Military Leave

Health Care Option Statement

________________________________________

_____________________

Employee Name
(printed)






SSN

The State of Indiana offers to employees called to active military duty the opportunity to continue family health care coverage in which the employee is enrolled at the time s/he is called to active military duty.  This continuation is at the employee's cost of 100% of the premium.

Please select one of the boxes below and identify your health care plan.

	
	I am not currently enrolled in a family-coverage health care plan.




	
	I elect to continue my current family coverage for health care (medical, 

dental, and vision) and agree to pay 100% of the premium.  





My current health care plan(s) are:





Medical _______________________________________________





Dental 
________________________________________________





Vision 
________________________________________________

	
	I elect NOT to continue my current family coverage for health care.




Please select any appropriate boxes below concerning Flexible Spending Accounts.

	
	I elect to continue my Pre-tax Flexible Spending Account for Dependent Care 




	
	I elect NOT to continue my Pre-tax Flexible Spending Account for Dependent Care




	
	I elect to continue my Pre-tax Flexible Spending Account for Medical Care




	
	I elect NOT to continue my Pre-tax Flexible Spending Account for Medical Care




	
	I am not currently enrolled in any Pre-tax Flexible Spending Account




________________________________________

_____________________

Employee Signature






Date
