Employee Currently Enrolled with TRS Benefits: Accessing the WellSystems Enrollment Portal

A) Go to: https://www.wellsystems-mesa.com/TRS
B) Click on the Sign up Now link

Indicates Mandatory Fields / Sections

User ID * :

Password * :

10 P

Don't have a user account?
( sign Up Now

C) Select the Type of User:
1. Choose the radio button (round circle) for Employee.
2. Enter your Email address you would like to use for Enrollment. If you do not have an email address, please
see instructions on setting up an email account at the end of this document.

3. Click Continue.

New User Registration
" Indicates Mandatory Fields / Sections

| Select Type of User * :

2 Email * :

(®) Employee

' email@yahoo.com

Cancel

Continue

This document is proprietary and confidentiol. No part of this document may be disclosed in any manner to o third party.
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D) On the New User Registration Page:

1. Enter your Social Security number. You do not have to enter the dashes between numbers.

2. Enter your First Name.

3. Enter your Last Name.

4. Enter your Date of Birth (MM/DD/YYYY format, or click on the calendar which will assist you with entering your

date of birth).
5. Click Continue to move to the next step.

New User Registration
" Indicates Mandatory Fields

1.Social Security Number * :
2 First Name :
3 Last Name *: |
4 Date of Birth * : | 5

E} On the Account Registration — Additional Information page:
Note: Your Benefits Administrator ID and Code will be given to you by your Benefits Administrator.
If you have not gotten this information, please contact your Benefits Administrator.
1. Enter your Benefits Administrator ID (this will be the four-digit District Code of your District).
2. Enter the Code (this will always be TRSAC + your four-digit District Code of your District).
3. Click Continue

Account Registration - Additional Information
* Indicates Mandatory Flelds

Ycur record was not found in our system based on the
Benefits Administrater D : OB 2. (o search criteria you entered. Please provide the Client ID

> Codebs TRSAC—OSQ.QD and Code that should have been provided to you in

order to continue with your user account registration.
| do not know my Client ID or Code

- Try Soachin Aghn
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F) On the Security Page:

1.

2.
3.
4

L

Enter your First Name.

Enter your Last Name.

Create a User name (you will identify yourself with this user name when logging into the system).

Enter a Password (Your password must be a minimum of 6 characters, with at least one number or special
character. Example: PaSSwOrd.)

Re-enter the Password to confirm. If your second entry doesn’t match, the portal will ask you to try again.
Select a Security Question. (If you forget your password the portal will ask you this question and if your
answer is correct, will allow you to set a new password.)

Enter the Security Answer. If you forget, your answer will have to match this one in order to receive the
temporary password.

Click Continue to continue with the enrollment process.

New User Registration - Security
* Indicates Mandatory Fields

| First name " :
7 Last name " :
3 User name ':

4 Password * :

5 Confirm Password * :

6 Security Question * : ]gelen 9

/ Security Answer ' :

8 Continue Cancel
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G) Onthe Summary page under Electronic Authorization Signature, verify your information. If any information is
incorrect, use the Edit buttons to correct the information.
1. Enter your First and Last name.
2. Verify the Date of the Signature.
3. Click Continue.

New User Registration - Summary
" Indicates Mandatory Fields
Credentials

Benefits Administrator :  po577
Social Security Number : 987456977

First Name :  Steve

Last Name : (Cpok
Date of Birth: p7/08/1972

Security Question

Security Question : | what city were you born? (Enter full name of city only)

Security Answer .  Tampa

Electionic Authorization Signature

i First and Last Name * : ||
2 Date*: |07/10/2014

H) Final Confirmation, will direct you to the Login page to complete New Hire Enroliment.

Confirmation
Congratulations!
You have been successfully registered.

