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DISCLAIMER
Payroll Authorization

| hereby authorize Foothill-De Anza Community College District to deduct from my pay the premium
contribution applicable for the coverage | have elected. | understand that this payroll deduction will
continue in effect unless | terminate employment or change my election as permitted under the plan
(e.g., during open enrollment, due to a change in family status, or during a special enrollment period). |
understand and agree that for the benefits plan year 20246, my premium contribution will be deducted
from my pay on a 'pre-tax’ basis. | understand and agree that such payment must be made on or before
the first of the month for which the premium contribution is applicable. | understand and agree that if |
have a 10-month or 11-month assignment, my premium contribution will be collected at the earliest
opportunity and may be assessed in arrears to bring my contributions up-to-date. | further understand
and agree that in an event that any month in which a premium contribution is due and | have insufficient
funds to meet my premium contribution or whenever | am on non-pay status with paid benefits status
such as LTD, etc., | may enroll under the Direct Pay Plan to avoid a lapse of coverage. In such a situation, |
must prepay the insurance carrier directly for the full monthly health insurance premium and qualify for
the monthly employer share of cost reimbursement in arrears, providing that | serve the District with
appropriate proof of payment and the applicable invoice to validate the payment.

Mote: MetLife requires that you must be in active pay status to participate in any of their voluntary
products. This means that if you have enrolled in Critical [llness, Accident Insurance, and Legal Plan via
open enrollment that required payroll deduction, your first payroll deduction will occur on 01/31/2026
or the first of the month following the policy being underwritten by MetLife. If you are not in pay status
after enrollment is made, you will need to make arrangements with MetLife directly to secure the
coverage. Mo further payroll deduction is permitted.

Click on “I Accept” to start
enroliment




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)

4

ABOUTOU - [

MY QUESTION

O CORE BENEFITS

O FLEXIBLE SPENDING ACCOUNT
O VOLUNTARY BENEFITS

O BENEFICIARY INFORMATION

O ELECTION SUMMARY

Please answer the interactive questions and then click on the “Save & Continue” button to proceed.

Interactive Questions [ enter the following )

Emergency contact name

Relationship

Phone number WM KM KK

Email address

Your benefit election is administratively joined to the *

other spouse/domestic partner's medical plandue to | 1O -

elimination of dual coverage (HR use only)

Save & Continue




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)

2
ABOUT YOU —
MY QUESTION . .
Interactive Questions [ enter the following )
DEPENDENT QUESTION
* Newly added Dependent All dependents [T '
O CORE BENEFITS
TRET AC (Spouse)
O FLEXIBLE SPENDING ACCOUNT e P o ot < .

O VOLUNTARY BENEFITS

Save & Continue

O BENEFICIARY INFORMATION

O ELECTION SUMMARY

Please answer the dependent interactive questions, ensuring all necessary information is provided, and then click on the “Save & Continue” button

to proceed.



SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)

2

O ABOUTYOU

CORE BENEFITS

~» Medical and Pharmacy Benefit

Dental Benefit Plan
Vision Benefit Plan
Dental Benefit Plan
Vision Benefit Plan
Employee Assistance Program

K< 00O0O0g

Basic Life Insurance

|| 1'WANT TO WAIVE MEDICAL AND PHARMACY BENEFIT PLAN

OR

@
ANTHEM HMO SELECT

Add Dependents

»View Benefit Information

Employee + 1 Child
Employee Only
Employee + Spouse

Employee+Family

() $384.00
) $197.00
() $384.00

() $496.00

Please select the plan and tier level that best suits your needs, then click on the “Save & Continue” button to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
¥

© ABOUT Yo oerreeren e [
This selection may be linked to other coverage options. Please review carefully before you proceed.
CORE BENEFITS
«/* Medical and Pharmacy Benefit CURRENT COVERAGE
Plan Delta Dental PPO Employee + Spouse
~* Dental Benefit Plan Employee Cost (Per Pay Period) - Employer Cost:
/" Vision Benefit Plan E;e T?!: gaﬂu-gﬂ ?13"312
) tTax: S0. otal-
O Dental Benefit Plan e $136.12
O Vision Benefit Plan
/" Basic Life Insurance OR Add Dependents
/" Basic Life Insurance For Your )
Spuusg or Domestic Partner DELTA DENTAL PPO »View Benefit Information
O Basic Life Insurance For Your Employee + 1 Child ) $10.00 Employee Cost: $10.00
Dependent Child(ren) Employee Only O $500 Employer Cost: $126.12
£ Danin ANON luneirnan [ S A\ N

