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TEMPLE CITY UNIFIED SCHOOL DISTRICT

TCEA
EMPLOYEES BENEFIT SELECTION SHEET

January 1, 2020 – December 31, 2020
Legal Name                                                                                    School/Work Location 



                                
Home







City



 ZIP Code

                                                 

Telephone                                
Birth Date              


SS# 



 

Email








Job Title





   TCUSD Annual Contribution: $9250.00 towards medical, dental, vision, and life insurance
Please Select ONE Medical Insurance Provider Only
   CalPERS Medical Ins. – If you live outside of L.A., Riverside or San Bernardino Counties, please contact Personnel for rates.
	          MEDICAL
	Employee Only
	OR(
	 Employee and

One Dependent
	OR(
	Employee and 2+

Dependents

	
	 SELECT
 ONE
	Tenthly
	Annual
	  SELECT
 ONE
	Tenthly
	Annual
	  SELECT
 ONE
	Tenthly
	Annual

	Anthem HMO Select*
	
	743.92
	7439.16
	
	1487.83
	14878.32
	
	1934.18
	19341.84

	Anthem HMO Trad.*
	
	1083.16
	10831.56
	
	2166.31
	21663.12
	
	2816.21
	28162.08

	Blue Shield Access*
	
	975.80
	9758.04
	
	1951.61
	19516.08
	
	2537.09
	25370.88

	Blue Shield Trio*
	
	749.92
	7499.16
	
	1499.83
	14998.32
	
	1949.78
	19497.84

	Health Net Salud Y Mas*
	
	470.77
	4707.72
	
	941.54
	9415.44
	
	1224.01
	12240.12

	Health Net SmartCare*
	
	778.10
	7781.04
	
	1556.21
	15562.08
	
	2023.07
	20230.68

	Kaiser*
	
	797.27
	7972.68
	
	1594.54
	15945.36
	
	2072.89
	20728.92

	PERS Choice*
	
	852.35
	8523.48
	
	1704.70
	17046.96
	
	2216.10
	22161.00

	PERS Select*
	
	522.89
	5228.88
	
	1045.78
	10457.76
	
	1359.50
	13595.04

	PERS Care*
	
	1117.34
	11173.44
	
	2234.69
	22346.88
	
	2905.09
	29050.92

	United Healthcare*
	
	801.97
	8019.72
	
	1603.94
	16039.44
	
	2085.13
	20851.32


   Dependent children are eligible for Medical coverage through the end of the month they turn 26.

Waive Medical Coverage ( Proof of Medical Coverage is Required
     *THE ABOVE MEDICAL RATES DO NOT REFLECT THE 0.27% ADMINISTRATIVE FEE FROM CALPERS              

	DENTAL
	SELECT
ONE
	  Tenthly
	   Annual

	Delta Dental Premier (Group No: 07025) – Employee and Family
Dependent children are eligible for coverage through the end of the month they turn 25.
	
	    150.00
	  1500.00

	MetLife Dental (D-HMO) (Plan Name SG50) – Employee and Family
Dependent children are eligible for coverage through the end of the month they turn 26.
	
	      50.93
	    509.28


 Waive Dental Coverage (
	VISION
	SELECT
ONE
	  Tenthly
	   Annual

	Medical Eye Service – Employee Only
	
	        6.00
	      60.00

	VSP – Employee Only
	
	      18.44
	    184.44

	VSP – 2 or more 

Dependent children are eligible for coverage through the end of the month they turn 25.
	
	      41.39
	    413.88


Waive Vision Coverage (

 Blue Shield Life Insurance
- CPI




             Tenthly
         Annual
 Employee Only $10,000 (Level Term)



                     1.80
            18.00
 Employee with Dependents $10,000 (Level Term) and $1,000 for Dependents               2.52

      25.20


 Eligible Dependents are spouse, and children up to age 21, or up to 23, if full-time students.
 Indicate number of dependents


 Waive Life Insurance Coverage (
SIGNATURE 






DATE 





Spouse is a TCUSD Employee (  Name of Spouse







  Temple City Unified School District


Waiver of Coverage under the School District’s Group Healthcare Plan 
Employee Name: ____________________________________
Employee SS# ___________________________________
Employee Eligibility Start Date*________________________
 Plan Year 
January 1, 2020 – December 31, 2020
   










*This is the date that the coverage would have started had you enrolled in the coverage

On behalf of myself, my spouse (if any) and my dependents (if any), I waive the option to enroll in the School District’s Group Healthcare Plan (the “Plan”) offered for the following reasons:
Please select from the following all that apply:
· I have healthcare coverage through a group or individual healthcare plan outside of the school district.


· Carrier: ___________________________________________________  Policy number: _____________________________

· I am covered by Medicaid.

· I am covered by Medicare.

· I have other healthcare coverage for myself:  ________________________________________________________________(Explain.)

· I have other healthcare coverage for my dependents:  _________________________________________________________(Explain.)

· I am exempt: __________________________________________________________________________________________(Explain.)

· My dependents are exempt: ______________________________________________________________________________(Explain.)

· I do not wish to enroll myself, my spouse (if any) or dependents (if any) in healthcare benefits at this time.

I acknowledge that the Plan was explained to me, including notice that the Plan satisfies the Affordable Care Act’s definitions of minimum value and affordability.   As a result, I, my spouse (if any), and my dependents (if any) (collectively, the “Coverage”) will not be eligible for premium tax credits or cost sharing assistance through the Healthcare Exchange.

I understand that if I, my spouse (if any) and/or my dependents (if any), do not have healthcare coverage I may be assessed a tax penalty by the Internal Revenue Service.  

I understand that if I wish to enroll myself, my spouse (if any), and/or my dependents onto the Plan at a time other than during my School District’s Open Enrollment, in addition to the School District’s requirements for eligibility, the requirements for Special Enrollment, as summarized below, must also be satisfied.  Otherwise, I will need to wait until the next Open Enrollment.

I understand that I have the right to apply for Coverage under the Plan and have been provided the opportunity to apply for such Coverage.  However, I have declined to enroll myself, my spouse (if any), and my dependents (if any).  I have made this decision voluntarily.

I have reviewed this form, understand its contents, and have provided my answers herein in order to waive coverage under the School District’s Healthcare Plan, and I certify that all of the information completed on this form is true, correct and complete.  

____________________________________



________________________

Employee Signature 





Date
Special Enrollment

If you are declining enrollment onto the school district’s healthcare plan during the school district’s Open Enrollment for yourself, your spouse or your dependents because of other health insurance or group health plan coverage, you may be able to enroll yourself and your dependents onto the school district’s healthcare plan outside of Open Enrollment if you, your spouse or your dependents lose eligibility for that other coverage (or if the employer stops contributing towards your, your spouse’s or your dependents’ other coverage). However, you must request enrollment within 30 days after your, your spouse’s or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself, your spouse and your dependents onto the district’s healthcare plan outside of Open Enrollment.  However, you must request enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.

To request special enrollment or obtain more information, contact   Lucy Lin, who can be reached at 626-548-5123.
PERSONNEL OFFICE ONLY


Eff. Date			


To Payroll			


Waiver Form Rec’d.		


Dep. Docs. Rec’d.		


Input Date			


Processed By		









