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DISCLAIMER

| heraby declare under penalty of perjury undar the laws of the State of California that | have no other access to
medical insurance, excluding Medicare, where all or part of the premium is paid through some other source and
that the information, | have provided to the District in this online Attestation is true and correct.

Effective January 1, 2024, the Paid Benefits Program has three load thresholds, each with a respective District

centribution to the premium cost as described below:

a. PTF with loads of 0.400 - 0.499: The District is responsibie for sixty percent (60%) of the Kalser HMO
monthly plan premium or the dollar equivalent under the other plan options. The employee shall contribute
A0% of the Kaiser premium plus any buy-up amount toward the selected plan and each tier.

b PTF with loads of 0.500 - 0.59%: The District is responsible for seventy percent [705) of the Kaiser HMO
monthly plan premium or the dollar equivalent under the other plan options. The emplovee chall contribute
30% of the Kaiser premium plus amy buy-up amount toward the selected plan and each tier.

. PTF with loads of 0.600 - 0.670: The District is responsible for eighty percent {80%) of the Kaiser HMO
monthly plan premium or the dollzr equivatent under the other pian options. The employee shall contribute
0% of the Kaiser premium plus amy buy-up amount toward the selected plan and each tier.

IMPORTANT: By enrolling online, you are affirming that you have no other access to medical insurance, as a
primary insured or a dependent, where all or part of the premium or cazhin lieu of participation is paid through
some other source. Exceptions are Medicare-eligible enrollees; other California Community collegs district
emplover coverage shall be excluded from the definition of medical insurance where the emplovee cost of
participation is higher than the employee cost of participation for a comparzble district plan. Inno case shalia
part-time faculty employes have dual coverage with another plan or employer.

Click on | Accept to start enrollment




FROTHALOE 4Tk EIIICUT
Lty Lalige 41

HOME | MYDETAILS DOCS ‘ KRR

DERENDENTS | BENEFICIARIES | LIFEEVENTS

(O Sehaf Of
AMPLE

HISTORYREPORTS

ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
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"( BEHEHEMHY “‘FB‘QLMHDM ‘W bt aiection b mdminisizatively joined o S other soue/domeitic parine s macdicsl plan dus tu eliminations of dual coverage [HA wa orfy) -

/ ELECTION SUMMARY




FODTHEL-DE AMIA
Cemreanity Colege Ditlrict

HOME | MYDETAILS | DEPENDENTS | BENEFICIARIES | LIFEEVENTS | DOCS

Welcome
Shornaid Vieyra Cn Behalf OF
SAMPLE SAMPLE

IHISTORYREPORTS

ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

W

ﬂBUUT YUU Dependent @
MY QUESTION

ive Questions | estsr b= bizwing | HUHHIHET“T&LFE F
DEPENDENT UUESHUN Interactive Questions | Tullawing g Iray
J/ CORE BENEFITS s co—C— Anseersrns [ |

Sam Sample {Spouse)

v FLEXIBLE SPENDING ACCOUNT

v VOLUNTARY BENEFITS
Save & Continue
v/ BENEFICIARY INFORMATION

' ELECTION SUMMARY Please‘ conr!plete‘dependent Intera.nctive
Questions if adding Spouse and click on
Save & Continue

Marrisge/Partnership Union Date:  F_ SR Q

BECOVA

WersoreS 45T € Copyright 2031-2022 Secova Inc. Privacy and S=curity Contact Us




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

/ ABOUTYL ectimanssos [

CORE BENEFITS CURRENT COVERAGE
=+ Medical and Pharmacy Benefit Blug Shizld Aceess+ HMD Employea+Family
Plan
o Dental Benefit Plan E'LD!_Z_EE Csﬁtaépﬁﬂ Pay Periud)- E?%E;E]‘[;m

fdA- 1 | L
J  Vision Benafit Plan Post T 3000 Tatal: @
o 5219978
i RUNNING TOTAL Per Pay
O 1 | 'WANT TO WAIVE MEDICAL AND PHARMACY BENEFIT FLAN Period Deduction
« Employes Assistance Program OR Add Dependents $1408.57
" Basic Life Insurance
o Basic Life Insurance For Your ANTHEM EPD DEL NORTE ¥Viaw Bensit Information
Spouse or Domestic Partner Eploea * 1 ild ) $40400 Sloase solectthe
;{ B;smgr:eltllnsuranﬂe For Your Emplayee Only Q sanon Medical Plan & Tier level

o E[_ll e} Emplayee + Spouse (0 54400 of your choice, Scroll
«  Basic AD&D Insurance For i -~ =300 Down & Click on Save &
Employee ' Continue
o Basic Long Term Disability ANTHEM HMO SELECT Wiz Baraft Information
Employes + 1 Child ) SIS200

