VCHRP Opt-Out Certification Page User Guide

To update your Medical Opt-Out Information complete the following Steps.

Step 1: Loginto VCHRP > Employee Self Service > Click on the “Benefits” tile.
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Step 2: Click on the “Opt-Out Certification” tab.
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Step 3-6:
3. Click on the Instructions down arrow, to expand the instructions box. Read through the instructions.

4. Review the Type of Coverage and change selection if needed. If no changes are needed, or you are covered as a
dependent of a County employee, proceed to Step 10. However please note, if you are an employee covered under an
“External Group Insurance Provider” and this is the first time you are reviewing/updating this page, you will need to
upload the front and back of your medical insurance card or provide a signed letter on letterhead as noted in Step 6.

5. “Enter Details of Your Current Coverage.” Make sure to populate all requested fields.

6. Upload the front and back of your medical ID card, or a signed letter on letterhead from the sponsoring employer
group. If providing a letter, it should include your medical plan enrollment details (your name, group information,
insurance plan info, and effective date of coverage).

7 Benefits Summary v Vndow | Hais | e .
¥4 Life Events
Opt-Out Certification
‘:g Benefits Enroliment 4 Select the
.. Benefit Statements type Of
= coverage
i Affordable Care Act W
& Opt-Out Certification NS CHAP be
Select the Type of Your Current Medical Coverage.
® 1 am covered by an External Group Insurance Provider
o Details Updated On 11022020
1 am covered as 3 dependent of 3 Ventura County Employee
Enter Details of Your Current Coverage
Subscriber's Name | Subseriber's ID No. [ABC 5. Enter any
Subscriber's 55N |1 Group No. | 1 H H
Subseriber's ZIP Cod Medical Plan insurancs Company [ EOEETRD missing
Subscriber's Date of Bir W Medical FlinJ Details Of
Relationship To Youl, v 020 |f%
Spansering Employer & your Current
Upload Prool of Medical Coverage Coverage.
Upioad Document Complete all
| certify that | have read, unders fleldS.
6. Upload front and back of

insurance card or signed
letter on letterhead from
sponsoring group showing
plan information, using the
“Upload Document”
button.




7. Once you click the “Upload Document” button, a window will pop up for you to upload your medical opt-out proof
(front and back of medical card or signed letter on letterhead from sponsoring employer group). Click on “Choose File.”
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8. Locate your file on your computer, wherever you saved it, and click on it. Double click on the file you want to upload
or click to highlight the document and then click “Open.”
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9. Once your document’s name shows in the window next to the Choose File button, click “Upload.”
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10. Review and click “I Agree and Sign” under the “I certify that | have read, understand, and agree to:” statement.
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Select the Type of Your Current Medical Coverage

® | am covered by an External Group Insurance Provider

Dietails Updated On 112272020
Ol am covered as 3 dependent of a Vientura County Employes

Enter Details of Your Current Coverage

Subseriber's Name | John Doss Subscriber's ID No. [\WO0DOTDDD
Subscriber's 55M|555-55-5555 Group No. | 2 XU
Subseriber's ZIP Code | 93003 Medical Plan Insurance Company | ANTHEM
Subscriber's Date of Birth | 10/10/1873 & Medical Plan Telephone Mumber | 388/874-3278
Relationship To You Coverage Effective Date | 107072020 |5

Sponsoring Employer | Amgsn

Upload Proof of Medical Coverage

Example_upload_doc.docx Delete Document

I certify that | have read, understand, and agree to:

| autherize the County of Vienturs HR/Benefits to perform any inuestigs#tn necessary to verify my current enrollment'eligibility for the above-named medical insurance plsn,
and | attest to the accuracy of the information contained within this f4tm. | further acknowledge that at any time while opting-out of medical coverage, | lose other eligible
group medical plan coverage, | will notify County Benefits withip 41 days, in order to enroll in an avsilable County medical plan.

| agree to comply with the County's Flexible Benefit Progzdm which includes providing updated proof of ather eligitle group medical plan coverage and meeting eligibility
requirements. Failure to comply with these terms and #finual audit may result in collection of retrosctive medical premiums andlor repayment of cash back recsived for any
period in which | was not able to demonstrate eligjbdity.

| Agree and Sign

11. Once you click the “I Agree and Sign” button, you will see the date and time stamp of when you entered your
information.
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Type of Your Current Medical Coverage

| am covered by an External Group Insurance Provider

Details Updated On 111022020
| am covered as a dependent of 3 Wentura County Employes

Details of Your Current Coverage

Subscriber's Name John Does Subscriber's ID No. W0007000
Subseriber's 55N 555-55-5555 Group No.  ZYXUWVA
Subscriber's ZIP Code 23003 Medical Plan Insurance Company ANTHEM
Subscriber's Date of Birth 10/10M1873 Medical Plan Telephone Number B22/374-0373

Relationship To You Eeif Coverage Effective Date 10/10/2020

Sponsoring Employer Amgen

Proof of Medical Coverage

Example_wpload_doc.docx

Certification Agreement, Signature, Date and Time

| autherize the County of Ventura HR/Benefits to perform any investigation necessary to werify my current enrollmentieligibility for the above-named medical insurance
plan, and | atbest to the accuracy of the information contzined within this form. | further acknowledge that at any time while opting-out of medical coverage, | lese other
eligible group medical plan coverage, | will notify County Benefits within 21 days, in order to enroll in an available County medical plan.

| agree to comply with the County's Fleabde Benefit Program which includes providing updated proof of ather eligible group medical plan coverage and meeting eligibility
requirements. Failure to comply with these terms and annual audit may result in collection of retroactive medical premiems andior repayment of cash back received for any
period in which | was not able to demonss igibility

ered and Signed by on Monday, November 2, 2020 at 06:29:19 PM




