
+HDOWK�%HQH¿WV�3URJUDP
$SSOLFDWLRQ�&KDQJH�)RUP

www.nyc.gov/olr

Employees 
Return Form to:

Retirees (212) 513-0470 
Return Form to:

For Domestic Partner 
Changes - Return Form to:

Your Agency’s 
Payroll or 
3HUVRQQHO�2I¿FH

+HDOWK�%HQH¿WV�3URJUDP�
40 Rector Street - 3rd Fl.
New York, NY 10006
FAX: (212) 306-7756

+HDOWK�%HQH¿WV�3URJUDP�
40 Rector Street - 3rd Fl.
New York, NY 10006
Attn: Domestic Partner Unit

Please print all information clearly using a black or blue ballpoint pen.

Applicant MUST�FKHFN�RQH� � (03/2<((
� RETIREE

� 5(7851�72�5(7,5(0(17��&KHFN�WKLV�ER[�LI�\RX�ZHUH�SUHYLRXVO\�UHWLUHG)
� /,1(�2)�'87<�6859,925

5($621�6��)25�68%0,66,21 (Check one or more boxes.  Enter change date, if appropriate)

A. � New Enrollment � $GG�2SWLRQDO�%HQH¿WV B. Change of: C. Transfer of Health Plan and/or 
2SWLRQDO�%HQHÀW�%DVHG�RQ�

� 5HLQVWDWHPHQW � :DLYH�%HQH¿WV � 6SRXVH�'RPHVWLF�3DUWQHU����Add  �'URS
� Retirement EMPLOYEES ONLY: (IIHFWLYH�'DWH��BBBBBB�BBBBBB�BBBBBB � 7UDQVIHU�3HULRG

� 'LVDELOLW\�5HWLUHPHQW � %X\�2XW�:DLYHU�3URJUDP
COMPLETE SECTIONS D, E, F & H

� 'HSHQGHQW�&KLOG�UHQ�����Add  �'URS � 0RYH�,QWR�2XW�RI�+HDOWK�3ODQ�$UHD

� $FFLGHQW�'LVDELOLW\�5HWLUHPHQW (IIHFWLYH�'DWH��BBBBBB�BBBBBB�BBBBBB (IIHFWLYH�'DWH��BBBBBB�BBBBBB�BBBBBB
� 'URS�2SWLRQDO�%HQH¿WV � &KDQJH�RI�1DPH���)RUPHU�1DPH� � 5HWLUHH�2QFH�LQ�$�/LIHWLPH

3OHDVH�LQGLFDWH�(IIHFWLYH�'DWH��BBBBBB�BBBBBB�BBBBBB BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB (IIHFWLYH�'DWH��BBBBBB�BBBBBB�BBBBBB

'� (03/2<((�5(7,5((�,1)250$7,21
Last Name: First Name: M.I.: Social Security Number:

-             -
Home Address: Apt.:

City: State: Zip Code: Country (if outside the U.S.):

Date of Birth: Sex: Work - Telephone Number: Mobile\Home - Telephone Number: E-mail Address:

/          / �M     �) (          )            - (          )            -

Marital 
Status:

�6LQJOH����Married   �'LYRUFHG
�Widowed   �'RPHVWLF�3DUWQHUVKLS

Date of Event (MM/DD/YY) Agency in which employed or retired from: Union or Welfare Fund:

/          /
Name of current City Health Plan: Are you Medicare eligible:  �<HV������No

If YES, please attach a copy of your Medicare card to this application.
ATTACH 

COPY OF CARD

E. 63286(�'20(67,&�3$571(5���21/<�&203/(7(�,)�<285�63286(�'20(67,&�3$571(5�,6�72�%(�&29(5('���,)�127��/($9(�%/$1.�
Last Name: First Name: M.I.: Social Security Number: Date of Birth:

-          - /        /
Is spouse/domestic partner:  �(PSOR\HG���Double City coverage is not permitted)      �5HWLUHG��Double City coverage is not permitted)      �1RW�(PSOR\HG� 
�����������&LW\�$JHQF\�1DPH�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��1RQ�&LW\�5HODWHG 
Does spouse/domestic partner have Non-City group health plan? Is your spouse/domestic partner Medicare eligible:  �<HV������No

If YES, please attach a copy of his/her Medicare card to this application.
ATTACH 

COPY OF CARD�<HV������No

)� )$0,/<�,1)250$7,21�(Attach a second form if necessary; dependent may not be covered under two NYC Health Plans.)
List all eligible dependent children. Indicate if you are adding or dropping coverage by checking the appropriate box below. 
(CUNY ADJUNCT EMPLOYEES:  CITY RATES APPLY FOR INDIVIDUAL COVERAGE ONLY.  CONTACT YOUR BENEFITS OFFICE FOR INFORMATION ABOUT ADDITIONAL COST FOR 
FAMILY COVERAGE.)

