
www.seiu36.com

It’s Open Enrollment Time!

2024
Benefits Guide 

 You only have until December 1 
to enroll in BOLR BMCA Part-Time 
Benefits for 2024!

www.seiu36.com

https://www.seiu36.com/


www.seiu36.com

OPEN ENROLLMENT FORMS
The forms that you need to complete for 
enrollment are on the next few pages of this 
guide and on the Contacts & Resources page 
(https://www.seiu36.com/contacts-resources/) 
on our website. The forms on the site can be 
filled out online. You’ll just need to print them 
out to sign them and then mail them to the 
Fund Office. 

You can use the QR code above to go straight 
to our site. Just open the camera app on your 
smart phone or tablet and select the rear-facing 
camera. Point your camera at the code. A 
notification should pop up. Click it and you will 
go to our website. Remember to make sure that 
you are connected to the internet.

See the instructions at the top of each 
form to help you understand which forms 
you need to complete and mail back to the 
Fund Office.

IMPORTANT REMINDER: Please only fill out the 
forms that apply to you.

And be sure to review the rest of the Guide to 
help you with your enrollment for coverage in 
2024. We have updated the Guide to make it 
easier to use this year.

Questions? Contact the Fund Office.

https://www.seiu36.com/contacts-resources/
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IMPORTANT INSTRUCTIONS: Only 
complete this form and return it to the 
Fund Office if you are waiving Fund 
coverage for yourself.

SEIU LOCAL 32BJ, DISTRICT 36 BOLR WELFARE FUND 
1515 Market Street, Suite 1020, Philadelphia, PA 19102

Opt-Out Form—Member

Complete This Form to Opt Out of Fund Coverage

Please use this form if you wish to opt out of your Fund-provided vision or dental coverage for yourself and/or your 
dependents.

NOTE: If you opt out of coverage for yourself, your dependents will automatically waive their coverage as well.

Please note: This form must be completed yearly if you choose to continue to waive coverage for you and your dependents.

Please return this form to the Fund office. Thank you for your cooperation.

Your Authorization
By signing this form, I am rejecting the Fund-provided vision and dental coverage offered for myself and/or my dependent(s) 
under the SEIU Local 32BJ, District 36 BOLR Welfare Fund for 2024.

Please list the names and dates of birth of the individual(s) you are disenrolling:

Participant’s Name Date of Birth

Dependent’s Name Date of Birth

Dependent’s Name Date of Birth

Dependent’s Name Date of Birth

Participant Signature Please Print Name Date

Special Enrollment Rights
You may enroll for medical coverage during the year if you get married, acquire a new dependent, or lose your other  
medical coverage. To be eligible for this special enrollment, you must send a written request to the Fund Office within  
31 days of the event (or 90 days from the birth of a child).

BOLR BMCA PART-TIME OPT OUT    OCTOBER 2023





SEIU LOCAL 32BJ, DISTRICT 36 BOLR WELFARE FUND
1515 Market Street, Suite 1020, Philadelphia, PA 19102

Proof of Other Coverage Form—Dependents

Complete This Form to Opt Out of Coverage for Dependents Only

In order to waive coverage for your dependent(s), you must complete this form and provide proof that the dependent(s) has/
have coverage elsewhere.

Remember: If you opt out of coverage for yourself, your dependents will automatically waive their 
coverage as well. This form is for waiving coverage for your dependents only.

Attach a copy of the identification card from your other insurance coverage.

Please return this form to the Fund Office. Thank you for your cooperation.

Dependents’ Coverage is Provided Through:
Employer Name or Plan: 

Your Authorization
By signing this form, I am rejecting the coverage offered for my dependent(s) under the SEIU Local 32BJ, District 36 BOLR 
Welfare Fund for 2024 and certify that my dependent(s) has(have) the coverage indicated above.

Please list the names and dates of birth of the dependent(s) you are disenrolling:

Dependent’s Name: Date of Birth:

Dependent’s Name: Date of Birth:

Dependent’s Name: Date of Birth:

Participant Signature:  Date: 

Please print name: 

Special Enrollment Rights

You may enroll for medical coverage during the year if you get married, acquire a new dependent, lose your other medical 
coverage, or experience another form of a qualified change of status. To be eligible for this special enrollment, you must send 
a written request along with appropriate documentation to the Fund Office within 31 days of the event (or 90 days from the 
birth of a child).

BOLR BMCA PART-TIME DEPENDENT OPT OUT    OCTOBER 2023

IMPORTANT INSTRUCTIONS: Only 
complete this form and return it to 
the Fund Office if you are waiving 
Fund coverage for your dependents.
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Need a form? 
Check the front  
of this Guide–and 
on our website!
The forms that you need 
to complete for enrollment 
are on the first few pages 
of this guide and on the 
Contacts & Resources 
page (https://www.seiu36.
com/contacts-resources/) 
on our website. The forms 
on the site can be filled 
out online. You’ll just need 
to print them out to sign 
them and then mail them 
to the Fund Office. 