Go To Login Page

This document is proprietary and confidential. No part of this document may be disclosed in any manner to a third party. 5[ Page



Now that you are registered in the WellSystems Enrollment Portal, you may log in to enroll in
coverage

A) Log into the WellSystems Enrollment Portal:
1. Enter your User ID (the user name you just created).
2. Enter your Password.
3. Click the Login button

Ingcates Mandatory Fuelas / Sections

| User ID " :

7 Password * :

Don't have a user account?
Sign Up Now

B) On the New Hire Employee Information page:

1. Select the Employee ID Type (Social Security Number).

2. Enter your Employee ID (your Social Security Number without dashes).

3. Enter your Date of Birth {(MM/DD/YYYY format, or use the calendar look up icon).

4. Enter your Actively At-Work Date (MM/DD/YYYY format, or use the calendar look up icon). If you do not know

your Actively At-Work Date, please contact your Benefits Administrator.
5. Click the Continue button to access the Employee Information page.

New Hire Employee Information

* Indicates Mandatory Fields / Sections

i Employee ID Type : ‘Social Security Number _V}

2. Employee ID * : EEREERERY
3 Date Of Birth * : 07/12/1971
4 Actively At-Work Date * :  06/25/2014 X 9

4 Cortinue B Reset B Cancel
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C) You will now see your information on the Employee screen — It is very important to enter the information
carefully and make sure it is accurate. The fields with the red asterisks (*) are required fields, but it is useful to
enter as much information as you can.

© PN LA W e

10.
11.
12.

13.

14,
15:

16.

17.

18.

Enter your First Name.

Enter your Last Name.

Enter your Email Address.

Select your gender (male or female).

Enter your Social Security Number.

Enter your Date of Birth.

Select your Race (please choose from the menu provided or pick “other”).

Select your Language (please choose from the menu provided or pick “other”).

Select your Status.
Active Contributing: select this status if you are contributing to the TRS retirement plan.
Active Working: select this status if you are employed by a participating District for 10 or more regularly
scheduled hours each week.
Billing Only - Split: if you and your spouse are both TRS employees working in different districts, and you are
listed as a dependent on your spouse’s enroliment, select “Billing Only — Split” as your status, and decline
coverage in step N (Elections Page).
Declined: Select this status if you are declining coverage. In step O (Summary Page) you'll be asked for a
reason you’re waiving coverage.

Enter the date you wish for your coverage to be effective.

Enter your Mailing Address.

Enter your Residence Address, or select the check box “Same as Above” if your Residence Address is the same

as your Mailing Address.

Enter your Contact Information such as your home, work or mobile numbers. This will allow Aetna, Caremark

or the HMOs to contact you if needed.

Select your Marital Status.

Select your Medicare Coverage Type.

Select No Medicare if you do not have Medicare Coverage.

Select Medicare A and D Primary if you have hospital and prescription coverage.

Select Medicare A, B and D Primary if you have hospital, doctor and prescription coverage.

Select Medicare B and D Primary if you have doctor and prescription coverage.

Select Medicare D Primary if you have prescription coverage only.

Select Medicare Part A Primary if you have hospital coverage only.

Select Medicare Part A and B Primary if you have hospital and doctor coverage only.

Select Medicare Part B Primary if you have doctor coverage only.

Select Medicare Unknown if you do not know which Medicare Coverage you have.

j.  Select Other Coverage if you have other Medicare Coverage not listed above.

Bracket Code: this will be auto-populated with “TRSAC”. If this box is empty, please contact your Benefits

Administrator.

Do you have other Insurance: This will default to “no” automatically. If you have other insurance, select “yes”,

choose the type of insurance, and add the Carrier (Insurance company), Group Number and Policy Number

from your ID card for that other insurance.

Click Save and Continue to access the Dependent page.

S®E "o a0 oo
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Employee Information

croire maien 3 rpendet ormatin ) intecion B suppersesl P zevew Y corpine]

Ingicates mandatory Fieids / Sections
Empicres Information for Plan Period : D301/2016

. [
1 First Name *: | Steve

. P
middle Name © | Tnomas

2 LastName': |[Coex ‘\\
P
Suffix © | N s
3 Email - |emait@yahoo.com ‘)(g{
it » 5

4 Gender ' I uaie” _‘_’] ?

Y R ROOE TV e e
& Dateof Birth * - | 09/01/1580
7 Rate: l White (Non-Hispanic) XJ E o

