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Form SF-2809 Help Guide: Health Benefits Election Form

Purpose of this Form: To enroll, make a change or cancel/waive your health benefits elections
Directions:

1. To help prevent common mistakes that often lead to paperwork rejection, follow along with the 7
checkboxes below as you complete your form.

2. All forms should be the current form from https://www.opm.gov/forms/pdf fill/sf2809.pdf

3. Signatures on this document can be done by hand or electronically.

4. For new-hire and open season elections, you have the option to make your elections via your Employee
Personnel Page (EPP)

5. After completing, deliver the form to TSA Human Capital Service Center through one of the following
options

6. After completing, deliver the form using one of the following options:

* Paper mail Address to:

TSA HCAccess HCSC

6363 Walker Lane, Suite 400,

Alexandria, VA 22310
*  Email: helpdesk@hraccess-mailserver.tsa.dhs.gov
e Fax: 1-877-872-7993

a Part A) Did you remember to fill out the fields 1 through 6?
If applicable, please complete fields 7 through 10.
Did you remember to fill out at least one of the following:
* Email address

e Preferred telephone number

If enrolling into a self+one or self+family plan, the following fields are mandatory for each
dependent:



https://www.opm.gov/forms/pdf_fill/sf2809.pdf
mailto:helpdesk@hraccess-mailserver.tsa.dhs.gov

* Name of family member
* SSN

* Date of Birth

e Sex

* Relationship code (see page 2, item 17 of SF-2809 instruction section)

Address (if different from enrollee)

If applicable, please complete the following fields:

* If this family is covered by Medicare, check all that apply

* Medicare Claim Number

* Is this family member covered by insurance other than Medicare?
* Indicate the type of insurance

* Email address

*  Preferred telephone number

Part B) Did you remember to list the name and enrollment code of the FEHB you are
currently enrolled in?

Part C) Did you list the plan name and enrollment code you are changing to?

Part D) Did you list the Event Code with the corresponding Qualifying Life Event that permits
you to enroll, change, or cancel?

Part E) If you wish to waive FEHB enrollment, check this box and refer to Part D.

Part F) If you wish to cancel your FEHB enrollment, check this box and refer to Part D.



Part H) Did you sign and date the form? Otherwise, your submission will not be processed.

Tip) Qualifying Life Events (QLEs) are outlined in pages 6 through 8 of the instructions section
of the SF-2809. There are event codes associated with each QLE and guidance on what is or is
not permitted per QLE is included in the table

You may also view the QLEs here: https://www.opm.gov/healthcare-
insurance/healthcare/plan-information/changes-you-can-make-outside-of-open-season/

Please note that you must provide supporting documentation of your QLE upon submittal of
your SF-2809. Failure to include documentation will result in a rejection. These forms include:
marriage certificates, birth certificates, termination of coverage letters, etc.


https://www.opm.gov/healthcare-insurance/healthcare/plan-information/changes-you-can-make-outside-of-open-season/
https://www.opm.gov/healthcare-insurance/healthcare/plan-information/changes-you-can-make-outside-of-open-season/
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R Health Benefits Election Form

Purt A - Enrollee and Family Member Tnformation (for additional fumily bers use a s¢f sheet and attach)

1. Enrolles name ffast, first, riddlz witial) 2. Social Security Number | 3. Date of birth rmm/ddisny 4. Sex 5. Are you married?

M| ¢ Yes Mo
6. Home mailing address tinchiding ZTP Code) 7. If you are cavered by Medicare, [ £, Medicarc Claim Number
chéck all that apply.
A [ B []b

"""""""""""""""""""""""""""""""""""" 9. Are you covered by msurance other (hun Medicare?

Yes. indicate in item 10 below. No

100 Tndicate the type(s) ol other insurance:

IRICARE | | Other  Name ofwther imswance. Poli
FRIB  dn EEHE Self Plus One enroliment covers the enralice and one eligible fumily member designared by the envollee, An EEHB Self-and Famity envoftment covers the
emrallee and ail eligible family memhers. No person e be covered wnder nore tham one FEHR envolimen, Sec instrmctions for fiem 1) on page 1

umberr:

1. Email addresy 12. Preferred (elephone number

13, Name of Tamily member (i

irsi, mickfle initial} 14, Sacial Seeuriyy Number |13, Tiale af birh fmaref ¥L! 16, Sex 17, Relatiemship code

