EXITING EMPLOYEE CHECKLIST

Name: ________________________________
Department Name: _________________________

Employee ID: __________________________
Last Day Employed: _________________________

Exit Checklists should be completed with a Benefits Counselor.  Please call 792-2607 to schedule an appointment.

Please read the following and initial each item.  

1.  RETIREMENT             ___SCRS

___Optional Retirement Plan:_______________________________










     Vendor Name and Telephone Number
_____By law, I understand that the SC Retirement System must wait 90 days following my last day of employment before processing an application for a SCRS refund. I also understand that if I request a refund, then the SC Retirement System is required to withhold federal taxes of 20 percent on any taxable portion.  State taxes may also apply. I may roll the funds to an eligible retirement plan to avoid the tax penalties.  I may also leave the funds on deposit with the SC Retirement System to continue to draw interest and retain my years of service.  I have been given the Inactive Members Brochure that contains the form to submit to: SC Retirement System, PO Box 11960, Columbia, SC 29211-1960.  [800-868-9002 in SC, 803-737-6800 outside of SC]
* I also understand that the IRS will impose a 10 percent penalty for an early withdrawal of SC State Retirement or Optional Retirement Plan funds if I am younger than age 59 ½ .

2.  SUPPLEMENTAL RETIREMENT PLANS 

_____ If I am enrolled in a voluntary retirement plan such as the 401(k), 403(b) or 457, distribution questions should be directed to the company representative:____________________________.  Please check with the vendor regarding specific distribution criteria. 

Vendor Name and Telephone if applicable
3.  INSURANCE

     
_____ I acknowledge that my Health, Dental and/or Vision insurance will terminate effective ________, the first day of the month after my last day worked. My health plan is: ___________________________________.  My dental plan is: _______________________with BlueCross BlueShield.  I am / am not enrolled in the supplemental vision plan through EyeMed.  




     (circle one)

_____ I acknowledge that I have the option to continue my health, dental and/or vision insurance under COBRA, the Consolidated Omnibus Budget Reconciliation Act.  I will receive written notification, enrollment forms and rates from MUSC’s Department of Human Resources Management, Benefits Office.  COBRA coverage is administered by the State Employee Insurance Program (EIP).  Enrollment forms and payment should be mailed to: EIP, PO Box 11661, Columbia, SC 29211.  [888-260-9430]

_____ I acknowledge that my Basic Life ($3,000), Optional Life and/or Dependent Life insurances will terminate effective __________, the first day of the month after my last day worked.  I am eligible to convert my life insurance to an individual policy within 30 days of the insurance termination.  I must contact MetLife at 877-275-6387 to convert my policy.  My Benefits Administrator has faxed the Notice of Group Life Insurance Conversion to MetLife and I have been provided a copy of the form to submit MetLife upon conversion.

_____ I acknowledge that my Basic and Supplemental Long Term Disability (LTD) insurances will terminate effective __________, the first day of the month after my last day of employment.  I am eligible to convert my Supplemental LTD to an individual policy if I have been enrolled for at least one year and I submit the form within 30 days of the insurance termination.  I have been given the form to submit to: The Standard Insurance Company, 920 SW Sixth Avenue, Portland, OR 97204. [800-628-9696]

_____
I acknowledge that if I am enrolled in a Medical Spending Account(MSA) or Dependent Care Account(DCA), I should contact FBMC at 800-342-8017 to discuss COBRA coverage for the MSA.  If I am enrolled in a Health Savings Account, I am eligible to continue this account and should contact NBSC at 877-367-4472 for more information.

_____  I acknowledge that my Long Term Care is not paid through payroll deduction.  I should contact The Prudential to discuss the continuation of my coverage. [877-214-6588]

_____
I acknowledge that any supplemental benefits in which I am currently enrolled, will terminate on my last day paid, unless I contact the company to make arrangements to pay the necessary premiums:___________________________________________. 

                                                            Vendor Name and Telephone if applicable

4.  FORWARDING ADDRESS

Address to mail final paycheck (to include any annual leave payment): __________________________________________________________________________

__________________________________________________________________________

Address to mail W2 Form: ____________________________________________________

5. FACULTY CONDUCTING PAST OR PRESENT RESEARCH PROJECTS

_____ Schedule an appointment with the Associate Provost for Research to negotiate an agreement for the final disposition of research records

__________________________________________________________________



Signature, Associate Provost for Research


Date

6. COMPLIANCE POLICY


A. During your employment were you aware of any activity that may have been in violation of law or MUSC policy?   _____ No   _____ Yes


B. If “yes” to question 5A, did you report it? _____ No  _____ Yes


C. If “yes” to question 5B, please provide the name of the person whom you gave this information and other details concerning your report. _____________________________________________________________

7. ADDITIONAL RESPONSIBILITIES

_____ Turn in ID badge to Departmental Business Manager or Department of Public Safety.

_____ Turn in keys, tools, etc. to Departmental Business Manager or Supervisor.

_____ Return Purchasing Card to Departmental Business Manager or Supervisor.

_____ Final paychecks and any annual leave payout will be deposited into the current bank account on file (792-2191).

_____ Check with the University Library regarding any outstanding books or fines (792-2371).

_____ Check with Parking Management regarding any parking keys/cards and reimbursement (792-3665).

_____ Check with Dietary Office for any reimbursement on swipe cards, if applicable (792-3559).

_____ Submit effort reports (activity reports) if covered by MUSC's Activity Reporting system (792-6438).

_____ Return all electronic equipment (pagers, laptops, cell phones, etc.) to Business Manager/Supervisor. 

_____ Check with the Wellness Center regarding membership status upon separation of employment (792-5757).

_____ Please complete the Leave Donation Form if you would like to donate any remaining sick or annual leave.
Please take a moment to complete MUSC’s online Exit Survey.  The survey can be completed form your work or home computer.  Computers are also available in Room 102-C of the Harborview Office Tower. Please go to http://academicdepartments.musc.edu/vpfa/hrm/emp_corner/index.htm and click on the “Employee Exit Survey” to complete the survey.

_______________________

__________________________

____________

Employee Signature



Benefits Administrator Signature


Date

Revised 09.21.2010

HRM


