





VERNON PUBLIC SCHOOLS
EMPLOYEE BENEFIT PACKAGE SELECTION FORM
** VSAA — ADMINISTRATORS **

In accordance with the provisions of your collective bargaining agreement with Vernon Public Schools, you will be required to pay
a portion of the cost of insurance benefits and in some cases the full cost. The rates for these benefits are subject to change. As
vou make vour selections. please make them according to your labor agreement with the Vernon Board of Education. Please sign
below after indicating vour preferences, The completion & signing of this form does not prevent you from changing coverage
selections in the future or electing to participate in any way. A copy of this executed form will be placed in your

personnel file. If you have any questions, please call Betty King 870-6000 x-128.

I hereby elect to enroll in the following plans:

INSURANCE BENEFIT SELECTION COVERAGE OPTIONS ENROLLMENT CHOICES
OPTION A PPO Circle one: Individual or 2-person or
Family
OPTION B HEALTH SPENDING ACCT (enrollment in Circle one: Individual or z_persgn or
November each year for 1/1-12/31 participation) Family
EXCEPTION 7/1/2010 —12/31/2010 NEW
H.S A PARTICIPANTS
FULL BASIC DENTAL Circle one: Individual or 2-person or
Family
DENTAL RIDERS ABCD Circle one: Individual or 2-person or
SUPPLEMENTAL Family
PLANS LONG TERM DISABILITY INSURANCE Circle one: YES  NO
(if applicable) GROUP TERM LIFE INSURANCE (2xs salary | Circle one: YES  NO
to a maximum of $300,000) - Board Provided
SUPPLEMENTAL LIFE INSURANCE I 'am Indicate the Amount you are purchasing
electing to purchase (maximum of 2xs basic life in increments of $10.000 to a max of
insurance) 2xs your basic life insurance
$
PRE-TAX COST SHARING -Premium Circle one: YES NO
Conversion
OPTION C Telect CASH IN LIEU OF HEALTH Circle one:  YES  NO
INSURANCE
I elect to not sign up for LIFE INSURANCE Circle one: YES NO

Should you desire to change your Employee Benefit Package during the year by adding/reducing coverage or waiving your right to
health. insurance coverage, these changes will take effect within sixty (60) days after the Business Office is notified in writing.
Some changes can be retroactive (such as the birth of a child) & your cost sharing would be adjusted accordingly. THIS FORM
MUST BE SIGNED & RETURNED TO BETTY KING.

Employee Name (printed) Employee Social Security Number
p

Employee Signature Date
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VERNON PUBLIC SCHOOLS

30 Park Street *» P.O. Box 600
Vernon, CT 06066-0600
Fax (860) 870-6008

DATE: May 19, 2010
TO: Vernon Public Schools Staff
FROM: Stanley Karasinski, Director of Business and Finance

SUBJECT: Pre-Tax Cost Sharing Enrollment Agreement

The Vernon Board of Education participates in a pre-tax cost
sharing plan under Section 125 of the Internal Revenue Code. Under
this plan, the portion of your income that will be used to pay for
your share of vyour medical benefits {(otherwise known as your cost
sharing amount) will be deducted from your dgross pay for payment to
the medical insurers. If you elect under the Enrcllment Agreement to
participate in the "plan", your contribution towards your medical
insurance 1is treated as pre-tax income and therefore not subject to
income tax, social security or medicare tax.

Whether you electing to have your insurance deductions made on a
pre-tax or post tax basis, complete the attached Enrollment Agreement
for membership in the "plan". We must receive your signed Enrollment
Agreement by June 8, 2010 in order to set your insurance deductions up
as pre-tax. Deductions for 2010-2011 insurance rates will begin in
October of 2010 and continue through June of 2011 in eighteen(18)
egqual installments. Please gend your completed Enrollment Agreement
to the attention of Betty King at the Central Office.
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NAME :

ADDRESE:

VERNON BOARD OF EDUCATION
PRE-TAX COST SHARING (Premium Conversion)
Enrollment Agreement

SOCIAL SECURITY NUMEER:

_ I elect to make my contributions towards my medical coverage

under the Verncn Board of Education Pre-Tax Cost Sharing Plan
{(Premium Conversion).