[m _ F

8. Address (if different from enroliee) 19, [T this fumily member is coveral 20, Medicare Claim Number
b Medicare, check all tha apply. |
A B | |p
__________________________________________________ 21. Isthis family member cavered by insurance other than Medicare?
Yes, indicate in item 22 below. [ N
22, Indicate the 1y pe(s) ol other insurance
IRICARE | | Other  Nome of orter nsurance: Policy Kumber:
FLIB  An FEITR Self Plns One envollment covers the enrollee and one cligible famile member designated by the enrollec. An FEIIB Self and Familv enrollmens covers ihe
enrotiee and all eligible family members. No person may be covered wider awore thar one FEINB enrollaren. See instructions for item 10 on page 1
D3 Cmail address /4 applicable, enter email address of votr spovse or adult child) 24 Preferred telephone number (if applicable, enter prejerred phone number of
Jour spotse o adult childi
-25, Name of Tamily membur (last. fivst, middie mitialy 26, Sociul Sceurity Number[27. Date of birth fimni/dedyinay 28, Sex 29, Rellionship code
M F
V0. Addess (if different from cnrolleg) 31 If this family member is covered [32. Madicare Clain Number
by Medicare, check all that apply.
A | b | o
"""""""""""""""""""""""""""""""""""" s thiy fumily member cavered by insurance ather than Medicare?
Ys, indicale in ilem 34 below, No

34, Indicate the tvpe(s) of other insurance:

IRICARE [ ] Other — Name of other imsoance Policy Number:
FEHB  An FEHR Self Plus One enrollment covers the enrollee and ane eligible family mentber designated by the enrollec, An FEHB Self and Famify enwollnient covers the
earalice and all eligibie Jamily members. No person mey be covered under more than one PEIB envallmont. See instructions jor iem 1 on page 1.

5. Vil adross (if applicahle, enter ol address of v spouse or adlf child) 36, Proferred lephone number (i applicable. wnter preferrad phome mumbr of
yonur sprause or adll child)
E Name of family memiber fesi, firsi, midefle initialt 38, Secial Seenrity Number|39. Date of bieth romefed/vyvet 40, Sex 41, Relationship code
M ¥

|
o

42, Address (if different from enroflee) 5. Tl this family member is coveral |44, Medicare Claim Number
by Madicare, check all tha upply.|

A B | |n

45, Is this family member covered hy insurance other than Medicare?
Yes, indicate in item 46 helow r No
0. Indicate the 1ype(s) of other msurance
TRICARE | | Other  Name of other insurance: Policy: Number:
FEHB  An FRHB Seli Piny One cnrollment cavers the enrollee and one eligible family member designared by the snrotlce, An FEIB Seif amd Family envollment covers the

enrolfee and all eligible family members. No person may be covered wnder more than one FEHB enrollment. See instructions for item 10 oa page 1.
7. Email address (if applicable. enier email address of pour spomse or adult chitd) 48. Preterred telephone number (if applicable, enter prefeeved phone number of
Jour spotise oF adult clildi

{Continued on the reverse) Standard Form 2809
sstribution of copias, sea pags 5 of tha instructions. Revised November 2015
U.S. Office of Personnel Management Previous edition is not usable.




Enrollee name:

Date of birth:

Part B - FEHB Plan You Are Currently Enrolled In (if applicable)
1. Plan name 2. Enrollment code

— —
'art D - Event That Permits You To Enroll, Change, or Cancel (see page 2)
1. Event code 2. Date of event

Part C - FEHB Plan You Are Enrolling In or Changing To
. Plan name 2. Enrollment code

Part E - Election NOT to Enroll (Employees Only)
1 do NOT want to enroll in the FEHB Program.
My signature in Part H certifies that I have read and understand the
information on page 3 regarding this election.

Part F - Cancellation of FEHB
j 1 CANCEL my enrollment
My signature in Part H certifies that I have read and understand the
information on page 3 regarding cancellation of enroliment.

Part G- S of FEHB (-
1 SUSPEND my enrol ment.
My signature in Part H certifies that I have read and understand the
information on page 4 regarding suspension of enrollment.

‘Former Spouses Only)

Part H - Signature

WARNING: Any intentionally fulse in this application or willful misrep
$10,000 or imprisonment of not more than 3 years, or both. (18 U.S.C. 1001.)

relative thereto is aviolation of the law punishable by a fine of not more than

1. Your signature (do not print)

2. Date (mm/ddjyyy)

Part -T0 he completed by Agency oF retirement system.

REMARKS

1. Datereceived (mm/dd/yyyy)

2. Effective date of action (mm/dd/yyy) 3. Personnel telephone number

(

4. Name and address of agency or retirement system

5. Authorizing official (please print)

6. Signature of authorized agency official

7. Payroll office number

8. Payroll office contact (please print)

9. Payroll telephone number

( )

| PRINT | | save | |cLear|

Standard Form 2809
Reverse of revised November 2015
Previous edition is not usable

Questions about this form?

Please contact the HCAccess Help Desk by phone at 1-877-872-7990, by fax at 1-877-872-7993, or by email at this link.

Live agents are available 7:00 a.m. to 10:00 p.m. Eastern Standard Time (EST) Monday through Friday, excluding Federal
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mailto:helpdesk@mailserver-hraccess.tsa.dhs.gov

holidays, with additional hours for recruitment calls only from 11:00 a.m. to 3:00 p.m. EST Saturday and 12:00 p.m. to
4:00 p.m. EST Sunday.



