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OVERVIEW

MESSA has partnered with a leading industry enrollment vendor to provide an Online Enrollment Website for your
school business offices and you. MESSA’s online enrollment website is user-friendly and is designed to simplify updating
benefits, enroliment, family statuses and job changes.

What this means for you:
e Information. You can see your specific benefit and enrollment options, review and update personal information,
and find other important benefit details.
e Convenience. The site is accessible 24/7 wherever there is an internet connection.

If you have any questions, please contact your benefits administrator or call the MESSA Member Service Center at
800.336.0013.

Employee Responsibilities

e Once your information has been added to MESSA’s online enroliment website by your employer, you will receive
an email notifying you that you can log into the online benefits website using the www.messa.org employee
portal.

e You will need to verify your demographic (personal) information, make any updates to your dependents and
elect your benefits.

e All benefit elections that you make will be sent to your employer for approval.
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ACCESSING MESSA’S ONLINE BENEFITS WEBSITE

The online benefits website is available 24 hours a day, seven days a week for you to enter and review your contact

information, benefit enrollment information, eligible dependents, beneficiaries and more.

First Time Users

e Open the MESSA website by going to www.messa.org.
o Click on “Register Now.”

& MESSA.

Good health. Good business. Great schools. Search

@.3 Members Business Offices Plans & Services Health Resources About Us Contact Us

Get paperless statements

Help MESSA save you money by enrolling
in electronic benefit statements

o
l Readmore_» |

Jilz0z2]¢ \ \ Login
Usemame

Passwor

X

Forgot username or password?

Don't have an account

NeWS MESSA Member Service Center
(800) 336-0013

L7
Diabetes help “u

ﬁg Plan Comparison Tool

Free program provides personal support to .
MESSA members MESSA members and their HelprI Ilnks

dependents with dia

MESSA rolling out aggressive plan to help
reduce health costs for school employees
MESSA leaders and staff understand school

employees are struggling financially — and we

Read more... Find a Doctor - Dentist - Vision

Search for participating facilities, physicians,
therapists and other medical professionals.

Request an ID Card

ﬁ RX Home Delivery
&  MESSAABC Plan

e Enter the following information to create a messa.org account:
0 Last four digits of your Social Security Number
0 Date of birth
0 Employer
0 Home zip code
o Click “Next.”

My MESSA

Registration

Step 1: User information

(Enrollee 1D/S5N (last 4 digits) @)

( Employer)

[

| AD1-Unknown Or Unassigned v
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e Select your security questions.
o Click “Next.”

My MESSA

Registration

@ uservalidated Why register?

Step 2: Security Questions ronean

& view deductibles, claims and
explanation of benefits statements

Question 1 Answer 1
Select a question... v & Find doctors. hospitals and other
providers
Question 2 Answer 2 & show your virtual ID card
Select a question... v
& Securely contact MESSA's award-
winning customer support
Question 3 Answer 3
Select a question... v & Access your account anytime and
anywhere
Question 4 Answer 4
Select a question... v
Question 5 Answer 5
Select a question... v

=

e A confirmation code will be sent to the email address you used when creating your account.
e Enter the Confirmation code.
e C(Click “Confirm.”

My MESSA.

Welcome to MESSA!

Pleaze enter the confirmation code sent to for registration confirmation in the box below and select "Confirm"".

To resend the code select "Resend”.
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Create a username.

Create a password.

Confirm your password.

Click the “I’'m not a robot” box.
Enter your email address.
Confirm your email address

NoOuUuRAWNER

electronically” box if you’d like your Explanation of Benefits emailed to you.

o Click “Register now”.

Check the “I agree to the MESSA Web Terms of Use” box and check the “Yes, send my EOB statements

L. 800.336.0013

My MESSA

Registration

() user validated
, Security Quéstions Accepted
Step 3: Username and Password

o Username

Suggestion: Ejohansson

Your password must be at least eight characters in length and MUST contain AT LEAST
- One uppercase letter

- One lowercase letter

- One number

- One spedal characier (e.g., =/@#SW E*{)_+)

Password e[-: nfirm password

I'm not a robot

e Email e Confirm emai

Go paperless!
You can receive your Explanation of Benefits statements electronically and be notified by email, instead of by postal mail.
You can change back to paper statements any time by changing your account preferences.

o ¥ Yes, send my ECB statements electronically. Learn more

| agree 1o the MESSA Web Terms of Use

Why register?

You can:

& View deductibles, claims and
explanation of benefits statements

& Find doctors, hospitals and other

providers
& Show your virtual |0 card

& Securely contact MESSA's award-

win nir.g CUSIOmMEr sUupport

=

S YOUr aCCoUnt anytime and
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e You are now registered and can log in to your account.

e Once logged in to your account, click on the “Online benefits website” link in the box on the left side of the

screen. (If you do not see this link, logout and log back in and it will appear.)

e The Employee User Guide link is located under the “Online benefits website” link. This user guide will give you

step by step instructions.

My MESS A o e———
messa ABc Plan2 Deductible  Out-of-pocket
® Current year Previous year ® In-network Out-of-network
Update
Family deductible progress
$4,000 Total
Enrollee ID N
Employer(s) $321.48 Met
Effective date(s) 5/1/2017 . $321 _48
<0 <4 000 emaining
Additional family members b sy +4,000 Remaining

? HSA balance:
SUMMARY

HealthEquity View your account

View all deductivie ciaims}

A Online benefits wehsite Clalm totals Amountbilled  Provider savings MESSA payment Deductible Copayment/ colnsurance
& Total Medical  $630.11 $339.48 $0.00 529063 50,00
@ Total Pharmacy  $7491 54406 $0.00 $30.85 5000
Totals $705.02 538354 50.00 532148 5000

e You will receive a pop-up letting you know that you are going to another web site.
e C(Click “Continue.”

e This will take you directly to MESSA’s Online Benefits Website.

Go to Another Web Site x

You Are Going to Another Web Site

You are going to a Web site that is not affiliated with MESSA and may offer a different
privacy policy and level of security. MESSA is not responsible for and does not endorse,
guarantee or monitor content, availability, viewpoints, products or services that are
offered or expressed on other Web sites.

If you logged into the secure MESSA Member area, your secure session may time out
while you are visiting another Web site.

‘ Continue ' Cancel

e Once you have completed creating your MESSA.org account and are on the online benefits website, see the

“New Hire” section in this guide for instructions on how to enroll in benefits.
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Current Users

e Go to www.messa.org and log in using your current username and password.

&) MESSA.

Good health. Good business. Great schools.

Search

‘13 Members Business Offices Plans & Services Health Resources About Us Contact Us

Login
Usemame
Password

\ [T Forgot usemname or password?

Get paperless statements

Help MESSA save you money by enrolling
in electronic benefit statements

Don't have an account? Regisier now

MESSA Member Service Center

News
(800) 336-0013

Diabetes help

ey,
a‘g Plan Comparison Tool

Free program provides personal support to

MESSA members Messamembersanamer  HEIPFUL links

dependents with dia. RX H Deli

Read more... Find a Doctor - Dentist - Visian SNCCINERY,
MES SA rolling out aggressive plan to help Search for participating faciiities, physicians,

reduce health costs for school employees therapists and other medical professionals. MESSA ABC Plan

MESSA leaders and staff understand school
employees are struggling financially — and we Requestan ID Card

e If you have forgotten your password or are having trouble logging in, please click on “Forgot Username or

Password?”

e If you are still unable to log in, contact MESSA’s Member Service Center at 800.336.0013.

& MESSA.

Good health. Good busimess. Gresl schoals.

'a_:} Members Business Offices Plans b Services Health Resources About Us Contact Us

Get paperless statements

Help MESSA save you money by enrolling ’
in electronic benefit statements.

P rIEE W\ Login

X

NeWS MESSA Member Service Center
(800) 336-0013 0* A,

Plan Comparison Tool

Forgot usernares or password?

Don't have an account? Register now

Diabetes help

-]

Free program provides personal support to &
MESSA members MESSA members and thee He}prI llnks

depandants with dia

RX Home Delivery

Read more.., Find a Doclor - Dentist - Vision
MESSA rolling out aggressive plan to help Search for participating facilties, physicians,
reduce health costs for school employees Iherapests and other medical professionals @ MESSA ABC Plan

MESSA leaders and siafl understana school
employees are stuggling financially - and we Request an ID Gard
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e Once you are logged into MESSA’s secure member portal, click on the “Online benefits website” link in the box

on the left side of the screen.

M MESSA m BENEFITS ~ CLAIMS  MANAGE ACCOUNT  CONTACT US

msa ABC Plan 2 Deductible Out-of-pocket

® Current year Previous year #® In-network Out-of-network
@Update

Family deductible progress $4 000 Total
T

Enrollee ID
Employer(s) $321.48 Met
Effective date(s) 5/1/2017 . $321 _48
$0 $4,00( emaining
| Additional family members b wu “"/‘l' JUO R‘r’na””mo

? HSA balance:
SUMMARY

HealthEquity  View your account >
View all deductible ciaims)

Claim totals Amount billed Provider savings MESSA payment [«

P / ¢
& Total Medical $630.11 $33948 $0.00 $0.C
£ Total Pharmacy $74.91 $0.00 $0.00
Totals $0.00 50.00
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You will receive a pop-up letting you know that you are going to another web site.
Click “Continue.”
This will take you directly to MESSA’s Online Benefits Website.

Go to Another Web Site x

You Are Going to Another Web Site

You are going to a Web site that is not affiliated with MESSA and may offer a different
privacy policy and level of security. MESSA is not responsible for and does not endorse,
guarantee or monitor content. availability, viewpoints, products or services that are
offered or expressed on other Web sites.

If you logged into the secure MESSA Member area, your secure session may time out
while you are visiting another Web site.

HOME PAGE

This website has been created to provide you with detailed information about your enrollment information. You will
have the ability to enroll online and update your personal and dependent information. The tabs at the top of the page
have the following information:

My Benefits v My Profile Library v User Guide

My Benefits

Current Benefits — shows the details of all current benefits.

Life Events — used to create an enrollment window if you have a qualifying event (within MESSA’s eligibility

guidelines for 31 days) that allows benefit changes.

My Benefits v~

Current Benefits

Life Events

My Profile

Personal Information — View/edit address information

Family Information — View/edit dependent information

Beneficiaries — View/edit beneficiary information

Security Question — Change security questions

Life Event — Create a “Life Event” (see page 23 for instructions).

Employee File — Upload documents to your Employee File

Personalized Forms — View a confirmation statement for any effective date.
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Personal Information

Family Information
Beneficiaries
Security Question
Life Event
Employee File

Personalized Forms

User Guide
e The “Online Benefits Website User Guide for Employees” user guide will open in another web window. This
provides instructions on how to use MESSA’s Online Benefits Website.

NEW HIRE

e Click on the “Start Your Enrollment” button to begin.
Welcome to your New Hire
Enrollment!

Enroliment Deadline 7/2/2017

Your Status Neot Started

Start Your Enrollment

e Review your Employee (personal) Information and make any necessary updates.
e When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior 1o beginming your enrollment, all of your personal and family mformation must be complete. Please complete the required helds

? Your Info
below, or, if the information has already been entered, make sure it is accurate Employee information
Family Info

Questions
Demographics
2 Your Benefits

* First Name
Test
3 Enroll

Middle Initial
4 | Complete

*LastMame | ..

Social Security Number  444-77-4444

*Dmeof Bith 11985

*Gender O Male @ Female

* Fields are required
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Address

Address 1| 475 Kendale Bivd

Address 2

Ciy | East Lansing

State - Michigan ».

4P | 4pEa s

Home Phone | s o001

Cell Phone |y een-s00c

Home Email

WORK CONTACT INFORMATION

Work Phone | w0001

Work Phone Ext

*Work Email | yecocer@iunkmail com

Prefemred Email - ® Home Email O Work Email

* Faelds are required

i dm.mmi the bax *| Agree” below, you agree that the information above is accusate 1o the best of your knowledge

Yous Info
Employee Information
Family Info
Questions

Your Benefits

Enroll

Complete

e Review/add/edit your Family Information.

e  When finished with your Family Information, click the “I agree” box.

e C(Click “Continue”.

Family Information

T antar your dependants, cick onthe” + Add Dependends® ink. To verty or adit the: iformabies of a fami ly mem b whio has
already bean anterod, click an tha person’s rams.

Mg I wou or any of yoor family members bave  foreign (non-USA isssed) SEM, phoase contact your Benafins Admins o of
MEEEA Broup Services at 883-888-£157.

Mel Tester Markese Tester
Female Employes Kale Son
36 i il 11,0004 I e o [/ B/ VAS)
g5, BAB-TT-52B5 ssu; BEE-ESTTOO
Add Depandents
Edit > Eniit >
Drependent infonmation Modice

1 pou ane covared, your eligithe: depandants ncluda

+ Wour spouse

4 ¥ourr chikdeen (i uding stepchiicrens, adoptad chiidren, and chidren forwhom you one iegal guandan;, hoeovar, fostor ohildren
arg not imeluded) until 2 masimom of the and of 1ha calendar yoar of thair 26ih birthday

HOTE: Your child's spousa and your grandoie dren ane not covesed wedar this plarc

+ ¥our children beyond the and of the calecsdar yoar of thair 26th hinhday (f covernd wndar thes pmgram at the and of the calondar
yaar of cheir 26th birthday and conbinuously thansatien) who ane developmentaily disabled or physically handicapped, dependant:
upan you fora majority of thais suppon and who ane incapabln of seH-sustandng empfoymient by reason of ther developmantal
dizablity or physical handicap. (Undar na clreumstance will mensal llikess bo considered o cousa of incapaciey norwill it ba
considend &5 o basks for condimeed coverage | Plesse conbact MESES tn obiain thi appropeiste form to continue coverage:

+ Wour children beyond the and of the calersdar yoar of their 26th hirthday (f covend undar this program at tha and of the calendar
yaar of their 26th birthdoy and conbinuousty thensatier who ane fulkime stedents and dependent on you for o majosity of their
PPt

+ ¥our sponsomd depandents who are members of your famdy, either by biood or mamiage, who quality as your dapendents undar
tha Intamal Ravenua Code, wone decloved a3 depandients on your faderal toe reben for the: proceding tax yaar and are condinung
in shat status for the: cumant taw year. [Chddren whe areno Ionger eigible for coverago as depandard childmn cannot ba cowend
as sponsoeed dependents |

OF

Wour info
Emplioyas Info
Family Info

Quastions

‘Wour Banedhis

11
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to
the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

Your Info
*What PAK of Coverage do you want?

Employee Information
PAK A

Medical - MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Dental - Dent 80/80/80/80:1300(1500)

Vision- VSP 25

Negotiated LTD

PAK Life - 50,000 PAK Life

PAK AD&D - 850,000 PAK AD&D

Basic Term Life - §5,000

Family Info
Questions

2 Your Benefits

3 Enroll
PAK B
Dental - Dent 80/80/80/80:1300(1500) 4 Complete
Vigion - V5P 25

MNegotisted LTD

PAK AD&D - $50,000 PAK ADED

PAK C

Medical — MESSA ABC Plan 2

Dental - Dent 80/80/80/80:1300(1500)
Vision- VSP 25

Negotiated LTD

PAK Life - 50,000 PAK Life

PAK ADED - 550,000 PAK ADED

Basic Term Life - §5,000

PAK D

Medical — MESSA Choices $1000/52000 deductible w/20% coinsurance, Saver Rx
Dental - Dent B0/80/80/80:1300(1500)

Visian - V5P 25

MNegotiated LTD

PAK Life - $50,000 PAK Life

PAK ADRD - 550,000 PAK AD&D

Basic Term Life - $5,000

® |want PAKA

O | want PAK B
O |'want PAKC
O lwant PAKD

* Fields are required

e C(Click on “View Plan Options” to the right of each plan name.

Medical $35.00 v

Your Cost per month

pLan - MESSA ABC Plan 1 w/10% coinsurance, ABC Rx / Blue Cross Blue Shield of Michigan /
View plan details

coverace Employee + Family

Gabriel Test Employee O cover
Paige Test Spouse O cover
Jason Test Son @ Cover

© Completed View Plan Options
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e To cover a dependent, check the box next to their name.
e To remove a dependent, uncheck the box next to their name.
e Click “Continue”.

Who will be covered by this plan?

Gabriel Test £ PaigeTest [ | Jason Test © Add Dependents
Employee Spouse Son
O of
@ C
et Ol
s creg

@ Back to Benefits

e Select the benefit plan by clicking “Select”.

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Blue Cross Blue Shield of Michigan High Deductible

View plan details

Plan Brochure

Your Cost per month:
$15.00 v

Tier: Employee

e  When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete

Your Cost 350_00

per month

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later

13
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

o T .. .

Please verify your y is p and accurate before proceeding.