Please choose the plan and tier level that you prefer, and then click on the “Save & Continue” button to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
\

This selection may be linked to other coverage options. Please review carefully before you proceed.
CORE BENEFITS
«/ Medical and Pharmacy Benefit N CURRENT COVERAGE
Plan Vision Benefit Plan Employee + Spouse
+/ Dental Benefit Plan Employee Cost (Per Pay Period) - Employer Cost:
~»Vision Benefit Plan Pre Tax:  $2.00 $It1 .IT_s
O Dental Benefit Plan Fost Tax: 5000 5';;_7'5
QO Vision Benefit Plan
i @
/' Employee Assistance Program | -\ o\ peveer pLAN +View Benefit Information
«/ Basic Life Insurance
/ Basic Life Insurance For Your Employee + 1 Child O 5200 Employee Cost- 200
Spouse or Domestic Partner Employee Only ) $100 Employer Cost: $11.75
O Basic Life Insurance For Your | Employee + Spouse exwn ) PERPAY PERIDD DEDUCTION FOR
Dependent Child(ren) Employee+Family O $3.00 $2.00
_ /" Racir AN2N lneuranra Ear -

Please review the Vision plan, as it is bundled with the dental plan, and then click on the “Save & Continue” button to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
4

O ABDUT YDU Employee Assistance Program _
CORE BENEFITS CURRENT COVERAGE

«/ Medical and Pharmacy Benefit Coverage: Coverage Date:
Plan EAP — OptumHealth 01/01/2026

Dental Benefit Plan Employee Cost (Per Pay Period) : Employer Cost:
Vision Benefit Plan PreTax:  $0.00 $3.23

Dental Benefit Plan FostTax 5000 ;uatf?la

Vision Benefit Plan

Employee Assistance Program
Basic Life Insurance

Basic Life Insurance For Your
Spouse or Domestic Partner

QO Basic Life Insurance For Your Employee Cost Employer Cost
Dependent Child(ren) $0.00 $323

@ EAP - OptumHealth

The Employee Assistance Program (EAP) is an employer-provided plan. Please click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
Y

© ABOUT YOU T—
CORE BENEFITS CURRENT COVERAGE

+/ Medical and Pharmacy Benefit Coverage: Coverage Date:
Plan Basic Life Insurance 01/01/2026
Actual Coverage Amount : $50,000.00
Dental Benefit Plan

Vision Benefit Plan Employee Cost (Per Pay Period) : Employer Cost:
Pre Tax:  $0.00 $10.50

Dental Benefit Plan Post Tax: S0.00 Total:
Vision Benefit Plan $1050
Employee Assistance Program
Basic Life Insurance

® BASICLIFE INSURANCE

Basic Life Insurance For Your
Spouse or Domestic Partner

O Basic Life Insurance For Your $50,000.00
Dependent Child(ren)

/" Basic AD&D Insurance For
Employee N

Basic Life Insurance is an employer-provided plan. Please click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
4

O ABDUT YUU Basic Life Insurance For Your Spouse or Domestic Partner —

CORE BENEFITS CURRENT COVERAGE

/" Medical and Pharmacy Coverage: Coverage Date:
Benefit Plan Basic Life For Spouse/Domestic Partner 01/01/2026

Actual Coverage Amount : $5,000.00
/" Dental Benefit Plan

" Vision Benefit Plan Employee Cost (Per Pay Period) : Employer Cost:

. Pre Tax:  $0.00 S1.13
O Dental Benefit Plan Post Tac $0.00 Total

O Vision Benefit Plan $1.13

/ Employee Assistance
Program 1 Iwant to waive Basic Life Insurance For Your Spouse or Domestic Partner

/" Basic Life Insurance

= Basic Life Insurance For
Your Spouse or Domestic

Partner $5,000.00

O Basic Life Insurance For

@ BASICLIFE FOR SPOUSE/DOMESTIC PARTNER

Basic Life Insurance for your spouse or domestic partner is an employer-provided plan. To be eligible for enrollment, your dependent must be
covered under Medical and/or Dental/ Vision Plans. Click 'Save & Continue' to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
Y/