/' FLEXIBLE SPENDING ACCOUNT

L L el h il




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
N\
v ﬂ.BUUT ‘I’[]U Dental Benefit Plan G
This selection may be linked to other coverage options. Please review carefully before you proceed, )
CORE BENEFITS RUNNING TOTAL Per Pay
o Medical and Pharmacy Benefit GURRENT GOVERAGE Period Deduction
Pl efta Dental PPO Emplayes+Family §140857
=+ Dental Benefit Plan Employeg Cost (Per Pay Period) Emlayer Cost
J Vision Benefit Plan PreTar: 5000 $189.32
0 Post Tax: S0.00 Total:
§189.32
Q
J  Employee Assistance Program (] |'WAKTTO WAIVE DENTAL BENEFIT PLAN
' Basic Life Insurance OR Add Dependes
o/ Basic Life Insurance For Your | ppya pewTaL PO Wisw Beneit Iformation
Spouse or Domestic Partner _ ] _
o Basic Life Insurance For Your HEEI - MR
Dependent Childfren) e ol Gk 4 it
o Bt St A Rt Emplayee + Spouse ) s ”j" PER PAY PERIOD DEDUCTION FOR THIS PLAN
Employee Employee+Family @ s $0.00
o Basic Long Term Disability 4 Seect Dependents

Please select the Tier level of your
choice for Dental, Scroll down and Click
on Save & Continue




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
v ﬁlBUUT VDU Wision Benefit Plan
This selection may be linked to other coverags options. Please review carefully before you proceed
CORE BENEFITS @
J Medical and Pharmacy Benefit CURRENT COVERAGE
Pla Vision Benefit Plan Emplayez+Family RUNNING TOTAL Per Pay
: Period Deduction
o Dental Benefit Plan Employea Cost (Per Pay Periad) Employer Cost: $140857
=+ Vision Benefit Plan PreTar:  SO00 1918
0 Post Tar: S000 Totak
§19.18
8]
o Employee Assistance Program | VISION BENEFIT PLAN iz Bangfit Infarmation
o Basic Life Insurance Employee + 1 Ghid D s Emplayee Cost: o0
«  Basic Life Insurance Fer Your Eiiglapes iy 0 S Emplayer Dost- 51318
Syt o el fiam gl Spaisd oun )Y PER PAY PERIOD DEDUCTION FOR THIS PLAN
of Basic Life nsurance For Your | | . = 2 50.00
Emplayee+Fam @ 5 :
Dependent Child{ren) i

Dental plan and Vision plan are bundled, the
Tier level of Vision plan is aligned with dental
plan.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

F

v

v ABOUT YOU

CORE BENEFITS

«  Medical and Pharmacy Benefit
Plan

o Dental Benefit Plan
o Vision Benefit Plan

(o) |

(0]

=+ Employee Assistance Prozram
«f Basic Life Insurance

' Basic Life Insurance For Your
Spouse or Domestic Partner

" Basic Life Insuranee For Your
Dependent Child(ren)

« Basic ADED Insurance For
Emplayes

o Basic Long Term Disability
v FLEXIBLE SPENDING ACCOUNT
' VOLUNTARY BENEFITS

Emplg}lse iy Prcgrém _

CURRENT COVERAGE
[overage: Coverage Date:
FAP — OptumHealth 01/0172024
Employee Cost (Per Pay Period) - Emaloyer Cost:
PreTax: S0.00 8323
Post Tax: 50.00 Totak
§3.23 (
9
RUNNING TOTAL Per Pay
Period Deduction
@ EAP - OptumHealth 514035!‘
Employee Cost Employer Cost
S0.00 33
N
Employee Cost: 50.00
Employer Cost: §3.23
PER PAY PERIOD DEDUCTION FOR THIS PLAN
$0.00

EAP is employer provided plan.
Just Click on Save & Continue




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

bW A
v ABDUT 1”]U Basic Life Insurance
CORE BENEFITS CURRENT COVERAGE
J Medical and Pharmacy Benefit Coverage: Coverage Date:
Plan Basic Life Insurance 0170172024
Actual Coverage Amount : $50,000.00
o Dental Benefit Plan
 Vision Benefit Plan Employee Cost [Per Pay Periad)- Emgloyer Dost: G
o PreTax:  S000 5900
= Post Tar: - 5000 Tﬂtﬂj' RUNNING TOTAL Per Pay
— Period Deduction
o Employee Assistance Program $140857
=+ Basic Life Insurance @ BASIC LIFE INSURANCE
o Basic Life Insurance For Your