"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any
due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employeg) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Cost 350_00

per month

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

Complete

14
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month

15
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

M This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 eive Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee ° Cover
Spouse User Spouse @ cover

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month Review and Confirm

Your Total Cost

Your cost per month SO .00

COST DETAILS PER MONTH

$0.00

Your Info

Your Benefits

Enroll
Beneficiaries

Other Coverages

4 Complete

l Complete Enrollm

e Review the “Participation” statement and check the “l agree, and I’'m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete 1o the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. 1 know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollmerD

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

Your enrollment is completel

lala
[] You may make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEw “ B4 EMAIL H & PRINT ]

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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VIEWING/EDITING PERSONAL INFORMATION

e Click on “My Profile” to see your demographic (personal) information.

) My Benefits v My Profile Library ~ User Guide

¢ If you need to make changes to any information, click on the “Edit” button next to the panel title that you need

to make changes to.

Personal Information

Demographics

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required
fields below, or, if the information has already been entered, make sure it is accurate.

2 Gabriel Test

Demographic Information

First Name Gabriel
Middle Initial
Last Mame Test
Suffix
Social Security Number 555-88-7777
Date of Birth 1/1/1985
Age 32

Gender Male

Address Information

Address 1 1475 Kendale Bivd
Address 2
City East Lansing
State M
Zip 486823
Home Phone 517-332-2581
Cell Phone
Home Email

‘Work Contact Information

Work Phone
Wark Phone Ext.
Work Email gabrieltest@work com

e C(Click “Save” once changes are made.

Save Cancel
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VIEWING/EDITING DEPENDENT INFORMATION

e Click on “My Profile” to see your demographic (personal) information.
e Select “Family Information.”

L My Benefits v My Profile Library v~ User Guide

Personal Information

@amily Informatio_@

Beneficiaries
Security Question
Life Event
Employee File

Personalized Forms

e If you need to make changes to your dependent information, click on the “Edit>" button.

Spouse Test

Male Spouse

36 years old (1/1/1980)
ssn: 888-88-7728

e C(Click “Save” once changes are made.

Save & Add Another Cancel

NOTE: If you need to add or delete dependents to coverage see “Qualifying Events/Enrollment Changes” on page 22.
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BENEFICIARIES

When you have life insurance with MESSA, whether it be Negotiated Life Insurance or Optional Life Insurance, a
Beneficiary Designation is required. You are able to update beneficiary information without having to make changes to
your benefits.

e C(Click on “My Profile.”

fi My Benefits v My Profile Library ~ User Guide

Welcome, Welcome to MESSA's
J hon T = = =
onathon fest Online Benefits Website

My Profile

Edit my profile

Edit dependent profiles
Change my address
Life Events

Birth

Marriage

Divorce

All other Life Events

e Click on “Beneficiaries”.

Personal Information

Family Information

Beneficiaries

Security Question

Life Event
Employee File

Personalized Forms
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e At least one primary beneficiary for each life insurance policy must be designated.

0 Basic Term Life & Supplemental Term Life Insurance is entered under the “Basic Term Life” section.
O Negotiated/PAK & AD&D Life Insurance is entered under the “Negotiated Life” section.

e The dependents that you have listed on your account will automatically be listed.
e Designation percentage must equal 100%.
e Make necessary changes and click “Save”.

Beneficiaries

& Gabriel Test

A beneficiary iz a perzon or entity that iz designated as the recipient of funds under your eligible insurance policies. & PRINT
Please review your designated beneficiaries below. -

Relationship Mame
{Employee) My Estate
(Spouse) Paige Test
{Son) Jason Test

& Add Beneficiary

Beneficiary Designation

Basic Term Life

Beneficiaries

Name Percentage
My Estate (Employee)

Paige Test (Spouse) 100.0

Jason Test (Son)

Total: 100%

MNegotiated Life

Beneficiaries
MName Percentage
My Estate (Employee)
Paige Test (Spouse) 100.0

Jason Test (Son) %

Total: 100%
G Add Secondary Beneficiaries (aptéon@
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e  You will receive the following message:

o Beneficiary Designation information was saved successfully.

e You may add a beneficiary by clicking on the “Add Beneficiary” link.

e The only fields that are required are the “Relationship” and the “Name/Trust Name” fields.
e Once you add a beneficiary, click “Save”.

e Now you will be able to designate a percentage to the beneficiary that was added.

Beneficiary Maintenance

* Relationship v
* Name/Trust Name

Trust's Full Name

Text: no more than 1,000 characters

Trust Account Number
Social Security Number
Date of Birth
Home Address 1
Home Address 2
City
State v
Zip

Phone

* Fields are required

Save & Add Another Cancel
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QUALIFYING EVENTS / ENROLLMENT CHANGES

e When you have a qualifying event within 31 days*, a “Life Event” will need to be created to be able to make
benefit and/or dependent changes to your policy.

e Directions on how to create a Life Event for each qualifying event are below.

e After creating the Life Event, enrollment MUST be completed in order to make the benefit/dependent changes.

*If the Life Event is outside of MESSA’s eligibility guidelines of 31 days, you will need to contact your Benefits
Administrator for further assistance. See the “Electing Benefits” section on page 138 for more information.

Birth

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Birth.”
Life Events

a Johnny Test

STEP 1  Please select your life event
>@inn)
»> Marriage
Other life events
e Enter newborn’s birthdate.
STEP 2 Enter your life event information

Birth

When did your life event take place?

(mm/dd/yyyy)

o Select “Add Dependent.”

Enter your new dependent's information:

Name Relationship Date of Birth

Add at least one dependent to continue

& Add Dependent

Continue Cancel

Change life event

Age Gender
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e Enter newborn’s demographic information.
e (Click “Save.”

Add Family Member

Dependent Demographic
* First Mame
Middle Initial
* Last Name
Suffix

* Date of Birth | n7/05/2016

Social Security Number YAAH-0NK
*Gender O Male O Female

* Relationship w

* Fields are required

e C(Click “Continue.”

Enter your new dependent’s information:

Name Relationship Date of Birth Age
© Baby Test Daughter 7/5/2016 0

@ Add Dependent

Continue Cancel

Gender

F

e Check the “l verify that all of the above Life Event information is correct.” box.

e C(Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

Birth

Life Event: Birth
Date of Event: 07/05/2016
Added to Family: Baby Test

[ Hide Event from Employee

Save and Start Life Event Enrollment Cancel

| verify that all of the above Life Event information is correct.

Change life event
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e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the

dependent in benefits.
e Click “OK.”

In order to complete your life event, you must enroll or remove
dependent(s) in your benefits, Please note that you have 30 days te
complete your enrcliment and that you may be required to supply
additional docurments to support your life event,

P

e Review your Employee (personal) Information and make any necessary updates.
e When finished with your Employee Information, click the “I agree” box.

e Click “Continue”.

Employee Information

below, or, it the information has already been entered, make sure it Is accurate

Demographics
*First Name | 1.
Middle Intial
*Last Name || .

Suffix

Social Security Number  444-77-4444

*Date of Birth | 11,1905

*Gender O Male ® Female

* Ficlds are required

Prior to beginning your enrollment, all of your personal and family ir must be plete. Please complete the required fields

Address

Address1 1475 Kendale Blvd

Address 2

CitY  East Lansing

State - Michigan il

7Ip 48323 i

Home Phone o oo

Cell Phane e s

Home Email

WORK CONTACT INFORMATION

Work Phone o oeaonm

Work Phone Ext
* Work Email

testuser@junkmail com

Preferred Fmail  ® Home Email O Work Email

* Fields are required

By checking the box *I Agree” below, you agree that the information above is accurate to the best of your knowledge
d

? Your info
Employee Information

Family Info

Questions
2 Your Beneflits
3 Enroll

4 Complete
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependens, ohok on the * + Add Dependents” link. To wenify or edit the mdomation of a famity member who has already
Estitn entesed, click on the person's name.

Mot 1 you or vy of your family members have a forsign (non-USA isssed) S5, please contact your Benefins Administmior or
MIESSA Gevup Services at 833-888-4167.

John Test Sally Test Baby Test Johnny Test
Klale Emnployee Female Spouse Female Daugiter Male Son

3T e cled 171/ hind) 3T weawra ol 1107710 O i abd 81 801 T 2 panrn okl | L1 F2815)
s&v- B95-06-0969 se- 0&9-06-907T9 a5y F96-08-0808
Edit > Edit > Edit > Edit >

Add Depemdents

Degendent infommation Motice

If you are covened, your sligible dependents mclude:

+ Your Bpouse

+ ¥our chilkdeen fincluding stepchildren, adopied children, amd children for whom you ane legal geardian; however, foster ohildren ane
naot includied) umtil & mawimum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's spoasse and your gra ndchildren ane not oovered meder this plan

+ Your children beyond the end of the calendar year of their 26th birthaay §if covend eeder this program at the end of the calemdar
year of their 26¢h birthday and conbirsous by thereafier) wio ane developerentally disabled or physical iy handicapped, d dent
upon you for a majority of their sepport and who are inoapable of seif sustaning esnploy ment by reason of 1her developmaental
disability or physical handicap. [Under no circumatance will mendal ilissss be considered a casse of mcapacity nor will i be
considened as a basis for conbinued coverage.) Flease contact MESEA 1o abfain the appropriate fom to continue covenage.

+ Your childeen bsyomd the end of the calendar year of thiir 26th birthalay §if covemd eeder this program at the end of the calemdar
year of their 266h binhday and continsous y thereafier) wiso ane full-time stedents and dependent on you for a maposity of their
SUpport.

+ Your o « s wheo ane u of your famnily, sither by Blood or mamiage, who gualify as your depesdenis under

the Imzmal Revenue Code, werne declared as dependents on your federal tax neteen for the preceding tax year and ane cont inuisg in
thak stadus for the curvent 1ax year. (Children wha ase no longer o igible for ooverage & dependent children cannat be coversd as
spmrsored depemdenis.)

Wiouwr imifo
Emmployee Information
Family Info
Ouestions
2 YourBenefils
3 Enrcil

4 Comples

Continue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

*What PAK of Coverage do you want?

PAK A

MWedical — MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Dental - Dent 80/80/80/80:1300(1500)

Vision - V5P 23

Megotisted LTD

PAK Life - 550,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Bagic Term Life - §5,000

PAK B

Dental - Dent 80/80/80/80:1300(1500)
Vision - VSP 25

Megotisted LTD

PAK Life - 550,000 PAK Life

PAK AD&D - $50,000 PAK AD&D

PAKC

MWedical — MESSA ABC Plan 2

Dental - Dent 80/80/80/80:1300(1500)
Vision - V5P 23

Megotisted LTD

PAK Life - 550,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - §5.000

PAK D

Medical — MESSA Choices $1000/$2000 deductible w/20% coinsurance, Saver Rx

Dental - Dent 80/80/80/80:1300(1500)
Vision — VSP 25

MNegotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADED

Basic Term Life - 55,000

® |want PAK A

O l'want PAK B

O lwant PAKC
O |'want PAK D

* Fields are required

Your Info
Employee Information
Family Info
Questions
2 Your Benefits
3 Enroll

4 Complete

e C(Click on “View Plan Options” to the right of each plan name.

Medical

pLan - MESSA ABC Plan 1 w/10% coinsurance, ABC Rx / Blue Cross Blue Shield of Michigan /

View plan details
coverace Employee + Family

Gabriel Test
Paige Test
Jason Test

© Completed

Employee
Spouse
Son

$35.00 v

Your Cost per month

@ cover
O cover
@ Cover

View Plan Options
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e Check the newborn’s name and click “Continue”.

Who will be covered by this plan?

John Test a Sally Test Baby Test u Johnny Test @ Add Dependents

Employee Spouse Daughter | Son

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx

Blue Cross Blue Shield of Michigan High Deductible

Keep Selection

Plan Brochure

Your Cost per month:
$25.00 v

Tier: Employee + Dependent

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4| Complete

Your Cost 350_00

per month

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan 1o receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

A This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee © cover
Spouse User Spouse © cover

Your Total Cost

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

Your cost per month SO .00

l mplete Enroliment

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

Complete

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “I agree, and I’'m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

| agree, and I'm finished with my enrollment)

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

lala
[] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEw “ M EMAIL H & PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Marriage

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Marriage.”

Life Events

& Suzy Test

elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

@

Other life events...

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible 1o change your benefit

e Enter the date of marriage.

STEP 2 Enter your life event information
Marriage

When did your life event take place?

(mm/dd/yyyy)

Change life event

e Select “Add Dependent.”

Enter your new dependent’s information:

Name Relationship Date of Birth Age

Add at least one dependent 10 continue

© Add Dependent

Continue Cancel

Gender
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e Enter spouse’s demographic information.
e (Click “Save.”

Add Family Member

Dependent Demographic
* First Name
Middle Initial
*Last Name
Suffix

* Date of Birth (mm/dd/yyyy)

* Social Security Number | o ooy
*Gender O Male © Female

* Relationship ~

* Fields are required

e Click “Continue.”

Enter your new dependent’s information:

Name Relationship Date of Birth Age Gender

© Spouse Test Spouse 1/1/1880 36 M

@ Add Dependent

e Check the “l verify that all of the above Life Event information is correct.” box.
e Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

Marriage Change life event

Life Event: Marriage
Date of Event: 08/06/2016

Added to Family: Spouse Test

| verify that all of the above Life Event information is correct.

[ Hide Event from Employee

Save and Start Life Event Enroliment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.
e Click “OK.”

In order to complete your life event, you must enroll or remove
dependent(s} in your benefits, Please note that you have 30 days to
complete your enrcliment and that you may be required to supply
additicnal documents to suppoert your life event.

-
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e Review your Employee (personal) Information and make any necessary updates.

o When finished with your Employee Information, click the “I agree” box.

e C(Click “Continue”.

Employee Information

Demographics
* First Name
Middle Initial
* Last Name
Suffix

Social Security Number

* Date of Binh

* Gender

* Fields are required

Test

User

444-T7-4444

1/1/1985

O Male  ® Female

Prior to beginning your enroliment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it 1s accurate

Address
Address 1
Address 2

City

State

Zip

Home Phone
Cell Phone

Home Email

Work Phone
Waork Phone Ext
*Work Email

Freferred Email

* Fields are required

4

1475 Kendale Bivd

East Lansing

MI - Michigan
48823
AKX -X00

HHXK-OOK-XHHX

WORK CONTACT INFORMATION

000 X000

testuser@unkmail com

® Home Email O Work Email

Bi c!lecklui the box “I Agree” below, you agree that the information abave is accurate to the best of your knowledge

? Your Info
Employee Information

Family Info

Questions
2 Your Benefits
3 Enroll

4 Complete

33

Revised 08/25/2017



e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependens, ohok on the * + Add Dependents” link. To wenify or edit the mdomation of a famity member who has already
Estitn entesed, click on the person's name.

Mot 1 you or vy of your family members have a forsign (non-USA isssed) S5, please contact your Benefins Administmior or
MIESSA Gevup Services at 833-888-4167.

John Test Sally Test Baby Test Johnny Test
Klale Emnployee Female Spouse Female Daugiter Male Son

3T e cled 171/ hind) 3T weawra ol 1107710 O i abd 81 801 T 2 panrn okl | L1 F2815)
s&v- B95-06-0969 se- 0&9-06-907T9 a5y F96-08-0808
Edit > Edit > Edit > Edit >

Add Depemdents

Degendent infommation Motice

If you are covened, your sligible dependents mclude:

+ Your Bpouse

+ ¥our chilkdeen fincluding stepchildren, adopied children, amd children for whom you ane legal geardian; however, foster ohildren ane
naot includied) umtil & mawimum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's spoasse and your gra ndchildren ane not oovered meder this plan

+ Your children beyond the end of the calendar year of their 26th birthaay §if covend eeder this program at the end of the calemdar
year of their 26¢h birthday and conbirsous by thereafier) wio ane developerentally disabled or physical iy handicapped, d dent
upon you for a majority of their sepport and who are inoapable of seif sustaning esnploy ment by reason of 1her developmaental
disability or physical handicap. [Under no circumatance will mendal ilissss be considered a casse of mcapacity nor will i be
considened as a basis for conbinued coverage.) Flease contact MESEA 1o abfain the appropriate fom to continue covenage.

+ Your childeen bsyomd the end of the calendar year of thiir 26th birthalay §if covemd eeder this program at the end of the calemdar
year of their 266h binhday and continsous y thereafier) wiso ane full-time stedents and dependent on you for a maposity of their
SUpport.

+ Your o « s wheo ane u of your famnily, sither by Blood or mamiage, who gualify as your depesdenis under

the Imzmal Revenue Code, werne declared as dependents on your federal tax neteen for the preceding tax year and ane cont inuisg in
thak stadus for the curvent 1ax year. (Children wha ase no longer o igible for ooverage & dependent children cannat be coversd as
spmrsored depemdenis.)

