Schalmont Central School District

BUSINESS OFFICE MEMORANDUM

To: ALL INSTRUCTIONAL STAFF

From: Rachael France — District Treasurer
RE: Health Insurance Open Enrollment & Opt-Out-Period

Date: April 30, 2025

The open enrollment and opt —out period for current health plan participants and eligible employees will
be though May 30, 2025. During this period, employees may choose any of the health plans offered by
Schalmont Central School District, as well as the vision and dental plans. Since there is different
eligibility criteria for each employee group, please contact Rachael France for more information 518-355-
9200 x4007 or rfrance@schalmont.net).

All of our health plan enrollment forms are available online under Staff Resources on the Schalmont
Central School District website. The forms must be returned by May 30, 2025 for coverage effective July
1, 2025. Deductions will begin with the payroll of September 19, 2025 and will continue for 21 pays
through the June 26, 2026.

CC: Dr. Thomas Reardon — Superintendent of Schools
Brenda Leitt — School Business Administrator



Health Insurance Rates July 1, 2025 - June 30, 2026

Instructional 15% Health Insurance
0% |Individual Employee Dental
20%|Family Dental = Family cost less Individual cost X 20%
5% |Individual or Family Vision '
25/26 Monthly Rates
21 PAYS
Name of Plan Monthly Monthly Monthly Yearly Yearly Yearly
Rate District Employee Cost District Employee 25/26 25/26
Share Share Share Share Deduction Limit
BS 815 - Individual 1,002.03 851.73 150.30 12,024.36 10,220.71 1,803.65 85.89 1,803.65
BS 815 - 2 Person 2,073.57 1,762.53 311.04 24,882.84 21,150.41 3,732.43 177.74 3,732.43
BS 815 - Family 2,844.10 2,417.49 426.62 34,129.20 29,009.82 5,119.38 243.78 5,119.38
CDPHP 422 - Individual 1,049.70 892.25 157.46 12,596.40 10,706.94 1,889.46 89.98 1,889.46
CDPHP 422 - 2 Person 2,091.86 1,778.08 313.78 25,102.32 21,336.97 3,765.35 179.31 3,765.35
CDPHP 422 - Family 2,787.54 2,369.41 418.13 33,450.48 28,432.91 5,017.57 238.94 5,017.57
Vision - Ind 21.22 20.16 1.06 254.64 241.91 12.73 0.61 12.73
Vision - Family 49.43 46.96 2.47 593.16 563.50 29.66 1.42 29.66
Dental - Individual 0% 51.93 51.93 0.00 623.16 623.16 0.00 0.00 0.00
Dental - Family 158.16 136.91 21.25 1,897.92 1,642.97 254.95 12.15 254.95
|




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 is effective 9/1/2025 and supersedes any prior election statement)

The election statement below is intended to meet the requirements of U.S. Treasury Regulations
Section 1.409a-2(A)(14) and Article VI, Section 7d of the Schalmont Teachers’ Association. If a
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

I, (print name), elect to receive my school year
compensation spread over a twelve (12) month period instead of only during the school year (21
pays September-June). I 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 June 30™.

My election is effective the first (1%) day of September 2025 for the 2025-2026 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.

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 12, 2025. This check will be for $500 with no deductions taken. This will

be a paper check.
Those opting for the advance payment will receive a bi-weekly check on September 12,
2025 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 1, 2025 to Payroll in the District Office.

I wish to receive the $500 net salary payment on September 13, 2025. I understand that
the September 20, 2025 bi-weekly pay will be $500 less.

Name Date

PrintName



Schalmont Central School District

4 Sabre Drive
Schenectady, NY 12306

To: ALL INSTRUCTIONAL STAFF

From: Rachael France — District Treasurer
RE: Health Insurance Opt Out

Date: April 30, 2025

Below 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 health insurance plan offered by the Schalmont
Central School District, complete this form and return it to the District Office Attention: Rachael France
no later than Friday, June 13, 2025. Please note: this form must be completed on a yearly basis.

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 my opt out period and have
attached a copy of my current health insurance card. | understand that I may not re-enroll in the health
plan until next enroliment period with an effective date of July 1, 2026, unless I 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.