Spouse or Domestic Partner
o Basic Life Insurance For Your $50,000.00
Dependent Child (ren)

of  Basic AD&D Insurance: For

Employee ¥
o Basic Long Term Disahility W
Requested Coverage Amaunt: $50,000.00 Emplayes Cost: S0.00
o FLEXIBLE SPENDING ACCOUNT | Actual Coverage Amount: $50,000.00 Employer Cost: 59.00

Basic Life Insurance is Employer
Provided Just Click on Save & Continue




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

CORE BENEFITS CURRENT COVERAGE

" MWedical and Pharmacy Benefit Coverage: Coverage Date:
Plan Basic Life For SpoaseiDemestic Parfner 01072024
) Actual Coverage Amount : $5.000.00
« Dental Benefit Plan
" Vision Benefit Plan Emplayee Cost (Per Pay Period) - Emplayer Cost: @
PreTae:  SO.00 §113
@ PostTar: 5001 Titak RUNNING TOTAL Per Pay
O §173 Period Deduction
J  Employee Assistance Program $1408557
o Basic Life Insurance ] |want to waive Basic Life Insurance For Your Spouse or Domestic Partner
=+ Basic Life Insurance For YoUr | @ BASIC LIFE FOR SPOUSE/DOMESTIC PARTNER
Spouse or Domestic Partner
J  Basic Life Insurance For Your
Dependent Child(ren) $9,000.00
« Basic AD&D Insurance For
Employes
+ Basic Long Term Disability VA
" FLEXIBLE SPENDING ACCOUNT Reuested Coverage Amaunt: 5500000 Employes Cost: $0.00

Actueal Cogerzoe dmonnt: 85 (00 00 Fmplover Cost- §173

Basic Life for Spouse or Domestic Partner
is Employer Provided Just Click on Save
& Continue (the dependent must be
covered under Medical and/or Dental/
Vision Plans




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
:“"_,..

v

 ABOUT YOU —e
CORE BENEFITS GURRENT COVERAGE

" Madical and Pharmacy Benefit Cowerage: Coverage Date:

Plan Basic Life for Dependeat Child(ren) n/01/2024
Actuzl Coverage Ameunt - 5500000

o Dental Benefit Plan

o Vision Benefit Plan Employee Cost {Per Pay Period) : Employer Cost: cg
o Pre Tax: - $0.00 S113 )
PustTax: 3000 Totak RUNNING TOTAL Per Pay

o w Period Deduction
" Employes Assistance Program S1408.57
< Basic Life Insurance [ Iwantto waive Basic Life Insurance For Your Dependent Child(ren)

+/ Basic Life Insurance For Your | @ BASIC LIFE FOR DEPENDENT CHILD{REN)
Spouse or Domestic Partner

=+ Basig Life Insurance For Your

Dependent Child ren) $9,000.00
«  Basic AD&D Insurance For )
Employee
« Basic Long Term Disahility A
 FLEXIBLE SPENDING ACCOUNT Remuested Coverage Amaunt: $5,000.00 Emgloyea Cost: $0.00
Actial Coverage Amount: S5.000.00 Employer Cost: 5173

' VOLUNTARY BENEFITS

PER PAY PERIOD DEDUCTION FOR THIS PLAN

Basic Life for Dependent Child(ren) is
Employer Provided Just Click on Save
& Continue (the dependent must be
covered under Medical and/or Dental/
Vision Plans




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

7/

v ABOUT YOU

CORE BENEFITS

o Medical and Pharmacy Benefit
Plan

o Dental Benefit Plan
Visian Benefit Plan

o
o
o
o Employee Assistance Program
«  Basic Life Insurance

o

Basic Life Insurance For Your
Spouse or Domestic Partner

« Basic Life Insurance For Your
Dependent Child(ren)

=+ Basic AD&D Insurance For
Employes
o Basic Long Term Disability

' FLEXIBLE SPENDING ACCOUNT
+/ VOLUNTARY BENEFITS

B ADRD e EITIIJIC*IE& _

CURRENT COVERAGE

Coverage: Coverage Date:
Basic ADED Insurance for Employes 01/mi2024
Actual Coverage Amount : $50.000.00
Emplayee Cost {Per Pay Period) : Employer Cost:
PreTar:  S0.00 §0.75
Post Tax: 5000 Tutak