O ABOUT YOU Basic Life Insurance For Your Dependent Child(ren) _
CORE BENEFITS CURRENT COVERAGE

/" Medical and Pharmacy Benefit Coverage: Coverage Date:

Plan Basic Life for Dependent Child{ren) 01/01/2026
Actual Coverage Amount : $5,000.00

Dental Benefit Plan

Vision Benefit Plan Employee Cost (Per Pay Period) - Employer Cost:

: PreTax:  $0.00 $1.13
Dental Benefit Plan Post Tax: SO.00 Total:

Vision Benefit Plan S1.73
Employee Assistance Program
Basic Life Insurance ] | want to waive Basic Life Insurance For Your Dependent Child(ren)

Basic Life Insurance For Your
Spouse or Domestic Partner

= Basic Life Insurance For Your
Dependent Child(ren) 5.000.00
/ Basic AD&D Insurance For $5,000.
Employee

«/ Basic Long Term Disability

4
o
o
4
4
v

® BASICLIFE FOR DEPENDENT CHILD(REN)

s
O FLEXIBLE SPENDING ACCOUNT Reguested Coverage Amount: $5,000.00 Employee Cost: S0.00
Actual Coverage Amount: $5,000.00 Employer Cost: 5173

™ VNITINTARY RENFFITS

Basic Life Insurance for child(ren) is an employer-provided plan. To be eligible for enroliment, your dependent must be covered under Medical
and/or Dental/ Vision Plans Click 'Save & Continue' to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
Y/

O ABOUTYOU sssc 4050 nsuaneFr i [
CORE BENEFITS CURRENT COVERAGE

/" Medical and Pharmacy Benefit Coverage: Coverage Date:
Plan Basic AD&D Insurance for Employee 01/01/2026
Actual Coverage Amount : $50,000.00
Dental Benefit Plan

Vision Benefit Plan Employee Cost (Per Pay Period) - Employer Cost:

' Pre Tax:  S0.00 5075
Dental Benefit Plan Pt Tae 5800 il

Vision Benefit Plan $0.75
Employee Assistance Program
Basic Life Insurance
Basic Life Insurance For Your
Spouse or Domestic Partner
/" Basic Life Insurance For Your
Dependent Child(ren) $50,000.00
=+ Basic AD&D Insurance For
Employee
«/ Basic Long Term Disability A

Requested Coverage Amount: $50,000.00 Employee Cost: $0.00
O FLEXIBLE SPENDING ACCOUNT Actual Coverage Amount: $50,000.00 Employer Gost: $0.75

@ BASIC AD&D INSURANCE FOR EMPLOYEE

Basic AD&D Insurance for employees is an employer-provided plan. Please click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
2

O ABOUTYOU ssscLne oo [
CORE BENEFITS CURRENT COVERAGE

/" Medical and Pharmacy Benefit Coverage: Coverage Date:

Plan LTD 66 2/3% of Salary 01/01/2026
Aetual Coverage Amount : $6,000.00

Dental Benefit Plan

Vision Benefit Plan Employee Cost (Per Pay Period) - Employer Cost:
' Pre Tax:  S0.00 S

I]_ental Benef.|t Plan Post Tax: S0.00 Total:

Vision Benefit Plan $31.3

Employee Assistance Program

Basic Life Insurance

Basic Life Insurance For Your
Spouse or Domestic Partner

« Basic Life Insurance For Your
Dependent Child(ren) $6,000.00

/ Basic AD&D Insurance For
Employee
= Basic Long Term Disability N\

Requested Coverage Amount: 56,000.00 Employee Cost: 50.00
O FLEXIBLE SPENDING ACCOUNT Actual Coverage Amount: $6,000.00 Employer Cost: $31.31

v
v
O
O
v
v
v

@ LTD 66 2/3% OF SALARY

Basic Long-Term Disability (LTD) is an employer-provided plan. Please click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
¥
O ABOUT YOU The minimum annual contribution amount is $500 for both F$A Health Care and Dependent Care accounts, Due to the system limitation, the

calculation of the monthly contribution amount cannot be less than $41.47. Please enter $500.04 for the minimum annual goal amount
($41.67x12=5500.04)

