
Retiree Employment Verification
Public Education Employees’ Health Insurance Plan
PO Box 302150, Montgomery, Alabama  36130-2150
877.517.0020 • 334.517.7000 • www.rsa-al.gov

Your SSN

Name __________________________________________________________________________________________
 First                                                                 Middle/Maiden                                                                    Last

This form is to be completed by the PEEHIP retiree and their current employer (if applicable) to verify employer health insurance 
benefits offered to its employees. This form must be completed, signed, dated, and returned via mail or https://mso.rsa-al.gov.
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Signature ______________________________________________________  Date  ____________________________Sign Here è 
Retiree

Under penalties of perjury, I declare that I have examined this form and statements, and to the best of my knowledge and belief, 
they are true and correct. It is fraudulent to submit information you know to be false or knowingly omit important facts. Criminal 
and/or civil penalties can result from such an act. If any of the above information is untrue, I agree to reimburse PEEHIP for any 
money it was induced to pay as a result of the information I provided. Receipt and/or completion of this form is not a guarantee of 
eligibility. I further authorize the release of any pertinent information from any source available to PEEHIP to verify the status of my 
employment.

Signature ______________________________________________________  Date  ____________________________
                                                 Signature of Company Representative Providing Verification

Sign Here è 
Company  

Representative
Employer: Please return this Employment Verification form to your employee. 

The employee must submit this form to PEEHIP.

  Section A

  PEEHIP Retiree
  Information Are you currently employed?     q Yes   q No      You must select Yes or No.      (If No, skip to Section B.)

Name of Retiree’s Employer (after date of retirement) ____________________________________________________________

Mailing Address ___________________________________________________________________________________________
 Street or P.O. Box                               Apt.# City State ZIP Code

Telephone   _________________________________________  Date of Hire   _________________________________________   
                                                               Employer’s Telephone                                                                                                                Month       Day       Year

  Employer
  Information

1. Does your current employer offer health insurance coverage?     q Yes   q No       (If No, skip to Section B)

2. Are you currently eligible, or will become eligible after a specified waiting period, for health insurance benefits through your 
current employer?     q Yes   q No*

If you are eligible for your employer’s health insurance, you must indicate the date you became/will become 
eligible for benefits  _______________________. 
                                                     Month       Day       Year

3. Does your employer contribute at least 50% or more of the cost of individual health insurance coverage?     q Yes   q No*

*Action Required: If you answered “No” to questions 2 or 3, you must have your current employer complete Section C  
and Section D before submitting the completed, signed, and dated form to PEEHIP.

  Section B

  PEEHIP Retiree
  Signature

To be completed by 
Current Employer only

  Section C

  Employer
  Information

Employee Hire Date  _______________________________________         Employee Status      q Full-time   q Part-time  
                                                                Month       Day       Year

Is the person, named above as the Employee, eligible for your company’s Health Insurance Coverage?     q Yes   q No

If “Yes,” please provide the Individual Employee monthly premium contribution information below:

If your company pays for, reimburses, or intends to pay or reimburse the person, named above as the Employee, either directly or 
indirectly, including through a Health Reimbursement Arrangement (HRA) or Section 125 Plan (Cafeteria Plan), that amount should 
be reflected in the monthly premiums.

Total monthly individual premium   ___________________________________
Employee share of monthly individual premium   ________________________
Company share of monthly individual premium   ________________________
If “No,” please indicate ineligibility:   q Benefits not offered   q Part-time employee (not eligible)   q Other  __________________  

  Section D

  Employer
  Certification

Under penalties of perjury, I hereby certify that the above answers are true and correct. I further understand that omission of 
important facts, of a false or fraudulent statement or representation, made in order to procure coverage under a health benefit 
plan, including a public plan such as the Public Education Employees’ Health Insurance Plan (PEEHIP), for a person who is ineligible 
for such plan, is a violation of the anti-fraud provision of the Health Insurance Portability and Accountability Act, to which civil and 
criminal penalties, including imprisonment, can apply.To be completed 

and signed by  
Current Employer only

Name   _________________________________________________ Title   ____________________________________________
                           Printed Name of Company Representative Providing Verification

PID



Public Education Employees’ Health Insurance Plan

(Mailing Address) P.O. Box 302150  w  Montgomery, AL  36130-2150
(Office Location) 201 South Union Street  w  Montgomery, AL 

334.517.7000 or 877.517.0020
www.rsa-al.gov

PEEHIP Board of Control
Luther P. Hallmark, Chair

John R. Whaley, Vice Chair

David G. Bronner, CEO
Jo Moore, Deputy Director for Administration
 Marc Green, Deputy Director for Investments

Under Alabama law, Section 16-25A-5.2(1), Code of Alabama 1975, employees who retire after September 30, 2005, and who 
become employed by an employer that provides employees at least 50 percent of the cost of individual health insurance coverage 
and that qualify to receive other employer group health insurance coverage through that employer shall be required to use the 
employer’s health benefit plan for primary coverage and the Public Education Employees’ Health Insurance Plan (PEEHIP) may provide 
supplemental secondary coverage. If you are required to take your new employer’s health insurance, the Public Education Employees’ 
Health Insurance Plan offers supplemental and optional coverages at little to no cost. Retired members who retired on or after October 
1, 2005, and are ineligible for the PEEHIP coverage can be covered as a dependent on their spouse’s PEEHIP plan. Please visit the PEEHIP 
website, rsa-al.gov or contact PEEHIP for more information on the supplemental and optional coverages.

Retired members can reenroll in PEEHIP without a break in coverage if their new employer stops paying at least 50% of the cost of 
individual coverage or if the member should lose their other employer’s health insurance coverage due to termination or ineligibility.

All employees who retired after September 30, 2005, are required to complete the form on the reverse side of this letter and return 
it to PEEHIP regardless of whether or not they are currently enrolled in any PEEHIP coverages. Forms should be uploaded to Member 
Online Services (MOS) at https://mso.rsa-al.gov or mailed to PEEHIP at P.O. BOX 302150, Montgomery, AL 36130. The employer must 
also complete the Employer Information Sections C and D of the RetiRee employment VeRification form (on page 2) if applicable. The retiree 
must also contact PEEHIP about subsequent employment changes if other group health insurance coverage is made available to them.

Any employee or retiree who knowingly and willfully submits materially false information to PEEHIP shall repay all claims and other 
expenses incurred by the plan related to false or misleading information submitted by the employee or retiree, in addition to a charge 
based on the applicable interest rate (Section 16-25A-20, Code of Alabama 1975).

If the retiree and their covered dependents are under age 65 and become Medicare-eligible, it is imperative that the PEEHIP office is 
notified and provided with a copy of the member or dependent’s Medicare card to ensure that medical and prescription drug claims are 
being processed correctly and they are paying the lower PEEHIP premium.

Thank you for your cooperation.