8 Language : | English (american) v .
5 Swuust: | Arri.vécﬁgiéﬂgi :[ &

10 Eftectwe Date * @ o9-01- 20\e ¥

mailing address
11 mailing aodresst * : [ 123 main strest :
mailing Addressz: |
mailing Address3 @ |
Postal Code * HE 7
City *: f Tampa
[

State
County * : | rillsborough

Country "1 | UN TE:' S""AT_ES ﬂ R T L

Residence address Same as above

12 Resigence Addresst *: |1 N
Residence address2 - |
Residence addresss g
Postal Code ' - | 33607

122 main Street

City* - |[Tampa

State * . | FLOmDA ~
County *: |[Hilisborsugh
Country * ;| UNITED STATES I R p—
13 nome Phone : | ses.ssszess (@)
work Phone : o Work Ext :
mobile Phone : | o
o ;- "
Actively at-work Date @ 08/01/2218 S A S
14 marital Status : | marnez b ek
Mo © Pat & [
15 medicare Coverage Type ' : | - Select - v oe——e ot v a1 3

16 Bracket Code *: | TRSal

17 Do You Have Other insurance? : Yes ® Nt

Y Save Bt Continue Save & Exit

This document is proprietary and confidential. No part of this document may be disciosed in any manner to o third party. 8 | Poge



D) Dependent Tab
It is very important to list all of your dependents, even those who you do not want coverage for. On the Elections

page, you'll be able to choose who you would like covered, and who you'’ll be waiving coverage for.

If you have no Dependents at home, click “I do not have any dependents”, at the top or bottom of the
page and “Save and Continue” to move to the Plan Elections page.

[ 11 do not have any dependents @)

If you have dependents, you should enter all of the information for each of your dependents. There will be

one screen for each dependent:

Enter your dependent’s First Name.

Enter your dependent’s Last Name.

Enter your dependent’s Email Address (it can be different from your e-mail if the dependent is over age 18)

Select your dependent’s Gender.

Select a Relationship Code by using the look up function (click on the looking glass icon).

Enter your dependent’s Social Security Number (required by TRS).

Enter each dependent’s Date of Birth (MM/DD/YYYY format, or use the calendar icon).

Select Race (pick an option from the menu or choose “other”).

Select Language (Pick and option from the menu or choose “other”).

10 Confirm Status (this status will be the same as the employee’s status).

a. Active Contributing: select this status if you are contributing to the TRS retirement plan.

b. Active Working: select this status if you are employed by a participating District for 10 or more regularly
scheduled hours each week.

c. Declined: Select this status if you are declining coverage. In step F (Summary Page) you'll be asked for a
reason you're waiving coverage.

11. Mailing Address: this will auto-populate with the Employee’s address. If your dependent does not live with
you (for example if your child is away at college, or lives with another parent), change the address
information.

12. Enter your dependent’s Residence Address, or select the check box “Same as Above” if your dependent’s
Residence Address is the same as your dependent’s Mailing Address.

13. Enter your dependent’s Contact Information such as their home, work, and mobile numbers.

14. Enter your dependent’s Medicare Coverage Type.

Select No Medicare if your dependent does not have Medicare Coverage.

Select Medicare A and D Primary if your dependent has hospital and prescription coverage.

Select Medicare A, B and D Primary if your dependent has hospital, doctor and prescription coverage.

Select Medicare B and D Primary if your dependent has doctor and prescription coverage.

Select Medicare D Primary if your dependent has prescription coverage only.

Select Medicare Part A Primary if your dependent has hospital coverage only.

Select Medicare Part A and B Primary if your dependent has hospital and doctor coverage only.

Select Medicare Part B Primary if your dependent has doctor coverage only.

Select Medicare Unknown if you do not know which Medicare Coverage your dependent has.

j.  Select Other Coverage if your dependent has other Medicare Coverage not listed above.

15. Full Time Student: This will default to “no”. If your dependent is a full-time student, select “yes” and enter the
school name and their semester hours.

16. Does your dependent have other Insurance: This will default to “no”. If your dependent has other insurance,
select “yes”, choose the type of insurance, and add the Carrier, Group Number and Policy Number.