' CORE BENEFITS

FLEXIBLE SPENDING AGCOUNT
=+ FSA - Health Care ]

© FSA - Dependent Care
Reimbursement Account

O Commuter Benefits - Parking
Account

©  Commuter Benefits - Transit OR
Account ENTER GOAL AMOUNTS:

[ | I'WANT TO WAIVE FSA - HEALTH CARE REIMBURSEMENT ACCOUNT

© VOLUNTARY BENEFITS () FSA - Health Care Reimbursement Account
Pay Period Goal Amount Annual Goal Amount

O BENEFICIARY INFORMATION

S| 000 §| 000

O ELECTION SUMMARY

If you choose to enroll in the Health Care Reimbursement Account plan, please enter the per pay period contribution amount. Once entered, click
on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
L2

O ABOUT YOU 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 $41.467. Please enter $500.04 for the minimum annual geal amount

($41.67x12=5500.04)

/" CORE BENEFITS

FLEXIBLE SPENDING ACCOUNT

©  FSA - Health Care CoA - Desendent Care Reimb e
Reimbursement Account - Dependent Care Reimbursement Account

~» [SA - Dependent Care
Reimbursement Account
A?cuua[;m muter Benefits - Parking [ ] | WANT TO WAIVE FSA - DEPENDENT CARE REIMBURSEMENT ACCOUNT

©  Commuter Benefits - Transit OR
Account ENTER GOAL AMOUNTS:

O VOLUNTARY BENEFITS () FSA- Dependent Care Reimbursement Account
Pay Period Goal Amount Annual Goal Amount
S| 000 §| 000

O BENEFICIARY INFORMATION

O ELECTION SUMMARY

If you choose to enroll in the Dependent Care Reimbursement Account plan, please enter the per pay period contribution amount. Once entered,
click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)

Y/

O ABOUTYOU

v/ CORE BENEFITS

FLEXIBLE SPENDING ACCOUNT

©  FSA - Health Care
Reimbursement Account

/" FSA - Dependent Care
Reimbursement Account

~»  Commuter Benefits - Parking
Account

O Commuter Benefits - Transit
Account

O VOLUNTARY BENEFITS

O BENEFICIARY INFORMATION

O ELECTION SUMMARY

If you choose to enroll in the Commuter Benefits — Parking Account plan, please enter the per pay period contribution amount. Once entered, click

[ ] I'WANT TO WAIVE COMMUTER BENEFITS - PARKING ACCOUNT
OR

ENTER GODAL AMOUNTS:

@ F5A- Parking Account

Pay Period Goal Amount Annual Goal Amount

S| 4000 § 480.00

Y/

Employee Cost: 540.00
Employer Cost: $0.00

PER PAY PERIOD DEDUCTION FOR THIS PLAN
$40.00

on “Save & Continue” to proceed.



SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
L2

O ABOUT YO ey

v CORE BENEFITS

UGN G2 AHHUUTT I ] 1 wANT T0 WAIVE COMMUTER BENEFITS - TRANSIT ACCOUNT

©  FSA - Health Care OR
Reimbursement Account

/" FSA - Dependent Care
Reimbursement Account @ FSA- Transit Account

/" Commuter Benefits - Parking
Account

=»  Commuter Benefits - Transit S| 8400 $| 1008.00
Account

ENTER GOAL AMOUNTS:

Pay Period Goal Amount Annual Goal Amount

© VOLUNTARY BENEFITS V

Employee Cost: $84.00
O BENEFICIARY INFORMATION Employor Cast: SO0

O ELECTION SUMMARY PER PAY PERIOD DEDUCTION FOR THIS PLAN
$84.00

If you choose to enroll in the Commuter Benefits — Transit Account plan, please enter the per pay period contribution amount. Once entered, click
on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
Y/

v/ CORE BENEFITS

[] Iwant to waive Supplemental Life Insurance and AD&D For Employee
© FLEXIBLE SPENDING ACCOUNT | @ SUPPLEMENTAL LIFE AND AD&D

