








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 your medical benefits (otherwise known as your cost
sharing amount) will be deducted from your gross pay for payment to
the medical insurers. If you elect under the Enrcllment Agreement to
participate in the "plan", vyour contribution towards vyour medical
ingurance is 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)
equal installments. Please send vyour completed Enrollment Agreement
to the attention of Betty King at the Central Office.
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NAME :

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

ADDRESS:

SOCIAL SECURITY NUMBER:

I elect to make my contributions towards my medical coverage
under the Vernon Board of Education Pre-Tax Cest Sharing Plan
{Premium Conversion).

As a current participant, I elect to discontinue my participation
in the Vernon Board of Education Pre-Tax Cost Sharing Plan
{Premium Conversicn)

I and the Vernon Board of Education, agree that my pay will ke 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 pericds until this agreement is
amended or terminated.

I understand that:

Emplcoyee's Signature Cate

Accepted and agreed toc by the Vernon Board of Education

i I cannot change or revcke this benefit electicon 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 spouse or child, birth or adoption of a child,
termination of employment of a spouse) or other event for which a
change cor revocation of an election is permitted.

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

3. If my reguired contributions for the elected benefits are
increased or decreased while this agreement remains in effect, my
pay reduction will automatically ke adjusted to reflect that
increase or decrease.

4. Prior to July 1 each vear, I will be offered the cpportunity
tc change my benefit election(s} for the following Plan Year. If
I do not complete and return a new election 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 kenefit options.

5. The Plan Administrator may reduce or cancel the amount of my
pay reduction or otherwise wmodify this agreement in accordance
with the Flexible Benefit Plan if required or advisabkle in order
to satisfy certain prcovisions of the Internal Revenue Code.

5. The reducticon in my cash compensation under this agreement
will be in addition to any reductions under any other agreements
or benefit plans.

7. Election (or change) of any benefit is subject to the terms
of the actual benefit plan.
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Anthem. =9

In Connecticuy, fmberm Blue Gross and Blue Shield i 2 trade name of Anrhem Healih
Plsns, lnt., an independent ficensee of the Blue Cross and Blue Shisid Asociation,
® Bepistered marks of the Blue Cross and Blue Shicld Association,

Enrollment and
Membership Change F

1. Teli Us Current Anthem BCBS Coniract Number, d am? 2 New Membersﬁfp To BE Completa
About You TNEW HIAE By Employer
Last Name First Name ML OPEN ENROLLMENT Requested Effeciive Date
[] COBRA/C.G.S. 38a-538 :
Home Address: Momber and Street or P.O. Box Apt # DATE OF QUALIFYING EVENT Q7 / 01 / 2010
/ / —
& S S Cot REASCN SEEINSTRUCTICN Firm Division No.
C1 NEW GROUP (0RIG ENROLLMENT} 005241
Home Telephone Work Telephone 3. Change— Member: Ship Health Benaiit Pian
( ) ( ) CHANGE: ’
[J ADDRESS
i1 é O Widowed I NAVE
MARITAL Single egally Separated Widowe
STATUS o g O o o ) T OTER For OHfice Use Only
Martie eparate hvorce BEASON -
o DATE / [
4. Your Membership Ch?’ ces Are youi or any other eligible dependent Isied on this form cledtly confined to a hospital er other
Individual Pg}';gn Family healthcare facility, iotally disabled or physically impaired? [ YES [ONO
5. Where COMPANY NAME .
You VERNON PUBLIC SCHOOLS
A Work A
[] DENTAL 1 a |
w/ riders yes or mno ARE YOU ACTIVELY AT WORK? [I.YES [ NGO/ (IF NO) REASON [ISICK [ INJURED [ OFr
ARE YOU CURRENTLY CLAIMING WORKERS' COMP. MEDICAL BENEFITS? O YES [ NO
| DO YOU WORK 30 OR MORE HOURS PER WEEK? [JYES [INO
DATE OF EULL TIME HIRE DATE OF PART TIME HIRE DATE OF REHIRE
HO0TERpedicare 5Upp . D 8 U / / / / / J
6. List Members To Be Jolsl ot 1B'r;th Full Time |
Added/Cancelled | £ Social Security Number | iS55V, Lage 15 b
SEX [ NAME (FIRST/MIDDLE/LAST NAME) O Over
[ | Self I (Circle
[F o YEJ% )or
M| Spouse P
[ U SR R P ——
DEPENDE
[In| Pependent / / VY
o
[ M| Dependent oy Y N
L N NN N U
g )
Om DePen ent P Y N
Y N N A R — 1
‘ - . — . -
7. Tell US About|Do you or any vther member of your family have any olher medical, dental, or Anthem BCBS coverage? EIves LInNO
" Your Other ‘
Insurance if yes, please fill in the information below.  [1Self  [dSpouse [ Children

Name of Other insurance Company

Narne of Subscriber {Policyholder)

Policy or 1D Ne.

Reason For Termination

First and Last Date of Coverag

8. Medicare/Medicaid

Do you or any covered member have MedicareiMedicaid coverage?