Aa a current participant, I elect to discontinue my participation
in the vVerncn Board of Education Pre-Tax Cost Sharing Plan
{(Premium Convergion)

I and the Vernon Board of Education, agree that my pay will be reduced
by the amount of my required contribution for the benefit option (s) I have
elected under the Pre-Tax Cost Sharing Plan (Premium Conversion), effective in
OCTOBER and continuing for eighteen pay periods until this agreement is
amended or terminated.

I understand that:

Employee's Signature Date

1. I cannot change or revoke this benefit election or salary
reduction agreement as of any date prior to the next enrollment
period unless I have a change in family status (i.e., marriage,

divorce, death of a gpouse or child, birth or adoption of a child,
termination of employment of a spouse) or other event for which a
change or revocation of an election is permitted.

2. The pay reduction may not ke effective for any pay pericd
that begins before you have signed this form and returned it to
the Plan Administrator.

3 If my required contributions for the elected benefits are
increaged or decreased while this agreement remains in effect, my
pay zreduction will automatically be adjusted to reflect that
increase or decrease.

4. Pricr to July 1 each yvear, I will be offered the opportunity
to changs my benefit election(s) for the following Plan Year. If
I do not complete and return a new electicon form at that time, I
will be treated as having elected to continue my benefit coverage
then in effect for the new Plan Year. In addition, this
compensation reduction agreement will continue by its terms in the
amount of the required contribution for these benefit coptions.

5. The Plan Administrator may reduce or cancel the amount cf my
pay reduction or otherwige modify this agreement in accordance
with the Flexible Benefit Plan if required or advisable in order
tec satisfy certain provisions of the Internal Revenue Code.

6. The reduction in my cash compensation under this agreement
will be in additicn to any reductions under any other agreements
or benefit plans.

7. Election {cor change} of any benefit is subject to the terms
of the actual benefit plan.

Accepted and agreed to by the Vernon Board of Educaticn
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Plans, Inc, 2a independent licensee of the Blue {ross and Bhue
8 Revistered marks of die Blue Eross and Blur Shisht Association,

Anthem.

fn Cornecticut, fnthem Bloe Cross and Blue Shiedd is = rade name of Anthem Health
Shield Assoclation,

Enroliment and

Membershipp Change F

Ff. Tell Us Current Anthern BCBS Confract Mumber, if any 2 New Membership To Be Complete:
About You [INEW HIRE By Empioyer
Last Name First Name ML OPEN ENROLLMENT Requested Effective Dale
E1COBRA/C.G.S. 38a-538 :
Home Address: Nimber and Stieet or P.0. Box Apt # DATE OF Q/UA“F‘”NG ?VENT 07 /01 ;2010
& — Ty REASON SEE INSTRUCTION Firm Division No.
LI NEW GROUP (ORIG ENROLLMENT) 005241
Heme Telephone Work Telephone 3. Chang € MemberSh’P Health Bensfif Plan
( ) ( ) CHANGE:
T ADDRESS
{1 NAME
MARITAL 7 Single [[] Legally Separated 1 Widowed
STATUS S N Ao T otreR For Gffice Use Only
Married eparale Divorced REASON -
DATE / Wi
4. Your Membership Ch?’ces Ave you or any other eligible dependent listed on this form curreftly confined to a hospital or other
ndividuat ngaon Family healthcara facility, tofally disabled or physically impaired? [ YES [JNO
5 Where |COMPANY NAME '
You VERNON PUBLIC SCHOOLS
, Work S
[ DENTAL ] 1 |
w/ riders ves or no ARE YOU ACTIVELY AT WORK? L1.YES [] NO/(IF NG} REASON [ SICK [JINJURED [ QT
ARE YOU CURRENTLY CLAIMING WORKERS' COMP. MEDICAL BENEFITS? [JYES [JNO
1 DO YOU WORK 30 OR MORE HOURS PER WEEK? []YES [INC
DATE OF %T:ULL TIME HIRE DATE OF PART TIME HIRE DATE OF REHIRE
t OTHEHmédicare su .- -D | D -
, PP / / [ / / /
6. List Menibers To Be sl o fB,&h Ful Time |
| _Added/Cancelled 18] £ Social Security Number | (iS50 |ags 16 o
SEX | NAME (FIRST/MIDDLE/LAST NAVE) “ Cret
] hat Self ) ;o {Circle
OF o Yﬁjso )or
M| Spouse I
LIF

DEPENDENTS: i ]
D dent
SM Jepende ) . ; / Y N
o
Dy dent
{Iml Depenaen / ) v N
orl b e
Dependent :
SM P N A
F _________ H
7. Tell US About Do you or any other member of your family have any other medical, dental, or Anthem BCBS coverage? LJYES LINO
© Your Other :
Instrance It yes, please fill in the information below.  [1Self  [OSpouse [ Chiidren

Name of Other Insurance Company Narne of Subscriber {Palicyholder)

Poficy or | No.

