
Step 1: Go to www.pehp.org.

Step 2: Select “Account   Member” 
in upper right corner.

Step 3: Click “Login” under the “New 
Portal” headline on the left.

Step 4: Click “Create Account.”

When creating your account, make sure to            
use your full ID number with the hyphen:
M0000020834-00 subscriber
M0000020834-01 spouse
M0000020834-02 child/dependent

Welcome to PEHP

Next Steps

Enrollment Deadlines
Your employer determines how 
long you have to enroll in benefits. 
Most give you up to 60 days from 
your hire date, but some may have 
a shorter deadline. If you’re unsure, 
check with your HR team to confirm 
your enrollment deadline.

Create Online Account & Enroll in Benefits
To create your online account and enroll in 
benefits, you’ll need your member ID number. 
You can find it in the secure email we sent you 
(password required for access) or call PEHP at 
801-366-7555.

Continued on next page



Choose Your Benefits
Select your benefits and add any dependents 
using the enrollment form. Find the form under                    
My Benefits-->New Hire Enrollment Form.
 
Submit Your Enrollment Form
Upload your completed enrollment form via the 
secure Message Center in your PEHP account. 
Find the Message Center on the top right of the 
page.

Welcome to PEHP

Next Steps

Enroll in Benefits

New Enrollment Termination Change Request (Please Specify Type):________________________________________________

List your eligible dependents.  If adding a new spouse, include a copy of marriage certificate. If dependents are stepchildren, natural children 
not living with both parents, or “other” relationship, provide supporting documentation, e.g., divorce decree, court orders, birth certificate, etc. 
If you don’t have supporting documentation explain in Explanations Section on the back. 

RELATIONSHIP
 TO EMPLOYEE

FULL NAME OF DEPENDENTS 
(last, first, middle initial)

MARRIAGE DATE 
(mm/dd/yy) 

GENDER BIRTH DATE  
(mm/dd/yy)

DEPENDENT 
SOCIAL SECURITY NO.

COVERAGE DESIRED

S

Are you, your spouse, or dependents covered by any other health or dental plan or by Medicare?   

S » Legal 
Spouse

C » Child 
Natural/ 
Adopted

O » Other 
(Describe in 
Explanations)

SC » Stepchild

CODE KEY:

SOCIAL SECURITY NUMBER

CITY/STATE/ZIP

YOUR NAME (last, first, middle initial) BIRTH DATE (mm/dd/yy)

MAILING ADDRESS PRIMARY PHONE

GENDER

MALESINGLE

FEMALEMARRIED

HIRE DATE (mm/dd/yy)

MARITAL STATUS

EMPLOYER EMAIL ADDRESS ALTERNATE PHONE

GROUP DENTAL (Check one)

VISION (Check one)

Dental coverage type (Check one)

Vision coverage type (Check one)

Medical coverage type (Check one)

Group Medical (check one) | Check with your employer to see what options are available to you
Medical Plans Using In-network & and Out-of-network Providers

