Schalmont Central School District

BUSINESS OFFICE MEMORANDUM

To: ALL INSTRUCTIONAL STAFF

From: Melissa Gemmett — Payroll and Benefits Coordinator
RE: Health Insurance Open Enrollment & Opt-Out-Period

Date: April 29, 2026

The open enrollment and opt —out period for current health plan participants and eligible employees will
be Friday, May 1, 2026 through Friday, May 29, 2026. 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 are different eligibility criteria for each employee group, please contact Melissa Gemmett for
more information 518-355-9200 x4009 or mgemmett@schalmont.net.

All of our health plan enrollment forms are available online at Schalmont.org, under Staff Resources. The
forms must be returned by the end of day, Friday, May 29, 2026 for coverage effective July 1, 2026.
Deductions will begin with the payroll of September 18, 2026 and will continue for 21 pays through the
June 25, 2027.

CC: Dr. Thomas Reardon — Superintendent of Schools
Rachael France — District Treasurer
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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 9/1/2026 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

L (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 (13) day of September 2026 for the 2026-2027 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

6 All Teachers
FROM: Melissa Gemmett
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 11, 2026. 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 18,
2026 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 3, 2026 to Payroll in the District Office.

I wish to receive the $500 net salary payment on September 11, 2026. I understand that
the September 18, 2026 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: Melissa Gemmett — Payroll and Benefits Coordinator
RE: Health Insurance Opt Out Form

Date: April 29, 2026

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: Melissa
Gemmett no later than Friday, June 12, 2026. Please note: this form must be completed on a yearly

basis.
OPT OUT

[ 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. 1 understand that I may not re-enroll in the health
plan until next enrollment period with an effective date of July 1, 2027, 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
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I&?mpire!%n Schalmont CSD

£veCross
Group Number : _ 300560

PAnibenCazpzoy
Bnrollment Form
EMPLQYEE INFORMATION. Please verily the information below for accuracy. If incorreot, please contact your HR representative.
Dafo of Birth Employee ID/SSN
Name/Address
' Division Pato of Hiro
. clajs | Annual Salary
; BillClass SubGroup
Effoctive Date Gender

PLEASE PRINT IN BLACK OR BLUE INK. Read and complete all of this form. Please complete all grayed sections. !f you need inore
space, aflach a separate sheet of paper. Please use four diglts for years (e.g. 1988, not 48).

Are you actively at work? Yes ] no ] i
Are you retired? Yes ] ne T
Marital status: single [ | Marded [ |  Widowed | _| Divorced [ _].

Occupation:
Phone:
Hours per week working for this employer:

Emall Address:

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

Voluntary Dental Regular dental check-ups can help In the detectlon of other health related Issues. Gum and
tooth diseaso have been linked to major health conditions like heart disease and siroke, That's

why dental coverage is more Important than ever.

Goveraye level

Accopt Decline [:I Employeo
L_J D D Employee + Spouse
; [ ] Employes + child(ron) i
’ D Employee + Family :

Conslder how Important good vision Is to everyday acfivities like driving, shopping or watéhlng
amovle. Taking care of your vislon Is essential to your overall health and well-belng. DId you
know thqt'havmg regular eye exams can reduce the risk of more serlous, long-term diseases?

Voluntary Vision

Goverage Level

Decline
Accept Dec D ——

: [:] D Employee + Spouse

Employee + Ghild(ren)

LI

Employea ¥ Family

EBC-9116 (06/10) Page 1 of 2



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

Last name, Flrst namo, M. . SSN Sox Date of Blrlh Agﬂl Relatlonship
L (RAHH-XK-XXKK) (POXHXXHX) (spouse/domestle partner o child)
) oM I, Spouse/Dameslic Parlner
" Ll F
oM
~ . Child
oF !/ 7 \
O m
- - OoF ! / Chlld
oM . 5
% & 3 Chilld
OF {7 ' )
- - H'm / / Child
OF .

List address of all dependénts If different from the applicant, Including temporary address, e.g. collége st{ident.

Name/Address: i /

Name/Address: /

ELIGIBILITY AND AUTHORIZATION
Employee Confirmation

My signature ceilifies thal 1 (1) Apply for the coverages designated for which | am ellglble under my emplayer’s plan wilh the carmier. (2) Understand If
coverages have been refused, | am nol entitled lo benefiis under those coverages and that if | want lo apply later, | must furnlsh al my own expense proof
of good heallh o the carrler. (3) Authorize any required deductons from my eamings. (4) Deslgnale the beneficlary named on this applicalion to recelva
any benefils payable In the event of death. (5) Represent thal all of the Informalion on this application Is complele, correct and Irue o the best of my
knovledge and bellef. (6) Understand that | must be aclively at work the number of hours specified In the pollcy/parilcipallon agreemenl {o remaln Insured,