I have read and fully understand the above opt out of the plan. Employees are eligible for opt out of
$4,000.00. 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



CAPITAL AREA SCHOOLS HEALTH INSURANCE CONSORTIUM (CASHIC)

12 Computer Drive West, Albany, NY 12205 enrollments@amsureins.com

GROUP NAME Schalmont CSD

Last Name First M.
Your Social SecurityNo. ___ ___ _ — - EMPLOYER USE ONLY
[ single [IMarried [Separated [oivorced CIwidowed Efiective Date
Address County / !
Date of Marriage 7 Date of Divorce ! 12 .
Retire Date i s
Phone No.: ( ) ( )
City State Zip Code Employment Status: CIFT CIPT Hrs/Weekly. [JActive [JRetired [JCOBRA Grp No
HireDate ____ /__ /[ Status Chg Date / 1 Loc. Code
[1Open Enroliment (complete Section D) P = Other Coverage?
. FTHeE ar Is there coverage under any other group health plan available to you or
CINew Enroliment/Reinstatement (complete any of your cm,gnmd depengents? group
)|  Section D) Indem/Blue Shield Oind  Ozp Oram  DOwvder [El Oves  CINo
(E: LJChange Coverage o (check new coverage) PPO/Blue Shield Oind O2r DOrfam  DMder (E: If Yos; Polcyholdar Name 5 HoEwnship -
Self Spou: Clchig
pe [JCancel Coverage (check what applies) POS/Blue Shield Cind [2p DClFam  [lMder 7 poUsy .
1 [CJAdd/Delete Dependent (complete section D) CDPHP EPO e O2r Dlfam  DlMeer [ Sooal Socury Number Biih Dato
Information Change (complete Section A
g g : P Dk o’y MVP HMO Oinde O2p Dfam  Clmder g / / / /
Owaive Coverage (must provide proof of
Rx Oina Oz DOFam OMder Insurance Co. Name Policy #
B Insurance) C
i Dental op =
[CINYS Dependent Coverage up to Age 29 on Ows O Dfam CJwier
Other Omnde Oz Orem Cmder
Pla Self 1S Seli/Child Fi
Reason/Comments: nlype Liserony ClseWSpowss LIS o) LIFam
Coverage Type [JHeath [JDrug [JDontai [JVision
LIST APPLICANT AND ALL ELIGIBLE DEPENDENTS * (See Dependent Verification Requirement Below) i ey MVP HMO & BS POS ONLY
w
I Relati . ’ Birth Date FT Social Medicare A & B i -
elationshi Last First M.L
g @ : (mofdaylyr) Student Security # Effective Date s il .
S Self / !
E a | Om OF / s n/a / / A
C Spouse/DP / J
T o) g OmOF / / n/a / / e ;
| HSon OYes ! !
/ —
0 a a BElDaughter Y —— ONo ! ! L
N P Son E Yes ! /
5 o [dDaughter SR S — CINo ! / ! /
= asSon Oyes / /
oo [ Daughter SR AT, JO ONo / / = =y
Son OYes ! /
=] T T—
g B Daughter el ol ONo / / ; S
Do your dependents reside in your home? [JYes [INo Full-time college students age 19 and over (Dental Only): Dependent Verification*
I No, give address: List Names: School Name and Address: School District Representative (SDR) (please initial)
Do you have a disabled dependent beyond age 19? [JYes [INo B
List name(s): * The SDR by initialing above affirms that they have received and reviewed

Applicant’s Signature:

Date:

Employer’s Signature:

the required dependent verification documentation, and that the dependents
for whom this applicant is requesting coverage meet the minimum standards
for dependent coverage established by this district and the Capital Area

Date:

Scheols Health Insurance Consortium (CASHIC).

White Copy =AMSURE  Yellow Copy — EMPLOYER  Pink Copy — EMPLOYEE



Empﬂ‘t‘@ Schalmont CSD

BiusCross
Group Number : 300560

M Aathem Cospaay
Entrollment Form
EMPLQYEE INFORMATION. Please verify the information below for accuracy. If Incorrect, please contact your HR representative.
Date of Birth Employee ID/SSN
Name/Address
Division Date of Hire _
Class :{ Annual Salary
1
BillClass SubGroup
Effective Date Gender

PLEASE PRINT IN BLACK OR BLUE INK. Read and complete all of this form. Please complete all grayed sections. ifyou need more
space, aftach a separate sheet of paper. Please use four digits for years (e.g. 1998, not 98).

Are you actively atwork?  Yes ] no | £

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

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 Regular dental check-ups can help in the detection of ather health related issues. Gum and
tooth disease have been linked 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 I:] I:l Employee + Spouse
" L___’ Employee + Child{ren) o
' I:] Employee + Family '

Gonsider how important good vision is to everyday activities like driving, shopping or watching
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 serlous, long-term diseases?

Voluntary Vision

Coverage Level

Accept Decline
; Employee

! D D Employee + Spouse

Employee + Ghild{ren)

Employea + Family

LI
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" . DEPENDENT DESIGNATION
{Complete all details for Individuals applying for coverage: list names of all dependents.)

Last name, First name, M.l . SSN Sex Date of Birth Ago Relaffonship
b (XHXAHKHXKXK) {KK-XK-XXKK) ' (spouse/domestic partner or child)

o / / Spouse/Domeslic Partner

- O F
OM

“ P Child
o f T |
Oom

A - | E ! ! Child
O m

- - : Child
OoF . .