Each form will tell you the 
conditions under which 
you should fill it out. Only 
complete the forms that 
apply to you. Tear each 
completed form on the 
perforated edge and 
mail to the Fund Office 
using the return envelope 
included in this guide.

REMEMBER: Choose 
carefully! Once Open 
Enrollment is over, you 
will not be able to change 
your elections until the 
next Open Enrollment 
period in the Fall of 2024, 
for coverage effective 
January 1, 2025, unless 
you have a qualified 
status change.

Open Enrollment Overview
October 2023

In this Guide and the accompanying materials, you will find the information, forms and 
instructions that you need to enroll for BOLR BMCA Part-Time benefits coverage in 2024.

Open Enrollment is your annual opportunity to review your coverage and make changes 
to the benefits you elect or the dependents you cover. Outside of Open Enrollment, you 
are only permitted to make changes if they are the result of a qualified life change (a 
“qualifying event”) as described below. Please review the enclosed materials and consider 
your and your family’s needs before making enrollment decisions. If you want to make 
changes to your dependent status, return your completed BMCA Part-Time Enrollment 
form to the Fund Office no later than December 1, 2023.

If you wish to keep the same benefit options and coverage you have now, you don’t 
need to do anything. 

Questions?
Should you have any questions, please do not hesitate to contact the Benefit Funds Office. 
You can contact us at (215) 568-3262, Extension 1400 or (800) 338-9025, Extension 1400 
(outside the local calling area). You can also come to the SEIU Local 32 BJ, District 36 Fund 
Office located at 1515 Market Street, Suite 1020, Philadelphia, PA 19102 to speak to one of 
our representatives. Make sure to call us first before you come in.

IMPORTANT: Status Change Reminder 
You may ONLY add or remove dependents or make any other changes to your 
benefits coverage outside of Open Enrollment if you experience a qualifying event. A 
qualifying event means that you or your dependent experiences a life change that affects 
the administration of your benefits. Examples include getting married, giving birth, or 
getting divorced. In these cases, you may need to add or remove dependents from your 
Fund coverage.

For all qualifying events, you must provide documentation of the status change (such as a 
birth or marriage certificate). The Fund Office MUST receive the documentation within 
31 days of the qualifying event (90 days for the birth of your child). Please review your 
Summary Plan Description or contact the Fund Office for more information on qualifying 
events.

Note: If you have a qualifying event and need to complete a new census/beneficiary form 
to reflect the status change, please contact the Fund Office.

This document and the materials in your enrollment packet provide a summary description of your SEIU Local 32BJ, District 
36 BOLR Welfare Fund benefits and the changes that will be effective January 1, 2024. These materials  supplement other 
descriptions of your Plan benefits. The changes described in these documents and the enclosed materials are effective as of 
January 1, 2024. The Fund hopes to continue the Plan and the benefits mentioned in these documents and described in your 
benefits booklet indefinitely, but reserves the right to amend, suspend or terminate the Plan, in whole or in part, at any time  
and for any reason. Neither receipt of this enrollment packet nor enrollment in any of the benefits offered under the Plan 
constitutes a contract of employment. Please read these documents carefully and keep this important information with  
your other benefit materials for future reference.

https://www.seiu36.com/contacts-resources/
https://www.seiu36.com/contacts-resources/
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Basic Facts

Who’s Eligible?
You are eligible for the BOLR BMCA Part-Time Plan if you work in covered employment, 
and your employer is required through a collective bargaining agreement to make 
contributions on your behalf to the Fund.

If you are eligible to participate in the BOLR BMCA Part-Time Plan, you may also enroll 
your eligible dependents for dental and vision benefits. Your eligible dependents include:

• Your legal spouse (including same sex spouse)

• Children from birth to age 26

• Stepchildren up to age 26

• Adopted children (from the date of placement in your home) up to age 26

• Children placed for adoption

• Children over age 26 incapable of sustaining employment by reason of mental 
impairment or physical handicap

Any child for whom you gratuitously assume support will not be considered a dependent.

Enrolling Dependents
You must complete and submit the following information to enroll your dependents into 
the Plan:

• Dependent Enrollment Form (remember to complete both sides)

• Document Dependent Status—examples of documentation include:

– Valid state birth certificate naming both parents for natural or stepchildren  
under age 26

– Proof of adoption for a legally adopted child under age 26

– If required to add your children under age 26 as a result of a Qualified Medical 
Child Support Order, please provide a copy of the Order

– Proof of Social Security number

– If you have a child who must remain on your coverage beyond age 26 by reason 
of physical or mental impairment as a result of which they are unable to support 
themselves, the Fund Office requires documentation of their disability on a 
periodic basis. This information must be provided to the Fund Office no later than 
31 days from the date of the child’s 26th birthday.