Any person who knowingly and with intent to defraud any Insurance company or olher person files an applicatlon for Insurance or slalement of claim

conlalning maleilally false information or conceals for the purpose of misleading, information conceming any fact material therelo commits a fraudulent
Insurance act, which Is a crime and subjects such person lo criminal and civil penallles,

Date / /

Employee Slgnalure

Preimlum calculalions above may differ siightly based on rounding rules and other system faclors, but will not vary signlficantly, Every effort has been

made lo maleh your premiums fo the penny.
New York: Any person who knowlngly and with Intent to defraud any insurance compeny or other porson files an application for insutance or skatement of ¢laim conlaining

any materially false information, or conceals for tho purpose of misleading, information concerning any faot materlals thereto, commits a fraudulent insurance ack, which js a
crime, and shall also be subject {o a civil penalty not to exceed five thousand dollars and the stated value of the claim for each violation,

Services provided by Emplre HealthCholce HMO, Ine. andfor Emplre HealthCholce Assurancs, Inc., licensees of Ihe Blue Cross and Blue Shield
Assoclallon, an assoclallon of independent Blue Cross and Blue Shield plans, The Blue Cross names and symbols are regislered marks of the Blue

Cross and Blue Shield Associatlon,
Sl usted nacesita ayuda en Espaitol para entender esle documento, puede sollellarlo sin ningun coslo adiclonal llamando al ntmero de seviclo al

cliente que se encuentra en este documento,

EBG-9116 (05/10) Page 2 0of 2



Empireaa®@

BIULCROSS MVESHIELD

Student Coverage Questionnaire

MEMOERIFORMATION . * -

First name l o

Last nemo
Relatlonship fo menibor Is tlepetidont Is doponttent aniployed
CiSinglo 3 Mantled 1 0lvercoil £ Soparated | £1Yos [IRuldlio ETPartlime L1Ho

ifs?any other group Insurenco of pre-paynient program the dependent fs covered uniler

-DEPEYDEAT'S SCHOOL I0FORMATION .- D S
s tho dependant a fulIme student? Seliool nama
CiYes [1Ho

School addross

Typn of schaol (eallego, Lraifo, olo.)

Bxgectell date of gratluation Expected dalo of fullinto courso complallon?

L]

Was Iho dopendent a full-tinie gludent al an accredited scfiant viho IS ow on a leava of alisents from Lo school duo (o lliness or Injury?
[TYes Mo
i yos, whiat is tio nama of tio sechool altended pilor Lo tha modical loava?

What Is the lale the medical leavo bogen?

(on inustalso oltash a fottor from tho student's doofor wiilel docsmionts bsfhor ioss or iy b cortifios to tha medleal nacossity of tho loavo of
alseince from (ha selool)

F1EREOY GLRTIFY THAT TIEADOUE S CORREOT Y0 MIE BEST DRFAY HRIOWILEORE
Slgnaluro of subserltior

Lunderstand that any person wiho knowhigly and swith Intent to defraud any Instiranco company or otlier persol flles an
application for Insurance or slatement of ofalny conlalnlng any materlally false Information, or conceals, for the purposa of
mistoading, Informatlon concerning any fact materlal thereto, comimlls a fraitdulent Instirance nek which 1s a cvfme, and shall
also ba subject to a clvll penally not lo excoed five thousand dollars and the stated valug of the elalm for oach such vialatlon.

WHIEE) FORIA LS CORIPLETE i

Return to Melissa Gemmett

Schalmont CSD District Office

Pleaso niolo: Forcontraels Issugdor ronoivoil on or affer Detobor 0, 2008, hoalth plans aro regulred hy fodorallaw Lo conlinue eoverega forstudenls who fzght
ooxponlonco a ellonge Inenrolintent slalus os a tasult of o serlous linoss of

amedleblly tecossary leave of absonco from 8 post secondary Insiilulion or wh

Infury during thot plan yoar, If your dépendoitis o r!afandem underyour plan and meols the regulsenionts for e modicelfoave of absaneo, yourdepentenl’s .

covasage will b extendsd to tho oarlor of (1) 12 nionlhs from tho dalo (ke niedical feave (or chiango In onroliment stalus thia fo seilous lingss of fnury) hagan
olhotislse lorniinate under tho tomis of your plain, To bio eliglble for this conlinned eoverage, tho depamdsnt mist

or () tho date omsshlelriho covorago would
Lo envalleaIn tho plsn on tho basts of lielng a sludsntimniedialely hofore the medles! bava boglas ad the lrea g phystetan st certify fnveriting as to tho

nietles ngcessity of tho feavo of absonce (o other thenga of erollment).”
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