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21 Important Dates 

Open Enrollment Dates:  
Nov. 16, 2020 – Dec. 4, 2020

Period of Coverage:
Jan. 1, 2021 – Dec. 31, 2021

OPEN OPEN 
ENROLLMENT ENROLLMENT 
NEWSNEWS

Retiree Benefits

This is a CHANGES ONLY enrollment. 

There are no rate changes this year. If you do not make 
changes during the open enrollment period, your current 

elected benefits will automatically continue for the 
2021 Plan Year. If making changes, canceling, and/or 

decreasing coverage, you must complete your enrollment  
form and fax or mail postmarked by Dec. 4, 2020.
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DOWNLOAD AN FRS,
PHT, OR ACH FORM AT 
JACKSONBENEFITS.ORG, 
MAIL OR FAX TO:
FBMC Benefits Management, Inc.
Retiree and Direct Bill Department
PO Box 10789
Tallahassee, FL 32302-2789

Direct Bill Fax: 866-836-9943

Direct Debit (ACH) Authorization Form 

For Monthly Premium Billing Payments 

 

Return form to: FBMC Benefits Management, Inc. 

Retiree and Direct Bill Department 

PO Box 10789, Tallahassee, FL, 32302-2789 

Fax: 866-836-9943, Email: JHSFieldOffice@fbmc.com 
 

 

 
Participant Information  ! New ACH  ! Change ACH  ! Cancel ACH  

 
Former Employer Name:  ________________________________________________________________ 

Participant Name (please print):  ________________________________________________________________ 

Dependent Name (please print): ________________________________________________________________ 

Street Address     ________________________________________________________________ 

City, State, Zip      ____________________________________ Telephone #:_________________     

Name of Financial Institution:   ________________________________________________________________ 

Account Type:         ! Checking          ! Savings   ! Other 

Routing Number    ____ ____ ____ ____ ____ ____ ____ ____ ____ 

Account Number    _______________________________________________________________  

Routing number is the first nine digits reflected in the bottom left corner of your check. Please attach a voided check of the account 

number that the direct debit will be drawn against. If you have elected Savings or Other, please provide a verification letter for that 

account. Authorization 

I am an authorized signer on the above-referenced account. I hereby authorize FBMC Benefits Management, Inc. (“FBMC”) to direct debit that account 

on the 10th day of each month all premium payments due for myself and my eligible dependents. Should the payment date fall on a weekend or holiday, 

the debit will be deducted on the next business day. If funds in your designated account are insufficient to cover the premium payment required, FBMC 

will require you to remit a check for the full premium amount in order to prevent termination of coverage. If there’s an outstanding balance on the 

account, FBMC will withdraw the past-due amount in addition to the monthly premiums. 

 
This authorization remains in effect until FBMC receives my written notification to rescind this authorization and is given reasonable time to act on my 

instructions. I also understand that until such time that the financial institution has finalized the direct debit process, I must continue to send my monthly 

premium payments via check or money order directly to FBMC to avoid any interruption or cancellation of coverage. 

 
I acknowledge that the origination of ACH transactions to my account must comply with provisions of U.S. law and agree not to dispute this recurring 

billing with my financial institution so long as the transactions correspond to the terms indicated in this authorization form.  

 
 
 
  
 
Participant Signature:____________________________________________________  Date: _____________________ 

Dependent Signature:  ___________________________________________________  Date: _____________________ 

Rev. 8/18

INS DOC 
FLORIDA RETIREMENT SYSTEM PENSION PLAN 

Insurance Payroll Deduction Authorization Form 
FBMC Benefits Management Approved Deduction Name 

FBMC-Direct Bill Retiree Contact Person (855) 565-4748Retiree Contact Person’s Telephone No. 

I hereby authorize the Division of Retirement to deduct my insurance premium from my monthly 

Florida Retirement System (FRS) benefit check and make any subsequent premium changes as 

directed by my insurance provider. Further, I authorize FBMC to instruct the Division to deduct up to 

an additional $100 each month to pay for outstanding insurance premiums, as needed. I understand 

that my insurance provider is responsible for notifying me of premium changes as they occur and for 

any refunds (if applicable.) If I am changing insurance companies I will notify the existing company of 

the cancellation or changes.
Payee’s signature: ____________________________________________________

Signature required if no premium deduction (for above deduction code) from previous month’s pension payment.

Address: 
Date:

Telephone No: 
Date of Birth:

Date Member Retired: 

Retirees must fax or mail a completed authorization form for all new deductions (or restarted deductions) to: FBMC Benefits 

Management, Retiree and Direct Bill Department, PO Box 10789, Tallahassee, FL 32302-2789; FAX 866-836-9943, 

JHSFieldOffice@fbmc.com 

The payee must authorize new insurance deductions OR the restart of a previously closed 

deduction. The payee is the person receiving the FRS pension payment. 
PAYEE SSN: 

DEDUCTION CODE:   408 (Health) PAYEE NAME:    
DEDUCTION CODE:   409 (Life) 

Insurance office use only. The Division of Retirement will not use this information. 

408 $ __________ 409 $ __________ FRS deductions added/updated _______________________  Date: ________________ 
#135 Jackson Health System

A new FRS, PHT, or Direct Debit (ACH) Authorization form 
is ONLY required if you are adding new benefits for 2021.

For open enrollment questions, 
call FBMC at 855-56JHS4U 
or visit online at: 
JacksonBenefits.org 

Contact Us
Office Hours 
7:30 a.m. – 5 p.m. ET

On-site FBMC Service Center
Jackson Memorial Hospital
1611 N.W. 12th Avenue
Park Plaza West L-109B
Miami, FL 33136-1096
305-585-6512

FBMC Service Center 
855-56JHS4U (855-565-4748)
myFBMC.com

ABOUT YOUR RETIREE OPEN ENROLLMENT

®

How to Enroll
If you wish to make changes 
please complete a form and  
mail or fax back to FBMC.

Mail To:
FBMC Benefits Management, Inc.
Retiree and Direct Bill Department
PO Box 10789
Tallahassee, FL 32302 

Fax To: 
866-836-9943


