Schalmont Central School District

BUSINESS OFFICE MEMORANDUM

To: ALL SUPPORT 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

|
Support Staff 15% |Health Insurance
Hired 7/1/2016 or later 10%|Individual Employee Dental

20%|Family Dental = Family cost less Individual cost X 20% + Ind cost X 10%

10% |Individual Employee Vision | |

20%|Family Vision = Family cost less Individual cost X 20% + Ind cost X 10%

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 19.10 2.12 254.64 229.18 25.46 1.22 25.46
Vision - Family 49.43 41.67 7.76 593.16 500.04 93.12 4.44 93.12
Dental - Individual 51.93 46.74 5.19 623.16 560.84 62.32 2.97 62.32
Dental - Family 158.16 131.72 26.44 1,897.92 1,580.64 317.28 15.11 317.28
|




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

Support Staff 12.50% |Health Insurance
Hired prior to 7/1/2016 10%|Individual Employee Dental
20% |Family Dental = Family cost less Individual cost X 20% + Ind cost X 10%
10%|Individual Employee Vision
20% |Family Vision = Family cost less Individual cost X 20% + Ind cost X 10%
25/26 Monthly Rates
Name of Plan Monthly Monthly Monthly Yearly Yearly Yearly =k BRG
Rate District Employee Cost District Employee 25/26 25/26
Share Share Share Share Deduction  |Limit
BS 815 - Individual 1,002.03 876.78 125.25 12,024.36 10,521.32 1,503.05 71.58 1,503.05
BS 815 - 2 Person 2,073.57 1,814.37 259.20 24,882.84 21,772.49 3,110.36 148.12 3,110.36
BS 815 - Family 2,844.10 2,488.59 355.51 34,129.20 29,863.05 4,266.15 203.15 4,266.15
CDPHP 422 - Individual 1,049.70 918.49 131.21 12,596.40 11,021.85 1,574.55 74.98 1,574.55
CDPHP 422 - 2 Person 2,091.86 1,830.38 261.48 25,102.32 21,964.53 3,137.79 149.42 3,137.79
CDPHP 422 - Family 2,787.54 2,439.10 348.44 33,450.48 29,269.17 4,181.31 199.11 4,181.31
Vision - Ind 21.22 19.10 2.12 254.64 229.18 25.46 1.22 25.46
Vision - Family 49.43 41.67 7.76 593.16 500.04 93.12 4.44 93.12
Dental - Individual 51.93 46.74 5.19 623.16 560.84 62.32 2.97 62.32
Dental - Family 158.16 131.72 26.44 1,897.92 1,580.64 317.28 15.11 317.28




Schalmont Central School District

4 Sabre Drive
Schenectady, NY 12306

. To: ALL SUPPORT 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 School Related Professionals 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
Schalmont School Related Professional Association Collective Bargaining Agreement.

1 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. 1 understand that I may not re-enroll in the health
plan until next enrollment 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. Single employees are eligible for opt out of
$1,000.00, and family employees are eligible for opt out of $2,500.00. Payment will be made pursuant to
the opt out policy and SSRPA 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.L
Your Social SecurityNo, __ ___ __ — _ = _ EMPLOYER USE ONLY
[single [IMarried [lSeparated [Cloivorced CIwidowed Effective Date
Address County / /
Date of Marriage / / Date of Divorce _____ / oo J— / /
Phone No.: ( ) ( )
City State Zip Code Employment Status: [JFT CIPT Hrs/Weekly, [dActive [IRetired [JCOBRA Grp No.
Hire Date ! / Status Chg Date / ! Loc. Code,
[10pen Enroliment (complete Section D) - - Other Coverage?
arrier ier .
t r health available to you or
ONew Enroliment/Reinstatement (complete :ssn;h:frirgs:’f:viieu; :2;:%;1:1:.; roup he: plan avai ¥
Sectlon D) Indem/Blue Shield Oind O2r Orfam  ClMder Oves  [INo
[ Change Coverage to (check new coverage) PPO/Blue Shield Oind O2p OrFam  DClmder I Yes; Policyholder Name Rolationship
: s il
DOCancel Coverage (check what applies) POS/Blus Shield Ore Oz Orem D Oser  Dspouse Elchid
ClAdd/Delete Dependent (complete section D) GDPHP EPO Ond Oz Oram O Mder Soclal Security Number Birth Date
Information Change (complete Section A
- 95 (Somp ) MVP HMO Oind O2r OrFem  Omder / / / /
B waive Coverage (must provide proof of
Rx Oind O2r Oram  OMder Insurance Co. Name Pollcy #
Insurance)
I F
CINYS Dependent Coverage up to Age 29 Derial O Ozr OFem  Dmoer
Other Oind O2r Orem DOMder
Pl If onl Il/Spous: IHChilc F
Reason/COmmBnts: anType [JSelfonly [dSel/Spouse [JSe (ren) [JFam
CoverageType [JHeath [Jbrug [dDental [JVision

Do you have a disabled dependent beyond age 197 [JYes [JNo
List name(s);

LIST APPLICANT AND ALL ELIGIBLE DEPENDENTS * (See Dependent Verification Requirement Below) S e
w
O | e iy | m / / B —
] g Y / / S
all S — ——
= Dzz:ghter e — j— E\Nfzs f : .._._; i____
- gf)::ghter e —— g:is { . ___j ::_._
g gi::ghter — E ;if‘- ! ! Sisieoe :'. ;
Do your dependents reside in your home? [JYes [JNo Full-time college students age 19 and over (Dental Only): Dependent Verification*
If No, give address:

List Names: School Name and Address:

School District Representative (SDR) (please initial)

Date:

“ 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 dopondents
for whom this applicant is reguesting coverage meet the minimum standards
for dependent coverage established by this district and the Capital Aroa

Date:

Schools Health Insurance Consortium (CASHIC).