VOLUNTARY BENEFITS

~» Supplemental Life Insurance and $50,000.00
AD&D For Employee =

O Supulementalli_felnsurancEFur (Pleasn click on ‘Calculate Premims o vie the oot for your selected C e catatated, ik Save
Your Spouse/Domestic Partner & Continue’ to save your Election)

O Supplemental Life Insurance For %
Your Child(ren)

©  Long Term Disability Buy-up

O legal Plan IF EOI APPROVED
O  Critical lllness Employee Pre Cost- $0.00 Total Employee Cost: $39.00

Employee Post Cost: $39.00 Employer Cost :50.00
Total Cost :$39.00

O Group Accident Insurance

O BENEFICIARY INFORMATION Ol Eifence O lsurabilty

If you choose to enroll in the Supplemental Life Insurance and AD&D plan, please select the desired coverage amount and click on “Calculate
Premium.” After reviewing the calculated premium, click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
Y/

v/ CORE BENEFITS

] I'want to waive Supplemental Life Insurance For Your Spouse/Domestic Partner
O FLEXIBLE SPENDING ACCOUNT | @ suPPLEMENTAL LIFE INSURANCE FOR SPOUSE/DOMESTIC PARTNER

VOLUNTARY BENEFITS

/" Supplemental Life Insurance and $25,000.00
AD&D For Employee ot

- S"Hﬂlmm' Insurance For {Plaase dlick on ‘Calculats Pramiun to view the cost for your salected Coverape Amount. Oncs calculated, click 'Save
Your Spouse/Domestic Partner & Continue' to save your Election)

O Supplemental Life Insurance For
Your Child(ren) PREMIUM

If you choose to enroll in the Supplemental Life Insurance for your Spouse/Domestic Partner plan, please select the desired coverage amount and
click on “Calculate Premium.” After reviewing the premium, click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
Y/

© ABOUT YO savmateimrnzro e [

v/ CORE BENEFITS

] Iwant to waive Supplemental Life Insurance For Your Child(ren)

O FLEXIBLE SPENDING ACCOUNT | @ SUPPLEMENTAL LIFE INSURANCE FOR CHILD(REN)

VOLUNTARY BENEFITS

/" Supplemental Life Insurance and $10,000.00
AD&D For Employee

/" Supplemental Life Insurance For
Your Spouse/Domestic Partner N
=+ Supplemental Life Insurance For v
Your GI]iH[nm] Requested Coverage Amount: $10,000.00 Employee Cost $3.14
O lone Term Disahilitv Buv-un Actual Coverage Amount: $10,000.00 Employer Cost: S0.00

If you choose to enroll in the Supplemental Life Insurance for Child(ren) plan, please select the plan and click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
¥/

o BT et [

v/ CORE BENEFITS

[] I'want to waive Long Term Disability Buy-up
O FLEXIBLE SPENDING ACCOUNT | @ LTD BUY-UP- 66 2/3% OF SALARY

VOLUNTARY BENEFITS

" Supplemental Life Insurance and 66.67% Monthly Salary
ADED For Employee

/" Supplemental Life Insurance For
Your Snouse/Domestic Partner

If you choose to enroll in the Long-Term Disability Buy-up plan, please select the plan and click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
2

> A0uT oL e

' CORE BENEFITS

O FLEXIBLE SPENDING ACCOUNT | [T] 1 WANT TO WAIVE LEGAL PLAN

OR
VOLUNTARY BENEFITS

" Supplemental Life Insurance and
AD&D For Employee © Legal Plan

/" Supplemental Life Insurance For | Employee Cost
Your Spouse/Domestic Partner $2145

/" Suoolemental Life Insurance For

If you choose to enroll in the Legal plan, please select the plan and click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
L2

o AU oL s

v/ CORE BENEFITS
[] Iwant to waive Critical lliness

O FLEXIBLE SPENDING ACCOUNT | OR

VOLUNTARY BENEFITS

/" Supplemental Life Insurance and » VIEW BENEFIT INFORMATION
AD&D For Employee

/" Supplemental li_fe Insurance For $30,000.00

Your Spouse/Domestic Partner

/" Supplemental Life Insurance For

Your Child(ren) Employee Only ) $101.70

/" Long Term Disability Buy-up Employee + Spouse o) :22;3::
Employee+Famil @S2

:: ::f::?:nm EmEIn:ee - Ehil:{ren] () 3118.10

If you choose to enroll in the Critical lliness plan, please select the tier level that best suits your needs and click on “Save & Continue” to proceed.