Wiouwr imifo
Emmployee Information
Family Info
Ouestions
2 YourBenefils
3 Enrcil

4 Comples

Continue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to
the next step.
e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

Your Info
*What PAK of Coverage do you wanmt?
Employee Information

PAK A

Medical - MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Family Info
Dental - Dent 80/30/80/80:1300(1500)

Vision - V5P 25 Questions

Megotisted LTD

PAK Life - 550,000 PAK Life
PAK ADED - $50,000 PAK AD&D
Basic Term Life - 5,000

2 Your Benefits

3 Enroll
PAK B
Dental - Dent 80/80/80/80:1300(1500) 4 Complete
Vision - V5P 25

MNegotisted LTD

PAK ADED - 550,000 PAK AD&D

PAKC

Medical — MESSA ABC Plan 2

Dental - Dent 80/50/80/80:1300(1500)
Vision - V5P 25

Megotisted LTD

PAK Life - $50,000 PAK Life

PAK ADED - $50,000 PAK AD&D

Basic Term Life - 5,000

PAKD

Medical - MESSA Choices $1000/$2000 deductible w/20% coinsurance, Saver Rx
Dental - Dent 80/80/80/80:1300(1500)

Vision — V5P 25

MNegotisted LTD

PAK Life - §50,000 PAK Life

PAK ADED - $50,000 PAK AD&D

Bagic Term Life - 5,000

® | want PAK A
O | want PAK B

O Iwant PAK C
O lwant PAK D

* Fields are required

o Click on “View Plan Options” to the right of each plan name.

Medical $35.00 v

Your Cost per month

pLan - MESSA ABC Plan 1 w/10% coinsurance, ABC RX / Blue Cross Blue Shield of Michigan /
View plan details

coverace Employee + Family

Gabriel Test Employee © Cover
Paige Test Spouse O cover
Jason Test Son @ cover

© Completed (@ View Plan Options }
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e Check the spouse’s name and click “Continue”.

Who will be covered by this plan?

Susan Test u Spouse Test u Child Test © Add Dependents
Employee Spouse Daughter

@ Back to Benefits

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx

Blue Cross Blue Shield of Michigan High Deductible

@ Sselected

View plan details

Plan Brochure

Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

e When finished going through every benefit plan, click “Continue”

Your Info
Your Benefits
3 Enroll
4 Complete
Your Cost
per month 35000

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® ves O No

Other Insurance
Policyholder Name
Policy Number
Palicyholders Employer

Paolicyholders Employer
Address

Policyholder's Employer Phone
Insurance Carriers Name
Insurance Carriers Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Your Cost 350_00

per month

38

Revised 08/25/2017



e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

M This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 eive Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee ° Cover
Spouse User Spouse @ cover

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month Review and Confirm

Your Total Cost

Your cost per month SO .00

COST DETAILS PER MONTH

$0.00

Your Info

Your Benefits

Enroll
Beneficiaries

Other Coverages

4 Complete

l Complete Enrollm

e Review the “Participation” statement and check the “l agree, and I’'m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete 1o the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. 1 know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollmerD

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

Your enrollment is completel

lala
[] You may make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEw “ B4 EMAIL H & PRINT ]

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Divorce

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”

Life Events

& Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events... v

e Select “Divorce.”

Life Event

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit elections. Please fill
out all information requested to complete your change in coverage

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...
Legal Guardianship
Child Becomes Eligible
Child No Longer Eligible

Spouse Death

Family Status Change - Other

e Enter the date of divorce.

STEP 2 Enter your life event information

Divorce

Change life event

When did your life event take place?

(mmy/dd/yyyy)
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e Check the box next to the spouse’s name.
e (Click “Continue.”

Update Name SSN Relationship  Date of Birth  Age
Joe Test 444-55-6666 Employee 1/1/1980 36

Spouse Test 877-08-0889 Spouse 1/1/1980 36
Michael Test 888-77-8822 son 1/1/1989 27

Gender Additional Information
M
F

M

e Check the “l verify that all of the above Life Event information is correct.” box.

e C(Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

Divorce

Life Event: Divorce
Date of Event: 08/05/2016

Removed from Family: Spouse Test

| verify that all of the above Life Event information is correct.

[ Hide Event from Employee

Save and Start Life Event Enrollment Cancel

Change life event

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the

dependent in benefits.
e Click “OK.”

& Inorderto complete your life event, you must enrcll or remove

& dependent(s) in your benefits. Please note that you have 30 days to
complete your enrcllment and that you may ke required to supply
additional documents te support your life event.
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e Review your Employee (personal) Information and make any necessary updates.

o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
*FirstName | yqqt
Middle Initial
*Last Name | |jqor
Suffix

Social Security Number 444-77-4444

* Date of Birth 1/1/1985
*Gender O Male @ Female

* Fields are required

Address

Address T 1475 Kendale Blvd

Address 2

City  East Lansing

State | - Michigan h
ZIp | 48823 <
Home Phone i,y sxxxxx
Cell Phone | o xoxx-xonxx

Home Email

WORK CONTACT INFORMATION

Work Phone v

Work Phone Ext.

* i i i
Work Email testuser@junkmail com

Preferred Email  ® Home Email O Work Email

* Fields are required

Bi checkini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

? Your Info
Employee Information

Family Info

Questions
2 Your Benefits
3 Enroll

4 Complete

42

Revised 08/25/2017



e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependens, ohok on the * + Add Dependents” link. To wenify or edit the mdomation of a famity member who has already
Estitn entesed, click on the person's name.

Mot 1 you or vy of your family members have a forsign (non-USA isssed) S5, please contact your Benefins Administmior or
MIESSA Gevup Services at 833-888-4167.

John Test Sally Test Baby Test Johnny Test
Klale Emnployee Female Spouse Female Daugiter Male Son

3T e cled 171/ hind) 3T weawra ol 1107710 O i abd 81 801 T 2 panrn okl | L1 F2815)
s&v- B95-06-0969 se- 0&9-06-907T9 a5y F96-08-0808
Edit > Edit > Edit > Edit >

Add Depemdents

Degendent infommation Motice

If you are covened, your sligible dependents mclude:

+ Your Bpouse

+ ¥our chilkdeen fincluding stepchildren, adopied children, amd children for whom you ane legal geardian; however, foster ohildren ane
naot includied) umtil & mawimum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's spoasse and your gra ndchildren ane not oovered meder this plan

+ Your children beyond the end of the calendar year of their 26th birthaay §if covend eeder this program at the end of the calemdar
year of their 26¢h birthday and conbirsous by thereafier) wio ane developerentally disabled or physical iy handicapped, d dent
upon you for a majority of their sepport and who are inoapable of seif sustaning esnploy ment by reason of 1her developmaental
disability or physical handicap. [Under no circumatance will mendal ilissss be considered a casse of mcapacity nor will i be
considened as a basis for conbinued coverage.) Flease contact MESEA 1o abfain the appropriate fom to continue covenage.

+ Your childeen bsyomd the end of the calendar year of thiir 26th birthalay §if covemd eeder this program at the end of the calemdar
year of their 266h binhday and continsous y thereafier) wiso ane full-time stedents and dependent on you for a maposity of their
SUpport.

+ Your o « s wheo ane u of your famnily, sither by Blood or mamiage, who gualify as your depesdenis under

the Imzmal Revenue Code, werne declared as dependents on your federal tax neteen for the preceding tax year and ane cont inuisg in
thak stadus for the curvent 1ax year. (Children wha ase no longer o igible for ooverage & dependent children cannat be coversd as
spmrsored depemdenis.)

Wiouwr imifo
Emmployee Information
Family Info
Ouestions
2 YourBenefils
3 Enrcil

4 Comples

Continue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to
the next step.
e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

Your Info
*What PAK of Coverage do you want?
Employee Information

PAK A

Medical — MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Family Info
Dental - Dent 80/80/80/80:1300(1500)

Vision - V5P 25 Questions

MNegotiated LTD

PAK Life - 550,000 PAK Life
PAK AD&D - 550,000 PAK ADED
Basic Term Life - 5,000

2 Your Benefits

3 Enrall
PAK B
Dental - Dent 80/80/80/80:1300(1500) 4 Complete
Vision - V3P 23

Negotiated LTD

PAK AD&D - §50,000 PAK ADED

PAKC

Medical — MESSA ABC Plan 2

Dental - Dent 80,/80/80/80:1300(1500)
Vision - V5P 25

MNegotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 850,000 PAK ADED

Basic Term Life - 5,000

PAK D

Medical — MESSA Choices 51000/32000 deductible w/20% coinsurance, Saver Rx
Dental - Dent 80,/80/80/80:1300(1500)

Vision — VSP 25

Negotiated LTD

PAK, Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADED

Basic Term Life - §5,000

® | want PAK A
O | want PAK B
O |want PAK C

O | want PAK D

* Fields are required

e Click on “View Plan Options” to the right of each plan name.

Medical §35.00 v

Your Cost per month

pLaN  MESSA ABC Plan 1 w/10% coinsurance, ABC RX / Blue Cross Blue Shield of Michigan /
View plan details

coverace  Employee + Family

Gabriel Test Employee © cover
Paige Test Spouse O cover
Jason Test Son © cover

@ Completed View Plan Dptions
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e Uncheck the spouse’s name and click “Continue”.

Who will be covered by this plan?

"4 Child Test © Add Dependents
Daughter

|:| Spouse Tes

Susan Test
Employee

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

Plan Brochure

Blue Cross Blue Shield of Michigan High Deductible

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete
Your Cost 350 00

per month

Finished selecting benefits? Click the
button below to continue.

Mot ready to complete your benefits
enrollment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carriers Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Your Cost 350_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

&\ This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee © cover
Spouse User Spouse © cover

Your Total Cost

Your Info
Your Benefits

Enroll
Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

4 )  Complete

Your cost per month SO .00

Beneficiaries
Other Coverages

Review and Confirm

( Complete Enroliment )

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “l agree, and I’m finished with my enrollment” box.
e Inthe upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions from my eamings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ I agree, and I'm finished with my enrullmem)

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

alaln
] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEW “ M EMAIL H & PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Legal Guardianship

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”
Life Events

& Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events... v

e Select “Legal Guardianship.”

Life Event

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible 1o change your benefit elections. Please fill
out all information requested to complete your change in coverage

STEP 1 Please select your life event

> Birth
> Marriage

Other life events... ~
Divorce

Child Becomes Eligible

Child No Longer Eligible

Spouse Death

Child Death

Family Status Change - Other

e Enter legal guardianship effective date.

STEP 2 Enter your life event information
Legal Guardianship B (e me

When did your life event take place?

(mm/dd/yyyy)
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e Select “Add Dependent.”

Enter your new dependent's information:

Name Relationship Date of Birth Age

Add at least one dependent to continue

© Add Dependent

Gender

e Enter legal guardian’s demographic information
o C(Click “Save.”

Add Family Member

Dependent Demographic

* First Name
Middle Initial
*Last Name

Suffix

* Date of Birth (mm/dd/yyyy)

*Social Security Number | o ooy
*Gender O Male O Female

* Relationship w

* Fields are required

e C(Click “Continue.”

Name Relationship Date of Birth
@ Legal Guardian

@ Add Dependent

Continue Cancel

Legal Guardianship 1/1/1999

Age
17

Gender

M

e Check the “l verify that all of the above Life Event information is correct.” box.

e C(Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

Legal Guardianship

Life Event: Legal Guardianship
Date of Event: 08/01/2016

Added to Family: Legal Guardian

| verify that all of the above Life Event information is correct.

[ Hide Event from Employee

Save and Start Life Event Enroliment Cancel

Change life event
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e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.

e Click “OK.”

In order to complete your life event, you must enrcll or remove

La  dependent(s) in your benefits, Please note that you have 30 days to
complete your enrcllment and that you may be required to supply
additicnal documents to support your life event.

e Review your Employee (personal) Information and make any necessary updates.
e  When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Frior 1o beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or. if the information has already been entered, make sure it is accurate

Demographics

* Fields are required

*First Name | 1oq
Middle Initial
*Last Name | |jqnr
Suffix
Social Secunity Number 444-77-4444
* Date of Birth | 1;),1585
*Gender O Male @ Female

Waork Phone
Work Phone Ext

* Work Email

* Fields are required

WORK CONTACT INFORMATION

0300

testuser@junkmail com

Preferred Email  ® Home Email O Work Email

Bi checling the box *I Agree” below, you agree that the information above 1s accurate to the best of your knowledge.

Address ? Your Info
Address 1 1475 kendale Bivd Employee information
Address 2 Family Info

Ciy | East Lansing Questions
2 Your Benefits
State | - pichigan
3 Enroll
4p 48823
4 Complete
Home Phane ey socxx
Home Email
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependens, ohok on the * + Add Dependents” link. To wenify or edit the mdomation of a famity member who has already
Estitn entesed, click on the person's name.

Mot 1 you or vy of your family members have a forsign (non-USA isssed) S5, please contact your Benefins Administmior or
MIESSA Gevup Services at 833-888-4167.

John Test Sally Test Baby Test Johnny Test
Klale Emnployee Female Spouse Female Daugiter Male Son

3T e cled 171/ hind) 3T weawra ol 1107710 O i abd 81 801 T 2 panrn okl | L1 F2815)
s&v- B95-06-0969 se- 0&9-06-907T9 a5y F96-08-0808
Edit > Edit > Edit > Edit >

Add Depemdents

Degendent infommation Motice

If you are covened, your sligible dependents mclude:

+ Your Bpouse

+ ¥our chilkdeen fincluding stepchildren, adopied children, amd children for whom you ane legal geardian; however, foster ohildren ane
naot includied) umtil & mawimum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's spoasse and your gra ndchildren ane not oovered meder this plan

+ Your children beyond the end of the calendar year of their 26th birthaay §if covend eeder this program at the end of the calemdar
year of their 26¢h birthday and conbirsous by thereafier) wio ane developerentally disabled or physical iy handicapped, d dent
upon you for a majority of their sepport and who are inoapable of seif sustaning esnploy ment by reason of 1her developmaental
disability or physical handicap. [Under no circumatance will mendal ilissss be considered a casse of mcapacity nor will i be
considened as a basis for conbinued coverage.) Flease contact MESEA 1o abfain the appropriate fom to continue covenage.

+ Your childeen bsyomd the end of the calendar year of thiir 26th birthalay §if covemd eeder this program at the end of the calemdar
year of their 266h binhday and continsous y thereafier) wiso ane full-time stedents and dependent on you for a maposity of their
SUpport.

+ Your o « s wheo ane u of your famnily, sither by Blood or mamiage, who gualify as your depesdenis under

the Imzmal Revenue Code, werne declared as dependents on your federal tax neteen for the preceding tax year and ane cont inuisg in
thak stadus for the curvent 1ax year. (Children wha ase no longer o igible for ooverage & dependent children cannat be coversd as
spmrsored depemdenis.)

Wiouwr imifo
Emmployee Information
Family Info
Ouestions
2 YourBenefils
3 Enrcil

4 Comples

Continue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to
the next step.
e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

Your Info
*What PAK of Coverage do you want?
Employee Infarmation

PAK A

Medical — MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Family Info
Dental - Dent 80/80/80/80:1300{1500)

Vision - V5P 25 Questions

Megotiated LTD

PAK Life - 550,000 PAK Life
PAK AD&D - 550,000 PAK AD&D
Basic Term Life - $5,000

2 Your Benefits

3 Envoll
PAKB
Dental - Dent 80/80/80/80:1300(1500) 4 | Complete
Vision - V5P 25

Megotiated LTD

PAK AD&D - $50,000 PAK ADED

PAK C

Medical — MESSA ABC Plan 2

Dental - Dent 80,/80/80/80:1300(1500)
Vision- V3P 25

Megotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - $5,000

PAK D

Medical — MESSA Choices 51000752000 deductible w/20% caoinsurance, Saver Rx
Dental - Dent 80,/80/80/80:1300(1500)

Vision - V5P 25

Megotiated LTD

PAK Life - 550,000 PAK Life

PAK AD&D - 550,000 PAK AD&D

Basic Term Life - $5,000

® | want PAK A
O I want PAK B
O Iwant PAK C

O 1 want PAK D

* Fields are required

e C(Click on “View Plan Options” to the right of each plan name.

Medical $35.00 v

Your Cost per month

PLAN MESSA ABC Plan 1 w/10% coinsurance, ABC RX / Blue Cross Blue Shield of Michigan /
View plan details

coverage  Employee + Family

Gabriel Test Employee O cover
Paige Test Spouse O cover
Jason Test Son O Cover

© Completed @ view Plan Options }
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e Check the legal guardian’s name and click “Continue”.

Who will be covered by this plan?

Susan Test Spouse Test a Child Test u Mark Tester © Add Dependents
Employee Spouse Daughter Legal Guardianship

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

Plan Brochure

Blue Cross Blue Shield of Michigan High Deductible

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete
Your Cost
per month 85000

Finished selecting benefits? Click the
button below to continue.

Mot ready to complete your benefits
enrollment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later

54 Revised 08/25/2017



e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® ves O No

Other Insurance
Policyholder Name
Policy Number
Palicyholders Employer

Paolicyholders Employer
Address

Policyholder's Employer Phone
Insurance Carriers Name
Insurance Carriers Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

A\ This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Gross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee @ cover
Spouse User Spouse @ cover

Your Total Cost

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

Your cost per month SO .00

( Complete Enrollme|

COST DETAILS PER MONTH

$0.00

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

Complete

e Review the “Participation” statement and check the “l agree, and I’'m finished with my enrollment” box.
e Inthe upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk_ | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollment)

enroll for benefits for which I am presently eligible, or for which 1 may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

waly
[] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enroliment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B viEw “ M EMAIL H ©& PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Adding a Dependent

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”

Life Events

& Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events. .