*Attach a copy of Medicare card if 
disabled dependent is Medicare eligible. 

Last Name: First Name: Date of Birth: Social Security Number: Sex: ADD 
COVERAGE

DROP
COVERAGE

PERMANENTLY 
DISABLED*

'HSHQGHQW /        / -          - � � �

'HSHQGHQW /        / -          - � � �

'HSHQGHQW /        / -          - � � �

'HSHQGHQW /        / -          - � � �

'HSHQGHQW /        / -          - � � �

G. +($/7+�3/$1�5(48(67('�(Please print clearly) 

)8//�1$0(�2)�+($/7+�3/$1�6(/(&7('��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

2SWLRQDO�%HQH¿WV"��&KHFN�³<HV´�RU�³1R´�IRU�RSWLRQDO�EHQH¿WV�ULGHU��,I�QR�ER[�LV�FKHFNHG��LW�ZLOO�EH�SUHVXPHG�WKDW�\RX�GR�QRW�ZDQW�RSWLRQDO�EHQH¿WV���������<HV������No

H. (03/2<((6�21/<���5(7,5((6�$5(�,1(/,*,%/(�)25�7+(�+($/7+�%(1(),76�%8<�287�:$,9(5�352*5$0�
,�ZLVK�WR�SDUWLFLSDWH�LQ�WKH�+HDOWK�%HQH¿WV�%X\�2XW�:DLYHU�3URJUDP��,�KDYH�UHDG�WKH�0HGLFDO�6SHQGLQJ�&RQYHUVLRQ�+HDOWK�%HQH¿WV�%X\�2XW�:DLYHU�3URJUDP�EURFKXUH�DQG�FRPSOHWHG�D�
0HGLFDO�6SHQGLQJ�&RQYHUVLRQ�)RUP�DQG�,�DWWHVW�WKDW�,�PHHW�WKH�TXDOL¿FDWLRQV�IRU�WKLV�SURJUDP���5HWLUHHV��/LQH�RI�'XW\�6XUYLYRUV�DQG�&81<�$GMXQFW�HPSOR\HHV�DUH�QRW�HOLJLEOH��

Employee Signature: Date:

I. 72�3$57,&,3$7(�,1�7+(�+($/7+�%(1(),76�352*5$0�25�5(48(67�&+$1*(6�72�+($/7+�&29(5$*(
,�FHUWLI\�WKDW�WKH�DERYH�LQIRUPDWLRQ�LV�FRUUHFW�DQG�,�DXWKRUL]H�WKH�&LW\�WR�GHGXFW�IURP�P\�VDODU\�SHQVLRQ�WKH�DPRXQW�UHTXLUHG��LI�DQ\��WKURXJK�WKH�&LW\�+HDOWK�%HQH¿WV�3URJUDP�
,�XQGHUVWDQG�WKDW�WKH�&LW\�3URJUDP¶V�EHQH¿WV�ZLOO�EH�FRRUGLQDWHG�ZLWK�WKRVH�DYDLODEOH�WKURXJK�0HGLFDUH�RU�DQ\�RWKHU�VRXUFH�
Furthermore, I agree that my periodic health plan deductions, if any, will be made on a pre-tax basis pursuant to the Internal Revenue Code 125. I understand that I have an option to 
GHFOLQH�WKLV�EHQH¿W��E\�REWDLQLQJ�D�0HGLFDO�6SHQGLQJ�&RQYHUVLRQ�)RUP��ERWK�RI�ZKLFK�DUH�REWDLQDEOH�DW�P\�SD\UROO�RI¿FH���6HFWLRQ�����GRHV�QRW�DSSO\�WR�UHWLUHHV��
,I�,�KDYH�FKHFNHG�WKH�:DLYH�%HQH¿WV�%R[�LQ�6HFWLRQ�$��,�DP�FKRRVLQJ�QRW�WR�SDUWLFLSDWH�LQ�WKH�&LW\�+HDOWK�%HQH¿WV�3URJUDP�DW�WKLV�WLPH�

