
Retiree AE 2010 - CTL 

 

 

 

 

EFFECTIVE DATE: 01/01/2010                   For questions, call CenturyLink Employee Resource Center at 1-888-722-4372 
Pern No. # 

(Office Use Only)                                                                                                                                                           KEEP A COPY OF THIS FORM FOR YOUR RECORDS 

Social Security Number Last Name First Name Middle Initial 

Mailing Address City State Zip 

Home Telephone Number w/Area Code Alternate Telephone Number w/Area Code Date of Birth 

 

Is your spouse a CenturyLink employee or retiree?  Yes        No        Not Married ____  (Double coverage is not allowed)  

If Yes, please list their first and last name and social security number:___________________________________________ 
     

LIST DEPENDENT/S: 

First, M Initial & Last Name/s 

GENDER: 

M/F 

RELATIONSHIP    
TO RETIREE: 

FULL SOCIAL SECURITY 

NUMBER: 

DATE OF BIRTH: 

        Mo.        Day          Yr. 
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(Retirees are unable  

to ADD spouse and/or dependent/s)  
(If you have more than three dependents to list 

below, please fill out another form in its 

entirety to include  your remaining 

dependents) 

 1-Spouse 

2-Child 

6-Step Child 

91-Grandchild 

92-Niece/Nephew 

    

         

         

         

MEDICAL PLAN 

(includes Rx plan) 

COVERAGE LEVEL 

FOR MEDICAL 

DENTAL PLAN COVERAGE LEVEL 

FOR DENTAL 

VISION PLAN COVERAGE LEVEL FOR 

VISION 

 UHC PPO 
(Under Age 65) 

 

 Highmark PPO  
(Under Age 65) 

Reside in IN, MI, NV, NC,       

OH, PA, SC, TN, VA 
 

 UHC CDHP 
(Under Age 65) 

 

 Secure Horizon 
(Over Age 65) 

 

 Highmark Medicare 

Supp (Over Age 65) 
Reside in IN, MI, NV, NC,       

OH, PA, SC, TN, VA 
 

 UHC CDHP  
         (Over Age 65)   

 

 Waive Medical 

Coverage 

 Retiree Only 

 

 Retiree & Spouse 
(Both under age 65) 

 

 Retiree & Spouse 
(Both over age 65) 

 

 Retiree & Spouse 
(One under age 65 and 

one over age 65) 

 

 Retiree & Child/ren 

 

 Retiree & Family 

 Delta Dental - Basic 

 

 Waive Dental 

Coverage 

 Retiree Only 

 

 Retiree & Spouse 
(Both under age 65) 

 

 Retiree & Spouse 
(Both over age 65) 

 

 Retiree & Spouse 
(One under age 65 

and one over age 65) 

 

 Retiree & 

Child/ren 

 

 Retiree & Family 

 Vision Service Plan 

 

 Waive Vision 

Coverage 

 Retiree Only 

 

 Retiree & Spouse 
(Both under age 65) 

 

 Retiree & Spouse 
(Both over age 65) 

 

 Retiree & Spouse 
(One under age 65 and one 

over age  65) 

 

 Retiree & Child/ren 

 

 Retiree & Family 

BASIC LIFE PLAN:      For coverage amount, see your enclosed 2010 Benefits Confirmation Statement. 

AUTHORIZATION:  I have received and read the printed material describing my benefit plan options.  I understand that the plan elections I have made are binding for the calendar year 
and that I will not be able to change my election until the next annual enrollment period, unless I have a qualifying status change.  I further understand that I have the option to waive my 

existing plans at any point during the year.  A request in writing is required to remove, update or waive my plans.  The request should be sent to CenturyLink Employee Resource Center.  In 

addition, I understand that I will not be able to re-enroll myself into the plan(s) I elect to waive and I will not be able to re-enroll a spouse and/or dependent once they are removed.  Benefits 

will not be reinstated. If my deductions are not already taken from my pension check, I will be required to pay my monthly health care premiums.  I understand that I will receive monthly 

invoices from A&I Benefit Plan Administrators, (1220 SW Morrison #300 Portland, OR  97205-2222) prior to the first of each month for which I wish to have coverage.  I understand that 

failure to make payments by the first of each month for that month’s coverage will result in termination of my benefits.  I authorize any provider of health services to provide, upon request, 

any information concerning the health, condition or treatment of any covered person whenever such information is considered necessary with respect to the delivery of medical care, the 

proper disposition of claims submitted for payment, medical management activities or in fulfillment of obligations imposed by State or Federal Law.  I certify that the information supplied 

above is true to the best of my knowledge.  I understand it is a crime to fill out this form with facts I know are false or to leave out facts that are important. 
 

Signature:   Date:   
 

Please return original to the CenturyLink Employee Resource Center, KSOPKR0101, 5454 W. 110
th

 Street, Overland Park, KS 66211  

2010 ANNUAL ENROLLMENT ELECTION FORM 
RETIREE 

LEGACY CTL 
Ret-CTLForm10 


