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BENEFITS TRANSFER, TERMINATION AND REINSTATEMENT TRANSMITTAL
This form is designed to provide a simple and fast method of reporting terminations, transfers & reinstatements.  It should be submitted within 10 days of an employee’s/dependent’s status change date in order to ensure that the benefit records reflect the most current information and that any adjustments are reflected on the next billing cycle.  Employers will only receive adjustments for up to 60 days from date of event.  Employers must keep copies of transmittal forms for their records.
                                                         
Date Last Worked: _________






Benefit End Date:   _________  

                                                        
Benefit Start Date:  _________

Employee Name: _______________________________________   SSN_______________________   Division Code________

Dependent Name: ______________________________________   SSN_______________________   Division Code________

Dependent Name: ______________________________________   SSN_______________________   Division Code________

New Institution Name/Institution Number (If transfer) ______________________________________________________
Transaction Type: _______           Reason: ________       Coverage(s) being transferred, terminated or reinstated: _________

                                     (See codes below)
 (See codes below)                                                                                         (See codes below)                        

Reason for Termination: ( Voluntary Termination   ( Involuntary Termination  (IMPORTANT – This Section Must Be Completed)

Priest & Religious transfers only:  New Home Address__________________________________________________________

                                                                           __________________________________________________________

                                                     Telephone    __________________________________________________________

Preparer’s Signature______________________________________________________________________ Date__________________

Preparer Print Name______________________________________________________________________

Institution Name _________________________________________________________________________ Inst. Number _________

Address _________________________________________________________City ______________________ State__________   Zip Code _____________________   Telephone __________________________ Ext. _______
Refer all questions concerning this form to Employee Benefit Connections, 212.371.1000, Ext. 3060, Fax 212.644.0690.

	Transaction Type

(Code descriptions)
	Reason Code
(Code descriptions)
	Coverage(s) being transferred, termed or reinstated

(Code descriptions)

	TR

TE

TD

TI

RE

RD
RI
	Transfer employee’s & dep. coverage

Terminate employee’s & dependents’ coverage

Terminate all dependents coverage

Terminate single dependent coverage

Reinstate employee’s coverage

Reinstate all dependents coverage

Reinstate single dependent coverage


	ET

RW

SE

DV 

IC

MD

DE

TOC

LOC

NYS

IT
	Termination of Employment

Reduction in Work Hours

Separation

Divorce

Ineligible Child

Medicare

Death

Transferred to Other Coverage

Loss of other coverage

NYS Continuation

Institution Transfer
	HPC

MSP

LB

ADD

DVI

DPPO1

DPPO2

DEN

ALL
	Health Plan Coverage

Medicare Supplemental Plan

Life Benefit

AD&D 

Davis Vision

CIGNA Dental/Opt 1

CIGNA Dental/Opt 2

CIGNA Dental Indemnity

Transfer, Terminate, Reinstate all benefits


ADMINISTRATORS, Email or fax a copy of this form together with a copy of the medical enrollment form to Employee Benefit Connections, fax number: 212 644-0690 or email to ebc@archny.org
Contact us: 646.794.3060                                         Web Page: www.archny.org/benefits/                            Revised 08/20/17

