SCHALMONT CENTRAL SCH;@@L BISTRICT
4 Sabre Drive
Schenectady, NY 12306

TO: Al Administrators

FROM: Laurie Kapfer — District Treasurer/Health, Vision & Dental Benefits
DATE: April 27, 2023

RE: Health Insurance Opt Out

Below you wilt find the policy regarding the health insurance buyout as negotiated in the contract
followed by the Schalmont Administrators Association.

Please review this policy and, if you choose to opt out of the health insurance plan offered by the
district, complete this opt out form and return to the District Office no later than June 16, 2023.

OPT OUT

| hereby opt out of the Schalmont Health Insurance Program under the terms of the opt out policy and
the Schalmont Administrators Association Agreement.

I stipulate that I am or will be covered under an alternate health plan during the

opt out period and have attached a copy of my current health insurance card.

| understand that | may not re-enroll in the health plan until next enrollment period with an effective
date of fuly 1, 2024, unless | lose health coverage or have a change in family as defined in the opt out
policy. Applications for re-eniry must be made within (30) days of any change in status or loss of
coverage.

t have read and fully understand the above opt out of the plan. Single employees are eligible for opt out
of $1,000, and family employees are eligible for opt out of $4,000. Payment will be made pursuant to
the opt out policy and SAA Agreement.

**This opt out is for health insurance only and has no effect on your vision & dental coverage or lack
thereof.

Signature Date
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Schalmont CSD

Group Number @ 300580

Empire

BtueCross

An Anthem Bompany -

Enrollment Form
EMPLOYEE INFORMATION. Please verify the information below for accuracy. If incorrect, please contact your HR representative.

Date of Birth Employee IDISSN
Name/Address
Division Daie of Hire
Class Annual Salary
1
. BillClass SubGroup
Effective Date Gender

PLEASE PRINT IN BLACK DR BLUE INK. Read and complete all of this form. Please complete all grayed sections. [f you need more
space, attach a separate sheet of paper. Please use four digits for years {e.g. 1998, not 98). 2

Are you actively at work? Yos 1 Ne ] "

Are you refired? Yes ':] No [:]
farital status: Single ]:I farried f:! Widowed I:I Divorced [::]

Qccupation:

Phone:

Hours per week working for this employer: Emajl Address:

BENEFIT SELECTION. Check the boxes that apply along with the appropriate coverage level.

Voluntary Dental Regular dental check-ups can help in the detection of other heaith relatad issues. Gum and
tooth disease have baen linked to mzjor health conditions like heart disease and stroke. That's
why dental coverage is more important than ever.

Coverage level

Accept Decline l:] Employee
D I:’ D Employee + Spouse
| I:] Employee + Child{ren}) o
‘ D Employee + Family

Voluntary Vision ‘ Consider how important good visian is to everyday activities like driving, shopping or watéhing
a movie. Taking care of your vision is essential fo your overall health and well-being. Did you
know that having regular eye exams can reduce the risk of more serious, long-term diseases?

Coverage Level

Acceptl Decline D Employee

’ D I::I D Employee + Spouse
[ | Employee +childfren)
l:' Employee + Family

EBC-9116 (05/10) Page 1 of 2




" DEPERDENT DESIGNATION
(Complete all details for Individuals applying for coverage: list names of all dependents.)

Last naree, First name, M., 55N Sex Date of Birth Age Relationship
QOOEXAX00) (PORHKHOCK) {spouse/domestic partner or child)
1M / / Spouse/Domestic Parlner
T or
- - E l;fl / / Child
O M
- - N F F Chitd
£t m
- . / . Child
Or / i
L
- w M PR GChild
0OF
List address of all dependents if different from the applicant, including temporary address, e.g. obllege stident.