8075

@ BASIC AD&D INSURANCE FOR EMPLOYEE
$50,000.00
A
'

Requested Coverage Amoont: $50,000.00 Employee Cost: S0.00
Actual Coverage Amount: $50 000,00 Employer Cost: S0 75
PER PAY PERIOD DEDUCTION FOR THIS PLAN
50.00

®

RUNNING TOTAL Per Pay

Period Deduction
S140857

Basic AD&D Insurance is Employer Provided
Just Click on Save & Continue




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

7

v ABOUTYOU

CORE BENEFITS

«  Medical and Pharmacy Benefit
Plan

« [Dental Benefit Plan
o Vision Benefit Plan

(@]

(@]

« Employee Assistance Program
« Basic Life Insurance

of  Basic Life Insurance For Your
Spouse or Domestic Partner

«f  Basic Life Insurance For Your
Dependent Child(ren)

o Basic ADED Insurance For
Emploves
=+ Basic Long Term Disability
" FLEXIBLE SPENDING ACCOUNT
~ VOLUNTARY BENEFITS
' BENEFICIARY INFORMATION

' ELECTION SUMMARY

L NG Eﬁsab”ity _

CURRENT COVERAGE

Coverage: Cowgrage Date:
L1066 2/3% ot Salary 01/2024
Actual Coverage Amount : 36,000.00
Emplayee Cest (Par Pay Period) - Emplayer Cost:
Pre Tax: 3000 51158
Post Tax: - 30000 Tatak

81159

@ LTD 66 2/3% OF SALARY
$6,000.00
7

Requested Coverage Amount: 36,000.00
Actual Coversge Amount: 56,000 60

PER PAY PERIOD DEDUCTION FOR THIS PLAN
50.00

[HHIN  SAVE & CONTINUE=»

Emplayes Cost: 30.00
Employer Cost: 511,59

®

RUNNING TOTAL Per Pay

Period Deduction
$1408.57

Basic LTD is Employer Provided Just

Click on Save & Continue




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

o ,II_BDUI 1|"[:IL| The minimum annuzl contribution amount is $500 for both FSA Health Care and Dependent Care accounts. Due to the system limitation, the calculation of the monthly contribution amount cannot
be less than $41.67. Please enter $500.04 for the minimum annual goal amaount ($41.67x12=3500.04)

v CORE BENEFITS

EXIB PENL LG
Reimbursement Account
o FSh- Dﬁpﬂﬂdﬂﬂt Gare CURRENT COVERAGE
Reimbursement-Accaunt [overage: Coverage Date: @
T : FSA - Health Care Reimbursement Account 01/0/2024
;:mﬁmmutﬂr st <A Annual Geal Amaunt - $2,750.00 RUNNING TOTAL Per Pay
# Period Deduction

o Commuter Benefits - Transit Employes Cost (Per Pay Periad) - Emalayer Cost: S140857
Account PreTax: SZ91T s0.00

Post Tax: 30,00 Totak

§22917
v VOLUNTARY BENEFITS

/' BENEFICIARY INFORMATION
[] 1 WANT T0 WAIVE FSA - HEALTH CARE REIMBURSENENT ACCOUNT
v ELECTION SUMMARY i

ENTER GOAL AMOUNTS:

@ F5A - Health Care Reimbursement Account
Pay Period Goal Amaunt Anmual Goal Amoant
§| 2817 §) 275000

If you choose to elect FSA enter the Pay Period Goal
Amount, Scroll Down and Click on Save & Continue




“SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
A
v

J AROUTYOU The minimum annual contribution amount is $500 for both FSA Health Care and Dependent Care accounts. Due to thie system limittation, the calculation of the monthly contribution amaunt cannot
be less than 34167, Please enter $500.04 for the minimum annual goal amount ($41.67x12=5500.04)

v/ CORE BENEFITS

Reimbursement Account

v 13- Depradent Gare CURRENT COVERAGE
Reimbursement Account Doverage: Coverage Date: @
T FSA - Heaith Care Reimbursement Acoount 000z
;:ml}n:;m muter Benefits - Parking b bl A ST T
: : Period Deduction
«f  Commuter Benefits - Transit Emplayee Cast {Per Pay Periad) - Emgloyer Cost: 5140851
Account Prefax: 322917 3000
Pasi Tax: $0.00 Totak
s2n
v/ VOLUNTARY BENEFITS
/' BENEFICIARY INFORMATION You have to uncheck the box before making elections in the FSA.
I | WANTTO WAIVE FSA - HEALTH CARE REIMBURSEMENT ACCOUNT «—— Note, this process applies to all FSA election, not only the
v/ ELECTION SUMMARY o Medical FSA.
ENTER GOAL AMOUNTS:
(71 FSA - Heaith Care Reimbursement Account




YOU HAVE OPTED TO WAIVE THIS FEATURE
PLEASE CONFIRM

Please select YES to confirm unwaive the
coverage.