Divorce

Legal Guardianship
(Child Becomes Eligible )

Child No Longer Eligible

Spouse Death

Child Death

Family Status Change - Other

W
“ H He 4

e Select “Child Becomes Eligible.
Life Event
It you had a recent lile event such as a birth of a child, or a marmage, you may be eligpble to change your benetit elections. Please hill
out all information requested 1o complete your change in coverage
STEP 1 Please select your life event

> Birth

> Marriage

Other life events... ~

e Enter the effective date (first of the month).

STEP 2 Enter your life event information
Child Becomes Eligible

When did your life event take place?

(Enter a date;) (mm/dd/yyyy)

Change life event
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e Check the “l verify that all of the above Life Event information is correct.” box.
e Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

Child Becomes Eligible

Change life event
Life Event: Child Becomes Eligible

Date of Event: 08/01/2016

I verify that all of the above Life Event information is correct.

(] Hide Event from Employee

Save and Start Life Event Enrollment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.

e Click “OK.”

& Inorderto complete your life event, you must enrcll or remowve
$ dependentis] in your benefits, Please note that you have 30 days to
complete your enrcliment and that you may be required to supply
additicnal documents to support your life event.,
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e Review your Employee (personal) Information and make any necessary updates.
o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
*FirstName | Togt
Middle Initial
*LastName | |jcqr
Suffix

Social Security Number 444-77-4444

* Date of Birth 1/1/1985

*Gender O Male ® Female

* Fields are required

Address ? Your Info
Employee Information

Address 1| 1475 Kendale Blvd

Address 2 Family Info

City | Fast Lansing Questions
2 ) Your Benefits

State | m - Michigan v
3 ) Enroll

Zip | 48823 )
4 Complete
Home Phone |y yx-xxxx

Home Email

WORK CONTACT INFORMATION

Work Phone | ey yoox-xxx

Work Phone Ext.

* i i i
Work Email testuser@junkmail com

Preferred Email  ® Home Email O Work Email

* Fields are required

By checking the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.
6I agree
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependens, ohok on the * + Add Dependents” link. To wenify or edit the mdomation of a famity member who has already
Estitn entesed, click on the person's name.

Mot 1 you or vy of your family members have a forsign (non-USA isssed) S5, please contact your Benefins Administmior or
MIESSA Gevup Services at 833-888-4167.

John Test Sally Test Baby Test Johnny Test
Klale Emnployee Female Spouse Female Daugiter Male Son

3T e cled 171/ hind) 3T weawra ol 1107710 O i abd 81 801 T 2 panrn okl | L1 F2815)
s&v- B95-06-0969 se- 0&9-06-907T9 a5y F96-08-0808
Edit > Edit > Edit > Edit >

Add Depemdents

Degendent infommation Motice

If you are covened, your sligible dependents mclude:

+ Your Bpouse

+ ¥our chilkdeen fincluding stepchildren, adopied children, amd children for whom you ane legal geardian; however, foster ohildren ane
naot includied) umtil & mawimum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's spoasse and your gra ndchildren ane not oovered meder this plan

+ Your children beyond the end of the calendar year of their 26th birthaay §if covend eeder this program at the end of the calemdar
year of their 26¢h birthday and conbirsous by thereafier) wio ane developerentally disabled or physical iy handicapped, d dent
upon you for a majority of their sepport and who are inoapable of seif sustaning esnploy ment by reason of 1her developmaental
disability or physical handicap. [Under no circumatance will mendal ilissss be considered a casse of mcapacity nor will i be
considened as a basis for conbinued coverage.) Flease contact MESEA 1o abfain the appropriate fom to continue covenage.

+ Your childeen bsyomd the end of the calendar year of thiir 26th birthalay §if covemd eeder this program at the end of the calemdar
year of their 266h binhday and continsous y thereafier) wiso ane full-time stedents and dependent on you for a maposity of their
SUpport.

+ Your o « s wheo ane u of your famnily, sither by Blood or mamiage, who gualify as your depesdenis under

the Imzmal Revenue Code, werne declared as dependents on your federal tax neteen for the preceding tax year and ane cont inuisg in
thak stadus for the curvent 1ax year. (Children wha ase no longer o igible for ooverage & dependent children cannat be coversd as
spmrsored depemdenis.)

Wiouwr imifo
Emmployee Information
Family Info
Ouestions
2 YourBenefils
3 Enrcil

4 Comples

Continue

61

Revised 08/25/2017



NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

*What PAK of Coverage do you want?

PAK A

Medical — MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Dental - Dent 80/80/80/80:1300(1500)

Vision - V5P 25

MNegotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 850,000 PAK ADED

Basic Term Life - 5,000

PAK B

Dental - Dent 80/80/80/80:1300(1500)
Vision - V3P 23

Negotiated LTD

PAK Life - $50,000 PAK Life

PAK ADED - 550,000 PAK AD&D

PAKC

Medical — MESSA ABC Plan 2

Dental - Dent 80,/80/80/80:1300(1500)
Vision - V5P 25

MNegotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 850,000 PAK ADED

Basic Term Life - 5,000

PAKD

Dental - Dent 80,/80/80/80:1300(1500)
Vision — VSP 25

Negotiated LTD

PAK, Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADED

Basic Term Life - §5,000

® | want PAK A
O | want PAK B
O |want PAK C

O | want PAK D

* Fields are required

Medical — MESSA Choices 51000/32000 deductible w/20% coinsurance, Saver Rx

Your Info
Employee Information
Family Info
Questions
2 Your Benefits
3 Enrall

4 Complete

e Click on “View Plan Options” to the right of each plan name.

Medical

PLAN MESSA ABC Plan 1 w/10% coinsurance, ABC Rx / Blue Cross Blue Shield of Michigan /

View plan details
coverace Employee + Family

Gabriel Test
Paige Test
Jason Test

© Completed

Employee
Spouse
Son

$35.00 v

Your Cost per month

@ cover
o Cover
@ cover

View Plan Options
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o Check the dependent’s name and click “Continue”.

Who will be covered by this plan?

u Mark Tester © Add Dependents

u Spouse Test a Child Test ]
Spouse Daughter Legal Guardianship }

Susan Test
Employee

@ Back to Benefits

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx

Blue Cross Blue Shield of Michigan High Deductible

@ Selected

View plan details

Plan Brochure

Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

o When finished going through every benefit plan, click “Continue”

Your Info
Your Benefits
3 Enroll

4 Complete

Your Cost
per month

$50.00
Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary inf ion is plete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350.00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

u Medical

& This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee © cover
Spouse User Spouse @ cover

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month Review and Confirm

Your Total Cost

Your cost per month S0.00

COST DETAILS PER MONTH

$0.00

Your Info

Your Benefits

Enroll
Beneficiaries

Other Coverages

4 | Complete

‘ Complete Enrollme

e Review the “Participation” statement and check the “l agree, and I’'m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk_ | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollmenD

enroll for benefits for which I am presently eligible, or for which 1 may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

waly
[] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enroliment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B viEw “ M EMAIL H ©& PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.

66

Revised 08/25/2017



Removing a Dependent from ALL Benefits

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”

Life Events

& Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible 1o change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...

e Select “Child No Longer Eligible.”

Life Event

out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...
Divorce

Legal Guardianship
Child Becomes Eligible
Spouse Death

Child Death

Family Status Change - Other

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit elections. Please fill
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e Enter the effective date (last day of the month in which coverage is ending).

STEP 2 Enter your life event information
Child No Longer Eligible

When did your life event take place?

(mm/dd/yyyy)

Change life event

e Check the box next to the dependent’s name.
e C(Click “Continue.”

Update Name SSN Relationship Date of Birth Age Gender Additional Information
Joe Test 444-55-6666  Employee 1/1/1980 3B M
Spouse Test  877-08-0889  Spouse 1/1/1980 36 F Divorced
Michael Test 888-77-8822 Son 1/1/1989 27 M

e Check the “l verify that all of the above Life Event information is correct.” box.

e C(Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

Child No Longer Eligible change life event

Life Event: Child No Longer Eligible
Date of Event: 08/31/2016

Removed from Family: Michael Test

| verify that all of the above Life Event information is correct.

[ Hide Event from Employee

Save and Start Life Event Enrollment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the

dependent in benefits.
e (Click “OK.”

. In order to complete your life event, you must enrcll or remove
g dependent(s) in your benefits, Please note that you have 30 days to
complete your enrcllment and that you may be required to supply
additicnal documents to suppert your life event,
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e Review your Employee (personal) Information and make any necessary updates.

o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
*FirstName | qoqt
Middle Initial
*LastName | (jger
Suffix

Social Security Number 444-77-4444

*Date of Birth | 11,1985

*Gender O Male ® Female

* Fields are required

Address

Address 1| 1475 Kendale Blvd

Address 2

City | East Lansing

State | | - Michigan v

(Y]

Zip | 48823

Home Phone | 5y soxx-xooxx

Cell Phone | yyy sxx-xxxx

Home Email

WORK CONTACT INFORMATION

Work Phone | yyy e socxx
Work Phone Ext.

* i i 1
Work Email testuser@junkmail.com

Preferred Email  ® Home Email O Work Email

* Fields are required

Bi Checkini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

Employee Information
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependens, ohok on the * + Add Dependents” link. To wenify or edit the mdomation of a famity member who has already
Estitn entesed, click on the person's name.

Mot 1 you or vy of your family members have a forsign (non-USA isssed) S5, please contact your Benefins Administmior or
MIESSA Gevup Services at 833-888-4167.

John Test Sally Test Baby Test Johnny Test
Klale Emnployee Female Spouse Female Daugiter Male Son

3T e cled 171/ hind) 3T weawra ol 1107710 O i abd 81 801 T 2 panrn okl | L1 F2815)
s&v- B95-06-0969 se- 0&9-06-907T9 a5y F96-08-0808
Edit > Edit > Edit > Edit >

Add Depemdents

Degendent infommation Motice

If you are covened, your sligible dependents mclude:

+ Your Bpouse

+ ¥our chilkdeen fincluding stepchildren, adopied children, amd children for whom you ane legal geardian; however, foster ohildren ane
naot includied) umtil & mawimum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's spoasse and your gra ndchildren ane not oovered meder this plan

+ Your children beyond the end of the calendar year of their 26th birthaay §if covend eeder this program at the end of the calemdar
year of their 26¢h birthday and conbirsous by thereafier) wio ane developerentally disabled or physical iy handicapped, d dent
upon you for a majority of their sepport and who are inoapable of seif sustaning esnploy ment by reason of 1her developmaental
disability or physical handicap. [Under no circumatance will mendal ilissss be considered a casse of mcapacity nor will i be
considened as a basis for conbinued coverage.) Flease contact MESEA 1o abfain the appropriate fom to continue covenage.

+ Your childeen bsyomd the end of the calendar year of thiir 26th birthalay §if covemd eeder this program at the end of the calemdar
year of their 266h binhday and continsous y thereafier) wiso ane full-time stedents and dependent on you for a maposity of their
SUpport.

+ Your o « s wheo ane u of your famnily, sither by Blood or mamiage, who gualify as your depesdenis under

the Imzmal Revenue Code, werne declared as dependents on your federal tax neteen for the preceding tax year and ane cont inuisg in
thak stadus for the curvent 1ax year. (Children wha ase no longer o igible for ooverage & dependent children cannat be coversd as
spmrsored depemdenis.)

Wiouwr imifo
Emmployee Information
Family Info
Ouestions
2 YourBenefils
3 Enrcil

4 Comples

Continue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you

wish to enroll in and click “Continue” on the right-hand side of the screen.

*What PAK of Coverage do you want?

PAK A

Medical — MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Dental - Dent 80/80/80/80:1300(1500)

Vision - VSP 23

Megotisted LTD

PAK Life - 550,000 PAK Life

PAK AD&D - $50,000 PAK AD&D

Basic Term Life - 5,000

PAK B

Dental - Dent 80/80/80/80:1300(1500)
Vision - VSP 23

Negotisted LTD

PAK Life - 550,000 PAK Life

PAK AD&D - $50,000 PAK AD&D

PAKC

Medical — MESSA ABC Plan 2

Dental - Dent 80/80/80/80:1300(1500)
Vision - VSP 23

Megotisted LTD

PAK Life - 550,000 PAK Life

PAK AD&D - 550,000 PAK ADED

Basic Term Life - 55,000

PAK D

Medical — MESSA Choices 51000/52000 deductible w/20% coinsurance, Saver Rx

Dental - Dent 80/80/80,/80:1300(1500)
Vision — V5P 25

Negotisted LTD

PAK Life - 550,000 PAK Life

PAK AD&D - 850,000 PAK AD&D

Bagsic Term Life - 55,000

® [want PAK A
O |want PAK B

O want PAK C

O Iwant PAK D

* Fields are required

Your Info
Employee Information
Family Info
Questions
2 Your Benefits
3 Enoll

4 Complete

e Click on “View Plan Options” to the right of each plan name.

Medical

PLAN MESSA ABC Plan 1 w/10% coinsurance, ABC Rx / Blue Cross Blue Shield of Michigan /

View plan details
coverace Employee + Family

Gabriel Test
Paige Test
Jason Test

© Completed

Employee
Spouse
Son

@ cover
o Cover
@ cover

$35.00 v

Your Cost per month
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e Uncheck the dependent’s name and click “Continue”.

Who will be covered by this plan?

Susan Test a Spouse Test ||| Child Test u Mark Tester © Add Dependents
Employee Spouse . Daughter ¢ Legal Guardianship

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

Plan Brochure

Blue Cross Blue Shield of Michigan High Deductible

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete
Your Cost
per month 35000

Finished selecting benefits? Click the
button below to continue.

Continue

Not ready to complete your benefits
enrollment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

o T .. .

Please verify your y is p and accurate before proceeding.

"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any
due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employeg) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Cost 350_00

per month

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

Complete
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® ves O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carriers Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical
A

This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Blue Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee ° Cover
Spouse User Spouse ° Cover

Your Total Cost

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

Your cost per month SO .00

‘ Complete Enrollmen

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

Complete

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “l agree, and I’'m finished with my enrollment” box.
e Inthe upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk_ | hereby

If any deductions for the coverages listed above are required, | authorize such deductions from my eamings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollment)

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

alala
[] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEW “ M4 EMAIL H & PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Removing a Dependent from PARTIAL Benefits

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”

Life Events

a Johnny Test
If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events_..

e Select “Family Status Change - Other.”

Life Event

out all information requested to complete your change in coverage.

STEP1 Please select your life event

> Birth
> Marriage

Other life events...
Divorce

Legal Guardianship
Child Becomes Eligible
Child No Longer Eligible
Spouse Death

Child Death

(Family Status Change - Other)

If you had a recent life event such as a birth of a child, or a mamage, you may be eligible 10 change your benefit elections. Please fill

e Enter the effective date (enter the last day of the month in which coverage is ending).

STEP 2 Enter your life event information
Family Status Change - Other

When did your life event take place?

(mmy/dd/yyyy)

Change life event
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e Check the “l verify that all of the above Life Event information is correct.” box.
e C(lick “Save and Start Life Event Enroliment.”

STEP 3 Confirm your information

Family Status Change - Other Change life event

Life Event: Family Status Change - Other

Date of Event: 11/01/2016

@ 1 verify that all of the above Life Event information is correct.

[J Hide Event from Employee

Save and Start Life Event Enrollment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.
e C(Click “OK.”

In crder to complete your life event, you must enrcll or remove
dependent(s) in your benefits, Please note that you have 30 days to
complete your enrcllment and that you may be required to supply
additicnal documents to suppoert your life event.

i

77 Revised 08/25/2017



e Review your Employee (personal) Information and make any necessary updates.

o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate

Demographics

* First Name
Middle Initial
* Last Name

Suffix

Social Security Number

* Date of Birth

Test

User

444-77-4444

1/1/1985

*Gender O Male @ Female

* Fields are required

Address

Address 1 1475 kendale Blvd

Address 2

City  East Lansing

State | M| -Michigan v
7ip 48823 L
Home Phone  yyy yexso00c
Cell Phone | yyx yxx-xxxx

Home Email

WORK CONTACT INFORMATION

Work Phone i soxxiooe

Work Phone Ext.

* i i i
Work Email | 1a51yser@junkmail com

Preferred Email  ® Home Email O Work Email

* Fields are required

Bi checkini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

? Your Info
Employee Information

Family Info

Questions
2 Your Benefits
3 Enroll

4 Complete
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependens, ohok on the * + Add Dependents” link. To wenify or edit the mdomation of a famity member who has already
Estitn entesed, click on the person's name.