Employee/Retiree Signature: Date:

J. )25�&203/(7,21�%<�3$<52//�25�3(56211(/�2)),&(�21/<�
,�FHUWLI\�WKDW�WKH�DERYH�HPSOR\HH�UHWLUHH�LV�HOLJLEOH�IRU�WKH�1HZ�<RUN�&LW\�+HDOWK�%HQH¿WV�3URJUDP��+%3��DQG�WKDW�GHSHQGHQW�GRFXPHQWDWLRQ�KDV�EHHQ�YHUL¿HG�LQ�DFFRUGDQFH�ZLWK�+%3�
SURFHGXUHV���,�FHUWLI\�WKDW�WKH�DERYH�HPSOR\HH�LV�HOLJLEOH�IRU�WKH�+HDOWK�%HQH¿WV�%X\�2XW�:DLYHU�3URJUDP�DQG�,�KDYH�UHYLHZHG�DQG�SURFHVVHG�WKH�0HGLFDO�6SHQGLQJ�&RQYHUVLRQ�%X\�
2XW�6SHQGLQJ�)RUP�DQG�,�DWWHVW�WKDW�WKH�HPSOR\HH�PHHWV�WKH�TXDOL¿FDWLRQV�IRU�WKLV�3URJUDP�

Agency Code: Title Code No.: Status: Appointment/Retirement Date: Pay Period: Effective Date of Coverage:
��)XOO�7LPH ��3HUPDQHQW ��:HHNO\ ��0RQWKO\
��3DUW�7LPH ��3URYLVLRQDO /          / ��%L�:HHNO\ ��6HPL�0RQWKO\ /          /

Retirement System (For Retiring Employees): Years of Credited Service: City Start Date: Retirement Date: Pension Number:

/          / /          /
Certifying Signature: Date: Telephone Number:

/          / (          )               -

H/OLR/EHB/HBA/2017 HEALTH BENEFITS APPLICATION.INDD10/17



ADJUNCT HEALTH INSURANCE MONTHLY PREMIUM RATE SHEET

Adjunct Health Insurance Monthly Rates Sep-23 Sep-23

Effective 9/1/2023 Ind Monthly Cost Family Monthly Cost

Aetna EPO Basic $459.83 $3,271.20

Aetna EPO w/Rider $2,702.06 $9,612.94

CIGNA $1,535.05 $5,458.21

CIGNA w/rider $1,957.31 $6,736.19

Empire EPO $1,195.55 $4,397.53

Empire EPO w/rider $1,689.28 $5,607.92

*Empire Blue Access Gated EPO $606.58 $3,078.46

*Empire Blue Access Gated EPO w/rider $1,100.31 $4,288.85

GHI CBP Basic $0.00 $1,641.90

GHI CBP w/enhanced reimb. schedule rider $6.31 $1,657.86

GHI HMO $284.73 $2,179.39

GHI HMO w/rider $784.02 $3,452.72

HIP HMO Basic $0.00 $1,360.96

HIP HMO w/appliance, private duty nursing rider $0.00 $1,386.30

METROPLUS $0.00 $1,360.96

METROPLUS w/rider $138.93 $1,614.76

Vytra $226.74 $2,128.01

Vytra w/rider $652.45 $3,235.59

Please note - new rates are negotiated yearly. 



A copy of your NYC Health Benefits Application is required and/or WF Domestic Partner form if Applicable.

Dependent information will be obtained from your NYC Health Application unless you indicate otherwise.

NYSUT ID: NYS ID (State Colleges): 

Social Security : Date of Birth:  /  /

First Name: Last Name:

Address:

City: State: Zipcode:

Marital Status:  S  M  DP Gender:  F  M

Primary Telephone: (          ) Primary Email:

For more information visit: www.psccunywf.org Basic Rider Waived Stipend

Guardian

DeltaCare USA

I hereby certify that all of my personal information presented here is true and accurate.

Signature Date

Effective Date of Coverage:  /  /

Effective Date of Hire:  /  /

Earliest CUNY Hire Date:  /  /

HR Signature - College 1 Print Name Date

HR Signature - College 2 Print Name Date

[PSC-CUNY Welfare Fund Use Only] [Alpha]

Date Received Authorization Initials Date

C
o

lle
ge

I hereby certify to the best of my knowledge that the information presented here is accurate, complete and sufficient to 

verify eligibility for benefits under the PSC-CUNY Welfare Fund.