17. Click Save and Continue.

LONOUEWN R
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Edit Dependent Information

Inchcates Mancatory Fields . Sections

New Depandent information for Plan Pecdod. DBUL2016

(1 do nat have any cepencents &)

Firsz Name ' : IA-@: '
Middie Neme @ |
2 Last Mame *: | Seith i
Sufwe: |

|

[

[

3 Emel: |'
4 Gender * : [;emﬂe

[

[

[

S
ANNSE yahDd.com
5 Relattonship Code * :

& Dependent S2ctal Sezurity Number :
7 Date of Birth * :

B Rece : ﬂ
5 Langusge : ij
10 Swatus * - [ Astive (entributing g T —" Az Comtrzuting
Aztive Waring
Dectined
Matling Addresz
Matling Address! * - fm -
Matling Address2 - |
warling Addressd - l
Postal Code © | 23807
Chy": [Tan
Stete ©: | FL v
County * : i‘*':r'i-:::\'a.r;_nh
Country * : | UNITED STATES (| ivanzaze, ¢ Acarese 3 eneese

Rezidence Addrets & Same 8s sbove

12 Resmdence Address? < : | 123 fain 5t
Resldence Address? © |
Besidence Addressd - |

Peatel Code * © | 2361

Cry * -

State * :

&

County * :

Country * Iv| vassasr c Agereis samane

13 Hame Phone : [555555'5.535 o

Wetk Phone 0 work Ext :
Mobtle Phone - | [ ]
"4 medicare Coversge Type * : | Mo Medicare o —— [ Mz Medicare
5 N Mecizare A and D Primary
15 Full Time Studens: O vz @ n: Medicare A E and D Primary

Mecizare & and D Primary
wedizare D Primary

mecicare Part A Frimary
Megizare Part A and B Primary
Medicare Part 5 Primany
Necitare Unkngwn

Owner (overage

'8 De You flave Other Insurance? : vei W Ng

(71 g¢ net nave any desencents @

85 continue J Sove 6 et Reset [ Cancel)
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18. Verify the Confirmation page for the Dependent.

19. Click Add Dependent to add another Dependent.

20. If you've accidently added the same Dependent twice, use the Delete Dependent button to delete one.
21. After you have added all of your dependents, click Save and Continue to access the Elections page.

Dependent(s) Information
8 “ Confirmation!
Record saved successfully

¥ Employee Information Dependent Information m Supplemental

] Dependent Name Relationship Date of Birth
(1 Anna Smith Spouse 01/01/1980

Ll Add Dependent Delete Dependent [

This docurnent is proprietory and confidenticl. No part of this document may be disclosed in any monner to a third party. 11



E) On the Elections Tab:
1. Check the Plan of coverage you would like to have. If the coverage is being waived for you and all your
dependents, check the “I do not wish to elect any of the plans in the below section (Waive coverage)”.

2. Select the Coverage Options.
Check what individuals are covered under the plan selected. If you list and do not check all of the members of
the family, it will be assumed that you are waiving coverage for those not checked.

4. Click Save and Continue to access the Summary page.

Elections

v Employee information " Dependent Information Man Elections _ - -

Flan Elections for Plan Penod  OTQ2/2014

Medical Plans [ 1 do not wish o elect any of the plans offered in the below section (\/aive Coverage) ]

Plan Name Network Choice Coverage Options Individuals Te Be Covered
¥ steve Smith
1. ActiveCare 1-HD ¥l lEmplcn,ee and Spouse | 3
M amy smith

[J  steve Smith
L] ActiveCare 1-HD Spiit EE-Fam i Select - V|

L) amy smith

[l steve Smith
ActiveCare 1-HD Split EE-Sp - Select - ~l

LI amy smith

1 [ steve Smith
L ActiveCare 2 .- Select -- v

7 amy Smith
. d | Steve Smith
L ActiveCare 2 Split EE-Fam Select - |v)
Ay Smith

T Steve Smith

ActiveCare 2 Split EE-Sp .- Select -- :,J
Amy Smith
Colec l Steve Smith
[ ActiveCare Select f_j;l;T————V\
[ Amy smith
= : L1 Steve smith
ActiveCare Select Split EE-Fam - Select -- V|
Amy Smith
L Steve Smith
ActiveCare Seiect Split EE Sp [ setect v
Amy Smith

B cecomne [ svceone | owee ] oo ]
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F)

On the Summary Tab:

1. Review all information on the Summary.

Ve W

Click Submit Request.