Mot 1 you or vy of your family members have a forsign (non-USA isssed) S5, please contact your Benefins Administmior or
MIESSA Gevup Services at 833-888-4167.

John Test Sally Test Baby Test Johnny Test
Klale Emnployee Female Spouse Female Daugiter Male Son

3T e cled 171/ hind) 3T weawra ol 1107710 O i abd 81 801 T 2 panrn okl | L1 F2815)
s&v- B95-06-0969 se- 0&9-06-907T9 a5y F96-08-0808
Edit > Edit > Edit > Edit >

Add Depemdents

Degendent infommation Motice

If you are covened, your sligible dependents mclude:

+ Your Bpouse

+ ¥our chilkdeen fincluding stepchildren, adopied children, amd children for whom you ane legal geardian; however, foster ohildren ane
naot includied) umtil & mawimum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's spoasse and your gra ndchildren ane not oovered meder this plan

+ Your children beyond the end of the calendar year of their 26th birthaay §if covend eeder this program at the end of the calemdar
year of their 26¢h birthday and conbirsous by thereafier) wio ane developerentally disabled or physical iy handicapped, d dent
upon you for a majority of their sepport and who are inoapable of seif sustaning esnploy ment by reason of 1her developmaental
disability or physical handicap. [Under no circumatance will mendal ilissss be considered a casse of mcapacity nor will i be
considened as a basis for conbinued coverage.) Flease contact MESEA 1o abfain the appropriate fom to continue covenage.

+ Your childeen bsyomd the end of the calendar year of thiir 26th birthalay §if covemd eeder this program at the end of the calemdar
year of their 266h binhday and continsous y thereafier) wiso ane full-time stedents and dependent on you for a maposity of their
SUpport.

+ Your o « s wheo ane u of your famnily, sither by Blood or mamiage, who gualify as your depesdenis under

the Imzmal Revenue Code, werne declared as dependents on your federal tax neteen for the preceding tax year and ane cont inuisg in
thak stadus for the curvent 1ax year. (Children wha ase no longer o igible for ooverage & dependent children cannat be coversd as
spmrsored depemdenis.)

Wiouwr imifo
Emmployee Information
Family Info
Ouestions
2 YourBenefils
3 Enrcil

4 Comples

Continue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you

wish to enroll in and click “Continue” on the right-hand side of the screen.

*What PAK of Coverage do you wam?

PAK A

Medical - MESSA ABC Plan 1 w,/10% coinsurance, ABC Rx
Dental - Dent 80/80/80/80:1300(1500)

Vision - V5P 25

Negotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADED

Basic Term Life - $5,000

PAKB

Dental - Dent 80/80/80/80:1300(1500)
Vigion - VSP 25

MNegotiated LTD

PAK Life - §50,000 PAK Life

PAK ADED - 550,000 PAK ADED

PAKC

Medical - MESSA ABC Plan 2

Dental - Dent 80/80/80/80:1300(1500)
Vision - V5P 25

Negotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADRD

Basic Term Life - $5,000

PAKD

Medical — MESSA Chaices $1000/$2000 deductible w/20% coinsurance, Saver Rx

Dental - Dent 80/80/80/80:1300(1500)
Vision - VSP 25

Megotisted LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADRD

Bagic Term Life - $5,000

® |want PAK A
O Iwant PAK B
O Iwant PAK C

O lwant PAK D

* Fields are required

Your Info
Employee Information
Family Info
Questions
2 Your Benefits
3 Enroll

4  Complete

o Click on “View Plan Options” to the right of each plan name.

Medical

PLAN MESSA ABC Plan 1 w/10% coinsurance, ABC Rx / Blue Cross Blue Shield of Michigan /

View plan details
coverace Employee + Family

Gabriel Test
Paige Test
Jason Test

© Completed

Employee
Spouse
Son

@ cover

o Cover

@ cover

$35.00 v

Your Cost per month
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e Uncheck the dependent’s name and click “Continue”.

Who will be covered by this plan?

a Mark Tester © Add Dependents
Legal Guardianship

Susan Test u Spouse Test

Employee Spouse

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Your Cost per month:
§25.00 v

Tier: Employee + Dependent

View plan details Keep Selection

Plan Brochure

Blue Cross Blue Shield of Michigan High Deductible

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete

Your Cost 350_00

per month

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary" represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50.00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.
e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® Yes O No
Other InSUrance | pew v

Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage v
Coverage Level | Employee v

Additional Info

Save

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.
Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

M This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee @ cover
Spouse User Spouse @ cover

$0.00

Per Month

n Med'cal Your cost per month S0.00

Your Total Cost

Your Info

Your Benefits

Enroll

Once you have completed your review, click the "Complete Enrollment” button at right side of the page
Beneficiaries

Other Coverages
Review and Confirm

4 ) Complete

l Complete Enrollme

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “l agree, and I’m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge I have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollm@

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

‘Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

Your enrollment is completel

lals
[] You may make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEW “ B4 EMAIL H & PRINT ]

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Adding a Spouse

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

_ e Select “Other life events...”
Life Events

& Johnny Test

i you had a recent Iife event such as a birth of a chikd, or a marriage, you may be eligible to change your benefit
elections. Please Hill out all information requested 1o complete your change in coversge.

STEP 1 Flease select your life event

> Birth

> Marriage
v

e Select “Family Status Change - Other.”

Life Event

out &l information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...

Divorce

Legal Guardianship

Child Becomes Eligible

Child No Longer Eligible
Spouse Death

Child Death
(Eamily Status Change - Olh_eg

Il you had a recent life event such as a birth of a child, or a mamage, you may be ehigible 1o change your benefit elections. Please hill

e Enter the effective date (first day of the month).

STEP 2 Enter your life event information
Family Status Change - Other

When did your life event take place?

(Enter a date) | (mm/dd/yyyy)

Change life event
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e Check the “l verify that all of the above Life Event information is correct.” box.
e C(lick “Save and Start Life Event Enroliment.”

STEP 3 Confirm your information

Family Status Change - Other Change life event

Life Event: Family Status Change - Other

Date of Event: 11/01/2016

@ | verify that all of the above Life Event information is cormrect.

[0 Hide Event from Employee

p————
Save and Start Life Event Enrollment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.
e Click “OK.”

In crder to complete your life event, you must enrcll or remove
dependent(s} in your benefits, Please note that you have 30 days to
complete your enrcliment and that you may be required to supply
additicnal documents to support your life event,

1Y
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e Review your Employee (personal) Information and make any necessary updates.

o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
*FirstName  yqst
Middle Initial
*LastName | jer
Suffix

Social Security Number 444-77-4444

* Date of Birth 1/1/1985
*Gender O Male ® Female

* Fields are required

Address

Address 1 1475 Kendale Bivd

Address 2

City  East Lansing

State - Michigan v

(=)

Zip 48823
Home Phone o000
Cell Phone o000k

Home Email

WORK CONTACT INFORMATION

Work Phone iy soso0x

Work Phone Ext.

* i i i
Work Email  egiyser@junkmail com

Preferred Email @ Home Email O Work Email

* Fields are required

Bi checkini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

Employee Information
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e Review/add/edit your Family Information.
e To add your spouse, click “Add Dependents” and complete the spouse’s demographic information and click
“Save & Continue”.

O

Add Dependents

Dependent Demographic

* First Name

Middle Initial

Suffix

* Date of Birth

* Social Security Number
-O Male O Female

* Relationship ~

* Fields are required

Cancel € Save & Add Another
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e  When finished with your Family Information, click the “I agree” box.

e Click “Continue”.

Family Information

John Test

Islade Emnployes
FT s cd [/ b

sin B95-0E-0989

Sally Test

Female Spouse
FT s ol 117710

sin (089-08-9079

Baby Test

Female Daugitter

0 aara akd 81 5301 7

To enter your dependenis, ook on the * + Add Dependents® link. To venify or edit the mdomation of a famity member who has already
Estitn endeved, click on the person's name.

Miote- i you or vy of your family members have a forsign (non-USA isseed) S5N, pleass contact your Benefits Adminksrtmior or
MIESES Geoup Servicas at 833-888-416T.

Johnny Test

Male Son
2 panrn ok {11 F2815)
554 FOE-D08-0808

Edit 3 Edit » Edit > Edit >
e Dependents

Degandent infommation Motice

If wou are covened, your sligible dependents mclude:

* ¥our spouse

+ ¥our childeen fincluding stepchildren, adopted children, and children for whom, you an legal guardian; however, foster okildren ae
naot included) until a maximum of the end of the: calendar year of their 26th birthday.

HOTE: Your child's speese and o gra ndchildren ane nod covered esder this plam.

+ Your chilkdren beyomd the end of the calendar year of their 26th birthaay §if covened snder this program at the end of the calemdar
year of their 26¢h birthday and conbiresous Iy thersafter) wiso are developerentally disabled or physically handicapped, dependemt
upan you for a majority of their sspport and who are inoapabile of seif-sustaining esnploy ment by reason of 1heir developmaental
disability or physical handicap. [Under na circumstance will mendal ilnes s be conskdered a casse of mcapacity nor will it be
considened as a basis for continused coverage.) Please contact MESES 1o obfain the appropriate foms to continue coverage.

+ Your chilkdren beyomd the end of the calendar year of their 26th birthaay §if covened snder this program at the end of the calemdar
year off their 2E8h binhday and continessus y thereafior) wia ane full-time stedants and dependent on you for a magosty of their
suppot.

+ Your s ponsored dependents who are members of your family, either by bBlood or mamiage, wha qualify as your dependents under
the Intemal Revenus Code, werne declared as dependents on your federal tax retuen for the preceding tax year and are oo inuisg in
that stabus for the curren fax year. (Chilkdren who ase no konger eligitle for coverage as dependent children cannot be covered as
aporaored depemdents.}

o indo
Emmployee information
Family Info
Cuestions
2  YourBenefils
3 Enrcll

4 Comrplebe

ot e
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to
the next step.
e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

Your Info
*What PAK of Coverage do you want?

Employee Information

PAK A

Medicel - MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Family Info
Dental - Dent 80/80/80/80:1300(1500)

Vision - V5P 25 Questions
Megofiated LTD

PAK Life - §50,000 PAK Life
PAK AD&D - $50,000 PAK ADED
Basic Term Life - $5,000

2 Your Benefits

3 Enroll
PAK B
Dental - Dent 80/80/80/80:1300(1500) 4 Complete
Vision - V5P 25

MNegetiated LTD

PAK AD&D - $50,000 PAK AD&D

PAKC

Medical - MESSA ABC Plan 2

Dental - Dent 80/80,/80/80:1300(1500)
Vision - V5P 25

Megofiated LTD

PAK Life - 550,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - $5,000

PAK D

Medical - MESSA Choices §1000/52000 deductible w/20% coinsurance, Saver Rx
Dental - Dent 80/80,/80/80:1300(1500)

Vision — VSP 25

Megofiated LTD

PAK Life - 550,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - $5,000

@ | want PAK A
O Iwant PAK B

O Iwant PAK C
O | want PAK D

* Fields are required

e C(Click on “View Plan Options” to the right of each plan name.

Medical §35.00 v

Your Cost per month

pLan  MESSA ABC Plan 1 w/10% coinsurance, ABC RX / Blue Cross Blue Shield of Michigan /
View plan details

coverace Employee + Family

Gabriel Test Employee © Cover
Paige Test Spouse © Cover
Jason Test Son © cCover

© Completed View Plan Options

90 Revised 08/25/2017



e Check the spouse’s name and click “Continue”.

Who will be covered by this plan?

Susan Test u Spouse Test Child Test u Mark Tester © Add Dependents
Employee Spouse Daughter Legal Guardianship

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx

Blue Cross Blue Shield of Michigan High Deductible

Keep Selection

Plan Brochure

Your Cost per month:
$25.00 v

Tier: Employee + Dependent

e  When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete
Your Cost
per month 35000

Finished selecting benefits? Click the
button below to continue.

Mot ready to complete your benefits
enroliment? Mo problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary" represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50.00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current of Prior Coverages ® yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carriers Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

A This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 sive cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee © cover
Spouse User Spouse ° Cover

Your Total Cost

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

Your cost per month SO .00

l Complete Enroll

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages

Review and Confirm

Complete

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “l agree, and I’m finished with my enrollment” box.
e Inthe upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions from my eamings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ I agree, and I'm finished with my enrullmem)

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

alaln
] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEW “ M EMAIL H & PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Removing a Spouse

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”
Life Events

a Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...

<

e Select “Family Status Change - Other.”

Life Event
If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit elections. Please fill
out all information requested 10 complete your change in coverage

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...
Divorce
Legal Guardianship
Child Becomes Eligible
Child No Longer Eligible
Spouse Death
Child Death
(Family Status Change - Other)
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e Enter the effective date (enter the last day of the month in which coverage is ending).
STEP 2 Enter your life event information

Family Status Change - Other

Change life event

When did your life event take place?

@ (mm/dd/yyyy)

e Check the “l verify that all of the above Life Event information is correct.” box.
e C(Click “Save and Start Life Event Enroliment.”
STEP 3 Confirm your information

Family Status Change - Other Change life event

Life Event: Family Status Change - Other

Date of Event: 11/01/2016

@ I verify that all of the above Life Event information is correct.

[ Hide Event from Employee

e ——
Save and Start Life Event Enrollment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.
o C(Click “OK.”

In order to complete your life event, you must enroll or remove

Fi l % dependent(s) in your benefits, Please note that you have 30 days to
complete your enrcliment and that you may be required to supply
additional documents to support your life event,
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e Review your Employee (personal) Information and make any necessary updates.

o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
* First Name
Middle Initial
* Last Name
Suffix

Social Security Number

* Date of Birth
* Gender

* Fields are required

Test

User

444-TT-4444

1/1/1985

O Male @ Female

Address
Address 1
Address 2

City

State

Zip

Home Phone
Cell Phone

Home Email

1475 Kendale Blvd

East Lansing

MI - Michigan
48823
K XXX XXNK

OCCX00X00K

WORK CONTACT INFORMATION

Work Phone

Work Phone Ext.

* Work Email

OOE-XXX-XXKK

testuser@junkmail com

Preferred Email  ® Home Email O Work Email

* Fields are required

Bi (:heckini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

? Your Info
Employee Information

Family Info

Questions.
2 Your Benefits
3 Enroll

4 Complete
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e Review/add/edit your Family Information.

o When finished with your Family Information, click the “l agree” box.

e C(Click “Continue”.

Family Information

To enter your dependents, chok on the * + Add Dependesis” link. To venify or edit the sdomation of a family member who has aimeady

Estizn enbeped, clich on 1he pErS0n's Nad

Hetee If you or gy of your family members have a forelgn [non-LISA [sssed) S5H, pliase contact your Benafies Adminkstrator of Family Inf
MESEA Devup Sorvicaes ot 838-888-416T.
Ouestamns
Your Benefiis
Enrall
John Test Sally Test Baby Test Jaohnny Test Comylefe
Malz Employee Female Spouse Femals Daugiter Male Sen

T yeara ald 1717 1o

san B95-06-0969

T e ald 17171 04

san (0E9-08-9079

O i b 48411 522001 Y

2 i ol {11 £2214)

s54: F9E-05-0808

Your Info

Employee infonmation

Edit » Erirt Edit > Edit >
Add Depemdernis

Dependent infomnation Motice:

If wou ane powered, your eligible dependents mclude:

*+ Your spouse

+ Your childeen fimcluding stepohildren, adopted children, and childres for whom you ane kegal guardian; however, foster ohildran ae
nat included) until & maxirum of the end of the calendar year of their 266, birhday,

HOTE: ¥our oiild's spasie aned o gandohildren ane ol Sovened amder this plan

+ ¥our children beyord the end of the calesdar year of thair 26th birthday §if coversd eeder this program at the end of the calesdar
year of their 26eh binhday and continsous |y theneafor) wio ane developmentally disablied or phy Ity handiapped, d et

upon you for & majority of their sepport and who are incapabie of seif.sustaning employmen by reason of 1heir deselopmental
disability or physical handicap. (Under no circumatance vl mendal ilieess be considered a cawse of incapacity nor will it be

considened as a basis for conbissed coverage. ) Flease contact MESSA 1o obiain ihe appropriaie fom to continue coserage.

¥our chikdeen beyord the end of the calessdar year of their 26th birthaay §if covered weder this program at the end of the calendar
year of their 26¢h binhday and continscus |y theneafior) wio ane fulltime stedents and dependent om you for a majosity of their
SupEit

¥our spansared dependents who ane members of your family, ither by blood or mamiage, whao qualify as your depemdents under
the: iriemal Revenue Code, wene declared as dependenis on your federal tax retesn for the preceding tax year and ane condinuisg in
that status for the cunent fax year. (Children who are no longer eligible for coverage as dependent children cannoi be covered as
spsoned dependents. )
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

*What PAK of Coverage do you wam?