. - Hm / ! Chitd
OF .

List address of all dependénts If different from the applicant, including temporary address, e.g. coliége stident.

Name/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 plan wilh the carmier. (2) Understand if
coverages have been refused, | am not eniitled to benefits under those coverages and that if | want to apply later, | must furnish at my own expense proof
of good health to the carrier. (3) Autherize any required deductions from my eamings. (4) Designate the beneficlary 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 irue to the best of my
knowledge and belief. (6) Understand that | must be aclively 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 statement of claim

containing materially false information or conceals for the purpose of misleading, informalion conceming any fact material theralo commits a fraudulent
insurance act, which is a crime and subjects such person to criminal and civil penalties.

Dale / /

Employee Signature

Premium calcufations above may differ slightly based on rounding rules and other system faclors, but vill not vary significantly. Every effort has been

made lo match your premiums fo the penny.
New York: Any person who knowingly and with intent to defraud any insurance compeny or other person files an application for insutance or statement of claim confaining

any materially false information, or conceals for the purpose of misleading, information conceming any fact materials thereto, commils a fraudulent insurance act, which is a
crime, and shall also be subject to a civil penaliy not to exceed five thousand dollars and the stated value of the claim for each violation.

Services provided by Empire HealthCholce HMO, Inc. and/or Empire HealthCholca Assurance, Inc,, licensees of the Blue Cross and Blue Shield
Assaocialion, an associallon of independent Blue Cross and Blue Shield plans. The Blue Cross names and symbols are reglstered marks of the Blue

Cross and Blue Shield Association.

Si usted necesita ayuda en Espaiiol para entender este dacumento, puede soliciarlo sin ningun costo adicfonal llamando af ndimero de servicio al
cliente que se encuenira en esie documento.

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



Student Coverage Questionnaire Em&?}l&’:%@;@

 MEMBER INFORMATION.
Member's [dentification number

DEPENDENT'S INFORMATION . . " i
Last name First name

Date of birth

{sdependent Is dependent employed

Relationshlp to member
[ Single [ Marded [ Divorced {7 Separated | C3Yes [ Fullime [JParttime LINo

List any other group Instirance or pre-payment program the dependent is covered under

DEPENDENT'S SCHOOL (NFORMATION -~ - -

Is the dependenta full-tine student? | schoot name

[dYes [INo

Type of sehioo! (college, trade, etc.) Sthoel address

Expected date of graduation Expacted date of full-time course complation?

Vias the dependent a full-time student at an aceredited school viho Is naw on a leave of absence from the schoal dua to lliness or injury?
CiYes [dNo

if yes, what Is the name of tie schoot attended prior to the medical leave? What s the date the medical leave began?

(You must also attach a latter from the student’s dogtor which documents hisfhor lnoss or iy and certifios fo tha medical necessity of the leave of
absence from tha school)

I HEREBY CERTIFY THAT THE ABOVE IS CORREGT TO THE BEST OF MY KNOWLEDGE
Signalure of subscriber

Date

{ understand that any person who knowingly and with Intent to defraud any insurance company or other person files an

application for Insurance or slatement of claim contalning any materlally false Information, or conceals, for the purpose of
misleading, informatlon concerning any fact materfal thereto, commits a fraudulent Insurance act, which Is a crime, and stall
also be subject to a civil penally not to exceed five thousand dollars and the stated value of the claim for each such violation.

WHEN FGRM tS COMPLETE

Please Return to Rachael France
Schalmont CSD District Office

Please note: For contracls fssued or reneywed on or after Gctober 9, 2008, health plans are required hy fedaral law to continue coverage for studenls wha begin
a medleally negessary leave of absence from a post secondary Institution or who experionce a change In envoliment status os a result of a serious lliness or
infury during that plan yoar. If your dependent s a ticpendent under your pan and meots the requirements for @ modical leave of absence, your depentent’s
coverage will be extended to the earlier of (1) 12 months from the date the medical leave (or changa In enroliment status due to serlous liness of Infury} hegan
or {11} tha date on whiclr the coverage woulil atherwise terminate under the terms of your plan. To be eligible for this continued coverage, the dependent misst
lio enrolled In tho plan on the basts of lielng a student inmediately bofore the medical leave begins and the lreating physiclan must vertify in writing as to the

msdical ngcessity of the feave of absenca (or other change of smeliment).”

MATESESSY B (3} Senked perdid by Dap'e Bealithele mm;ﬁmmmﬂmuxmm fetgeedof da B\ Crash 2o B3 St Asbasialiey, aa pesackilen o brdepentent
bt e 2l o el gt e Ble a3 20f Birz 5 s mea aod symdols 222 degistered marks of b4 Bt Crass aad B £ sstclrian,