Reason For Termination

First and Last Date of Coverag

Do you or any covered member have MedicarefMedicaid coverage?

JYES [ONO

8. Medicare/Medicaid

Have you or any covered member applied for

Medicare/Medicald disability? [1YES [JNO

Name {Dapendent)

Retirement Date

Name {Seif) Are you actively Retirement Date Is this person actrvaiy
. at work? at work?
. ves N0 | L Lo [IYes [INO i /
Medicare No. Medicare A (Hospital) [ Effeciive Dates { Medicare B (Medical) Medicare No. Medicare A (Huhspital} Ewei Medicare B (Mech
. ] [ d . } .

| understand that false and/or incormplete responses or statements may result in rescission &f coverage ang/or non-payment of claims for myself or my eligible depenc
| understand & copy of thiz application is provided to me as part of my Subscriber Agreement or heatth benefit plan document as applicable and is incorporate
reference thereln. | certify that my statements in this form are true and complete to the best of my knowledge and belief,

9. Empf_oj.‘ree S;gn_aturﬂ
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VERNON PUBLIC SCHOOLS

30 Park Street P.O. Box 600
Vernon, CT 06066-0600
Tel: 860-870-6000

DEPENDENT MEDICAL INSURANCE FOR CHILDREN OVER AGE 18

Eligibility for medical insurance coverage for children over 18 is different from eligibility for the Board
to contribute towards the cost of that coverage.

Currently State regulations (and eventually Federal will apply) provide that children up to age 26 who
are unmarried, legal residents of Connecticut, and do not have insurance from their employer are eligible
to be covered as dependents on the employee’s medical insurance. The Board contributes towards
dependent insurance coverage per the union contracts and the insurance established under the contracts
is based upon the prior definition of dependents which required children to be unmarried, qualified as a
federal tax dependent, and under age 25.

If the child is not qualified as a federal tax dependent and is age19 to 25 then the employee has to pay
the full cost. Coverage is not available beyond the month in which a dependent attains the age of 26.
The appropriate premium due will be determined by either a change in enrollment choice or a fair
market value formula. The monthly cost could exceed $650 based on the rates in effect July 1, 2010.

Prior to March 31, 2010 the cost of coverage provided to an employee’s unmarried child who was
qualified as federal tax dependent, between the age of 19 and 25 unless a full time student under age 23,
was taxable to the employee.

Dependents that are not qualified dependents under IRS
definitions are allowed coverage between the ages of
19-26 however the value of the benefit is billable to the
employee. The cost could exceed $650 per month.
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CERTIFICATION OF DEPENDENT STATUS

I declare, under the penalty of perjury under the laws of the State of Connecticut, that the statements below are true and accurate. T
understand the requirements for qualifying another person as my federal tax dependent.

My dependent (s):
Qualified Does Dependent
Tax Work and Eligible
Full Name Address bOB Dependent | Marital Status for Insurance
Through Their
Employer?
[ 1 Yes [] Single
[] No [ ] Married
[ ] Yes P Single
[ ] No [ ] Married
[ ] Yes [ ] Single
[1 No [ | Married

Qualify (ies) as a federal tax dependent(s) in the current tax year. 1 agree to notify the Plan Administrator of the Group Health Plan in writing as
soon as there is any change in the above person’s status as my tax dependent.

As provided under the Internal Revenue Code, the above named dependent is a qualifying child (a child, adopted child, step child or foster child
who is under age 19, or who is a full time student under age 24, or who is permanently or totally disabled; who lives with you for at least half the
year; and, who relies on one or more of the parents for at least half of his or her support) or a qualifying relative (a child or other close family
member who relies on you for at least half of his or her support, lives in your abode for the entire calendar year or is of a certain close
LTelationship to you, and whose relationship to you does not violate local law).
. ii*undf’e?stand that, on the basis of the above statements, the above name person may be considered a tax dependent by the Vernon Board of
Education for all federal income and employment tax purposes. I agree to reimburse the Vernon Board of Education for any and all taxes,
penalties, or other losses (including reasonable attorney’s fees) that the Vernon Board of Education may incur as a result of reliance on this
Certificate if it is untrue in any respect or if I fail to provide notice as required herein.