PAK A

Medical - MESSA ABC Plan 1 wy/10% coinsurance, ABC Rx
Dental - Dent 80/80,/80/80:1300({1500)

Vision - WSP 25

Negotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - §5,000

PAK B

Dental - Dent 80/80/80,/80:1300(1500)
Vision- V5P 25

MNegotiated LTD

PAK Life - 550,000 PAK Life

PAK ADRD - 550,000 PAK ADED

PAKC

Medical - MESSA ABC Plan 2

Dental - Dent 80/80,/80/80:1300({1500)
Vision - WSP 25

Negotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - §5,000

PAKD

Dental - Dent 80/80/80/80:1300(1500)
Vision - V5P 25

Negotiated LTD

PAK Life - $50,000 PAK Life

PAIK AD&D - 550,000 PAK ADED

Basic Term Life - §5,000

® | want PAK A
O | want PAK B

O |'want PAK C
O | want PAK D

* Fields are required

Medical - MESSA Choices $1000/$2000 deductible w/20% coinsurance, Saver Rx

Your Info
Employee Information
Family Info
Questions
2 Your Benefits
3 Enroll

4 Complete

o Click on “View Plan Options” to the right of each plan name.

Medical

View plan details
coverace Employee + Family

Gabriel Test
Paige Test
Jason Test

© Completed

PLaN MESSA ABC Plan 1 w/10% coinsurance, ABC Rx / Blue Cross Blue Shield of Michigan /

Employee
Spouse
Son

$35.00 v

Your Cost per month

® cover

O cover

® cover

View Plan Options
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e Uncheck the spouse’s name and click “Continue”.

Who will be covered by this plan?

"4 Child Test © Add Dependents

[ ] spouse Test!
i Daughter

Spouse

Susan Test
Employee

@ Back to Benefits

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx

Blue Cross Blue Shield of Michigan High Deductible

@ Selected

View plan details

Plan Brechure

Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

o When finished going through every benefit plan, click “Continue”

Your Info
Your Benefits
3 Enroll
4 Complete
Your Cost
per month 35000

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later

100

on the right-hand side.

Revised 08/25/2017



e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

o T .. .

Please verify your y is p and accurate before proceeding.

"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any
due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employeg) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Cost 350_00

per month

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

Complete
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® Yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 85000

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

A\ This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee © cover
Spouse User Spouse O Cover

Your Total Cost

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

Your cost per month SU .00

‘ Complete Enrollme

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages

Review and Confirm

Complete

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “l agree, and I’m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge I have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrullmem)

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enrollment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

o Your enroliment is complete!

lals
[] You may make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEw “ M EMAIL H & PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.

103

Revised 08/25/2017



Adding Medical

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”

Life Events

& Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage

STEP 1 Please select your life event

> Birth

> Marriage

Other life events_

e Select “Family Status Change - Other.”

Life Event

out all information requested to complete your change in coverage

STEP 1 Please select your life event

> Birth
> Marriage

Other life events..

Divorce

Legal Guardianship

Child Becomes Eligible

Child No Lenger Eligible
Spouse Death

Child Death

Fa;ﬂ;_Sm!us f.‘;an_g_e- - OII'_\;D

I you had a recent life event such as a birth of a child, or a marage, you may be eligible to change your benefit elections. Please fill

e Enter the effective date (first of the month).

STEP 2 Enter your life event information
Family Status Change - Other

When did your life event take place?

(Enter adate) | (mm/dd/yyyy)

Change life event
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e Check the “l verify that all of the above Life Event information is correct.” box.
e C(lick “Save and Start Life Event Enroliment.”

STEP 3 Confirm your information

Family Status Change - Other Change life event

Life Event: Family Status Change - Other

Date of Event: 11/01/2016

@ | verify that all of the above Life Event information is cormrect.

[0 Hide Event from Employee

p————
Save and Start Life Event Enrollment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.
e Click “OK.”

In order to complete your life event, you must enroll or remove

& l % dependent(s) in your benefits, Please note that you have 30 days to
complete your enrcllment and that you may be required to supply
additional documents to support your life event,
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e Review your Employee (personal) Information and make any necessary updates.
e When finished with your Employee Information, click the “I agree” box.

e Click “Continue”.

Employee Information

Demographics
* First Name
Middle Initial
* Last Name
Suffix

Social Security Number

* Date of Birth

* Gender

* Fields are required

Test

User

444-77-4444

1/1/1985

OMale @ Female

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Address
Address 1
Address 2

City

State

Zip

Home Phone
Cell Phone

Home Email

Work Phone
Work Phone Ext.

* Work Email

* Fields are required

1475 Kendale Blvd

East Lansing

MI - Michigan
48823
OOE00CXXXX

XXXX-XXXK

WORK CONTACT INFORMATION

XXXXXH-XXXK

testuser@junkmail.com

Preferred Email ® Home Email O Work Email

Bi checkini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

Your Info
Employee Information
Family Info
Questions

Your Benefits

Enroll

Complete
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e Review/add/edit your Family Information.

e When finished with your Family Information, click the “l agree” box.

e C(Click “Continue”.

Family Information

To enter pour dependents, chok on the * + Add Dependents” link. To werify or edit the sdomation of a family member who has already

been endeved, click on the person's name

Mictec If you or any of your family members have o forsign (non-USA issued) S5N, pliase contact your Benafits Adminstmton of
MIESSA Devup Services at B28-BRA-416T.

Wiour Indo
Employes information
Family Infa
Questions

2 YourBenefiis

3 Enroll

John Test Sally Test Baby Test Johnny Test a)  Comphets
Malz Employee Female Spouss Female Daughter Male Son
37 youra old [1/1/ o) 37 yuora old 17/ 0} 0 pasraeld j&1 &2 T 2 paarn obdl {171 72815
say B95-0E-0983 say 059089079 sed: PAE-05-0E08
Edit > Edit > Edit > Edit >

Add Depesdents
Dependent information Motice
If wou are powened, pour eligible dependents mclude:
+ Yiour apouse

+ Your children fincluding stepohildren, adopted children, ard children for whom. you ane legal geardian; however, foster ohildren ane
not included) until & mazievum of the end of the calendar year of their 26t binhday.

HNOTE: Your ohild's spouse and yo grandohildnen ane not covered wmder this plan.

+ Your childeen beyond the end of the calemdar year of their 26th birthday {if oovered ender this program at the end of the calesdar
year of their 26eh birihday and conbimscus ty thereafior) wio ane developerentally disabled or piy Ity handicapped, d demi
upon you for & majarity of their sepport and who are incapable of seif.sustaining emmphoymen by reason of ther dessliopmaental
disability or physical handicap. (Under no circumatance will mental |liness be considered a casse of mcapacity norwill it be
considened as a baais for contimeed coverage.) Flease contact MESSA 1o obiain the appropriate fom to coninue coserage.

+ Your childeen beyond the end of the calemdar year of their 26th birthday {if oovered ender this program at the end of the calesdar
year of their 26eh birihday and conbisscus ty thereafier) wio ane full-time shedents and dependend om you for a majosity of ther
SupEpt.

+ Your sponsored dependenis wito are mem bers of your family, either by biood or mamiage, wha gualify as your dependenis under
the Imfemal Revenue Code, were declared as dependenis on your fedem| tax rebsn for the: preceding tax year and are condinuisg in
thai stabus for the curent fax year. (Children whao ase no longer eligible for coverage as dependent children cannot be covered as
speooes onedl depemdernis. )
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to
the next step.
e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle that have medical and scroll to the bottom and select the PAK/Bundle
of coverage you wish to enroll in and click “Continue” on the right-hand side of the screen.

Your Info
*What PAK of Coverage do you want?
Employee Infarmation

PAK A

Medical — MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Family Info
Dental - Dent 80/80/80/80:1300(1500)

Vision- V5P 25 Questions

Megotiated LTD

PAK Life - 550,000 PAK Life
PAK AD&D - 550,000 PAK AD&D
Basic Term Life - §5,000

2 Your Benefits

3 Enroll
PAKB
Dental - Dent 80/80/80/80:1300(1500) 4  Complete
Vision- V5P 25

Megotiated LTD

PAK AD&D - §50,000 PAK AD&D

PAKC

Medical — MESSA ABC Plan 2

Dental - Dent 80/80/80/80:1300(1500)
Vision- V5P 25

MNegotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK AD&D

Basic Term Life - $5,000

PAK D

Medical — MESSA Choices $1000/52000 deductible w/20% coinsurance, Saver Ax
Dental - Dent 80/80/80/80:1300(1500)

Vision - VSP 25

Megotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK AD&D

Basic Term Life - §5,000

® | want PAK A
O | want PAKB

O | want PAK C

O | want PAK D

* Fields are required

e Click on “View Plan Options” to the right of the medical plan name.

Medical §0.00 v

Your Cost per month

PLAN  Waive Medical Coverage / WAIVE MEDICAL

COVERAGE
Daniel Test Employee O cover
Susan Test Spouse @ No Coverage
John Test Son € Mo Coverage

*Selection Required Keep My Selection View Plan Options

108 Revised 08/25/2017



e To cover a dependent, check the box next to their name.
e To remove a dependent, uncheck the box next to their name.
e Click “Continue”.

Who will be covered by this plan?

Gabriel Test u Paige Test |:

Employee Spouse

Oo\le‘e‘5

e Select the medical plan by clicking “Select”.

MESSA ABC Plan 1 Your Cost per month:
Blue Cross Blue Shield of Michigan $50.00 v

) . Tier: Employee + Famil
View plan details ploy! y

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete

Your Cost $50.00

per month

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enrollment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.

"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any
due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named 1o receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages @ yves O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.
Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

M This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee © Cover
Spouse User Spouse © cover

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Your Total Cost

Your cost per month SO .00

COST DETAILS PER MONTH

$0.00

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages

Per Month Review and Confirm

4 ) Complete

l Complete Enrollmen

e Review the “Participation” statement and check the “l agree, and I’m finished with my enrollment” box.
e Inthe upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions from my eamings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ I agree, and I'm finished with my enrullmerD

enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

° Your enrollment is complete!

UU
] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEW “ M EMAIL H & PRINT ]

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Removing Medical

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”
Life Events

a Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events... v

e Select “Family Status Change - Other.”

Life Event

I you had a recent life event such as a birth of a child, or a marriage, you may be eligible 1o change your benefit elections. Please fill
out all information requested to complete your change in coverage

STEP 1 Please select your life event

> Birth

> Marriage

Other life events... ~
Divorce

Legal Guardianship

Child Becomes Eligible

Child Mo Longer Eligible

Spouse Death

Child Death

(Family Sta't-us Change - Cltl@

e Enter the effective date (last day of the month in which coverage is ending).

STEP 2 Enter your life event information
Family Status Change - Other

When did your life event take place?

(Enter adate) (mm/dd/yyyy)

Change life event
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e Check the “l verify that all of the above Life Event information is correct.” box.

e (Click “Save and Start Life Event Enroliment.”

STEP 3 Confirm your information

Family Status Change - Other

Life Event: Family Status Change - Other

Date of Event: 11/01/2016

@ 1 verify that all of the above Life Event information is correct.

[0 Hide Event from Employee

e
Save and Start Life Event Enrollment Cancel

Change life event

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the

dependent in benefits.
e Click “OK.”

In crder to complete your life event, you must enrell or remove
dependent(s) in your benefits, Please nete that you have 30 days to
complete your enrellment and that you may be required to supply
additional decuments te support your life event,
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e Review your Employee (personal) Information and make any necessary updates.
o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
* First Name
Middle Initial
* Last Name
Suffix

Social Security Number

* Date of Birth
* Gender

* Fields are required

Test

User

444-77-4444

1/1/1985

OMale @ Female

Address

Address T | 1475 Kendale Blvd
Address 2 Family Info
City | East Lansing Questions
2 ) Your Benefits
State | ) - Michigan
3 Enroll
Zip | 48823
4 Complete
Home Phone | oy -xox
Home Email

WORK CONTACT INFORMATION

Work Phone

Work Phone Ext

* Work Email

OO0

testuser@junkmail.com

Preferred Email @ Home Email O Work Email

* Fields are required

Bi checkini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

? Your Info
Employee Information
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

Ta enter your dependents, chok on the * + Add Dependends” link. To verity or edit the mfommation of a family member who has already

bazen enbeped, click on ihe person's name.

ot If you or amy of your family members have a forsign (non-USA isssed) S5, pleass contact your Benefis Administrator o
MIESES Geoup Sorvices at 833-BBA-416T.

John Test

Iale Employee
T yewra old 171/ ¥ode)

siny: B95-06-0989

Sally Test

Female Spouse
FT yeura old 177/ 1080

sary F9-06-9079

Baby Test

Female Daugiter

0 paarmeld &1 8201 7

Johnny Test

Male Son
2 e ol {11 22015)

s54: D9E-08-0808

Edit > Euit > Edit > Edit >
Add Deperdants

Degendend infomnation Motikce

If wou are d, wour eligible dependents mclude:

+ YoUr SpOUSE

+ Your childeen finciuding stepchildren, adopted children, and childres for whom you ane legal geardian; howeer, foster ohildren am

not included) until & masirum of the end of the alendar year of their 26t binhday.

HOTE: Your child's spoasse and your grandohildnen ane nod oovemnsd weder this plan

+ Your children beyond the end of the calendar year of their 26th birthday §if cowered ender this program at the end of the calesdar

wear of their 268h birhday and contimeous by theneafier) wheo ane developmentally disabded or pivy Ity handicapped, d dait
upan you for a majority of thesr sepport and who are incapable of self-sustaining employment by reason of ther developmental
disability or physical handicag. [Under no cincumatance will mestal | lises s be considered o casse of incapacity nor will it be

considered as a bas is for conbinsed coverage.) Please contact MESSS 1o obfain the appropriate form to cominue coserage.
¥our children beyond the end of the calemdar year of their 26th birthday §if covered ender this program at the end of the calemdar
wear of their 26eh binhday and contimmscus by thereafier) wha are full-time shedents and dependent on you for a majoety of their
SUppot

¥our sponsored dependents wia ane members of your family, sither by biood or marniage, whao qualify as your depesdants under

the Imtizmal Revenue Code, wone deolaned aa dependems o pour fedeml tax rclLrn‘Iurﬂ'-eprcﬂh:lnq Tay e amd ans ooad g in
that stabus for the current 1ax year. (Children who ase no: konger o igikde far oowerage o5 dependant children cannot be covened as

mpones oned depemdents. |

Wounr Inifo
Emypioyes information
Family Info
CHuEs Bl
2 ‘Your Benefiin
3 Enncdl

4 Complate

Gt riue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Select the PAK/Bundle that does not have medical and click “Continue” on the right-hand side of the screen.

*“What PAK of Coverage do you want?

PAK A

Medical - MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Dental - Dent 80/30/80/80:1300(1500)

Vision - V5P 25

Megotisted LTD

PAK Life - §50,000 PAK Life

PAK ADED - $50,000 PAK AD&D

Basic Term Life - §5,000

A B

Dental - Dent 80/30/80/80:1300(1500)
Vision - V5P 25

Megotiated LTD

PAK Life - 550,000 PAK Life

Ak, ADED - §50,000 PAK ADED

PAKC

Medical - MESSA ABC Plan 2

Dental - Dent 80,/50/80/80:1300(1500)
Vision - VSP 25

Megotisted LTD

PAK Life - 550,000 PAK Life

PAK ADED - $50,000 PAK AD&D

Basic Term Life - §5,000

PAKD

Medical - MESSA Choices $1000/52000 deductible w/20% coinsurance, Saver Rx

Dental - Demt 80/30/80/80:1300(1500)
Vision — V5P 25

Megotisted LTD

PAK Life - §50,000 PAK Life

PAK ADED - $50,000 PAK AD&D

Basic Term Life - §5,000

O | want PAKA

® | want PAKB

O | want PAKC
O | want PAKD

* Fields are required

Your Info
Employee Information
Family Infa
Questions
2 Your Benefits
3 Enroll

4 Complete

e Click on “I don’t want this benefit (waive)” under the medical plan name.

Medical

PLAN  MESSA ABC Plan 1

coverace  Employee + Family

Daniel Test
Susan Test
John Test

© Completed

$50.00 v

Your Cost per month

[ Blue Cross Blue Shield of Michigan / View plan details

Employee © cover
Spouse © cover
Son © cover

QI don't want this benefit (waive) l View Plan Options
—
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e  When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete

Your Cost 350_00

per month

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later

e You will be required to designate at least one primary beneficiary information when you have life insurance.

e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if
you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.

e  When finished click “Continue.”

Your Info
Please verify your ficiary inf ion is plete and accurate before proceeding. Your Benefits
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any
due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named 1o receive Enroll

benefits if the primary beneficiary is deceased.
Beneficiaries

Other Coverages

. . Review and Confirm
Basic Term Life

L 4 Complete
Please choose your beneficiaries

Primary Beneficiaries (required) Your Cost

per month 35000
Name Percentage
My Estate (Employee) %
Sally Test (Spouse) 100 %
Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

w Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

A This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue cross Blue Shield of Michigan

Who will be covered on this plan

Name Relationship Coverage @
Test User Employee @ cover
Spouse User Spouse 0 Cover

$0.00

Per Month Review and Confirm

u Med'cal Your cost per month 30.00

Your Total Cost

Your Cost

Your Info

Your Benefits

Enroll

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

Beneficiaries

Other Coverages

4 Complete

‘ Complete Enroll

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “l agree, and I’'m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk_ | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollmenD

enroll for benefits for which I am presently eligible, or for which 1 may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

waly
[] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enroliment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B viEw “ M EMAIL H ©& PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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Spouse Death

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”

Life Events

a Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...

e Select “Spouse Death.”

