
Agency Month

LWOP Eligible to Pay for 6 months only.

Name & Social Security No.

Reason for 

LWOP LWOP Date

Certified Monthly 

Salary Premium Paid

Disability Use only if employee has filed a disability claim

Name & Social Security No. Date Disabled

Certified Monthly 

Salary Premium Paid

Total

Total

ogi@adm.idaho.gov

Voluntary Term Life
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