If you choose to remove a dependent from the Plan, you must complete the Opt-Out form 
and submit proof of other coverage for that dependent to the Fund Office.

Any change you make to your dependent status must be completed and returned to the 
Fund Office in the enclosed self-addressed stamped envelope by December 1, 2023. If you 
do not add or drop a dependent during open enrollment, you must wait to do so until you 
or your dependent experiences a qualifying event.

Qualified Medical Child Support Order (QMCSO)
If you are required to provide child support and healthcare coverage under a Qualified 
Medical Child Support Order (QMCSO), contact the Fund Office for an explanation of the 
information required. A QMCSO is any judgment, decree, or order issued by the court 
requiring you to provide healthcare coverage for a child. For additional information 
regarding the procedures for administration of QMCSOs, contact the Fund Office.
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Dental Benefits
Regular, professional dental care is not only essential to good health, but it also can 
prevent serious or costly problems. That’s why our Dental Plan, provided through Delta 
Dental, covers a full range of dental services, including diagnostic and preventive care.

Chart of Dental Benefits

Deductible In Network Out of Network

Annual Maximum Benefit1 $2,000 per person,  
per year

$2,000 per person,  
per year

Preventive and  
Diagnostic Care

• Oral exam, cleaning, 
bitewing X-rays (twice a 
year); full-mouth X-rays 
every 36 months

• Fluoride treatments up to 
age 19 (once a year)

• Sealants or space 
maintainers up to age 14

100% 100%  
(allowed amount)

Basic Restorative

• Fillings

100% 100%  
(allowed amount)

Major Restorative

• Repairs of existing crowns

• Inlays, onlays, crowns, cast 
restorations

• Bridges and dentures

100% 100%  
(allowed amount)

Orthodontia  
(Children only, subject to 
a lifetime maximum of 
$4,500, except for medically 
appropriate orthodontia)

50% 
$1,000 lifetime maximum

50%  
(allowed amount)

1 Annual maximum for dental is a combined maximum for both in- and out-of-network care. Under the Affordable Care  

Act (ACA) guidelines, pediatric dental care is not subject to the annual maximums.

Predetermine Benefits for Treatment Over $300
If your treatment is expected to cost $300 or more, ask your dentist to “predetermine 
benefits” with Delta Dental before treatment starts (this means evaluating whether the 
suggested treatment is appropriate and determining how much the Plan will pay for the 
care). With predetermination, you know exactly how much the Plan will pay—and how much 
you will pay. That way, you can make financial arrangements before the treatment begins.

To predetermine benefits, your dentist needs to send a claim form to Delta Dental describing 
the proposed treatment and the estimated charges. Delta Dental will send you a statement 
showing the services that will be covered and how much the Plan will pay. You can review 
the treatment plan with your dentist and agree on the services to be performed. After 
treatment is completed, return the original statement, with dates of services and necessary 
signatures, to Delta Dental for payment.

Please review your Summary Plan Description for a complete list of dental limitations 
and exclusions. 
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Vision Benefits

How the Plan Works
You have the option to receive eye care from a National Vision Administrator (NVA) 
participating provider or any other eye care specialist. However, you receive maximum 
benefits when you use a participating eye doctor or optometrist.

• When you use a participating provider, you receive maximum benefits because the 
Plan pays the full cost or a large portion of the cost for most routine services.

• When you use a non-participating provider, the Plan will reimburse you for exams, 
eyeglass frames, and lenses or contact lenses. You pay the full cost when you receive 
services. Then, you must file a claim to be reimbursed for the Plan’s share of the cost.

What the Plan Pays

When you receive services from an NVA-participating provider, the Plan pays for the 
cost of an eye exam once every 24 months.

The Plan also pays for one new pair of lenses and frames or contact lenses, up to $120 
every 24 months (or every 12 months for children under 19).

When you receive services from a non-participating vision provider, the Plan will  
pay up to $30 for an eye exam once every 24 months (or every 12 months for children 
under 19).

The Plan also pays up to $60 for lenses and up to $60 for frames, or up to $120 for contact 
lenses, once every 24 months for children and adults.

Expenses Not Covered

The Vision Plan does not cover:

• Fundus photography;

• Medical or surgical treatment of the eyes;

• Services or materials provided as a result of Worker’s Compensation Law or obtained 
by any governmental agency or program; or,

• Plain or prescription sunglasses.