EXIBLE SPENDING AGGC

Reimbirsement Account

J FSA- DEI}EHﬂBﬂi Care CURRENT COVERAGE
Reimbursement Account Doverage: Coverage Date:

1 oo FSA - Health Care Reimbursement Acoount 01/01/2024
o Commuter Benefits - Parking Jonwa ot Aneunt-S2T5001

Account
f  Commuter Benefits - Transit Fmployes Cost {Per Pay Periad) Employer Oost:
Account PreTax: $229.17 §0.00
Post Tax: $0.00 Tota:
$29.17
¥ VOLUNTARY BENEFITS O
S
A —— - You should be able to elect your FSA amount. As noted, employee who RUNNING TOTAL Per Pay
/ ELECTION SUMMARY [, 1WA YNBR - HERLTH CARE RETMERIRSEMENT AGEOUNE are selecting $500, if the error message popped up, please enter Period Deduction
Ok $500.04. $140857
ENTER GOAL AMOUNTS:

@ FSA - Health Care Relmbursement Account

By Perind Goal Amaunt Anmwial Goal Amount
§ 000 S| 000
¥




v ABOUT YOU
v/ CORE BENEFITS

FXIB 'ENL LG
" FSA- Health Care
Reimbursement Account

=+ [SA - Dependent Care
Reimbursement Account

o Commuter Benefits - Parking
Aecount

J  Commuter Benefits - Transit
Account

v VOLUNTARY BENEFITS
v BENEFICIARY INFORMATION
v ELECTION SUMMARY

The minimum annual contribution amount is $500 for both FSA Health Care and Dependent Care accounts. Due to the system limitation. the calculation of the monthly contribution amount cannot
be less than $£1.67. Please enter $500.04 for the minimum annual goal amount ($41.67x12=%500.04)

e i i _

CURRENT COVERAGE
[overage: Coverage Date:
FS# - Dependent Care Reimbursement Account 017072024
Annual Goal Ameunt - $2 75000
Employee Cost {Per Pay Periad) - Emplayer Cost:
PreTax: S22817 5000
Post Tax: 5000 Total:
sz
[] |'WANT TO WAIVE FSA - DEPENDENT CARE REIMBURSEMENT ACCOUNT
OR
ENTER GOAL AMOUNTS:
@ FSA- Dependent Care Reimbursement Account
Pay Pariod Goal Amount Annual Goal Amount
S_ 87 § 215000

®

RUNNING TOTAL Per Pay

Period Deduction
S140857

If you choose to elect FSA — Dependent Care
Reimbursement Account enter the Pay Period Goal
Amount, Scroll Down and Click on Save & Continue




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

{5‘;
 ABOUTYOU conmic s et [
v CORE BENEFITS CURRENT COVERAGE
Coverage: Coverage Date:
FLEXIBLE SPENDING ACCOUNT FSA - Parking Account 01/01/2024
/TS - Health Care Anmizl Goal Amount - $3,000.00
Reimbursement Account Emplayes Cost (Per Pay Period): Emgloyer Cost: (
«  [Sh - Dependent Care Pre T $25000 S0.00 E)
Reimbursement Account Pust Tax- $0.00 guztgln:un RUNNING TOTAL Per Pay
=+ Commuter Benefits - Parking ' Period Deduction
Account 5140851
«f Commuter Benefits - Transit =
Acoixiat [] 1 WANTTO WAIVE COMMUTER BENEFITS - PARKING ACCOUNT
oR
¥ VOLUNTARY BENEFITS i
v BENEFICIARY INFORMATION | @ Fsa- Parking Account
7 ELECTION SUMMARY Pay Period Goal Amount | .!u.mual Goal Amoant
§ 2000 $| 300000
”
N

If you choose to elect Commuter Benefits — Parking Account
enter the Pay Period Goal Amount, Scroll Down and Click on
Save & Continue




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
bW A
‘q._‘t-j__;.‘

/ ABOuT Oy consstesss-votrnet [

' CORE BENEFITS CURRENT COVERAGE

Coverage: Coverage Date:
FLEXIBLE SPENDING ACCOUNT FSA - Transit Agcaunt 01012024