Name/Address: ! /

Name/Address: /

ELIGIBILITY AND AUTHORIZATION

Employee Confirmation

My signature certifies that t (1) Apply far the coverages designated for which | am eligible under my employer's plan with the carrier. (2) Understand if
coverages have been refused, I am not enfifled to benefits under those coverages and that if | want to appiy later, I must furnish at my cwn expense proof
of good heaith fo the carrier. (3) Authorize any required deductians from my eamnings. (4) Designate the beneficiary named on this application tc receive
any benefits payabie in the event of death. (5) Represent that ail of the information an this application is complete, correct and frue to the best of my
knowledge and belief. (6) Understand that | must be actively at work the number of hours specified in the policy/participation agreement to remain insured.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statemant of claim

containing materially false information or coneeals for the purpose of misleading, information concerning any fact material thereto commits & fraudulent
insurance act, which is a crime and subjects such persan to criminal end civil penalties.

Employee Signature Date ! /

Premium calculations above may differ siightly based on rounding rules and other system factors, but will nof vary significantly. Every effort has been
made to mafch your premiums fo the penny.

New York: Any person who mowingly and with intent to defrand any insurance company or other persen files an application for isurance or statement of claim containing
any materially false information, or conceals for the purpose of misleading, information concerning any fact materials thereto, commits a fraudulent insurance act, which isa
orime, and shall also be subject to a civil penalty not to exceed five thousand dollars and fhe stated value of the claim for each violation,

Services provided by Empire HealthChoice HMO, Ine. and/or Empire HealthChoice Assurance, Ing., ficensees of ihe Blue Cross and Blue Shield
Assoclation, an association of independent Biue Cross and Blue Shield plans. The Blue Cross names and symbols are registered marks of the Blue
Cross and Blue Shield Association.

Si usted necesita ayuda en Espaficl para entender este documento, puede solicitarlo sin ningun costo adicienal lamando al ntimsaro de servicio al
cliente que se encuenira en este documento.

EBGC-9116 (05/10) ' Page 2 of 2



Student Coverage Questionnaire ‘ o e

Member’s identification number

Last me First name bate of hirth

Relationship to member Is dependent Is dependent emplayed
[3Sgle [ Married [ Divarced [J Separated | []Yes [ Fulltime [ Parktime [ Np

list any other group insurance or pre-payment program the dependent is coverad under

Is the dependent a full-time student? Schoal name

£1Yes [1Mo

Type of scheol {college, trade, etc.) Sehool address

Expected date of graduation Expected date of full-time course eampletion?

Was the dependent a full-time student at an accredited school who is now on a feave of absence from the school due to iliness or injury?
CdYes OWNo

If yes, what is the name of the schoal attended prior to the medical leava? What fs the date the medical leave hegan?

(Youmust also attach a fetier from the student’s doctor which doctments hisfher iliness or injury and certifies fo the medical necessity of the leave of
absence from the schaol}

tunderstand that any person who knowingly and with intent fo defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals, for the purpose of
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall
also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Return to Brenda Leitt
Schalmont CSD District Office

Please note: For contracts issued or rengwed on or after October 8, 2008, health plans are required by federal law to continue co verage for students who begin
a medically necessary feave of ahsence from a post secondary institution or who experience a change in enroliment status as a result of a serious illness or
infury during that plan year. If your dependent is a dependent under your plan and mests the requirements for a medical leave of absence, your dependent’s
coverage will be extended ta the earlier of (i) 12 months from the date the medical leave (or change in enroliment status dus fo serious Hiness of injury} began
or (ji) the date on whicir the eaverage would otfierwise terminate under the terms of your plan. To be eligible for this continoed coverage, the dependent must
be enrolled in the plan on the basis of being a student immediately before the medical leave begins and the treating physician must certify in writing as to the
medical necessity of the leave of absence (or other change of enroliment).” '

MAYFREIETY Rav. (5/69) Sarvises provided by Empire HealthChoice HIAD, Inv, andfor Emplee WealthShaice Assumance, Inc, licensees of the Blue Crose and Blva Shield Tatl atlon of
Blue Eross and Bhup Shield plans, The Blue Cross and Blue Shleld nzmes and symiois are registered marks of the 8lie Cross and Blue Shiel Associatian.