5

Under the Vision Plan, 
you may use your ID card 
to get eye care services 
or eyewear. However, 
you cannot use your 
card combined with 
any special offers, such 
as coupons or special 
promotions.
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This life insurance benefit 
is generally only payable 
if you die while in active 
covered employment.

Any AD&D benefit 
payable as a result of your 
accidental death is equal 
to the amount of your 
life insurance and is paid 
in addition to your life 
insurance benefit.

The amount of AD&D 
benefit depends on the 
type of accidental loss. 
See your Summary Plan 
Description, or call the 
Fund Office for details.

Exclusions and certain 
limitations may apply. 
See your Summary Plan 
Description for a complete 
list of exclusions and 
limitations.

Life Insurance and Accidental Death & 
Dismemberment (AD&D) Insurance

Today, life insurance is more than a “peace of mind benefit”—it is one of life’s necessities.

Life insurance is designed to offer protection to your family, or anyone who counts on your 
income, if you die. Accidental Death and Dismemberment (AD&D) insurance pays a benefit 
to you if you suffer an accidental loss of a limb or your eyesight, and pays a benefit to your 
beneficiary(ies) if you die as the result of a covered accident. 

Dependents are not eligible for life and AD&D insurance coverage.

Employee Only Benefit

Death, Natural $25,000

Death, Accident $25,000 (in addition to above) 

Dismemberment Benefits Specific amount determined by loss

Don’t Forget—Your Beneficiary
To make sure any benefits are paid to the person you want, you must name your 
beneficiary—and keep your beneficiary designations up to date as your life changes. If you 
are newly eligible, or have changes in your dependent status, complete a Demographic 
Census/Beneficiary Information form. Contact the Fund Office if you need a new form. 
Return the form to the Fund Office.



7

2024 BOLR BMCA Part-Time Benefits Enrollment Guide

7

Disability Benefits
Disability benefits provide you and your family with a supplemental weekly payment if you 
become disabled and cannot work due to a non-work-related illness or injury.

The specific time allowance for disability is determined by the diagnosis and established 
disability guidelines. However, no disability can exceed the maximum benefit of 26 weeks 
due to illness or 52 weeks due to an accident. For disability benefits to be considered, 
you must complete a disability claim form, and you must provide documentation from a 
legally qualified doctor certifying that you are disabled and unable to perform your normal 
work duties. 

Employees who work less than 30 hours a week are eligible for a weekly benefit of $130. This 
benefit only applies while you are disabled and remain under the direct, regular care of a 
legally qualified doctor.

Your disability claim begins on the second working day after you visit your doctor as a result 
of your disability. Your disability claim due to an accident begins on the first day after you 
visit your doctor as a result of your disability. Disability benefits will not be paid for any period 
in which you missed work before you visited your doctor.

The form for your disability claim must be filed in a timely manner. See the form for more 
information about timing and deadlines. Contact the Fund Office to get a form.

For more information about disability benefits, see your Summary Plan Description or call the 
Fund Office at (215) 568-3262 or (800) 338-9025 outside the local calling area.

“Legally qualified 
physician” includes 
Medical Doctors (MD), 
Doctors of Osteopathy 
(DO), Doctors of Dental 
Surgery (DDS), Doctors of 
Dental Medicine (DMD), 
or Doctors of Podiatric 
Medicine (DPM).

Any claim for disability 
must be filed with the 
Fund Office within 60 
days from the initial date 
of your disability. Be 
sure that all sections are 
completed and signed by 
you , your employer and 
your attending physician 
before submitting to the 
Fund Office.

If you are out of work on 
a continuing disability 
that exceeds a month, it 
will be necessary for you 
to complete continuation 
forms “blue forms” on a 
regular basis, typically 
monthly. 
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Important Notices
SEIU Local 32 BJ, District 36 BOLR Welfare Fund (“the Fund”) is required to provide the 
following important notices to you. Please review them carefully so you understand your 
rights and responsibilities.

HIPAA Special Enrollment Rights
If you are declining enrollment in the health insurance plan for yourself or your 
dependents (including your spouse) because of other health insurance coverage, you may 
in the future be able to enroll yourself or your dependents in this plan, provided that you 
request enrollment within 31 days after your other coverage ends and provide supporting 
documentation. In addition, if you have a new dependent as a result of marriage, adoption, 
or placement for adoption, you may be able to enroll yourself and your dependents in 
the health insurance plan, provided that you request enrollment within 31 days after the 
marriage, adoption, or placement for adoption. If you have a new dependent as a result of 
birth, you may be able to enroll yourself and your dependents in the health insurance plan, 
provided that you request enrollment within 90 days after the birth.

The Fund will also allow a special enrollment opportunity if you or your eligible 
dependents either:

• Lose Medicaid or Children’s Health Insurance Program (CHIP) coverage because you are 
no longer eligible, or

• Become eligible for a state’s premium assistance program under Medicaid or CHIP.