 TSA- Health Care Annual Goal Amaunt - §2.500.00

Reimbursement Account Emplayee Cost {Par Pay Period): Employer Cost: (’
o FSA - Dependent Care PreTax: 520833 5000 E,)
Reimbursement Account PostTax. 3000 ?E?E 0 RUNNING TOTAL Per Pay
Commuter Benefits - Parking ' Period Deduction
Account §140857
=+ Commuter Bengfits - Transit -
Accaunt || |'WAKT TO WAIVE COMMUTER BENEFITS - TRANSIT ACCOUNT
OR
7/ VOLUNTARY BENEFITS [l —
v/ BENEFICIARY INFORMATION | @ FsA- Transit Account
J EI_EET'[]N SUMMﬁHY PQ]' Period Goal Amaunt Annual Goal Amoant
§| 20833 8| 250000
Y/

If you choose to elect Commuter Benefits — Transit
Account enter the Pay Period Goal Amount, Scroll Down
and Click on Save & Continue




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

-.-I';.

v CORE BENEFITS

CURRENT COVERAGE @
Coverage: Coverage Date:
J FLEXIBLE SPENDING ACCOUNT Supplemental Life and ADAD 0170172024 RUNNING TOTAL Per PW
Actual Coverage Amount - $50.000.00 Period Deduction
VOLUNTARY BENEFITS : $140857
; Emplayes Cost {Per Pay Period) - Employer Cast:
=+ Supplemental Life Insurance and PeTa SO00 il
AORD For Emplayee Post T $0.00 Tatal:
S0.00

J  Supplemental Life Insurance For
Your Spouse

' Supplementl Life Insurance Far [] |wanttowaive Supplemental Life Insurance and AD&D For Employee

Your Child{ren] ® SUPPLEMENTAL LIFE AND AD&D

/' Long Term Disability Buy-up If you choose to elect Supplemental
Legal Plan Life and AD&D, please use the
. S000000  * epoan Arrow to c e
J Critical llaess own” Arrow to increase Coverage
. “UP” Arrow to reduce the Coverage
J  Group Accident Insurance

{Please elick on ‘Cabculate Premium b view the eost for your selected Coverage Amount. Ones caleulated, elick Save & Continus’ to save your Election)

After choosing the Coverage Amount, please
/' BENEFICIARY INFORMATION Click on Calculate Premium, Scroll Down and
Click on Save & Continue

J FIECTION SHMMARY




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

WA

LW

/' CORE BENEFTTS CURRENT COVERAGE @
Doverage: Goverage Date:
v/ FLEXIBLE SPENDING ACCOUNT Supplemental Life Insurance for Spouse 01/01/2024 RUNNING TOTAL Per Pay
Actuzl Ceverage Amount - S50.000.00 Period Deduction
VOLUNTARY BENEFITS , §140857
: Emplayes Cost (Per Pay Period) - Emplayer Cost:
o Supplemental Life Insurance and Pelar SOO0 S0
ADED For Employes Past Tar: S0.00 Tuta!:
=+ Supplemental Lite Insurance For “n
Your Spouse - . _
J  Supplemental Life Insurance For 1 | want to waive Supplemental Life Insurance For Your Spouse
Your Child{ren) @ SUPPLEMENTAL LIFE INSURANCE FOR SPOUSE
+ Lang Term Disability Buy-up If you choose to elect Supplemental
o Legal Plan Life for Spouse, please use the
: $50,000.00 ] ¢ TOr SPOUSE, PIE
o Citical lllngss Down” Arrow to increase Coverage &
/' Group Accident Insurance “UP” Arrow to reduce the Coverage
- - - <) wdcw:g:mm.mmlmla:eﬂ. click 'Sm‘&&c#fdiltre'!nﬂ'\lewur Election]
J B[N[HE'AHY I"FUHMA"[]N After chOOSIng the COV(?rage Amount, please
Click on Calculate Premium, Scroll Down and
J EI.EGTMN SUMMAHY Click on Save & Continue




