[bookmark: _GoBack]STATE OF NEW MEXICO-EMPLOYEE BENEFITS BUREAU

PLEASE SUBMIT TO RISK MANAGEMENT DIVISION: TRANSMITTAL PREMIUMS FOR EMPLOYEES ON LWOP, FMLA OR DISABILITY CONTINUANCE.	

AGENCY/LPB NAME ______________________AGENCY CODE # ___________			

GROUP REP/ PAYROLL CLERK_____________________ PHONE # ___________			

EMPLOYEE NAME: _____________________		SS # _______________________

TYPE OF COVERAGE:__SINGLE___COUPLE___FAMILY PAY PERIOD ENDING:___________ 

		CARRIER 					AMOUNT

	BLUE CROSS / BLUE SHIELD			$ ___________________
	UNITED HEALTHCARE				$ ___________________
	LOVELACE					$ ___________________	
	PRESBYTERIAN					$ ___________________
	DELTA DENTAL 					$ ___________________
VISION SERVICE PLAN				$ ___________________
	STANDARD LIFE					$ ___________________	
FLEX NM					$ ___________________
	RMD - DISABILITY				$ ___________________
	RMD ADMIN FEE  				$ ___________________

						TOTAL  	$ ___________________

TOTAL (MAY BE ON ONE MONEY ORDER/CASHIERS CHECK
	AND PAYABLE TO RISK MANAGEMENT) NO PERSONAL CHECKS
	
SEPARATE MONEY ORDER/CASHIERS CHECK MADE OUT TO SEPARATE CARRIERS BELOW. NO PERSONAL CHECKS
	
	ALLSTATE			               $ ____________________

	LIBERTY MUTUAL			$ ____________________
	
ARAG LEGAL				$ ____________________
	
	GLOBE SUPPLEMENTAL WHOLE LIFE      $ ___________________