Medical Plans Using In-network Providers Only

Summit Network Advantage Network

Capital NetworkPreferred Network

Summit Network Advantage Network Preferred Network Capital Network

Traditional Option 1 Traditional Option 1

Traditional Option 1Traditional Option 1

STAR HSA Plan Option 1* STAR HSA Plan Option 1*

STAR HSA Plan Option 1*STAR HSA Plan Option 1*

Option 1

Preferred Dental Care

EMPLOYEE ONLY

EMPLOYEE ONLY

EMPLOYEE ONLY

Traditional Dental Care

Employee plus one dependent

Employee plus one dependent

Employee plus one dependent

Premium Dental Care

Employee plus two or more 
dependents

Employee plus two or more 
dependents

Employee plus two or more 
dependents
No medical coverage at this time

Essential Dental Care

Option 1 Option 1 Option 1

STAR HSA Plan Option 3* STAR HSA Plan Option 3*

STAR HSA Plan Option 3*STAR HSA Plan Option 3*

Option 3 Option 3 Option 3 Option 3

Traditional Option 2 Traditional Option 2

Traditional Option 2Traditional Option 2

STAR HSA Plan Option 2* STAR HSA Plan Option 2*

STAR HSA Plan Option 2*STAR HSA Plan Option 2*

Option 2 Option 2 Option 2 Option 2

STAR HSA Plan Option 4* STAR HSA Plan Option 4*

STAR HSA Plan Option 4*STAR HSA Plan Option 4*
STAR HSA Plan Option 5*

STAR HSA Plan Option 5*

STAR HSA Plan Option 5*

STAR HSA Plan Option 5*

* I’m eligible for a Health Savings Account (HSA) * I’m not eligible for an HSA

Option 4 Option 4 Option 4 Option 4
Option 5 Option 5Option 5Option 5

Traditional Option 3 Traditional Option 3

Traditional Option 3Traditional Option 3

Traditional Option 4 Traditional Option 4

Traditional Option 4Traditional Option 4
Traditional Option 5

Traditional Option 5

Traditional Option 5

Traditional Option 5

www.pehp.org

Local Governments
Enrollment and Change Form

ADDITIONS

Signature required on other side.

Male

Male

Male

Male

Male

Male

Female

Female

Female

Female

Female

Female

Medical

Medical

Medical

Medical

Medical

Medical

Dental

Dental

Dental

Dental

Dental

Dental

Vision

Vision

Vision

Vision

Vision

Vision

Yes No If yes, complete Multiple Group Coverage Section 
on back.

(Employer use only)  LG-PE 03-4-25

Effective Date:____________   Employment Termination Date:_____________  Coverage Termination Date:____________   Employer Approval:____________

Eyemed – Full
Eyemed – Eyewear Only 

No vision coverage at this time

Employee Status Benefit Eligibility
Full time EligiblePart time Ineligible

Note: Changes made on this form are for medical, dental and vision only. All other changes can be made 
online at www.pehp.org. Please print clearly.

560 East 200 South, Salt Lake City, UT  84102
801-366-7555 / 800-765-7347
Fax: 801-366-7599

No dental coverage at this time

CHECK TO RECEIVE 
NOTIFICATIONS  
BY EMAIL

STAR HSA Plan Option 6*STAR HSA Plan Option 6*
STAR HSA Plan Option 7*STAR HSA Plan Option 7*

STAR HSA Plan Option 8* STAR HSA Plan Option 8*
* I’m eligible for a Health Savings Account (HSA) * I’m not eligible for an HSA

* I’m eligible for a Health Savings Account (HSA) * I’m not eligible for an HSA * I’m eligible for a Health Savings Account (HSA) * I’m not eligible for an HSA

STAR HSA Plan Option 6*STAR HSA Plan Option 6*
STAR HSA Plan Option 7*STAR HSA Plan Option 7*

STAR HSA Plan Option 8* STAR HSA Plan Option 8*



Step 1: Use your Subscriber ID 
(begins with “174100”) to 
create a PEHP account in 
the Classic Portal at  
www.pehp.org.

Step 2: In your PEHP account, 
navigate to Enroll or 
Change Coverage under 
the My Benefits menu.  

Step 3: On this page, you can 
Enroll in life insurance 
benefits and designate 
beneficiaries. You can also 
add more coverage.*

 *If you apply within 60 days of 
your hire date, you can buy up 
to $200,000 for yourself. After 60 
days or for coverage greater than 
$200,000 you must complete a 
health questionnaire.

Welcome to PEHP

Next Steps - Life Insurance

STOP! This section only applies to you if your employer offers Group Term Life 
Insurance through PEHP. Check with your employer. 

Enroll & Designate Your Beneficiaries

3

1

Your employer provides basic life insurance at no charge to you. You also get 
an additional Line-of-Duty Death Benefit and Accidental Death Rider at no 
extra cost.

2


