 ____/____/____	 ____/____/____	 $_____________

Medical	 ____/____/____	 ____/____/____	 $_____________

Private Ins.	 ____/____/____	 ____/____/____	 $_____________

Authorized Signature _____________________________________________________________  Date ____/____/____

$_____________ (Dental)    $_____________ (Life) $_____________ (Other)

First Payroll Date applies if making a new election. Last 
Payroll Date and YTD Deductions apply if changing an
old election or termination.

__            __

I hereby elect NOT to participate in the Flex Benefit Plan offered by my Employer, thereby paying my expenses with after-tax dollars. I also 
understand that I will have an opportunity to make a new election, if I so desire, prior to the beginning of each subsequent Plan year, in 
accordance with the procedures described in the Plan Document.