Summary

Empioyee Information

Errzimes: bratesl CEBe

Cpemty

fe "iu Neve Diner inscrancal

Dependent{s) Information

smag Beeone

Plan Elections
Medical Plans

azvesla-t ' w2

Acceptance

Feat name C Segoc

Smurary @ g2

-ISTIe NarTe “rowps
LEat AT . Copoe
it
Sanmer bz
age 32
Recs . omos wesomeases

ht - TR

Prasarie 209 ean

R L T TEY v B
AmE SeTIe JaDTANT
Sesiseres Aosreesd
ey Temga
e e

Fasia: Came 13z8%

A gt

mEme Poate o 235 393 2893
o Proca
wpzim Proce
BMA L mpfserat gee

Do noa ™t mams

Notwork Cmaics

Ersip, o7 a8 Ipeuae

Pea atE war: heme

Coverage Jnhung

Tmacyea Soc'e SatLtily Nombar

Tese pl Bimin

prrey

£rimzt ve Caim
Larpesie

Levveiy avwers Dew

wazicare Coverags Tyse -

Moy SEETeas |
Aaeng azcread
malng amereasd

were £

Acnn S=or
Se.» Czze

Lsmrania

TR LBt BEAETA EIEEHESS 80 SRISEEN arm Ty HaETent fir Fian Peoipn | SRR IIDTE, Rirais Bk it SIETRANES 8 E Uiy BTE FEAE BT £ 0
SEELRIE. LU dhal, gk IAE BuBT I BaniS® B3 INC BEIIST BT 5% DEES F Subem ot PR BRI ETT CEDMEDE IT BwT ETRAEIET T8 SPEITURI R PE 2~
BE BIF 15 LT 8 IOAL 6% TRET IRE BRCTCMBLET BEEES

Yoo v

IEEE SESATBLERR
EAgiWS (I E-ar

2o

e EEeatE

#eriing aBerery

122 vam M

a2a
ATt
[ &

Date af 8rrth

L -

wotduals To B C

Law & 32 202

This document is proprietary and confidential. No pert of this document may be disclosed in any manner to a third party.

If any correction is needed in a section, click the Edit button to make changes for a specific section.
Enter your first and last name in the Electronic Signature box.
Enter a brief summary of the intent of the transaction in the Comments box.
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G) On the Confirmation Tab:

1. To print the confirmation page, click Print in the upper right corner of the page.

Confirmation

Emgoves meurm o

Forst Hame : ey
Meddie Name :
Lot Heme :  Smich

Emeti:  prgitiyanco com

Residence Address
Addrest 10 300( Bavoert Or
Address 2: 748
Agcress 1 :
Cmy:  Tamps
State:  FL
p: 33e07
Courny:  HILLSBOROUGH
Courary:  ySs
Home Phone :  358) 5355588
Werk Fhone :  (555) +11.2222
Meotic Phone - (555 585-1111

Marita! Sests 0 warrec

Dc You Mawe Other Inawrance? © g

Fian Cimctos v e wod ITUSI

Medical Plans
Pian name

sexielare 1-10

Metwork Chaice

First and Last Name @ amy Smith Dete: o7 14 2014

Dete of Birth - [£ 58 1957 Empicyee Social Securmy Number
g n

Gender - Female Race
Languene - gy

Stats 0 sctive Contribubng

Aodress 1

agdress 2:

Work La 1

Empioyment Begn
Meacere (overnge Type
Enroilment Bracket Coce

Coverage Dptions

e e

Inrckment Frocess Complete for Plan Perod : 07/02/2014

51581

13807
PRSEOR0UGH
uss

05 200

Ne vedhcare
TREAL

Depencent Name Relanionship Date of Ewth
D402 19

Seeve Semink Spcame

indivicuals To Be Covered

Seve ST

Empizyee anc Spocce

ATy Smen

Dese of Change 0T @ 204
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