Life Event

out all information requested 1o complete your change in coverage

STEP 1 Please select your life event

> Birth

> Marriage

Other life events..
Divorce

Legal Guardianship
Child Becomes Eligible
Child No Lenger Eligible
Child Death

Family Status Change - Other

I you had a recent life event such as a barth of a child, or a marmage, you may be efigible 1o change your benefit elections. Please fill

e Enter the last day of the month in which spouse died.

STEP 2 Enter your life event information
Spouse Death

When did your life event take place?

(mm/dd/yyyy)

Change life event
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e Check the box next to the spouse’s name.
e (Click “Continue.”

Update Name SSN Relationship Date of Birth Age Gender Additional Information
Joe Test 444-55-6666 Employee 1/1/1980 36 M
Spouse Test  877-08-0889  Spouse 1/1/1980 3 F Divorced
Michael Test  888-77-8822  Son 1/1/1989 2 M

o Check the “l verify that all of the above Life Event information is correct.” box.
e Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

SpOUSG Death Change life event

Life Event: Spouse Death
Date of Event: 08/05/2016

Removed from Family: Spouse Test

| verify that all of the above Life Event information is correct.

[0 Hide Event from Employee

Save and Start Life Event Enrollment Cancel

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.
e C(Click “OK.”

& Inorderto complete your life event, you must enrcll or remove

@ dependent(s) in your benefits. Please note that you have 30 days to
complete your enrcllment and that you may ke required to supply
additional documents te support your life event,
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e Review your Employee (personal) Information and make any necessary updates.
o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enroliment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
*FirstName | 1ogt
Middle Initial
*
LastName | |jcer
Suffix

Social Security Number 444-77-4444

* Date of Birth 1/1/1985
*Gender O Male @ Female

* Fields are required

Address ? Your Info
Employee Information

Address 1 | 1475 Kendale Blvd

Address 2 Family Info

City  East Lansing Questions

2 Your Benefits

State ) - Michigan v
) 3 Enroll
7ip 48823 "
4 Complete
Home Phone iy oexxoxxx

Home Email

WORK CONTACT INFORMATION

Work Phone ey yexsoxx

Work Phone Ext.

N . : :
Work Email  e1ser@junkmail.com

Preferred Email  ® Home Email O Work Email

* Fields are required

By checking the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.
@)
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

Ta enter your dependents, chck on the * + Add Dependends” link. To venify or edil the infomeation of a family memberwho has almeady

szt enbeped, clich on 1hi pErson's N

Mo i you or any of your family members hase a forsign (non-LISA isssed) S5, please contact your Benafies Adminkstmtor of
MESES Deoup Services ai 833-888-416T7.

John Test

Malde Employes
3T yeira ald [1/0 ) o)

siry: B95-05-0989

Sally Test

Female Spouse
T yeirs o 1700}

sery DEI-05-9079

Baby Test

Female Daugiter

0 paari sk §81 82101 7}

Johnny Test

Male Son
2 e ol {10172015)

s5y: 96-08-0804

Edit > Eit > Emit > Emit >
&od Dependets

Degendend Infommation Motice

If o ane: o, your eligibke d ependents mclude:

+ Your apouse

+ Your childen fimcluding stepohildren, adopted children, and children for whom, you ane legal geardian; howeser, foster obild ran ame
not included) until & maxirum of the end of the calendar year of their 26t binhday.

NOTE: ¥our ol 's speoassie amd your grandohildren are not oovered omder this plan

¥our children beyomd the end of the calemdar year of their 261h birthday §if covered ender this program at the end of the calemdar
year of their 25th binhday and contimsoualy thenealien) wio ane developeentally disabled or phy Ity handicapped, d dent
upon you for a majority of thes sepport and who are incapable of self-sustaining emmployment by reason of their developmental
disability or physical handicap. [Under no circumatance will menial | imegs be considersd a cawsse of imcapacity norwill it be
oonsidered as & basis for contised coverage ) Please contact MESSA 10 obiain the appropriate fom to comtinue coserage.
¥our childeen beyomd the end of the calesdar year of thieir 26th birtkaday §if coversd eeder this program at the end of the calesdar
year of their 268h binhday and conbissous by thereafier) wia are fulktime shedents and dependend om wou for a majosity of their
SUppot

Your aponscred dependents wia are members of your family, sither by blood or maviage, who qualify as your depesdents under
the imiemal Revenue Code, wene declared as dependenis on pour feden| fax retesn for the preceding tax year and ane condinuisg in
that stabus for the cument fax year. {Children who ase no longer eligible for coverage as dependent chidren cannot be covered as
aporsoned dependats. |

¥our Indo

Employes Infommation

Family Info
Quests
2 Your Benefiio
3 Enrcll

4’ Complete

Contirue
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

*What PAK of Coverage do you wam?

PAK A

Medical — MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Dental - Dent 80,/80/80/80:1300(1500)

Vision - VSP 25

Negotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADED

Basic Term Life - §5,000

PAKB

Dental - Dent 80/80/80/80:1300(1500)
Vision - V5P 25

Megotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADED

PAKC

Medical — MESSA ABC Plan 2

Dental - Dent 80,/80/80/80:1300(1500)
Vision - VSP 25

Negotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK ADED

Basic Term Life - §5,000

PAKD

Dental - Dent 80/80/80/80:1300(1500)
Vision - V5P 25

MNegotiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - 5,000

@ | want PAK A
O | want PAK B

O 'want PAK C
O | want PAKD

* Fields are required

Medical — MESSA Choices $1000/52000 deductible w/20% coinsurance, Saver Rx

Your Info
Employee Information
Family Info
Questions
2 Your Benefits
3 Enrall

4 Complete

e C(Click on “View Plan Options” to the right of each plan name.

Medical

View plan details
coverace Employee + Family

Gabriel Test
Paige Test
Jason Test

© Completed

PLAN MESSA ABC Plan 1 w/10% coinsurance, ABC RX / Blue Cross Blue Shield of Michigan /

Employee
Spouse
Son

$35.00 v

Your Cost per month

@ Cover
O cover
@ Cover

View Plan Options
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e Uncheck the spouse’s name and click “Continue”.

Who will be covered by this plan?

L'4 Child Test © Add Dependents
Daughter

Susan Test

|__| Spouse Test
Employee H

Spouse

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

Plan Brochure

Blue Cross Blue Shield of Michigan E High Deductible

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll
4 Complete
Your Cost
per month 35000

Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® Yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carriers Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

M This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 siue Cross Blue Shield of Michigan

Your Total Cost

n Medlcal Your cost per month S0.00

Who will be covered on this plan: Your Cost
Name Relationship Coverage @

Test User Employee © cover

Spouse User Spouse 0 Cover

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

l Complete Enrollment

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages

Review and Confirm

Complete

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “l agree, and I’'m finished with my enrollment” box.

e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge I have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby
enroll for benefits for which | am presently eligible, or for which | may become eligible, under my employer's group contract(s).
If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollm@

Your Info

‘Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

o Your enrollment is completel!

alaly
[__] Youmay make changes to your elections until: September 1, 2017

Please view your enrollment confirmation statement and verify that your selections are correct.

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

B VIEw “ B4 EMAIL H & PRINT l

REMINDER: All benefit elections must be accepted by your Benefits Administrator.

Please contact your Benefits Administrator with the actual date of death so it can be entered into the system.
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Child Death

e Hover your cursor over the “My Benefits” tab at the top of the screen and choose “Life Events.”

My Benefits v

Current Benefits

Life Events

e Select “Other life events...”

Life Events

a Johnny Test

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit
elections. Please fill out all information requested to complete your change in coverage.

STEP 1 Please select your life event

> Birth

> Marriage

Other life events...

e Select “Child Death.”

Life Event

out all infermation requested to complete your change in coverage

STEP1 Please select your life event

> Birth

> Marriage

Other life events...
Divorce

Legal Guardianship
Child Becomes Eligible
Child Mo Longer Eligible

Spouse Death

Family Status Change - Other

If you had a recent life event such as a birth of a child, or a marriage, you may be eligible to change your benefit elections. Please fill

e Enter the last day of the month in which the child died.

STEP 2 Enter your life event information

When did your life event take place?

(mm/ddryyyy)

Child Death Change life event
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e Check the box next to the dependent’s name.
e (Click “Continue.”

Update Name

Joe Test
Spouse Test
Michael Test

SSN

444-55-6666

877-08-0889

888-77-8822

Relationship  Date of Birth

Employee 1/1/1980
Spouse 1/1/1980
Son 1/1/1989

Age Gender Additional Information

36 M
36 F
21 M

e Check the “l verify that all of the above Life Event information is correct.” box.
e Click “Save and Start Life Event Enrollment.”

STEP 3 Confirm your information

Child Death

Life Event: Child Death

Date of Event: 08/06/2016

Removed from Family: Michael Test

I verify that all of the above Life Event information is correct.

[ Hide Event from Employee

Save and Start Life Event Enrollment Cancel

Change life event

e You will receive a pop-up that informs you that in order to complete this life event, you must enroll/remove the
dependent in benefits.

e Click “OK.”

& In order to complete your life event, you must enrcll or remove
é dependent(s] in your benefits. Please note that you have 30 days to
complete your enrcllment and that you may be required to supply
additional documents te support your life event.
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e Review your Employee (personal) Information and make any necessary updates.

o When finished with your Employee Information, click the “I agree” box.
e Click “Continue”.

Employee Information

Prior to beginning your enrollment, all of your personal and family information must be complete. Please complete the required fields
below, or, if the information has already been entered, make sure it is accurate.

Demographics
-
FirstName  1oq;
Middle Initial
*LastName |jgor
Suffix

Social Security Number 444-77-4444

*Date of Birth | 1/1,19g5
*Gender O Male ® Female

* Fields are required

Address

Address 1 1475 Kendale Blvd

Address 2

City | East Lansing

State - Michigan A

Zip | 48823 s

Home Phone oo

Cell Phone  yyy sox-xoox

Home Email

WORK CONTACT INFORMATION

Work Phone  yyy e socxx
Work Phone Ext.

* i i
Work Email  eciyser@junkmail com

Preferred Email  ® Home Email O Work Email

* Fields are required

Bi checkini the box “I Agree” below, you agree that the information above is accurate to the best of your knowledge.

Employee Information
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e Review/add/edit your Family Information.
o When finished with your Family Information, click the “l agree” box.
e C(Click “Continue”.

Family Information

To enter your dependenis, chek on the =+ Add Dependenis” link. To venify or edi the mformation of a family member who has already

Estitn enibeped, clich on 1he person’s namde

Motec If you or ary of pour family members have a forsign [non-USA isssed) 55N, please sontact your Benafiss Adminkstraton o
MIESSH Deoup Sorvices at B38-BBE-4167.

John Test

Male Employee
37 yeara cld 1170 /b

sev B95-08-0989

Sally Test

Female Spouse
37 yeara old 112771 @86

sey DE9-0B-9079

Baby Test

Female Daugiter

0 e obd a1 55301 T

Johnny Test

Male Son
2 paars obd {11 28 5)

sey: F98-08-0808

o Indo
Employee infonmation
Family Info
Cuestions
2 Your Benefils
3 Enrcdl

4’ Complets

Contirue

Edirt > Edit > Edit > Edit >
& Depemdenis

Degendend Infomnation Natice

If wou ane: d, your eligible dependents molude:

+ Your apouse

+ ¥our children fimciuding stepchildren, adopted children, and children for whom you ane kegal geardian; howeser, foster children ane
not includied) until a mainum of the end of the calendar year of their 26t birthday.

HOTE: Your child's spowse amd your grandohildren ane nod covered wmder this plas.

¥our children beyond the end of the calendar year of their 26th birtheay §if covered wnder this program at the end of the calesdar
yeaar of thedr 26h birihday and conbineous by thereafien) whe are developmentally disabled or phy Ity handiapped, d dat

upon you for a majarity of their sspport and who are incapable of self-sustaining esnploy ment by reason of ther developmental
disability or physical handicap. (Under no circumstance will mesdal ilines s be considered a cawsse of imcapacity nor will it be

ponsidered as a basis for conbimeed coverage ) Flease contact MESSA 10 obdain 1he appropriate foms to continue coserage.

¥our children beyond the end of the calendar year of their 26th birtheay §if covered wnder this program at the end of the calesdar
year of their 26h birhday and conbimsous by thereafien) whe are full-time siedents and dependent om you for a magoeity of their
suppeat.

Your sponsored dependents wio are members of your family, sither by biood or mamiage, wha qualify as your dependents under
ther Imiemal Revenue Code, wene declared as dependents on your fedem| tax reten for the preceding tax year amd ane condinuing in
that stabus for the curren tax year. (Children who ase no longer eligibde for coverage as dependent children cannot be covered as
sporsored dependents. }
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NOTE: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to

the next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”
e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

*What PAK of Coverage do you want?

PAICA

Medical - MESSA ABC Plan 1 w/10% coinsurance, ABC Rx
Dental - Dent 80/80/80/80:1300(1500)

Vision - V5P 25

MNegofiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK AD&D

Basic Term Life - §5,000

PAK B

Dental - Dent 80/80/80/80:1300(1500)
Vision - V5P 25

MNegofiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - 550,000 PAK AD&D

PAKC

Medical — MESSA ABC Plan 2

Dental - Dent 80/80/80/80:1300(1500)
Vision - V5P 25

MNegofiated LTD

PAK Life - $50,000 PAK Life

PAK AD&D - $50,000 PAK ADED

Basic Term Life - §5,000

PAK D

Medical - MESSA Choices $1000/52000 deductible w/20% coinsurance, Saver Rx
Dental - Dent 80/80/80/80:1300(1500)

Wision — VSP 25

Negotiated LTD

PAK Life - 550,000 PAK Life

PAK AD&D - 550,000 PAK ADAD

Basic Term Life - §5,000

® | want PAK A
O | want PAK B
O | want PAK C

O | want PAK D

* Fields are required

Your Info
Employee Information
Family Info
Questions
2 Your Benefits
3 Enrall

4 Complete

e Click on “View Plan Options” to the right of each plan name.

Medical

PLAN MESSA ABC Plan 1 w/10% coinsurance, ABC RX / Blue Cross Blue Shield of Michigan /

View plan details

coverace Employee + Family

Gabriel Test Employee
Paige Test Spouse
Jason Test Son

© Completed

$35.00 v

Your Cost per month

@ cover
O cover
@ cover

View Plan Options
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e Uncheck the dependent’s name and click “Continue”.

Who will be covered by this plan?

Susan Test u Spouse Test

Employee Spouse

@ Back to Benefits

| childTest | 2 Mark Tester

© Add Dependents
Legal Guardianship

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx

Blue Cross Blue Shield of Michigan High Deductible

@ Selected

View plan details

Plan Brochure

Keep Selection

Your Cost per month:
$25.00 v

Tier: Employee + Dependent

e When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll

4 Complete

Your Cost
per month

$50.00
Finished selecting benefits? Click the
button below to continue.

Not ready to complete your benefits
enroliment? No problem, you can click
the button below to save your progress
and return later.

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary inf is plete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any
due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive

benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (reguired)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages ® Yes O No

Other Insurance
Policyholder Name
Policy Number
Policyholder's Employer

Policyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

u Medical

A This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Cross Blue Shield of Michigan

Who will be covered on this plan

Name Relationship Coverage @
Test User Employee © cover
Spouse User Spouse @ cover

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month Review and Confirm

Your Total Cost

Your cost per month 30.00

COST DETAILS PER MONTH

$0.00

Your Info

Your Benefits

Enroll
Beneficiaries

Other Coverages

4 ) Complete

l Complete Enroll

e Review the “Participation” statement and check the “I agree, and I’'m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollmenD

enroll for benefits for which | am presently eligible, or for which 1 may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

0 Your enrollment is complete!

waly
[] Youmay make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enroliment confirmation statement and verify that your selections are correct.

Click the “Print” button to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enrollment selection, click the “Edit Selection” button located under each plan

[ B VIEw “ M EMAIL H & PRINT

REMINDER: All benefit elections must be accepted by your Benefits Administrator.

Please contact your Benefits Administrator with the actual date of death so it can be entered into the system.
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ELECTING BENEFITS

If you need to make changes to your benefits due to a qualifying event that is past the eligibility period of 31 days,
contact your Benefits Administrator. If your Benefits Administrator approves the qualifying event, they will create a
Special Enroliment Event for you.

Once the Event is created by the Benefits Administrator, follow the steps below:

o An enrollment window will display on the home page with the date the enrollment ends.
e Click “Start Your Enroliment.”

