OFFICE OF MANAGEMENT AND ENTERPRISE SERVICES
REQUEST FOR APPROVAL OF PAYROLL DEDUCTION STATUS

Pursuant to Section 34.70 of Title 62 of the Oklahoma Statutes 
	Organization Name:
	     

	U.S. Taxpayer Identification Number (TIN):

[Also known as Federal Employer Identification Number (FEIN)]
	     

	Name & Title of Official Contact Person(s):
	     

	Mailing Address:
	     
	Telephone #:
	     

	
	     
	Fax#:
	     

	
	     
	Proposed Effective Date:
	     

	E-Mail Address:
	     
	Website:
	     

	If applicable, information will be used when notifying company of any change in Voluntary Payroll Deduction status 

	Name & Title of Remittance Contact Person(s):
	     

	Remittance Address:
	     

	
	     

	
	     

	Telephone #:
	     
	E-Mail:
	     

	Fax #:
	     
	
	

	If applicable, information will be used for remittance of premiums and when contact is required regarding specific employee policy premiums and, if applicable, when billing the 1% or 2% administrative fee for your company’s participation in the Voluntary Payroll Deduction Program.  

	

	CHECK APPROPRIATE ORGANIZATION TYPE:

	 FORMCHECKBOX 

	Credit Union with office in Oklahoma

	 FORMCHECKBOX 

	Bank with office in Oklahoma

	 FORMCHECKBOX 

	Savings Association with office in Oklahoma

	 FORMCHECKBOX 

	Employee Association for Dues

	 FORMCHECKBOX 

	Employee Association for Contributions to Its Foundation

	 FORMCHECKBOX 

	Statewide Educational Employee Organization or Association

	 FORMCHECKBOX 

	Oklahoma Long-Term Care Partnership Program Supplemental Insurance (complete page 2)

	 FORMCHECKBOX 

	Supplemental Insurance or Retirement Plan (complete page 2)


Check here and leave this section blank if Product Vendor Access Contact Person is the same as:


 FORMCHECKBOX 
  Official Contact Person

 FORMCHECKBOX 
  Remittance Contact Person

	Supplemental Insurance or

Retirement Plan Only
	Name of Product Vendor Access Contact Person:
	     

	
	Mailing Address:
	     

	
	
	     

	
	
	     

	
	Telephone #:
	     
	E-Mail:
	     

	
	Fax #:
	     
	

	
	This information is required to designate the person to represent your company as the sole contact for purposes of access to state employees.  


	I hereby certify that I am authorized by the above named organization to enter into this contract with the State of Oklahoma. I further certify that I understand for supplemental insurance plans there is a fee of 2% of insurance policy premiums, or 1% of retirement plan contributions that will be billed monthly.

	Signature:
	
	Date:
	     

	     
	
	     

	Name (Type or Print)
	
	Title (Type or Print)


Mail completed form to: OMES HCM, Attn: VPD Program, 2401 N Lincoln Blvd, Suite 118, Oklahoma City, OK, 73105; OR
Fax to: 405-521-4941

SUPPLEMENTAL INSURANCE OR RETIREMENT PLAN(S)
List requested information as registered with the Oklahoma Insurance Department (OID).  You may wish to submit supporting documentation reflecting OID approval of the policies/plans listed below.  If your intent is to include any policy riders, please include the rider name and rider form number.
*The Policy/Plan (Form) name and number must be exactly as submitted and approved by the OID 
	Name of Company Issuing the Policy/Plan:
	Policy/Plan Name:
	Policy/Plan (Form) Number*:
	OID approval

Y/N

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


ATTACH ADDITIONAL SHEETS IF NEEDED

Reviewed and Approved by____________________________________________
Date ___________________









Oklahoma Insurance Department signature
Form VPD-1 (Revised 10/12/2016)