R
e

q
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ir
e

d
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em
b

er
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e
n

ta
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H
ea

lt
h

 P
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n

*Delta will assign you a Dentist. To 

change it, call Delta or go Online.

M
e

m
b

er
Adjunct Enrollment Form

PSC-CUNY Welfare Fund

61 Broadway, 15th Floor

New York, NY 10006

Office: 212-354-5230  Fax: 212-354-5363

Website:  www.psccunywf.org

eforms Revised 2/2017 RN



CUNYfirst Empl ID: ____________________________ Semester: __________________  20________

Last Name: _______________________________ First Name: ________________________________

Street Address: ________________________________________
                            ________________________________________
City: ____________________________________    State: _________ Zip Code: ____________

Marital Status:

CUNY Email Address: _______________________ Personal Email Address: ____________________________

Day Phone Number: __________________________ Home Phone Number: ______________________________

College # 1: _________________________________ ________
Hours

College # 2: _________________________________ ________
Hours

Legal Relationship

Last Name: ______________________________________ First Name: _________________________________

Spouse's Employer: _____________________________________________________________

Spouse's Health Insurance: ______________________________________________________________________

Attestation: I hereby attest that I have met the current eligibility requirements as outlined in the Adjunct Health Insurance
Procedures. I further certify that I am not covered by nor eligible for other primary health insurance from any other source,
including but not limited to other employment, my spouse/domestic partner's employment or the New York State Health Insurance
Program (NYSHIP). A certification must be submitted to the University every semester in order to maintain my eligibility for Adjunct
Health Insurance coverage.  Furthermore, I understand that it is my responsibility to contact my college Benefits Office if my hours
fall below the required semester hours, as I will no longer be eligible for health insurance coverage and will be responsible for all
healthcare costs incurred, unless I elect benefit continuation at my own expense under COBRA.  I understand that I will make recurring
payments through my bank account for health insurance coverage if applicable. I understand that if I go to a different school,
it is my responsibility to notify my current college Benefits Officer or my coverage may be discontinued.

______________________________________________________ ____________________________________

I hereby attest that the two-semester requirement has been met in accordance with the rules of the Collective 
Bargaining Agreement and that the hours and employment information is accurate for the semester indicated.
The University Benefits Office at the current school, shall be apprised of all relevant changes to the employee's schedule
which will impact eligibility for health insurance.

____________________________________ ___________________________________ __________________________

____________________________________ ___________________________________ __________________________

Eligibility Qualifications

Benefit Officer Initials

University Benefits Office
City University of New York

555 West 57th Street - 11th Floor

If you are married, you must provide information on your spouse, 
regardless of whether you elect family coverage.

Benefit Officer InitialsCollege Department

Employee

New York, NY 10019

Spouse/Domestic Partner Information
If you are married, you must provide information on your spouse, 

regardless of whether you elect family coverage.

(Employee Signature) (Date)

         Adjunct Health Insurance Certification Form
Please see reverse side for instructions

College Department

Benefits Officer Verification

Benefits Officer College 1 Date

Benefits Officer College 2 Date

Teaching Non Teaching 

Teaching Non Teaching 

Single Married/Domestic Partner 

Spouse Domestic Partner 

Adjunct Health Insurance Certification Form
8/2014 Page 1 of 2



The Adjunct Health Insurance Certification Form is required for processing your new health
insurance coverage with the New York City Health Benefits Program. Please complete this form
and submit to your college Benefits Officer, along with the Domestic Partner registration
information or your Marriage/Civil Union Certificate, if applicable. (Please note: These documents
are required for submission whether or not you intend to add your spouse/domestic partner to
your coverage.)

1. Fill in your CUNYfirst Empl ID and Semester/Year for which you are applying for benefits.
2 Complete all fields within the "Employee" section with all appropriate information.
3. In the "Eligibility Qualification" section, your college Benefits Officer will certify the amount of
    teaching or non-teaching hours you work per week and initial in the space provided. PLEASE
    NOTE: If you are working at more than one campus to meet eligibility requirements, you must
    have the Benefits Officer from each college complete this section.
4. If you are married or have a domestic partner, the "Spouse/Domestic Partner" section must be
    completed whether or not you intend to add your spouse/domestic partner to your coverage. If
    your spouse/domestic partner is enrolled in a health plan other than your New York City Health
    Benefits Program coverage, you must indicate this information.
5. Please read the "Attestation" statement and sign your full name and date in the spaces provided.
6. The last section of this document is to be completed by the college Benefits Officer(s) who signs
    the "Eligibility Qualification" section. The last college Benefits Officer to sign the form, will
    forward this form and all other required enrollment paperwork to the University Benefits Officer.

