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Hy-veePTenroll.com Part-Time Employee Benefits
Shopping Guide

Step 1: Sign into your account

e Go to: hy-veePTenroll.com
=}
e Click: SIGN IN TO AGENCYEZ in the top right -
corner =
T a— A
Step 2: Log in i
e Enter username & password -“””
e Click: Sign in to agencyEZ
Step 3: Begin Enrollment
e Click: Click to BEGIN YOUR ENROLLMENT -
e Review Family Information Osmu Oomormm@ams =
o Note: *Complete the tobacco e
guestion®
o Add Dependent: Click + Add
Dependent at the bottom ﬂ —

e Click: Continue in the orange box

Has employee used any tobacco product within the past 12 months? *

Yes
No



https://www.agencyez.com/agencies/
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Please indicate if you want to enroll or waive the Limited Medical benefit
O | want to ENROLL in the Limited Medical plan
O | want to WAIVE the Limited Medical plan

Step 4: Limited Medical Plan

1 Limited Medical Coverage Election

e Indicate:
o |want to ENROLL in the Limited Medical
Plan, or
o | want to WAIVE the Limited Medical Plan
e If you choose ENROLL, select the plan you're

HealthSelect Indemnity
Basic Plan

HealthSelect Indemnity Health Select Indemnity
Choice Plan Max Plan

Plan Summary € A

Plan Summary ) A

Pan Summary € A

choosing E": =
o Notice: Drop down arrows s B

e Dependent Coverage: If you DON’T want a
dependent covered, click the “X” next to e o i S
their name OR if you want to ADD a v x P>
dependent, click in the box to add their I
name

1 Limited MedicalCoverage Flection

e View Additional Information: Click on

the light blue text (E.g.
“View/Download Benefit Details, or
Provider Search Site”)

e Click: NEXT in the bottom right
corner

Step 5: Dental Plan

e Indicate:

o | wantto ENROLL in the Dental Plan, or

o | want to WAIVE the Dental Plan

Indemnity
Basic Plan Choice Plan
Plan Summary € A\

iew/Download Benefit Details

Network | First Health Network

Type PPO Type PRO

Key Services Costs

Network | First Health Network

Cost ~ Cost N
Coverage Tier Weekly Cost Coverage T Weekly C
Employee Only 171 Emioyee Only a0
Employes and Spouss 3308 Empiojee and Spouse | 3535
Employee and Ghikgren sanan Employes and Ghildrer 4508
Employe and Family 34698 Emgioyes and Famity s50.38

HealthSelect Indemnity
Max Plan

Plan Summary €) A\
View/Download Benefit Details
Network | First Healih Network

Type FFO

Provider Search Site

Key Services Costs

Cost N

Coverags Tier Vieekly Cost
Employee Only 54342
Employee and Spouse senor
Employes and Ghidren 57425
Employee and Famiy 11247

Please indicate if yo

to enroll or waive the Dental benefit

(O 1 want to ENROLL in the Dental plan

e |f you choose ENROLL, select the plan you’re choosing

) Iwantto WgE the Dental plan
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e Click: NEXT in the bottom right corner ittty
= = cE
g s o v o sormae v
= Fal Fa

Step 6: Vision Plan —————
P Select Vision Plan f T:t q.': w:‘: i(
N AW 1

¢ Indicate:
o |want to ENROLL in the Vision
Plan,or | .
o | want to WAIVE the Vision Plan
e |f you choose ENROLL, select the plan : :
e Click: NEXT in the bottom right corner #o purd e ——

You in many ways.
only pay affordable copays.
ses like frames, lenses, follow-up exams, optional lens coatings, and elective Lasik and PRK vision correction surgery
es, youll i help reduce your  costs

ocator or call EyeMed

O 1 want to WAIVE the Vision plan

Step 7: Hospital Indemnity Plan

Please Indicate If you want to enroll or walve the Hoepital Indemnity benefit
(O Iwant to ENROLL in the Hospital Indemnity plan
O 1want to WAIVE the Hospital Indemnity plan

e Indicate:
o |wantto ENROLL in the

Hospital Indemnity Plan, or v
o |want to WAIVE the Hospital Indemnity Plan E
e If you choose ENROLL, select the plan you’re choosing

e Click: NEXT in the bottom right corner
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Step 8: Critical lliness Plan

e Indicate:
o |want to ENROLL in the
Voluntary Critical lliness (Cl)
Plan, or
o |want to WAIVE the
Voluntary Critical lliness (Cl)
Plan
e |f you choose ENROLL, select the
plan you’re choosing
o Note:

= Actively at Work Question
= Terms & Conditions Acceptance = H ==
e Click: NEXT in the bottom right corner

Step 9: Accident Plan

O 1 want to ENROLL in the Voluntary Critical lliness (C1) plan
O I want to WAIVE the Voluntary Critical lliness (Cl) plan

- A -~
Select Critical Illness Plan ’
> kﬂ

.........

oo Nesea Cormape Evon

Caical nsss Insuranca - 10030

LRy Loy

.
-

You will be snrolled In Voluntary sccident Flan

O 1want to ENROLL in the Voluntary Accident plan

® Indicate: © 1 want to WAIVE the Voluntary Accident plan
o lwantto ENROLL in the Voluntary Accident | ===
pPlan,or | e T L
o | want to WAIVE the Voluntary Accident I — —
Plan — : gw -
e If you choose ENROLL, select the plan you're
choosing —)

e Click: NEXT in the bottom right corner
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Step 10: Voluntary Term Life e — m

. S selectVoluntary TermLife. [}b Q
e Indicate: "

o lwant to ENROLL in the Voluntary Life Plan, or =

o |want to WAIVE the Voluntary Life Plan
e |f you choose ENROLL, select the plan you’re

choosing

o Select Value

o Click: Yes or No

o Accept or Decline the Terms &

Conditions Acceptance © Group Votrary Torm it

e Click: NEXT in the bottom right corner | Fissssia

Please enter Select Voluntary Life Coverage for {employeel abe]}

Do you want e enroll or walve Veluntary Lifa benefit 7
(&) 1wantto ENROLL in the Voluntary Life plan
O I'want to WAIVE the Voluntary Life plan

Change Existing Coverage Question

At yau applylng for coveraga or changing exlsting coverags dus fo s qualllying svent? *
Yes
Na

Terms and Conditions Acseptance
hersby request all above for may the group coverages

Ie6uad by AHL.

| AUTHORIZE my employer to dedust trom my salary or wagse, It spplcable, premium far tod

EFFECTIVE DATE: | unai

nd that tne “sMsciivs aats” of my slsctsa coversges will bs ihe sMechivs dats recordsd an my Carimeats, not s aste fnls
Enroilment form Is sign

'WAINER/DECLINATION: | understand that If | refuse ai
SXpENes. SNoUIT | G8sirs ta spply for It 3t & ater date.

urablity mey be required, st my own

r which | am sliglbls, satistastory proot
8 Da8e 0 praot.

ppiication may be Geciined on the Dase of

ﬁo Yes, | accept
O No, | decline
Financial Pi ion for the U d! " 4
Step 11: Voluntary STD Plan Select Voluntary STD p,‘an\i‘.\\ :-' Vv
N

e Indicate: i
o lwant to ENROLL in the Voluntary STD
Plan, or
o | want to WAIVE the Voluntary STD Plan
e |f you choose ENROLL, select the plan you’re
choosing

Do you want o snrs or v Uoiuntary STD Pan
O I wantto ENROLL in the Voluntary STD plan
S I t V I O I want to WAIVE the Voluntary STD plan

h-‘A

m hisiner job, s not doing any work for

by, or resuling from, 2 pre-existing condition.

e Click: NEXT in the bottom right corner



liyl/eeo.

EMPLOYEE OWNED

Step 12: ID Theft Protection Benefit

e Indicate:
o |wantto ENROLL in the ID Theft‘ig"“;:;:;if?;?‘;iii’pm.em.m
Protection Plan’ Or WAIVE ID Theft Protection

o | want to WAIVE the ID Theft | m_m
Protection Plan
e If you choose ENROLL, select the plan Y-
you’re choosing 2
o Notice: Drop down arrows
e Dependent Coverage: If you DON’T want

Select an IDTheft Protection Plan

() PrivacyArmor Plus

a dependent covered, click the “X” next
to their name OR if you want to ADD a dependent, click in the box to add
their name

e Click: NEXT in the bottom right corner

Step 13: Beneficiary

e Fill in the Beneficiary Information ;
o REQUIRED INFORMATION -
" *Full Name - s o
= * Date of Birth g == m—
= * Beneficiary State B
= * Beneficiary Relation : : M
= * Beneficiary Percentage Em  EEm

e Click: SAVE all changes in the bottom
right corner
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Step 14: Review & Submit

e Review the information
e Click: Submit Enrollment(s) in the bottom right corner

If you have any questions, please contact Midwest Heritage Insurance Services at
1-800-622-0057 or csr@mhbankins.com.



mailto:csr@mhbankins.com