SELECT YOUR BENEFITS COVERAGE BENEFITSWALK (PLAN YEAR 2026)
L2

O ABOUT YO s [

v/ CORE BENEFITS [ | WANT TO WAIVE GROUP ACCIDENT INSURANCE

O FLEXIBLE SPENDING ACCOUNT |
@
VOLUNTARY BENEFITS HIGHPLAN iew Bnefit Ifornato

/ Supplemental Life Insurance and | Emplovee Only O $1431 Employee Cost: $35.34
AD&D For Emplﬂ}'ﬂﬂ Employee + Spouse 7 SN56 Employer Cost: $0.00

«/ Supplemental Life Insurance For | pmployee+Family @ 53534 >> PER PAY PERIOD DEDUCTION FOR THIS PLAN
Your Spouse/Domestic Partner O s $35.34

J §!.I!'.!|:!|_Eml‘_illta| Life Insurance For

Employee + Child(ren)

If you choose to enroll in the Group Accident Insurance plan, please select the tier level of your choice and click on “Save & Continue” to proceed.




BENEFICIARY ALLOCATION

1 Select
Beneficiary

BENEFICIARY 1 BENEFICIARY 2

MANE:
TRE AC

ot e
N34

[ATE OF BIRTH:
02/07/ 2012

BENEFICIARY TYFE:
CHILD

IBENEFIT TYFE:

ADD =
BENEFICIARY

Select the Plan Type:

' All Flected Plan Type(s) |

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

MEME:
TRE1 AC

35K:
-N-4243

[WTE OF BIRTH:
09/0771595

EEMEFICIARY TYPE:
SPOUSE

EEMEFIT TYFE:

| -Select-

| —~Salect—

% ALLOCATION:

% ALLOCATIDK:

CANCEL SAVE SAVE & CONTINUE=

Click on the “Add Beneficiary” button to create a new beneficiary. When assigning the allocation percentages, ensure that both primary and
contingent allocations are correctly distributed for each category.
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7/
O ABOUTYOU

Flection Summ‘;w _

+/ CORE BENEFITS Your Interactive Cuestions, Elections are incomplete. You will be able to confirm your elections only after electing your berefits.

Please complete vour Beneficiary designations. Confirmatian is anly possible once beneficiaries are fully desiznated.
O FLEXIBLE SPENDING ACCOUNT

=+ (onfirm Election

v VOLUNTARY BENEFITS

O BENEFICIARY INFORMATION ELECTED

ELECTION SUMMARY CORE BENEFITS

=¥ Medical and Pharmacy Benefit Plan Dental Benefit Plan Vision Benefit Plan Employee Assistance Program Basic Life Insurance

Basic Life Insurance For Your Spouse or Domestic Partner Basic Life Insurance For Your Dependent Child(ren) Basic ADED Insurance For Employee Basic Long Term Disability
ANTHEM HMO SELECT

(Employes+Family)
(Eff From 01/01/2024)
Employvee Cost [Per Pay Period)

Pre Tax £494.00
Post Tax: $0.00

Employer Cost: $2 988.35

Total: £3.474.35

Coverage Date: 01/01/2026

Depandents: TRE1AC

(Eff From
01/01/2026)

Please review your elections on the “Election Summary” page, and once everything is correct, click on “Confirm Election” to finalize the
enroliments.




YOU HAVE SUCCESSFULLY CONFIRMED YOUR ELECTIONS.
CLICK OK TO RETURN TO THE HOME PAGE.

CLICK PRINT/EMAILTO PRINT YOUR CONFIRMATION.
PLEASE NOTE THAT EVIDENCE OF INSURABILITY (EOI) IS REQUIRED FOR SOME ELECTIONS. EQOI
CAN BE COMPLETED FROM THE ALERT SECTION OF THE HOME PAGE OR ON THE ELECTION
SUMMARY FOR EACH INDIVIDUAL BENEFIT.

m PRINT/EMAIL CANCEL

After you confirm your elections you will get this pop up, you can choose “OK” or “PRINT/EMAIL” to print or email the confirmation statement.




