
Humana NPOS 16 Canopy OPT 38/Reg RX 

Effective 10/01/2021

Payroll Deduction Form 

Employee Name: ______________ Date of Birth: _______ _ 

Social Security #: ________ Gender (M/F) ____ Phone#: ______ _ 

Mailing Address: ___________________________ _ 

Email Address: 
---------------

Avg. Hours Worked/Week: ___ _ 

Dependent Information: 

Social Date of Gender Relationship to 
Last Name First Name Ml Securitv # Birth lM/F\ Emolovee 

Please initial next to the plan option you are selecting for this Health Insurance Plan Year: 

NPOS 16 C anoov 

Employee Only 

Employee+Spouse 

Employee+Child( ren) 

Ernployee+Family 

Plan DENT AL PPO 

E-mployee-Gn

Ernployee+Spouse 

Em lo· ee+Ghild ren 

Ernployee+Family 

Pl DENT AL HMO an 

Employee Only 

Ernployee+Spouse 

:::molovee+Child{ ren) 

:::rnployee+F arnily 

Monthly Employer 
rem1um ont ri u ,on P C "bf 

$637.46 

$1403.29 

$1211.94 

$2041.15 

Monthly 
Premium 

3+:9· 

$71.69 

$127.25 

remiurn 

$13.74 

$22.93 

$30.47 

$40.75 

$523.86 

$523.86 

$523.86 

$ 523.86 

Employer 
Contribution 

Q ·-· 

$0 

on ri u1on 
mp oyer 

C t "bf 

$0 

$0 

$0 

$0 

Employee Per Pay 
ost erio OS C P . dC t 

$114.00 $57.00 

879.43 $439.72 

$688.08 $344.04 

$1517.29 $758.65 

Employee Per Pay 
Cost Period Cost 

--$37-.-97---· $18.99

$71.69 $35.85 

92.63 

$127.25 
mp oyee 
C t P OS erio OS 

$13.74 $6.87 

$22.93 $11.47 

$30.47 $15.24 

$40.75 $20.38 

Initial Below to 
El tC ec overaae 

Initial Below to 
Elect Covera e 

m 1a eow o 
El tC ec overaae 

OVER-
r 



Pl an VISION 

Employee Only 

Employee+Spouse 

Employee+Child( ren) 

Employee+F amily 

Pl an L·i & AD&D 1e 

Coverage Amount 

Primary Beneficiary 

Contingent 

Monthly 
p remrum 

$9.82 

$19.62 

$21.58 

$31.38 

Monthly 
p remrum 

% 

% 

on r1 u1on 
Employer 

C t .bf 

$0 

$0 

$0 

$0 

Employer 
C .b . ontri utton 

Employee 
C t OS 

$9.82 

$19.62 

$21.58 

$31.38 

Employee 
ost 

Per Pay 
erio OS P . d C t 

$4.71 

$9.81 

$10.79 

$15.69 

er10 ost 
Per Pay 

P . dC 

Relatiom 

Relatiom 

Declination of Coveraae: I herebv waive coveraae for (Check All That Annlv) 

Medical Myself □ MySpouseD 

Dental Myself D MySpouseD 

Vision Myself □ MySpouseD 

I decline to apply for group c werage because of: Spousal Cover 

Other Coverage 

My dependent 

My dependent 

My dependent 

age n MedicarE

children D 

children D 

children D 

Supplement D /n1 

hip 

hip 

Initial Below to 
El tC ec overaae 

Initial Below to 
El C ect overaae 

ividual Coverage D 

By signing below I understand that the employee cost of the above elections will be deducted from each paycheck starting the month that coverage will be effective. I 
acknowledge that the coverage available to me has been explained to me and I knowingly have elected to enroll in this coverage. I understand, agree and represent that I 
have read this document or it has been read to me and that the answers provided within this entire document are to the best of my knowledge and belief, and are true and 
complete. I understand that if any intentional material false statement, misrepresentation or omission is contained here my coverage could be reduced, denied or voided. I 
further authorize my employer to deduct from my earnings the contributions (if any) elected above I acknowledge that at any time I may be required to complete additional 
applications at the request of the insurance carrier. 

Employee Signature Date 