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
7
v CORE BENEFITS CURRENT COVERAGE
Coverage: Coverage Date:
v FLEXIBLE SPENDING ACCOUNT Supplemental Life Insurance for Childiren) niaz
Actual Coverage Amount : $10,000.00
VOLUNTARY BENEFITS E— e—"
mplayes '2r Pay Period) - miployer Cost:
Supplemental Life Insurance and Prefar: 5000 s0.00 @
ADRD For Emplayes Post Tax: §314 o RUNNING TOTAL Per Pay
o Supplemental Life Insurance For i Period Deduction
Your Spouse $140857
- Supplemental Life Insurance For [ Iwant to waive Supplemental Life Insurance For Your Childi{ren)
Yoir Ghiid[lﬂn] ® SUPPLEMENTAL LIFE INSURANCE FOR CHILD(REN])
«  Long Term Disability Buy-up
« legal Pian
o Crtical liness $10,000.00
o Group Aceident Insurance
v/ BENEFICIARY INFORMATION -".-.:__.;:-'
v ELECTION SUMMARY Rauested Conrage Aot S0 0000 Emplyee Cest 5314
Actual Coverage Amoont: $10,000.00 Employer Cost: $0.00

If you choose to elect Supplemental Life for
Child(ren), after electing, please Scroll Down
and Click on Save & Continue




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
N

W

¢ KBOuTYOU e

+/ CORE BENEFITS CURRENT COVERAGE
Coverage: Coverage Date:
v FLEXIBLE SPENDING ACCOUNT LTD Buy-Up - 65 2/3% of Satary 01/01/2024
Actual Coverage Amount - $6,055.86
Emalayes Cost (Per Pay Periad) - Emaloyer Cost:
" Supplemental Life Insurance and Pre Ta: s.glu'ud ' $0.00 @
ADED For Employee Post Tar: S0 E‘g;’d RUNNING TOTAL Per Pay
«  Supplemental Life Insurance For ' Period Deduction
Your Spouse ] — If you choose to Waive LTD Buy-Up Click on “I $1408.57
o Supplemental L Insurance For | ™ 'Wanttowaive Long Term Disability Buy-up < want to waive LTD Buy-up and Click on Save
Your Child(ren) O LTD BUY-UP - 66 2/3% OF SALARY & Continue
=*  Long Term Disability Buy-up
o Legal Plan
o Grtical lliness
o Group Accident Insurance
v BENEFICIARY INFORMATION N7/
7 ELECTION SUMMARY Requested Coverage Amaunt: $0.00 Fmplaye Cost: S0.00
Artual Coverage Amount: $0.00 Employer Cost: S0.00




ENROLLMENT - BENEFITSWALK

SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
/' CORE BENEFITS CURRENT COVERAGE
Coverage: Goverage Date:
' FLEXIBLE SPENDING ACCOUNT Legal Flan 01/01/2024
VOLUNTARY BENEHITS Emplayee Cost {Per Pay Period) Emplayer Cost:
. PreTa S000 $000 G
« Supplemental Life Insurance and PostTax: S7145 Tatak
ADRD For Employee 52145 RUNNING TOTAL Per Pay
o Supplemental Life Insurance For Period Deduction
Your Spouse $1408.57
+/ Supplemental Life Insurance For | 7] | WANT T0 WAIVE LEGAL PLAN
Your Child(ren) 0
o Long Term Disability Buy-up
=+ |egal Plan © Ligi Pl
+f  [ritical lllness 2L o
! mployee Cast mployer Cast
o Group Accident Insurance 14 S 080
' BENEFICIARY INFORMATION
N
" ELECTION SUMMARY 4

If you choose to elect the Legal Plan, after electing,
please Scroll Down and Click on Save & Continue




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)

"
'y
Y

< ATy e

+/ CORE BENEFITS

CURRENT COVERAGE
Coverage: Coverage Date:
v FLEXIBLE SPENDING ACCOUNT 30000 010112024

Actual Ceverage Amount : $30.000.00

VOLUNTARY BENEFITS =
OVEred:

«f Supplemental Life Insurance and Employee=Family
AD&D For Employes (
o Supplemental Life NSurance For | 1 | want to waive Critical lliness E)
Your Spouse 0 RUNNING TOTAL Per Pay

Period Deduction
51.00

Supplemental Life Insurance For

Your Child(ren)

o Long Term Disability Buy-up

30000 » VIEW BENEFIT INFORMATION
o Lezal Plan
« [Group Accident Insurance
¥/ BENEFICIARY INFORMATION | 1000t o s
Employee + Sponse (054470
v ELECTION SUMMARY Employee+Family @ 539
Employea + Child{ren) ) §36.30
Bepuacted Gouprzop dmont: S0 000 (10 Emalngee Cnet: 809101

If you choose to elect Critical lliness, please elect the
Tier Level of your choice, after electing. Please Scroll
Down and Click on Save & Continue