Signature

Printed Name
5 "
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TO: VERNON SCHOOL ADMINISTRATORS

Below is the schedule of benefits available under the labor contract. Enrollment choices depend on the individual's needs. Some benefits, such as Option A, AD&D, supplemental life and
disability are not available to retirees. Payment responsibilities will depend on whether the administrator is actively employed, on a leave or retired. Cost sharing is 12% for Option A & 15% for B;
15% for basic dental and dental riders ABCD, 0% for disability; 100% for supplemental life. Cost sharing will be collected by payroll deduction in 18-pays beginning in October and ending in June. If the
administrator is on a leave or retired, they are to remit with a check payable to the "Vernon Board of Education”.

2010-2011 COST SHARING I S 12% FOR H.S.A. and 15% FOR THE PPO and DENTAL/ABCD.
RE: Contract Term 2010-2011; Insurance Costs 2010-2011

INSURANCE INDIVIDUAL INDIVIDUAL INDIVIDUAL INDIVIDUAL 2-PERSON  2-PERSON  2-PERSON 2-PERSON FAMILY FAMILY FAMILY FAMILY

TYPE COST/MO COST/YR  COPAY/PAY  COPAY/YR I COST/MO COST/YR  COPAY/PAY  COPAY/YR I COST/MO COST/YR  COPAY/PAY  COPAY/YR
OPTION A. HEALTH SAVINGS ACCOUNT
HEALTH SAVINGS ACCOUNT ~ $ 34785 $ 417420 $ 2783 $ 500.90 69570 $ 834840 $ 55.66 $ 1,001.81 | $ 939.19 $ 11,27028 $ 7514 $ 1,352.43
$2,000/$4,000
TOTAL $ 34785 $ 417420 $ 2783 $ 500.90 69570 $ 834840 $ 55,66 $ 1,001.81 $ 939.19 $ 1127028 $ 7514 $ 1,352.43
OPTION B. PPO
PPO $ 51784 $ 621408 $ 51.78 $ 932.11 1,035.68 $ 1242816 $ 10357 $ 186422 M $ 139817 $ 1677804 $ 139.82 $ 2,516.71
MEDCO Rx $ 12025 $ 144300 $ 1203 $ 216.45 26453 $ 317436 $ 2645 $ 476.15 | $ 33669 $ 404028 $ 3367 $ 606.04
TOTAL $ 638.09 $ 765708 $ 63.81 $ 1,148.56 1,30021 $ 1560252 $ 130.02 $ 2,340.38 $ 17348 $ 2081832 $ 17349 $ 3,122.75
OTHER SUPPLEMENTAL PLANS
DENTAL
Full Basic Dental $ 2643 $ 31716 $ 264 $ 4757 | $ 7401 $ 888.12 $ 740 $ 13322 [ $ 9166 $  1,099.92 $ 917 $ 164.99
Dental Riders ABCD $ 1457 $ 17484 $ 146 $ 2623 M $ 4079 $ 48948 $ 408 $ 7342 M $ 5413 $ 64956 $ 541 $ 97.43
TOTAL $ 41.00 $ 492.00 $ 410 $ 73.80 $ 11480 $ 137760 $ 1148 $ 206.64 $ 14579 $ 174948 $ 1458 $ 262.42
DISABILITY INSURANCE
Anthem LTD
/$100 of salary $ 0.22
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LIFE INSURANCE
Anthem Life Insurance

Basic Term/$1000* 0.27 (2 xs salary rounded to the nearest $1,000. Maximum of $300,000)
AD & D/$1000 0.02
Supplemental/$1000 (Increments of $10,000 up to a maximum of $150,000)
age 00-29 0.06
age 30-34 0.07
age 35-39 0.09
age 40-44 0.15
age 45-49 0.25
age 50-54 0.41
age 55-59 0.63
age 60-64 0.96
age 65-69 147
age 70-74 2.32
age 75+ 3.49

*Retired Administrators may continue their basic term life insurance. Benefits reduce 35% on the policy anniversary date which occurs on or next follows the date they attain
age 65. The post-reduction benefit will be reduced an additional 35% on the policy anniversary which occurs on or next follows thr date they reach age 70. Coverage
terminates at age 75.
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