Welcome to your Special
Enrollment!

Enrollment Deadline 7/29/2017

Your Status Not Started

Start Your Enrollment

e Review your demographic information and make any necessary changes.
o Click “l agree” and “Continue.”

Employee Information

Your Info
Prior ta beginning your enrcliment, all of your personal and family information must be complete. Please complete the required ?

fields below, or, if the information has already been entered, make sure it is accurate. Emplayee Info

Family Info

Questions

Demographics
2 ) Your Benefits

*FirstName | 4
3 Enroll

Middle Initial
4 Complete

*LastName | Tester

Suffix Continue

Social Security Number 888-77-5286

*Dateof Bith | 171930

*Gender O Male @ Female

* Fields are required
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*Gender O Male @ Female

#* Fields are required
Address
Address 1| 1475 Kendale Blvd
Address 2

City | East Lansing

State | - Michigan ~
Zip | aga23 s
*Home Phone | 535 385-5585

Cell Phone | o000

Home Email

WORK CONTACT INFORMATION
Work Phone | o0
Work Phone Ext

* Work Email melanie@junkmail.com

Preferred Email  ® Home Email O Work Email

* Fields are required

rECH alyox “1 Agree” below, you agree that the information above is accurate to the best of your knowledge.
| agree

? Your Info
Employee Info

Family Info

Questions
2 Your Benefits
3 Enroll

4 Complete

e Review your family information — make any necessary changes.

0 If the qualifying event includes adding a spouse and/or dependent, click “Add Dependents”.

O Enter the required information for the spouse/dependent.
0 Click “Save & Continue”.

Dependent Demographic
* First Name

Middle Initial

Suffix

* Date of Birth
* Social Security Number

O Male O Female

* Relationship v

* Fields are required

Cancel @ Save & Add Another Save & Continue
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e Read the “Dependent Information Notice” and click “l agree.”
e Click “Continue.”

Family Information

Your nfo
Tao anter your dependents, cick onthe* + Add Dependends® Ink. To veriy or ed i the infommaticn of @ family membes who has
aiready been entercd, click on tha parson’s nams. Employes Info
Htee I you or any of yoor family members bave a torsign (non-USA isssed) SEN, phiase COMas your Benafes ASmirestrator or Family Infa
MIEEEA Droup Services at B88-88B-L187.
Quizstiore

2 Your Beneflis

3 Enrall

Mel Tester Markese Tester -
Femele Employes Male Son
T ot w110 e Tyt il 1B
&5n. BBE-TT-5286 &5 BEE-55-T700

Add Depanderds
Eait 3 Emit >
Dependent infonmation Hotico

oo ane cowered, your sligible dependonts includa

+ ¥our spouse

4+ ¥our childeen (rciuding stepchiidren, adopeed children, and chidren for whom yoi one kgal guandian;, hosovor, foster ohildren
arenot imcluded) unill a maximom of the end of the calesdsr yoar of thelr 26ih birthcey

NOTE: ¥our child's spowsa and your grandefddren ara not cowesnd umder this plan

+ ¥our childean bayond the and of the caiendar yoar of their 26th hinhday (f covered undar ths program at the and of the calondar
yaar of their 26th binhday and continuousiy tharsatzer who ane deslopmentally disabiod or physicaily handicapped, desendant
upon you for a majarity of thisk suppon and who ane incepabln of sobf-sustaining aepioym ant by reason of their developmantal
dizabiliy or physical handicap. [Undarno clrcumstance will mendal |limess ba congidersd o cawsa of incapacity norwill it be
ponsidered & a basls for condinued coverage | Fiease condact BESSA in-abiain the appropeiate form to continue coserage:

+ ¥our childeen bayond B and of the calerdar yoor of thilr 26ih birthday (f coveed wndar Bhés program at B and of the calendar
yaar of their 26th birthdoy and continuousty tharsatrer who are fulktime students and dependerd on you for o majority of ther
PRt

+ ¥our sponsond dependents who are members of your famdly, s ther by Blood or mamizgs, who quality as your dependents undar
tha Intamal Agvenua Code, won declored as depandents on your fodena | o retuen for the: procedng tax yoar and are Sond g
in thant status for the carment to year. (Children whe areno Ionger ol gible for coverage as depandend childmn cannot be covornd
as sponsosed dependents )

@)=~
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Note: You will only see this step if you have PAK or Bundled benefits. If you do not have these benefits, continue to the
next step.

e You will be presented with the question “What PAK/Bundle of Coverage do you want?”

e Review the benefits in each PAK/Bundle and scroll to the bottom and select the PAK/Bundle of coverage you
wish to enroll in and click “Continue” on the right-hand side of the screen.

Your Info
“What PAK of Coverage do you want?

Employee Info
PAK A

Medical — MESSA Choices 5200/5400
Dental - Dent 80/60/60/60A:1300/1000:2
Vision - V5P 2

MNegotiated LTD

PAK Life - $20,000 PAK Life

PAK ADRD - $20,000 PAK ADED 2) Your Benefita
Basic Term Life - 5,000

Family Info

Questions

3 Enrcll
PAK B
Dental - Dent 80/80/80/80:1300/1000:2 4 Complete
Vigion -VSP 3
MNegotiated LTD
PAK Life - $30,000 PAK Life
PAK ADZD - 530,000 PAK ADZD
PAKC
Medical — MESSA ABC Plan 1
Dental - Dent 80/80/80,/80:1300/1000:2
Vision -VSP 2
MNegotiated LTD
PAK Life - $20,000 PAK Life

PAK ADZD - 520,000 PAK ADZD
Basic Term Life - $5,000

@® | want Pak A.
O | want Pak B.
O | want Pak C.

* FHelds are required

e C(Click on “View Plan Options” to the right of each plan name.

Medical NO PLAN SELECTED

‘ View Plan Options .
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e To cover a dependent, check the box next to their name.
e To remove a dependent, uncheck the box next to their name.
e Click “Continue”.

Who will be covered by this plan?

Gabriel Test Paige Test |:| Jason Test © Add Dependents

Employee Spouse Son
e‘eé Noy
o'

Overey

@ Back to Benefits

e Select the benefit plan by clicking “Select” or “Keep Selection”.

CURRENT PLAN

MESSA ABC Plan 1 w/10% coinsurance, ABC Rx

Blue Cross Blue Shield of Michigan E High Deductible

@ Selected

View plan details

Plan Brochure

Your Cost per month:
$25.00 v

Tier: Employee + Dependent

Keep Selection

e If you wish to waive (remove) a benefit plan, click “I don’t want this benefit (waive).”

Medical

pLan MESSA ABC Plan 1 / Blue Cross Blue Shield of Michigan / View plan details

coverace Employee + Family

$50.00 v

Your Cost per month

© Completed

Daniel Test Employee © cover
Susan Test Spouse @ cover
John Test Son © cover

(I don't want this benefit (waive) ] View Plan Options

e  When finished going through every benefit plan, click “Continue” on the right-hand side.

Your Info
Your Benefits
3 Enroll

4 Complete

Your Cost
per month

Finished selecting benefits? Click the

button below to continue.

Not ready to complete your benefits
enrollment? No problem, you can click
the button below to save your progress

and return later.

$50.00

Save and Finish Later
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e You will be required to designate at least one primary beneficiary information when you have life insurance.
e Dependents will automatically appear for you to designate, however you may also “Add New Beneficiary” if

you’d like to designate someone other than a dependent.

e Primary beneficiaries are required, secondary (contingent) beneficiaries are not required.

e Percentage total must equal 100%.
e When finished click “Continue.”

Please verify your beneficiary information is complete and accurate before proceeding.
"Beneficiary” represents the person or persons designated in writing and in accordance with the terms of the plan to receive any

due benefits after the death of an employee/retiree. "Secondary beneficiary” represents the person or persons named to receive
benefits if the primary beneficiary is deceased.

Basic Term Life

Please choose your beneficiaries

Primary Beneficiaries (required)

Name Percentage

My Estate (Employee) %

Sally Test (Spouse) 100 %

Johnny Test (Son) %
Total: 100%

© Add New Beneficiary

v Add Secondary Beneficiaries (optional)
Secondary beneficiaries receive money if your primary beneficiaries are unable to inherit.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost $50_00

per month
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e If you and/or a dependent are enrolled in MESSA medical coverage and have other medical coverage, you will be

required to enter information about the other coverage.
e C(Click “Yes” next to “Current or Prior Coverages” and enter the following information.

e Once you have entered the information, click “Save.”

Medical

John Test (Employee)

Other Medical Insurance Coverage:

Current or Prior Coverages @ Yes O No

Other Insurance
Policyholder Name
Policy Number
Paolicyholder's Employer

Paolicyholder's Employer
Address

Policyholder's Employer Phone
Insurance Carrier's Name
Insurance Carrier's Phone

Coverage Start Date

Coverage End Date
State/Country of Coverage
Coverage Level

Additional Info

Save

New W

Employee

e If you do not have other medical coverage, keep “Current or Prior Coverages” as “No” and click “Continue”.

Your Info
Your Benefits
Enroll
Beneficiaries
Other Coverages
Review and Confirm
4 Complete

Your Cost 350_00

per month
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e Now that you have elected all your benefits, please review your elections and scroll to the bottom of the page.

Review and Confirm

o Please Review All of Your Selections

*Indicates changed benefits

n Medical

A This benefit election is pending until approved by your Benefits Administrator

MESSA ABC Plan 1 Biue Cross Blue Shield of Michigan

Who will be covered on this plan:

Name Relationship Coverage @
Test User Employee @ Cover
Spouse User Spouse @ cover

Your Total Cost

Once you have completed your review, click the "Complete Enrollment” button at right side of the page

$0.00

Per Month

Your cost per month SO .00

Complete Enrolime

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

Complete

COST DETAILS PER MONTH

$0.00

e Review the “Participation” statement and check the “I agree, and I’'m finished with my enrollment” box.
e In the upper right side of the screen click “Complete Enroliment.”

Once You've Reviewed All Your Selections:

Participation

| hereby acknowledge | have read the statements contained herein, or they have been read to me, and the statements are true
and complete to the best of my knowledge. | understand any misrepresentation or omission contained herein may be used to
reduce or deny a claim or void the contract if such misrepresentation or omission affects acceptance of the risk. | hereby

If any deductions for the coverages listed above are required, | authorize such deductions fram my earnings and | understand
that any premiums will be automatically deducted from my paycheck on a pre-tax basis (if eligible) unless | submit a
declination election.

| certify that the dependents listed satisfy the eligibility criteria for group benefit coverage. | know that | am responsible for
removing any enrolled dependent immediately when that person becomes ineligible, and that | may be required to provide
proof of my dependent’s eligibility.

@ | agree, and I'm finished with my enrollment)

enroll for benefits for which | am presently eligible, or for which 1 may become eligible, under my employer's group contract(s).

Your Info

Your Benefits

Enroll
Beneficiaries
Other Coverages
Review and Confirm

4 Complete

Complete Enroliment

e A Confirmation Statement is presented and you may view, email or print the statement for your records.

o Your enrollment is complete!

int
[] You may make changes to your elections until: September 1, 2017

Your Confirmation Statement is ready

Your Confirmation Statement is an overview of your new
benefits and costs for your review and records.

Please view your enrollment confirmation statement and verify that your selections are correct.

Glick the “Print” buttan to print a copy of your enrollment confirmation statement for your records, click “Email” to email yourself a copy of the statement. If you
would like to make changes to your enroliment selection, click the “Edit Selection” button located under each plan

[ B VIEW “ M EMAIL H & PRINT ]

REMINDER: All benefit elections must be accepted by your Benefits Administrator.
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CANCELLING MESSA BENEFITS

If you would like to cancel all MESSA benefits, please see your benefits administrator.

CONFIRMATION STATEMENTS
You have the ability to view/print a confirmation statement for any given effective date at any time.

e Click on “My Profile” to see your demographic (personal) information.
o Select “Personalized Forms.”

& My Benefits v My Profile User Guide

Personal Information

Family Information

Beneficiaries

Security Question

Life Event

Employee File
G’ersonalized Form9

e Enter the effective date of the confirmation statement you are requesting.
e Click “View.”

Personalized Forms

2 Melanie Test

Title Effective Date End Date Show COB View
Enroliment Confirmation Form 08/01/2016

e You will get a pop-up that asks you if you want to open or save the confirmation statement.
e C(lick “Open.”

Do you want to open or save Enrollment Confirmation Form.pdf (120 KB) from secure.bswiftsandbox.com? '@ | Save | v| | Cancel x
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e Your confirmation statement will open for you to view and/or print.

bswifl
New Elections, Confirmation Statement for Melanie Test

We are pleased to provide you with this personalized summary of your benefit enrolliment elections and payroll deductions. For more
information about your benefits, please log into www.messaorg and click on My Benefits. If you have any guestions, call MESSA at

B00.338.0013.
Your Benefits as of 8/1/2016

TOTAL COSTS PER MONTH

Your Cost $[] 0

MEdiCﬂ| ¥our cost per month mﬂﬂ

MESSA Choices $200/3400
Coverage: Employee + Family Cost Datallc Per Manth

Who will be covered on this plan: Your Cost #0.00

Narme Retationship Cowverage

& coversa

ﬂ ‘Walkved

& wmoT covERED

kielanie Test Emplayes
Spouse Test Spouse

Baby Test Diaughber

Vi5|ﬂn ¥our cost per montn $ﬂ.ﬂ{]

V5P 2
Coverage: Employee + Dependent Cost Detallc Per Bonth

Who will be covered on this plan: Your Cost 30.00
Marme Retationship Coverage

Mizlanie Test Employes ﬂ Coversd

Spouse Test Spouse ﬂ Covered

Baby Test Caughter &€ moT covereD

E'aSH: TEIT‘I’I L|fE' Your cost per montih $UUD
Basic Term Life with Medical

Cost Datalic Per Month

Coverage: $5,000.00

Your Cost $0.00
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EMPLOYEE FILE DOCUMENTS

You have the ability to upload documents to MESSA’s online benefits website (birth certificate, marriage license, etc.).
These documents will be viewable to you and your employer.

UPLOADING DOCUMENTS

e From your home page, click on “My Profile” to see your demographic (personal) information.
o Select “Employee File.”

# My Benefits v My Profile User Guide

Personal Information

Family Information
Beneficiaries
Security Question
Life Event

Employee File

Personalized Forms

e C(Click on “View and Upload Documents” next to the name of the person that the uploaded documents pertain
to. If document applies to the entire family put under the employee’s name.

Employee File

Jackson Test Employee

Name Relationship Date of Birth View and Upload

Jackson Test EMPLOYEE 01/01/1985 (View and Upload Documents )

Uploaded Documents

Search for Uploaded Documents

Title | girth Certificiate

Description

Document Type v

{ Search i| Cancel Reset Fields
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e Enter the title of your document.

e Enter the Document Type.

e C(Click “Browse” and search for your document on your computer.
e C(lick “Save”.

File Upload
Wife Test Spouse

Description

*DocumentType) | \pspecified v
I Browse...

* Fields are required

| Save |[EeELI

VIEWING UPLOADED DOCUMENTS

e From your home page, click on “My Profile” to see your demographic (personal) information.
o Select “Employee File.”

& My Benefits v My Profile Library ~ User Guide

Personal Information

Family Information
Beneficiaries
Security Question
Life Event

Employee File

Personalized Forms
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e Documents that have been uploaded will show at the bottom of the screen. To view them click on the link on

the right side of the document.

File Upload
Wife Test Spouse

* Title
Description

* Document Type Unspecified v

*File I Browse.
* Fields are required
Save [echlE]
~
10 items per page q 4 TtolofTrows | T~ | b I v
uTitIe + Description & Document Type + SavedOn + Saved By v View §
Qj Birth Certificate Unspecified 8/15/2017 7:46:08 AM MESSA Trainers View J

If you have any questions, are having trouble logging into the website or you cannot reset your password, please contact

your Benefits Administrator or call the MESSA Member Services at 800.336.0013.

150

Revised 08/25/2017



	ACCESSING MESSA’S ONLINE BENEFITS WEBSITE
	First Time Users
	Current Users

	HOME PAGE
	NEW HIRE
	VIEWING/EDITING PERSONAL INFORMATION
	VIEWING/EDITING DEPENDENT INFORMATION
	BENEFICIARIES
	QUALIFYING EVENTS / ENROLLMENT CHANGES
	Birth
	Marriage
	Divorce
	Legal Guardianship
	Adding a Dependent
	Removing a Dependent from ALL Benefits
	Removing a Dependent from PARTIAL Benefits
	Adding a Spouse
	Removing a Spouse
	Adding Medical
	Removing Medical
	Spouse Death
	Child Death

	ELECTING BENEFITS
	CANCELLING MESSA BENEFITS
	CONFIRMATION STATEMENTS
	EMPLOYEE FILE DOCUMENTS
	UPLOADING DOCUMENTS
	VIEWING UPLOADED DOCUMENTS

	QUESTIONS