For these enrollment opportunities, you will have 60 days from the date of the Medicaid/
CHIP eligibility change to request enrollment in Fund coverage. Note that this 60-day 
extension applies only to enrollment opportunities due to Medicaid/CHIP eligibility 
changes.

Enrollment materials must be completed and all proof of dependent status provided to 
the Plan within 31, 60 or 90 days of the request for Special Enrollment. If you are unable to 
complete the enrollment materials and provide proof of dependent status within the time 
frame (for example, if additional time is needed to obtain a birth certificate for a newborn), 
the deadline may be extended.

COBRA
Under the Consolidated Omnibus Budget Reconciliation Act of 1986 (COBRA), you 
and your eligible dependents may continue medical coverage for up to 18 months if 
coverage ends because:
• You terminate employment for any reason (other than gross misconduct), or
• You have a reduction in work hours.

COBRA also allows for your eligible dependents to continue their medical coverage for up 
to 36 months if coverage would otherwise end because:
• You die,
• You and your spouse divorce or legally separate,
• You become eligible for Medicare, or
• Your dependents are no longer eligible for coverage under the medical plan.
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You and your dependents generally may elect to continue coverage anytime within the 
first 60 days after coverage ends or 60 days from the date the notice is received, whichever 
is later. Continued coverage takes effect on the first of the month following the date of the 
event that caused coverage to end, as long as you pay the necessary premium. You may 
only continue the coverage that was in effect one day prior to the event. However, you 
may make changes to your elections each year during the annual open enrollment period. 
If the medical plan changes, those changes will also apply to coverage under COBRA.

To receive coverage under COBRA, you and/or your eligible dependents are required to 
make a timely election and make monthly premium payments.

Newborns’ and Mothers’ Health Protection Act
Group health plans and health insurance issuers generally may not, under federal law, 
restrict benefits for any hospital length of stay in connection with childbirth for the 
mother or newborn child to less than 48 hours following a vaginal delivery, or less than 
96 hours following a cesarean section. However, federal law generally does not prohibit 
the mother’s or newborn’s attending provider, after consulting with the mother, from 
discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). 
In any case, plans and issuers may not, under federal law, require that a provider obtain 
authorization from the plan or issuer for prescribing a length of stay not in excess of 48 
hours (or 96 hours as applicable).

Women’s Health and Cancer Rights Act
The Women’s Health and Cancer Rights Act requires group health plans and their 
insurance companies and HMOs to provide certain benefits for mastectomy patients who 
elect breast reconstruction. In the case of a plan participant who is receiving benefits in 
connection with a mastectomy, coverage will be provided in a manner determined in 
consultation with the attending physician for:
• All stages of reconstruction of the breast on which the mastectomy was performed;
• Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

and
• Prostheses and treatment of physical complications of mastectomy, including 

lymphedema 

Breast reconstruction benefits are subject to deductibles and coinsurance limitations that 
are consistent with those established for other benefits under the plan.

HIPAA Privacy Notice Reminder
The privacy rules under the Health Insurance Portability and Accountability Act (HIPAA) 
require the SEIU Local 32 BJ, District 36 BOLR Welfare Plan (the “Plan”) to periodically send 
a reminder to participants about the availability of the Plan’s Privacy Notice and how to 
obtain that notice. The Privacy Notice explains participants’ rights and the Plan’s legal duties 
with respect to protected health information (PHI) and how the Plan may use and disclose 
PHI. You may also obtain a copy of the Privacy Notice by contacting the Fund Office at  
215-568-3262, Extension 1400 or 800-338-9025, Extension 1400 (outside the local calling area).



10

www.seiu36.com

Medicaid and the Children’s Health Insurance Program (CHIP)
Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health 
coverage from your employer, your state may have a premium assistance program that 
can help pay for coverage, using funds from their Medicaid or CHIP programs. If you or 
your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium 
assistance programs but you may be able to buy individual insurance coverage through 
the Health Insurance Marketplace. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed 
below, contact your State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think 
you or any of your dependents might be eligible for either of these programs, contact your 
State Medicaid or CHIP office or dial 877-KIDS NOW or www.insurekidsnow.gov to find 
out how to apply. If you qualify, ask your state if it has a program that might help you pay 
the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as 
well as eligible under your employer plan, your employer must allow you to enroll in your 
employer plan if you aren’t already enrolled. This is called a “special enrollment” opportunity, 
and you must request coverage within 60 days of being determined eligible for 
premium assistance. If you have questions about enrolling in your employer plan, contact 
the Department of Labor at www.askebsa.dol.gov or call 866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying 
your employer health plan premiums. The following list of states is current as of  
July 31, 2023. Contact your State for more information on eligibility.

