
BENEFITS MAKE UP FORM

EMPLOYEE NAME:

EMPLOYEE ID:

DEPARTMENT NAME:

BENEFIT PLAN CODE:

EE Medical
Contribution

EE Comm
Surcharge EE UBH ER Medical

Contribution
ER Comm
Surcharge ER UBH

Reason for Make Up

Prepared By:

Email Address:

Phone:

Keep a copy of this form for your records.  Send the original to DAS/Benefits Administration Services.
Mail: DAS/Benefits Administration Services

30 E. Broad St., 28th Floor, Columbus, Ohio 43215
Fax: (614) 728-3002

DAS Use Only

Approved by: Date:

Date:

Month/Year
of Coverage

TOTAL:

Benefit Make
Up Code

CEAJDA UEAJUB CSAJDA USAJUB



Benefits Make Up Form Instructions

All required sections of the form should be completed as follows:

Benefit Plan Code: Fill in the plan code for which you are requesting the make-up

OhioMed PPO - A11015, A11025, A11050, A11100
UHC - AC1015, AC1025, AC1050, AC 1100
AetnaPlan - AD1015, AD1025, AD1050, AD1100
The Health Plan - AK1015, AK1025, AK1050, AK1100
Paramount- JM1015, JM 1025, JM1050, JM1100

15 = 15%; 25 = 25%; 50 = 50%; 100 = 100%

(employee code) (employer code)
OhioMed PPO - HEAJMM HSAJMM
UHC - HEAJUH HSAJUH
AetnaPlan - HEAJAE HSAJAE
The Health Plan - HEAJHP HSAJHP
Paramount- HEAJPA HSAJPA

Month/Year of Fill in the month and year of coverage for which you are requesting the
Coverage: make-up.  (You may request up to 3 months per form).

EE Medical Fill in the amount of the Employee's Medical contribution
Contribution: (excluding the surcharges).

EE Comm Fill in the amount of the Employee's Communications surcharge.
Surcharge:

EE UBH Fill in the amount of the Employee's UBH surcharge.
Surcharge:

ER Medical Fill in the amount of the Employer's contribution.
Contribution: (excluding the UBH & Communication surcharges).

ER Comm Fill in the amount of the Employer's Communications surcharge.
Surcharge:

ER UBH Fill in the amount of the Employer's UBH surcharge.
Surcharge:

Reason: Indicate reason for the request.

Signature: Sign and date the form.  Indicate your phone number and email address.
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Benefits Make Up Form Instructions
 
All required sections of the form should be completed as follows: 
         
Benefit Plan Code:         Fill in the plan code for which you are requesting the make-up                                             OhioMed PPO -         A11015, A11025, A11050, A11100                  UHC -                           AC1015, AC1025, AC1050, AC 1100                  AetnaPlan -                  AD1015, AD1025, AD1050, AD1100                  The Health Plan -         AK1015, AK1025, AK1050, AK1100                  Paramount-                  JM1015, JM 1025, JM1050, JM1100                                                      15 = 15%; 25 = 25%; 50 = 50%; 100 = 100%         
                                     
                                    (employee code)                  (employer code)
         OhioMed PPO -         HEAJMM                           HSAJMM                                    UHC -                           HEAJUH                           HSAJUH         AetnaPlan -                  HEAJAE                           HSAJAE         The Health Plan -         HEAJHP                           HSAJHP         Paramount-                  HEAJPA                           HSAJPA
 
Month/Year of          Fill in the month and year of coverage for which you are requesting the
Coverage:          make-up.  (You may request up to 3 months per form).                                     
                           
EE Medical          Fill in the amount of the Employee's Medical contribution
Contribution:          (excluding the surcharges).
                  
EE Comm          Fill in the amount of the Employee's Communications surcharge.
Surcharge:                                                                          
                   EE UBH          Fill in the amount of the Employee's UBH surcharge.
Surcharge:                             
 
ER Medical          Fill in the amount of the Employer's contribution.
Contribution:          (excluding the UBH & Communication surcharges). 
                  
ER Comm          Fill in the amount of the Employer's Communications surcharge.
Surcharge:                   
         ER UBH          Fill in the amount of the Employer's UBH surcharge.
Surcharge:         
                  Reason:          Indicate reason for the request.         
 
Signature:         Sign and date the form.  Indicate your phone number and email address.         
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