
                                                    

STATE OF MINNESOTA 
ENROLLMENT FORM 

Transit Expense Account-Parking 
Transit Expense Account- Bus Pass/Vanpool 

  

T 

Plan Year:     

State Employee ID Number:  ___  ___  ___  ___  ___  ___  ___  ___ 

First Name:    MI:    Last Name:    

Home Address:        

City:    State:    Zip:    

Daytime Phone:  (        )  Date of Hire:    
 

TRANSIT EXPENSE ACCOUNT – PARKING 
ANNUAL ELECTION: THERE IS A MINIMUM ANNUAL ELECTION AMOUNT OF $50 REQUIRED TO PARTICIPATE. 
I authorize the State of Minnesota to deduct $__________ for the year from my payroll, in equal amounts, to be 
placed in my Transit Expense Account – Parking.  This amount, combined with payroll deducted parking expenses, 
may not exceed $2,640/year.  
MONTHLY ELECTION: 
I authorize the State of Minnesota to deduct $__________ for ____ months from my payroll, in equal amounts, to be 
placed in my Transit Expense Account – Parking.  This amount, combined with payroll deducted parking expenses, 
may not exceed $220/month.  
TRANSIT EXPENSE ACCOUNT – BUS PASS/VANPOOL 
ANNUAL ELECTION: THERE IS A MINIMUM ANNUAL ELECTION AMOUNT OF $50 REQUIRED TO PARTICIPATE. 
I authorize the State of Minnesota to deduct $__________ per year from my payroll, in equal amounts, to be placed in 
my Transit Expense Account – Bus Pass/Vanpool.  This amount, combined with payroll deducted bus 
pass/vanpool expenses, may not exceed $2,640/year  
MONTHLY ELECTION: 
I authorize the State of Minnesota to deduct $__________ for ____ months from my payroll, in equal amounts, to be 
placed in my Transit Expense Account – Bus Pass/Vanpool.  This amount, combined with payroll deducted bus 
pass/vanpool expenses, may not exceed $220/month. 

I authorize the State of Minnesota to make the above deductions from my paycheck on a pre-tax basis.  I understand 
that I will be able to request reimbursement for these withheld monies when I incur or pay eligible expenses during the 
plan year in accordance with the plan documents. 

Employee Signature:    Date:    

Return Completed Form To Minnesota Management & Budget:

STATE EMPLOYEES GROUP INSURANCE PROGRAM  
658 CEDAR STREET, ST. PAUL, MN 55155  

OR FAX TO: 651-797-1313 

 
Pre-Tax Benefits � Eide Bailly Employee Benefits � 5601 Green Valley Drive, Suite 710 � Minneapolis, Minnesota 55437-1145 

www.eidebaillybenefits.com/som �  952-944-6633 � 800-300-1672� Fax 952-918-3622 
12//09 



Minnesota Management & Budget 
NOTICE OF COLLECTION OF PRIVATE DATA 

Minnesota Management & Budget administers the State Employee Group Insurance Program (SEGIP). This notice explains why we 
may request information (data) about you, your dependents and beneficiaries, how we will use it, who will see it, and your obligation 
to provide that information.  

What information will we use? 
We will use the information you provide us at this time, as well as information you have previously provided us about yourself, your 
dependent(s), and/or your beneficiary. If you provide any information about yourself or your dependent or beneficiary that is not 
necessary, we will not use it for any purpose.

SEMA4, the information system used to administer employee benefits, contains required information fields that may not be necessary
for us to process your request. We do not need the gender or marital status for your beneficiary designation, so you may enter 
“unknown” in these fields. We only need your dependent’s date of death to process a death benefit claim or to discontinue the 
dependent’s coverage due to his or her death. Student status and disability status are needed only to determine eligibility for insurance 
continuation for your dependent. We only need your dependent’s social security number to offer insurance continuation or process a 
death benefit.

Why we ask you for this information? 
We ask for this information to process your request to add or change coverage for yourself, your dependent or a beneficiary. The
requested information helps us to determine eligibility, to identify you and your dependents and beneficiaries, and to contact you or 
your dependents and beneficiaries. We use the information so that we can successfully administer SEGIP, including analyzing 
unidentifiable aggregate data to develop new programs and ensure current programs are effectively and efficiently meeting member
needs. We may ask for information about you that we have already collected, including all or part of your social security number, in 
order to ensure we are matching you to the correct change request or other insurance benefit transaction. 

Do you have to answer the questions we ask? 
You are not legally required to provide any of the information requested. 

What will happen if you do not answer the questions we ask?  
If you do not answer these questions, the insurance benefit transaction you requested for you or your dependent or other insurance 
benefit transaction may be delayed or denied. 

Who else may see this information about you and your dependents and beneficiaries? 
We may give information about you and your dependents and beneficiaries to the insurance carrier you have chosen, SEGIP’s 
representatives, vendors, and actuary, the Legislative Auditor, the Department of Health, any law enforcement agency or other agency 
with the legal authority to the information, and anyone authorized by a court order. In addition, the parents of a minor may see
information on the minor unless there is a law, court order, or other legally binding instrument that blocks the parent from that
information. We can use or relates this information only as stated in this notice unless you give your written consent to authorize
release of the information to another person/entity, or if Congress or the Minnesota Legislature passes a law allowing or requiring us 
to release the information or to use it for another purpose. 

We ask for this information to process your request to add or change coverage for yourself, your dependent or beneficiary. The 
requested information helps us to determine eligibility, identify you and your dependents and beneficiaries, and contact you or your 
dependents and beneficiaries. We use the information so that we can successfully administer SEGIP, including using unidentifiable,
aggregate data to develop new programs and ensure current programs effectively and efficiently meet member needs. We can use or
release this information only as stated in this notice unless you give us your written permission to release the information or to use it 
for another purpose.  

You are not legally required to provide us any of this information and you may refuse to provide the information. However, if you do 
not provide us the requested information, the insurance transaction you requested for you or your dependent or other insurance benefit 
transaction may be delayed or denied. 

WE MAY GIVE INFORMATION ABOUT YOU AND YOUR DEPENDENTS AND BENEFICIARIES TO THE INSURANCE CARRIER YOU HAVE 
CHOSEN, SEGIP’S REPRESENTATIVES, VENDORS, AND ACTUARY, THE LEGISLATIVE AUDITOR, THE DEPARTMENT OF HEALTH, ANY 
LAW ENFORCEMENT AGENCY OR OTHER AGENCY WITH THE LEGAL AUTHORITY TO THE INFORMATION, AND ANYONE AUTHORIZED BY 
A COURT ORDER. IN ADDITION, THE PARENTS OF A MINOR MAY SEE INFORMATION ON THE MINOR UNLESS THERE IS A LAW, COURT 
ORDER, OR OTHER LEGALLY BINDING INSTRUMENT THAT BLOCKS THE PARENT FROM THAT INFORMATION. THIS INFORMATION MAY 
ALSO BE USED OR RELEASED IF CONGRESS OR THE MINNESOTA LEGISLATURE PASSES A LAW ALLOWING OR REQUIRING US TO 
RELEASE THE INFORMATION OR TO USE IT FOR ANOTHER PURPOSE.


