Schalmont Central School District

BUSINESS OFFICE
MEMORANDUM

TO: ALL INSTRUCTIONAL STAFF

FROM: Laurie Kapfer - District Treasurer/Health, Vision & Dental Benefits

RE: Health Insurance Open Enrollment, Transfer & Opt-Out-Period

DATE: April 28, 2023

The open enroliment transfer and opt-out period for current health plan participants and eligible
employees will be through June 1, 2023. During this period employees may choose any of the
health plans offered by Schalmont CSD, including the vision and dental plans. Since there are
different eligibility criteria for each employee group, it is requested that you contact Laurie
Kapfer for more information. {518-355-8200 x4007 or |kapfer@schalmont.net)

All health plan enrollment forms are available online under Staff Resources of the Schalmont
website and must be returned by May 31, 2023 for coverage effective July 1, 2023. Deductions
will begin with the payroll of September 15, 2023 and will continue for 21 pays through June 21,
2024,

CC: T. Reardon - Superintendent of Schools
B. Leitt - School Business Administrator




SCHALMONT CENTRAL SCHOOL DISTRICT
4 Sabre Drive
Schenectady, NY 12306

TO: All Instructional Staff

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

RE: Health Insurance Opt Out

Betow you will find the policy regarding the health insurance buyout as negotiated in the contract
followed by the Schalmont Teachers’ Association employees.

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

I hereby opt out of the Schalmont Health Insurance Program under the terms of the opt out policy and
the STA Collective Bargaining 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.
t understand that | may not re-enroll in the health plan until next enrolliment period with an effective
date of July 1, 2024, unless | lose health coverage or have a change in family as defined in the opt out
policy. Applications for re-entry must be made within {30} days of any change in status or loss of

Coverage.

| have read and fully understand the above opt out of the plan. Employees are eligible for opt out of

$4,000. Payment will be made pursuant to the opt out policy and STA Collective Bargaining Agreement.

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

Signature Date




SCHALMONT CENTRAL SCHOOL DISTRICT
4 SABRE DRIVE
SCHENECTADY, NEW YORK 12306

TO: All Teachers
FROM: Brenda Leitt
RE: Advance Net Salary Payment

This is to advise you that the teacher net salary payment of $500, as outlined in the
Schalmont Teachers Association Contract, Article VI, Section 8, is scheduled for
September 8,2023. This check will be for $500 with no deductions taken. Thiswill
NOT be a Direct Deposit this will be-a paper.check.

Those opting for the advance payment will receive a bi-weekly check on September 15,
2023 for $500 less and will include tax withholdings for the $500.

If you wish to receive the advance payment you will need to sign and return this entire
letter BY August 18, 2023 to Payroll in the District Office.

1 wish to receive the $500 net salary payment on September 8, 2023, T understand that
the September 15, 2023 bi-weekly pay will be $500 less.

Name Date



SCHALMONT CENTRAL SCHOOL DISTRICT

26 PAYS ELECTION FORM

ELECTION TO DEFER SCHOOL DISTRICT COMPENSATION FOR
COMPLIANCE WITH U.S. TREASURY REGULATION SECTION 1.409a-2(A)(14)

(This election 1s effective 9/1/2023 and supersedes any prior election statement)

‘The election statement below is infended to meet the requirements of UL.S. Treasury Regulations
Section 1.409a-2(A)(14) and Asticle VI, Section 7d of the Schalmont Teachers® Association. Ifa
school employee wishes to receive their salary spread over a 12-month period (26 pays
September-June) versus receiving all total compensation during the regular school year (21 pays
September-June), this election form must be completed. The election must be made before the
beginning of the school year to which it applies.

DEFERRED PAYROLL ELECTION

L (print name), elect to receive my school vear
compensation spread over a twelve (12) month period instead of only during the school year (21
pays September-June). 1 understand that my compensation will be divided by 26, with 21 pays
occurring on a bi-weekly basis from September-June and the remaining 5 pays occurring in a
separate paycheck before Tune 30,

My election is effective the first (1%) day of September 2023 for the 2023-2024 school year and
thereafter, until I revoke this election for a subsequent school year,

I understand that my election is irrevocable once the school year begins. It may only be changed
after the entire school year is over for a subsequent school year. However, I further understand

. that my election will remain in place until I elect to change it. If I want to change my election
and begin to receive my entire compensation during the school year (21 pays September-
June), I must notify the District in writing. That change must be made before the beginning of
the school year to which the change applies.

Please return to the Payroll Department no later than June 28, 2023

Signature Date
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FEmpire &

BrueCross

Schalmont CSD

Group Number : 300560

in Anthem Sompany i

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

Date of Birth Employee I/SEN
Name/Address
Division Date of Hire
Class Annual Salary
i
BillClass SubGroup
Effective Date Gender

PLEASE PRINT IN BLACK OR BLUFE INK. Read and complete all of this form. Please complate 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). s

Are you actively at work? Yes !:l No l l

Are you retired? Yes [:j No l:l
Marital status: Single ]:] Married I:::l Widowed I:] Divorced ,j

Occupation:

Phone:

Hours per week working for this employer: Email Address:

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

Voluntary Dental Reguiar dental check-ups can heip in the detection of othar health related issues. Gum and
tooth disease have been Iinked to major health conditions like heart disease and stroke, That's
why dental coverage is more important than ever.