ENROLLMENT - BENEFITSWALK

_SEI.ECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
/ gauTYou e~
v CORE BENEFITS CURRENT COVERAGE
High Plan Employes+Famify
v FLEXIBLE SPENDING ACCOUNT
Employee Cost {Per Pay Periad) - Emplayer Cost:
VOLUNTARY BENEFITS PreTar: $000 $u.u|s3
PostTar: 3.4 otak
«  Supplemental Life Insurance and o 3594 @
ADED For Employee RUNNING TOTAL Per Pay
o Supplemental Life Insurance For [] | WANT TD WAIVE GROUP ACCIDENT INSURANCE Period Deduction
four Sy " SI40851
J Supplemental Life Insurance For q
Your Eh!]d[l’ﬂﬂ] HIGH PLAN WWizw Benafil Infsrmation
«f  Long Term Disability Buy-up Emplayes Only O sy Employee Cost: s3534
o Legal Plan Emplayee + Spouse ) s2155 : Emgloyer Cost: snoo
J  Critical lllness Employee+Family @ 35 ,' PER PAY PERIOD DEDUCTION FOR THIS PLAN
=* Group Accident Insurance Employes + Child(ren) ) 5043 §33.34
v/ BENEFICIARY INFORMATION & Select Dependents

If you choose to elect Group Accident Insurance, please
elect the Tier Level of your choice, after electing. Please
Scroll Down and Click on Save & Continue




v ABOUT YOU
v/ CORE BENEFITS
v/ FLEXIBLE SPENDING ACCOUNT

Eeneﬁcian‘l!n§onﬂatan _

BENEFICIARY ALLOCATION

Select the Plan Type:
v VOLUNTARY BENEFITS

BENEFICIARY INFORMATION

v ELECTION SUMMARY

All Elected Plan Type(s)

Apply this allocation to all plan types: @ Yes O Mo

Please Click Here to
Add Beneficiary

& Sefect
Beneficiary

ADD =
BENEFICIARY
BENEFICIARY 1 BENEFICIARY 2

i Hale
SAM SAMPLE SAU SAMPLE
h !

(- 1-676 AH-101-6100

’ Please select the type "
OATE OF EIFTH R DATE OF BIRTH
1A/ 1980 Here, Prlmary or 520
BENGACIBRY THFE Contingent BENERCINGY TYFE
SPOUSE l CHiLe

BINERT TS ENERT TYPE
Primary - Comtingent

%, 4L0CATICH % AILOCATON
[tz N oo

t

AT Please Allocate the amount ||| sy
o Here, enter percentage. [




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2024)
\ 7

. \.:;:‘)_.
. 4

v ABOUTYOU

Election Summary

v CORE BENEFITS

v FLEXIBLE SPENDING ACCOUNT

v VOLUNTARY BENEFITS ELECTED
+ BENEFICIARY INFORMATION CORE BENEFITS

W ey e R Rt A Dental BenefitPlan VisionBenefitPlan  Employee Assistance Program Basic Life Insurance

Basic Life Insurance For Your Spouse or Domestic Partner  Basic Life Insurance For Your Dependent Child(ren)  Basic AD&D Insurance For Employee Basic Long Term Disability

BLUE SHIELD ACGESS+ HMO

®

RUNNING TOTAL Per Pay

Period Deduction
$1405.43

(Employee+Family)
|Eff From 01/01/2024)
Employee Cost [Per Pay Period)

PreTax 443000
Post Tax: 5000
Employer Cast: 4234578
Total 5275578
Coverage Date: 0101/2024
Dependents: After you complete your elections you will reach at “Election Summary” SamSample
page. Please Click on “Confirm Elections” on the “TOP” right corner or the {EFf From
“Bottom” right corner bty




¥YOU HAVE SUCCESSFULLY CONFIRMED YOUR ELECTIONS.
CLICK OK TO RETURN TO THE HOME PAGE.
CLICK PRINT/EMAIL TO PRINT YOUR CONFIRMATIONM.
PLEASE NOTE THAT EVIDENCE OF INSURABILITY (EOI) IS REQUIRED FOR SOME ELECTIONS. EOI

CAN BE COMPLETED FROM THE ALERT SECTION OF THE HOME PAGE OR ON THE ELECTION
SUMMARY FOR EACH INDIVIDUAL BENEFIT.

m PRINT/EMAIL

After you Confirm your elections you will get this “POPUP” you can choose
“OK” or “PRINT/EMAIL” to print or email the election summary




THANK YOU © © ©