[3YES [INQ

. Have you or any covered member applied for Medicare/Medicaid disability? [JYES [ONO
Name (Self) Are you actively Retirement Date Name (Dependeri) I this person actively | Retiremeni Date
) at worl? - at work? N
) [AyEs [OwNo [ L. . 4. CIYEs {INO ! /
Medicars No. Medicare A (Hospital) LM Medicare B (Medical} Medicare No. Medicare A (Huhspitai) Effective Daes Medicare B (Medi
. i L. . | .

| understand that false and/or incomplets responses or statements may resuit in rescission of coverage and/or non-payment of claims for myselt or my eligitle depenc
| understand a copy of this application is provided to me as part of my Subscriber Agresment or health benefit plan documnent as applicable and is incorporai
reference therein. | cerlify that my staternents in this form are true and complete fo the best of my knowiedge and beiief, :

9. Employee Signature.
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SECTION AL _THOR!ZATION {Read carefuﬂy before signing, )= : ,
1. | authorize the release of any medical records or information conceming claims, conditions or treatment of myself and for any dependents ||sted
herein, by any provider of health services fo Anthem Life Insurance Company {Anthem Life}, its affiliates, and any administrators, reinsurers,
agents, or other entily providing services on behalf of Anthem Life. This information will be used for purpases which include but are not imited
to: processing this application for enroliment; group risk classification; detecting or preventing fraud or misreprasentation; internal and exfernal
audits; administration of claims; and quality improvement programs. | understand that Anthem Life may furnish this information to the group or
its representative. Anthem Life may also furnish information to other entities, which may inchide but is not limited to third parly administrators,
insurers, and government agencies. Anthem Life will advise such entities that such information must be kept confidential to the extent neces-

sary or as atherwise provided by faw, and should not be used for any unlawful purpose. This information includes any records or knowledge
about medical history, including sensitive services such as mentat health, psychiatric, substance abuse, reproductive health, infermation relating
fo HIV virus or AIDS, sexually transmitted or other communicable diseases contained in such records, including but not limited to, all records of
office visits, examinations, freatment, evaluation, diagnostic and laboratory testing, reports, consultations, hospital records, records for treat-
mient of subslance abuse, psychiatric counseling, notes, correspondence, insurance and billing information for treatment or services rendered
by any provider. 1 understand that Anthem Life may collect personal information about me from outside sources, and that both personai and
priviieged information may be collected and disclosed to third parties without my authorization. | also understand that | have a right to see and
correct personal information that Anthem Life collects about me, and that § may receive a more detailed description of my rights under this law
by writing to Anthem Life.

2. Unless otherwise provided herein, if one er more life insurance beneficiaries are named, the proceeds shall be paid in equal shares to the
namead beneficiaries surviving the insured. Payment of proceeds shalt be made in accordance with the terms of the group confract, subject to
change by my written notice to my employer.

3. These coverages will become effective on the date established by the provisions of the group contract and certificates issued theraunder, |
understand that by applying for the type of coverage checked, | authorize deduction from my wages if necessary for the required premium for
the coverage for which 1 have applied.

4. | am responsible for the timely notification to my employer of any changes that would make me or a dependent ineligible for caverage.

5. | am applying for the coverage selected on this application. If { select a coverage, or a combination of coverages, not available to me andfor a

class for which | am not eligible, [ agree that my selections(s} is hereby automatically amended to be consistent with the employer's application.

6. | understand that Anthem Life reserves the right to accept or decline this application and that no fight whatsoever is created by this application.

| acknowledge that | have read the foregoing provisions and | expressly accept such provisions as a condition of coverage. | represent that the
answers given to all questions on this application are true and accurate to the best of my kaowledge and | understand they are being relied on by the
insurer in accepting this application. | understand that any misstatements or failure to report new medical information prior to my effective date may
result in a material change to coverage or premium rates. Any material misrepresentation or significant omission found in this application may result
in denial of benefits or recission or cancellation of my coverage(s). This authorization, for purposes of processing this application form, is valid from

the date signed for a period of thirty months. A photocopy is as valid as the original.

I give this authorization for and an behalf of myself and my efigible dependents, including my chrldren and my spouse (if spouse does not
sign below), if covered by the Plan. [am acting as their agent and representative.

Date:

Employee Signature:

Date:

Spouse Signalure:

f hereby certn‘y that | have been given the opportunity to apply for the available group life benefits offered by my employer, the benefits have been
explained fo me, and { and/or my dependent(s) decline to participate. Neither | nor my dependent(s) were induced or pressured by my employer, agent,
or life carrer, into declining this coverage, but elected of my (our} own accord o decline coverage. | understand that if f wish to apply for such coverage

in the future, [ may be required to provide evidence of insurability at my expense.

Social Security Number:

Print Employee Name:

Employee Signature: Dafe:

The laws of your. state require us toprovide you \

I Indiana and Ohio: Any person who knowhng presents afalse or fraudulent claim for payment ofa Ioss ar beneﬁt or knnwlmg presents false
information in an application for insurance is guitty of a crime and may be subject to fines and confinement in prison.
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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. |
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 DOB Dependent | Marital Status for Insurance
Through Their
Employer?
L[] Yes [ ] Single
[ ] No [ 1 Married
[ ] Yes [ ] Single
[ 1 No [ 1 Married
[ ] Yes L] Single
[] No [ ] Married

Qualify (ies) as a federal tax dependent(s) in the current tax year. I 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

_@relatlonshlp to you, and whose relationship to you does not violate local law).
“#3indBtstand 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 Vermnon Board of Education may incur as a result of reliance on this
Certificate if it is untrue in any respect or if [ fail to provide notice as required herein.

Signature

Printed Name
& ’
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