Coverage level

Accept Decline D Employee
D ’:] l:' Employee + Spouse
. D Employee + Child(ren) o
‘ D Employee + Family '

Voluntary Vision ' Consider how important good vision is to everyday activities like driving, shopping or watching
a movie. Taking care of your vision is essential to your overall health 2nd weli-being. Did you
know thatlhaving regular eye exams can reduce the risk of more serious, long-ferm diseases?

Coverage Level

Accept Decline
- Employee
' D D Employee + Spouse

Employee + Child(ren)

Employee + Family

RN
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" DEPENDENT DESIGNATION
{Complete ail details for Individuals applying for coverage: list narmes of all dependents.)

Last nrame, First pame, il 88N Sex Date cf Birth Age Relationship
: {OAK-HOGEK) (XK RKHOOCK) (spouse/domastic partaer or child)

O M / / Spouse/Domastic Pariner

o7 aF
0w

- / Child

OF /
iy

- - OF / / Child
FM

.- fo7 . Chitd
OF ‘
1

- - M ro Child
OF _

l-ist address of all dependents if different from the applicant, including temporary address, e.g. colibge student,

Mame/Address: /

Name/Address: /

ELIGIBILITY AND AUTHORIZATION

Employee Confirmation

My signature certifies that (1) Apply for the coverages designated for which | am eligible under my employer’s pfan with the carrier. (2} Understand if
coverages have been refused, | am not entitled to benefifs under those coverages and that if | want to apply later, | must furnish at my own expense proof
of good health to the carrier. {3) Authorize any required deductions from my eamnings. (4) Designate the beneficiary named on this application to receive
any benefits payable in the event of death. (5) Represent that all of the information on this application is complete, correct and #rue 1o the best of my
knowledge and belief. (6) Understand that | must be actively ai worl the number of hours specified in the pelicy/participation agreemeant to remain insured.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim
containing materially false Information or conceals for the purpose of misfeading, information concerning any fact material thereto commits a fraudulent
Insurance act, which is a crime and subjects such person to criminal and civil penaities.

Employee Signature Date { I

Premium calcufations above may differ slightly based on rounding rules and other system factors, but will nof vary significantly, Every effort has been
macdle io match your premiums fo the penny.

New York: Any perscn who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of cleim containing
any materially false information, or conceals for the purpose of misleading, information concerning any faot materials thereto, cemmits a fraudulent insurance act, which is a
crime, and shall also be subject o 2 civil penally not to exceed five thousand dollars and the stated value of the claim for each violation.

Services provided by Empire HeaithChoice HMO, Ine. and/or Empire HeaithChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield
Assodjation, an asscciation of independent Blue Cross and Blus Shield plans. The Biue Cross names and symbols ara registered marks of the Blue
Cross and Blue Shield Assodiation.

Sl usted necesita ayuda en Fspafiof para entender este documento, pueds solicitarlo sin ningun costo adigional llamando al ntimero de servicio al
cliente gue se encuenira en este documenio.

EBG-9116 (05/10} ' Page 2 of 2



Student Coverage Questionnaire

.

? BLUECROSS BLUESHIELD

N

Member's identification number N

|.ast name First name | Date of hirth
Relationship to member 1s dependent Is dependent employed
[ Singte [ Married [ Divorced [T Separated | [ ¥es [ Fulime [T Pari-time [ wo

List any othar group insurance or pre-payment program the dependent is covered under

Is the dependent a full-time stedent? Schoot name

dYes [OWNo

Type of school (college, trade, etc.) School address

Expected date of graduation Expected date of full-ime course eompletion?

Was the dependent a fubl-time student at an aceredited school who is now on a leave of absence from the schoo} due to ifness or injury?
MYes [No

If yes, what is the name of the schoot attended prior to the medical [pave? What is the date the medical leave hegan?

{Youmust also attach a letter from the siudent’s docter which docoments histher illness or injury and certifies to the medical necessity of the leave of
ahsence from the school)

Signature of subscriber

I understand 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 confalning 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 shalf
also be subject to a civil penalty not {o exceed five thousand dollars and the stated value of the claim for each such violation.

Return to Brenda Leitt
Schalmont CSD District Office

Pigase note: For contracts jssued or renewed on or after October 8, 2008, health plans are required by federal law fo continue coverage for students who hegin
a medically necessary leave of absence from a post secondary institution or who experience a change in enroliment status as 2 resuif of a serious iliness or
infury uring that plan year. If your dependent is a dependent under your plan and meets the requirements for a medical leave of absence, your dependent's
coverage will be extended te the earlier of (i} 12 months frem the date the medical eave {or change in enroliment status due to serious iilness of njury) hegan
or {ii) the date on which the coverage would otherwise terminate under the terms of your plan. To be eligible for this continped coverage, the dependent must
be eprofied In the plan on the basis of heing a student immediately before the maedival leave begins and the treatmg physician must certify in writing as to the
medical necessity of the leave af absence (or other change of enroliment).”

MNYFRGSOSY Rev. {5/08} Servies provided by Empire HealthCholee HMD, Ing. and/or Empire Healih[.‘hmr.e fssurence, ke, llcensees of the Ble Gross and Bive Shield fi ofinds
Blug Cross and Blue Shield plans The Blue Cross and Blue Shigl names and symhnlsara reglstered marks of the Bl Crass and Blue Shield Assmﬂallun