Along with this form, please include your Domestic Partner registration information or Marriage/
Civil Union Certificate if applicable. Please also submit your Employee Health Benefits Application,
Adjunct Recurring Payment Election Form (if applicable), Adjunct PSC-CUNY Enrollment Form,
HIPAA Certificate and all other supporting documentation (i.e., Age 26 Young Adult Paperwork,
Birth Certificate(s) for child(ren), etc.) to the last college Benefits Officer who signs this form.

Adjunct Health Insurance Certification Form Instructions

Adjunct Health Insurance Certification Form
8/2014 Page 2 of 2



                               Adjunct Health Insurance Verification Form 
                                                  University Benefits Office City University of New York 
                                                                   555 West 57th Street‐11th Floor 
                                                                           New York, NY 10019 
                              646‐664‐3401 Office, 646‐664‐3418 Fax, universitybenefitsadjuncts@cuny.edu 

 

  

   EMPLOYEE:  

 

   Last Name: ___________________  First Name: _________________________ 
 
   Street Address: _______________________________________________________ 
 
   City: _______________    State: _____________       Zip Code: ____________ 
 
   Marital Status:              Single          Married               Domestic Partner 
 
   CUNY Email Address: _____________________       Personal E‐mail Address: ______________________ 
 
   Day Phone Number: ______________________    Home Phone Number: ____________________ 
 
   College # 1: ________________________  Department: ____________________________ 
                    Teaching    Non‐Teaching   
 
   College #2: ________________________   Department: ____________________________ 
                    Teaching     Non‐Teaching 
 
   CUNY First Empl ID: ________________________  Semester: _________________ 20_________ 
   
A certification must be submitted to the University Benefit Office every semester in order to maintain eligibility for 
Adjunct Health Insurance coverage.  Below please check one item as it relates to your current status.  After identifying 
you eligibility please sign and date.     

      I do not have access to, nor am I covered by, other primary health insurance from any source including by not limited to 
other employment, my spouse/domestic partner’s employment, Medicare (Part B) or the New York State Health Insurance 
Program (NYSHIP). 

      I am now enrolled and covered by other primary health insurance from another source, including but not limited to, other 
employment, my spouse/domestic partner’s employment of the New York State Health Insurance Program (NYSHIP).  

My coverage is effective _________/_________/__________ (MM/DD/YY). 

Attestation: I hereby attest to the current eligibility status in the Adjunct Health Insurance Program as indicated above.  I 
understand that it is my responsibility to contact my college Benefits Officer if, I will no longer be eligible for health insurance 
coverage and will be responsible for all medical expenses incurred.  In the event that coverage terminates I may elect 
continuation of benefits at my own expense under COBRA.  I understand that if I begin employment at a different campus, it is 
my responsibility to notify my current college Benefits Officer or my coverage may be terminated. 

 

____________________________________  _________________ 
                           (Employee’s Signature)      (Date) 



Last Name First Name

Social Security Number  -  -

Name Male Female Social Security Number Date of Birth

Spouse / Domestic Partner - - / /

Dependent Child - - / /

Dependent Child - - / /

Dependent Child - - / /

Dependent Child - - / /

Dependent Child - - / /

I hereby certify that all information I have provided on this Enrollment Form is true and accurate.

I further agree to pay the posted premium for family coverage to the PSC-CUNY Welfare Fund Effective Rate 10/1/2014 $202.00 / mo.

Member Signature Date  /  /

[College HR Office Use Only]

The individual named herein is eligible for family coverage under the PSC-CUNY Welfare Fund  and
All required documents have been presented to authorize coverage of individuals listed herein.

      /  /

Signature Name Title/ Campus     Date Signed

 [ PSC-CUNY Welfare Fund Use Only]
   Status Authorization

A copy of your PSCCUNY Welfare Fund Enrollment Form must be attached.

Enrollee

Adjunct Family Enrollment Supplement
PSC-CUNY Welfare Fund

61 Broadway,  15th Floor
New York, NY  10006
Phone  (212) 354-5230
Fax   (212) 354-5363

A copy of your NYC Health Beneftis Enrollment Form must be attached.