ALABAMA – Medicaid
Website: http://myalhipp.com/
Phone: 855-692-5447

ALASKA – Medicaid
The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/
Phone: 866-251-4861
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility: https://health.alaska.gov/dpa/
Pages/default.aspx

ARKANSAS – Medicaid
Website: http://myarhipp.com/
Phone: 855-MyARHIPP (855-692-7447)

CALIFORNIA – Medicaid
Health Insurance Premium Payment (HIPP)  
Program Website: http://dhcs.ca.gov/hipp 
Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.gov

COLORADO – Health First Colorado (Colorado’s 
Medicaid Program) & Child Health Plan Plus (CHP+)
Health First Colorado Website:  
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:  
800-221-3943/State Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/child-
health-plan-plus
CHP+ Customer Service: 800-359-1991/State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.mycohibi.com/
HIBI Customer Service: 855-692-6442

FLORIDA – Medicaid
Website: https://www.flmedicaidtplrecovery.com/
flmedicaidtplrecovery.com/hipp/index.html
Phone: 877-357-3268

GEORGIA – Medicaid 
Website: https://medicaid.georgia.gov/health-insurance-
premium-payment-program-hipp
Phone: 678-564-1162, Press 1
GA CHIPRA Website: 
https://medicaid.georgia.gov/programs/third-
party-liability/childrens-health-insurance-program-
reauthorization-act-2009-chipra
Phone: 678-564-1162, Press 2

INDIANA – Medicaid 
Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 877-438-4479
All other Medicaid
Website: https://www.in.gov/medicaid/
Phone: 800-457-4584

http://www.healthcare.gov
http://www.insurekidsnow.gov
http://www.askebsa.dol.gov
http://myalhipp.com/
https://www.healthfirstcolorado.com/
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.mycohibi.com/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
https://health.alaska.gov/dpa/Pages/default.aspx
https://health.alaska.gov/dpa/Pages/default.aspx
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
http://myarhipp.com/
https://medicaid.georgia.gov/health-insurance-premium-payment-program-hipp
https://medicaid.georgia.gov/health-insurance-premium-payment-program-hipp
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
http://dhcs.ca.gov/hipp
mailto:hipp@dhcs.ca.gov
http://www.in.gov/fssa/hip/
https://www.in.gov/medicaid/
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IOWA – Medicaid and CHIP (Hawki) 
Medicaid Website: https://dhs.iowa.gov/ime/members
Medicaid Phone: 800-338-8366
Hawki Website: http://dhs.iowa.gov/Hawki
Hawki Phone: 800-257-8563
HIPP Website: https://dhs.iowa.gov/ime/members/
medicaid-a-to-z/hipp
HIPP Phone: 888-346-9562

KANSAS – Medicaid
Website: https://www.kancare.ks.gov
Phone: 800-792-4884
HIPP Phone: 800-967-4660

KENTUCKY – Medicaid
Kentucky Integrated Health Insurance Premium 
Payment Program (KI-HIPP) 
Website: https://chfs.ky.gov/agencies/dms/member/
Pages/kihipp.aspx
Phone: 855-459-6328
Email: KIHIPP.PROGRAM@ky.gov
KCHIP Website: https://kidshealth.ky.gov/Pages/index.
aspx 
Phone: 877-524-4718
Kentucky Medicaid Website: https://chfs.ky.gov

LOUISIANA – Medicaid
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 888-342-6207 (Medicaid hotline) or  
855-618-5488 (LaHIPP)

MAINE – Medicaid
Enrollment Website: https://www.mymaineconnection.
gov/benefits/s/?language=en_US
Phone: 800-442-6003
TTY: Maine relay 711
Private Health Insurance Premium Webpage:  
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 800-977-6740 
TTY: Maine relay 711
MASSACHUSETTS – Medicaid and CHIP
Website: https://www.mass.gov/masshealth/pa
Phone: 800-862-4840
TTY: 617-886-8102
MINNESOTA – Medicaid
Website: 
https://mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-
and-services/other-insurance.jsp
Phone: 800-657-3739
MISSOURI – Medicaid
Website: http://www.dss.mo.gov/mhd/participants/pages/
hipp.htm
Phone: 573-751-2005

MONTANA – Medicaid
Website: http://dphhs.mt.gov/
MontanaHealthcarePrograms/HIPP
Phone: 800-694-3084
Email: HHSHIPPProgram@mt.gov
NEBRASKA – Medicaid
Website: http://www.ACCESSNebraska.ne.gov 
Phone: 855-632-7633 
Lincoln: 402-473-7000 
Omaha: 402-595-1178
NEVADA – Medicaid
Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 800-992-0900

