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NEW YORK STATE
INCOME PROTECTION PLAN      ENROLLMENT FORM
TYPE OR PRINT WITH BALLPOINT PEN
9.
Days
11. Retirement Service as of Plan Elig. Date
14. Check One:
15.
     This information is requested pursuant to Sections 158 and 159 of the New York State Civil Service Law. This information will be sued in accordance with Section 96(1) of the Personal Privacy Protection Law, particularly subdivisions (b), (e), and (f). This information will be maintained by the Director, Division of Employee Benefits, Department of Civil Service, the Alfred E. Smith Office Building, Albany, New York 12239. For further information concerning personal privacy protection, call (518) 437-3566.      This information will be used for the principal purpose of determining eligibility of individuals to participate in the program, establishing appropriate records for eligible employees, and calculating the premium liability of the State for the program. Complete information is thus needed for employees enrolling in the program as well as those declining coverage. Failure to file a signed and completed application or declination will result in the forfeiture of your right to participate in the Income Protection Plan.       I have received and read a copy of the material describing this program and understanding the implications of my action in accepting or declining coverage in the program.  I certify that the information on this form, to the best of my knowledge, is true and correct.
Please Check One:
I wish to enroll in the  Income Protection Plan
I wish to continue my current sick leave program and decline coverage in the Income Protection Plan Limited to employees last hired before: Management/Confidential - 1/1/86; DC37 - 10/1/87; Legislature - 10/1/90
FOR AGENCY USE ONLY
16. Date First Eligible for Income Protection Plan
17. Date Enrollment Form Received.
19.  I hereby certify that I have personally verified the eligibility, base pay, accumulated sick leave, and annual leave anniversary date of the above individual.
(Refer to the IPP Administrative Handbook Section 110, pg. 1 for instructions on completing form)
DEPARTMENT OF CIVIL SERVICE USE ONLY
Signature of Authorized Representative
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