Enrollment in Family Coverage through NYC Health Benefits is Required

NY State / NY City ID #

ENR FORM Eff. 7/2011



CUNYfirst Empl ID: ___________________________

Full Name: __________________________________ College 1: _____________________________

Personal Email: ______________________________ College 2: _____________________________

Banking Institution: ___________________________________ Routing Number: ___________________

For savings accounts, and checking accounts without a voided check:
As a representative of the above named financial institution, I certify that this institution is ACH capable and agree
that payments can be remitted from the account shown above.

Employee/Joint Account Holders Certification: I certify that I have read and understand this form. By signing this
form, I authorize my health insurance costs to be deducted from the account listed on this form. The joint account
holder(s) for the account listed, if any, must sign on the corresponding line(s) for additional account holder(s).

Employee Signature: __________________________________ Date: ______________________

Joint Account Holder: __________________________________ Date: ______________________

Joint Account Holder: __________________________________ Date: ______________________

By signing below, I certify that I permit the City University of New York to electronically withdraw funds from the
above mentioned account to cover the expenses of my health insurance premiums, if any, based on the
Adjunct Health Insurance Rate Sheet. I fully understand that the funds will be deducted from my account on
a monthly basis on the first business day of the month preceding the period of coverage for which I am paying or
the next possible administratively feasible date. I understand and agree that I am responsible for any fees
associated with transactions due to insufficient funds in my account. I authorize the modification of deductions
from my account due to future changes in expenses, including but not limited to premium rate and administrative fee
changes, changes to my insurance made by me during the open enrollment period, and family status changes, in 
order to keep my health insurance current.

I,  ______________________________________ , agree to the terms above, and I am fully aware that failure
to remit payment according to these terms may result in the termination of my health insurance coverage.

_______________________________________________ ________________________

Adjunct Recurring Payment Election Form

New York, NY 10019

(Your Name as it appears on Bank Statements)

  Account Number: _____________________________________

(Employee Signature) (Date)

Please see reverse side for instructions

_____________________________
(Bank Rep's Printed Name)

______________________________
(Bank Rep's Signature)

__________________________

University Benefits Office
City University of New York

555 West 57th Street - 11th Floor

(Bank Rep's Telephone Number)

Amount to be deducted monthly: ________________________

Checking Account (Attach Voided Check) 

Savings Account (Bank Signature Required) 

Adjunct Recurring Payment Election Form
8/2014 Page 1 of 2



This form should be completed by eligible Adjunct faculty members who are enrolling in a health plan for which
premiums are required to be paid.  This form, along with all the other required documents and forms to enroll in 
the New York City Health Benefits Program and the PSC/CUNY Welfare Fund Supplemental Benefits must be 
completed and submitted to your college Benefits Officer.  If you are electing to have funds deducted from your
checking account, you will need to include a voided check with this form. If you are electing to have funds
deducted from your savings account, or a checking account for which you do not have a voided check, you are
required to obtain a bank representative's signature in the space provided on this form. Please carefully follow the
instructions below to complete this form.

1.   Enter your CUNYfirst Empl ID and the Semester/Year for which you are applying for benefits in the spaces
      provided at the top of the form.
2.   Enter your full name as it appears on your bank statements in the space provided for "Full Name".
3.   Enter the name of the college(s) at which you are employed in the space(s) provided.
4.   Enter your personal email address in the space provided.
5.   Enter the name of your bank in the space provided for "Banking Institution".
6.   Enter the nine digit Routing Number for your bank as it appears at the bottom of your personal checks or
      savings account deposit slips.
7.   Fill in the radio button that corresponds with the account from which you wish to have your payments deducted.
8.   Enter the Account Number from which you wish to have your monthly premium remittance withdrawn in the
      space labeled "Account Number".
9.   Enter premium amount to be paid monthly in the space provided. Please refer to the rate sheet on the UBO

10. If the account listed is a joint account, you and the joint account holder(s) must complete the Employee/Joint
      Account Holders Certification section by signing and dating the form in the spaces provided.
11. Carefully read the terms of automatic recurring payments.
12. Print your name in the space provided.
13. Sign and date the form at the bottom of the document in the space provided.

      website. http://www.cuny.edu/benefits 

Adjunct Recurring Payment Election Form Instructions

Adjunct Recurring Payment Election Form
8/2014 Page 2 of 2


	Applicant-Employee: 
	Applicant-Return to: 
	Applicant-Retireee: 
	Applicant-Line of: 
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	Reason- Waive: 
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	Transfer of Health-Transfer: 
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