NEW HAMPSHIRE – Medicaid
Website: https://www.dhhs.nh.gov/programs-services/
medicaid/health-insurance-premium-program
Phone: 603-271-5218
Toll free number for the HIPP Program: 800-852-3345 
ext 5218

NEW JERSEY – Medicaid and CHIP
Medicaid Website: 
http://www.state.nj.us/humanservices/dmahs/clients/
medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 800-701-0710

NEW YORK – Medicaid
Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 800-541-2831

NORTH CAROLINA – Medicaid
Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

NORTH DAKOTA – Medicaid
Website: https://www.hhs.nd.gov/healthcare/medicaid
Phone: 844-854-4825

OKLAHOMA – Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 888-365-3742

OREGON – Medicaid
Website: http://healthcare.oregon.gov/Pages/index.aspx
www.oregonhealthcare.gov/index-es.html
Phone: 800-699-9075

PENNSYLVANIA – Medicaid
Website: https://www.dhs.pa.gov/Services/Assistance/
Pages/HIPP-Program.aspx
Phone: 800-692-7462
CHIP Website: https://www.dhs.pa.gov/CHIP/Pages/
CHIP.aspx
CHIP Phone: 800-986-KIDS (5437)
RHODE ISLAND – Medicaid and CHIP
Website: http://www.eohhs.ri.gov
Phone: 855-697-4347 or  
401-462-0311 (Direct RIte Share Line)

SOUTH CAROLINA – Medicaid
Website: https://www.scdhhs.gov
Phone: 888-549-0820

SOUTH DAKOTA – Medicaid
Website: http://dss.sd.gov
Phone: 888-828-0059

https://dhs.iowa.gov/ime/members
http://dhs.iowa.gov/Hawki
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
https://www.dhhs.nh.gov/programs-services/medicaid/health-insurance-premium-program
https://www.dhhs.nh.gov/programs-services/medicaid/health-insurance-premium-program
https://www.kancare.ks.gov
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
mailto:KIHIPP.PROGRAM@ky.gov
https://kidshealth.ky.gov/Pages/index.aspx
https://kidshealth.ky.gov/Pages/index.aspx
https://chfs.ky.gov
https://www.health.ny.gov/health_care/medicaid/
http://www.medicaid.la.gov
http://www.ldh.la.gov/lahipp
https://medicaid.ncdhhs.gov/
https://www.mymaineconnection.gov/benefits/s/?language=en_US
https://www.mymaineconnection.gov/benefits/s/?language=en_US
https://www.maine.gov/dhhs/ofi/applications-forms
https://www.hhs.nd.gov/healthcare/medicaid
https://www.mass.gov/masshealth/pa
http://www.insureoklahoma.org
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
mailto:HHSHIPPProgram@mt.gov
http://www.eohhs.ri.gov
http://www.ACCESSNebraska.ne.gov
https://www.scdhhs.gov
http://dhcfp.nv.gov
http://dss.sd.gov


12

www.seiu36.com

TEXAS – Medicaid
Website: http://gethipptexas.com/
Phone: 800-440-0493
UTAH – Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip 
Phone: 877-543-7669

VERMONT – Medicaid
Website: https://dvha.vermont.gov/members/medicaid/
hipp-program
Phone: 800-250-8427
VIRGINIA – Medicaid and CHIP
Website: https://www.coverva.org/en/famis-select   

https://www.coverva.org/en/hipp
Medicaid Phone: 800-432-5924

WASHINGTON – Medicaid
Website: https://www.hca.wa.gov/
Phone: 800-562-3022
WEST VIRGINIA – Medicaid
Website: https://dhhr.wv.gov/bms/   

http://mywvhipp.com/
CHIP Toll-free phone: 855-MyWVHIPP (855-699-8447) 
Medicaid Phone: 304-558-1700
WISCONSIN – Medicaid and CHIP
Website: https://dhs.wisconsin.gov/
badgercareplus/p-10095.htm
Phone: 800-362-3002
WYOMING – Medicaid
Website: https://health.wyo.gov/healthcarefin/medicaid/
programs-and-eligibility/
Phone: 800-251-1269

To see if any other states have added a premium assistance program since July 31, 2023,  
or for more information on special enrollment rights, contact either:

U.S. Department of Labor  
Employee Benefits Security Administration 
www.dol.gov/agencies/ebsa  
866-444-EBSA (3272) 