White Copy ~AMSURE ~ Yellow Copy — EMPLOYER _ Pink Copy — EMPLOYEE



Schalmont CSD

Group Number : 300560

Empire

BLueCross

I Auten Lompany

Enrollment 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, lf you 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 ] wo [] b
Are you retired? Yes ]:] No [:[

Marital status: single [ | Marred [ |  Widowed |_| Divorced [_].

Occupation:

Phone:
Hours per week working for this employer: Fmail Address:

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

Regular dental checl-ups can help in the detection of other health related issues. Gum and

Voluntary Dental
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 D D Employee + Spouse

. [ ] Employee + childtron) o
' D Employee + Family '

Consider how important good vision is to everyday activities like driving, shopping or watéhlng
amovie. 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?

Volunfary Vision

Goverage Level

Accept Decline
. Employee
) D D Employee + Spouse

Employee + Ghild(ren)

00

Employee + Family

EBC-9116 (05/10) Page 1 0of 2




" .. DEPENDENT DESIGNAT{ON
(Complete all details for Individuals applying for coverage: list names of all dependents.)

Last name, First name, M.l . SSN Sox Date of Birth Age Relationship
5 (XOK-XHXKXK) (XX-XK-XKXX) ‘| (spousefdomestic pariner or child)

N El ln:n ] ) Spousel/Domeslic Partner
OMm

= - Child
OF b4
a

- - O :_-A / / Child
OMm '

& - . Child
oF {7 ‘ i

- = H / / Child
OoF .

List address of all dependgnts if different from the applicant, including temporary address, e.g. college stiident.

Name/Address: i /

Name/Address: /

ELIGIBILITY AND AUTHORIZATION

Employee Confirmation

My signature certifies that | (1) Apply for the coverages designated far which | am eligible under my employer’s plan with the canier, (2) Understand if
coverages have been refused, | am not entitled to benefils under those coverages and that if | want o apply later, | must furnish at my own expense proof
of good health to the carrier. (3) Authorize any required deductions from my eamings. (4) Designate the beneficiary named on this application to receive
any benefils payable in the event of death. (6) Represent that all of the information on this application is complete, correct and true to the best of my
knowledge and belief. (6) Understand that | must be aclively at work ihe number of hours specified in the policy/participation agreement fo remain insured.

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

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

Date / /

Employee Signature

Premium calculalions above may differ slightly based on rounding rules and other system faclors, but will not vary significantly. Every efforf has been

mads lo match your premiums lo the penny.

New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insutance or statement of ¢laim confaining
any materially false information, or conceals for the purpose of misleading, information concerning any fact materials thereto, commils a fraudulent insurance act, which is a
crime, and shall also be subject fo a civil penalty not to exceed five thousand dollars and the stated value of the claim for each violation.

Services provided by Empire HealthCholee HMO, Inc. and/or Empire HeallhChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield
Associallon, an association of independent Blue Cross and Blue Shield plans. The Blue Cross names and symbols are registered marks of the Blue

Cross and Blue Shield Association,
Sl usted necesita ayuda en Espaiol para entender este documento, puede sollcifarlo sin ningun costo adicional llamando al ntimero de servicio al

cliente que se encuentra en este documento.

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



Student Goverage Questionnaire e Bl

frc

MEMBER INFORMATION .~ -
Member's idontifieation number

“DEPENDENT'S INFORMATION .

Last name o First name ﬂateufhllh

Relationship to member Isdependent Is dependent employed
[J8ingla [ Marrled I Divorced (11 Separated | [1Yes [ Fullime [JParttime LI1No

Listany other group Insurance o pre-payment program the dependent Is covered under

DEPENDENT'S SCHOOL INFORMATION .~~~

Is the dependent a fulkma student? Schoolmame

[OYes INo

Type of school (college, trade, elc) School address

Expected date of graduatlon Expacted date of full-time course complatlon?

Was the dependent a full-time student at an accredited school who Is niow on & [eave of absence from the school due to lliness or Injury?
CYes [INo

if yos, whatls the name of te school attended prior to the medical feave? What Is the date the medical leave began?

(Youwmust also attach a letter from the student’s doctor which docianonts hisfhor illnass or Infury and certiflos to the medical necessity of th leave of
absence from the school)

1HEREBY CERTIFY THAT THE ABOVE IS CORRECT 10 THE BESY OF Y KNOWLEOGE
Signature of subscrihor

I understand that any person who knowingly and with Intent to defraud any insurance company or other person files an
application for insurance or statement of claim contalning any matertally false Informatlon, or conceals, for the purpose of
misieading, informatlon concerning any fact materlal thereto, commits a fraudulent Insurance act, which is a crime, and shall
also be subject ta a civil penalty not to exceed five thousand dolfars and the stated value of the clalm for each such violation,

VYHEN FORN IS COMPLETE

Please Return to Rachael France
Schalmont CSD District Office

Please note: For conlracls Issued or renewed on or affer Gctober 9, 2009, health plans are required by federal law to continue co verage for studgnts who hegln
amedleally necossary leave of absence from a post secondary Institution or who exgerlance a changa In enroliment status as a result of a serfous liness or
Infury during that plan year. If your dependent Is a dependent under your plan and meats the requirements for a medlcal leave of absence, your dependent's
coverage will be extended to the earlier of (i) 12 months from the date the medical leave {or changa In enroliment stalus due to serlous liness of Injury) began
or (11} the date onwhicir the coverage would otherwise terminate under the terms of your plan, To be eligible for this continued coverags, the depement must
bio enrolled in the plan an the basis of lielng a student immediately hofore the medical teave begins and the freating physiclan must certify inriting as to the

medical necessily of the leave of absence (or other changa of enrollment).”
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