U.S. Department of Health and Human Services  
Centers for Medicare & Medicaid Services 
www.cms.hhs.gov 
877-267-2323, Menu Option 4, Ext. 61565

http://gethipptexas.com/
https://www.hca.wa.gov/
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://dhhr.wv.gov/bms/
http://mywvhipp.com/
https://dvha.vermont.gov/members/medicaid/hipp-program
https://dvha.vermont.gov/members/medicaid/hipp-program
https://dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://www.coverva.org/en/famis-select
https://www.coverva.org/en/hipp
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
http://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov




www.seiu36.com

November 2023

Union Bug

www.seiu36.com

https://www.seiu36.com/

	2024 Benefits Guide  
	OPEN ENROLLMENT FORMS
	SEIU LOCAL 32BJ, DISTRICT 36 BOLR WELFARE FUND DEPENDENT ENROLLMENT FORM
	Side A
	Side B

	SEIU LOCAL 32BJ, DISTRICT 36 BOLR WELFARE FUND 
	Opt-Out Form—Member
	Proof of Other Coverage Form—Dependents

	SEIU LOCAL 32BJ, DISTRICT 36 BOLR BENEFIT FUNDS DEMOGRAPHIC CENSUS FORM
	Side A
	Side B

	What’s Inside
	Open Enrollment Overview
	Questions?
	IMPORTANT: Status Change Reminder 

	Basic Facts
	Who’s Eligible?
	Enrolling Dependents
	Qualified Medical Child Support Order (QMCSO)

	Dental Benefits
	Chart of Dental Benefits
	Predetermine Benefits for Treatment Over $300

	Vision Benefits
	How the Plan Works

	Life Insurance and Accidental Death & Dismemberment (AD&D) Insurance
	Don’t Forget—Your Beneficiary

	Disability Benefits
	Important Notices
	HIPAA Special Enrollment Rights
	COBRA
	Newborns’ and Mothers’ Health Protection Act
	Women’s Health and Cancer Rights Act
	HIPAA Privacy Notice Reminder
	Medicaid and the Children’s Health Insurance Program (CHIP)



	041: 
	042: 
	043: 
	044: 
	045: 
	046: 
	047: 
	048: 
	049: 
	050: 
	051: 
	052: 
	053: 
	054: 
	055: 
	057: 
	058: 
	059: 
	060: 
	061: 
	062: 
	063: 
	064: 
	065: 
	066: 
	067: 
	068: 
	069: 
	071: 
	072: 
	073: 
	074: 
	075: 
	076: 
	077: 
	078: 
	079: 
	080: 
	081: 
	082: 
	083: 
	085: 
	086: 
	087: 
	088: 
	089: 
	090: 
	091: 
	092: 
	093: 
	094: 
	095: 
	096: 
	097: 
	098: 
	099: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 
	106: 
	107: 
	108: 
	109: 
	110: 
	111: 
	112: 
	114: 
	1001: 
	1002: 
	1003: 
	1004: 
	1005: 
	1006: 
	1007: 
	1008: 
	1009: 
	1010: 
	1011: 
	1012: 
	1014: 
	1015: 
	1026: 
	1027: 
	1028: 
	1029: 
	1030: 
	1031: 
	1032: 
	1034: 
	1035: 
	1037: 
	1038: 
	1039: 
	1040: 
	1041: 
	1042: 
	1043: 
	1044: 
	1045: 
	1046: 
	1047: 
	1048: 
	1049: 
	1050: 
	1051: 
	1052: 
	1053: 
	1054: 
	1055: 
	1056: 
	1057: 
	1058: 
	1059: 
	1060: 
	1061: 
	1062: 
	1063: 
	1064: 
	1065: 
	1066: 
	1067: 
	1068: 
	1069: 
	1070: 
	1071: 
	1072: 
	1073: 
	1074: 
	1075: 
	1076: 
	1077: 
	1078: 
	1079: 
	1080: 
	1081: 
	1082: 
	1083: 
	1084: 
	1085: 
	1086: 
	1087: 
	1088: 
	1089: 
	1090: 
	1091: 
	1092: 
	1093: 
	1094: 
	1095: 
	1096: 
	1097: 
	1098: 
	1099: 
	1100: 
	154: Off
	T 1151: 
	T 1152: 
	T 1153: 
	T 1154: 
	T 1155: 
	T 1156: 
	T 1157: 
	T 1158: 
	T 1159: 
	T 1160: 
	T 1161: 
	T 1162: 
	T 1163: 
	T 1164: 
	T 1165: 
	T 1166: 
	T 1167: 
	T 1168: 
	T 1169: 
	T 1170: 
	T 1171: 
	T 1172: 
	T 1173: 
	T 1174: 
	T 1175: 
	T 1176: 
	T 1177: 
	T 1178: 
	T 1179: 
	T 1180: 
	T 1181: 
	T 1182: 
	T 1183: 
	T 1184: 
	T 1185: 
	T 1186: 
	T 1187: 
	T 1188: 
	T 1189: 
	T 1190: 
	T 1191: 
	T 1192: 
	T 1193: 
	T 1194: 
	T 1195: 
	T 1197: 


