Mountain View School District Personnel File Checklist
Full-time Administrative Employee

Name of Employee

Address
Township
Social Security Number
Date of Birth Telephone
Reqguired for Employment
1. Administrative Application returned and signed
2. Resume
3. College/University Transcripts — Official
4, Recommendations for Employment
5. Interview Records/Data
6. Pennsylvania State Request for Criminal Record Check

hitps://fepatch.state.pa.us *(must be original to be copied) (Act 34)

7. PA Child Abuse History Clearance *(must be original to be copied) (Act 151)
https://www.compass.state.pa.us/cwis/public/home

8. FBI Federal Criminal History Record — https:/fuenroll.identogo.com; code 1KGBXN
*(must be original {o be copied) (Act 114)

9, Arrest/Conviction Report (Act 24)

10. Employment Eligibility Verification (Form |-9)

11. W-4 Form

12. _etter of Appointment by Board of Education

13. Health Record with Proof of Tuberculosis Tine Test

within the last 3 months
14, Loyalty Oath

15. Verification of Unused Sick Leave Days for Transfer
16. Health Insurance Application

17. Dental Insurance Application

18. Group Life Insurance Enrollment Application

19, Direct Deposit Authorization Information

20. Payroll Deduction Authorization Information

21. Local Earned Income Tax (Act 32)

22. Acceptable Use for Computer and Internet Access

23. MVR Form (Need copy of Car Insurance)
24. Act 126 Certificate-

http:/fiwww socialwork. pitt. edu/researchiraining/child-welfare-education-research-

programs/act-31-line-training
25. 403 Universal Availability Document

26. Act 168

27. Act 29 PSER'S Form
28. Aftac

29. Vision Form

30. Eye Form



Employment Eligibility Verification USCIS

Department of Homeland Security omgg?‘:atjmn
U.8. Citizenship and mmigration Services Expires [0/31/2022

» START HERE: Read Instructlons carefully before completing this form. The instructions must be available, either in paper or alectronically,
durlng completion of this form. Employars are llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTIGE: ILis iltegal to discriminate agalnst work-aulharized indlviduals. Emplayers CANNOT specify which documen(s) an
employee may present lo establish employment authorizallon and identily. The sefusai lo hire or continue to employ an Individuel because he
documentation presentod has a fulure explration date may also constiluls illegat diserimination,

{

Last Name (Famlly Namej} First Name (Given Name) Middte Initial Other Last Names Used {if any)
Address (Street Number and Name) Apt. Number | Clty or Town Stale ZIP Coda
Date of Blrth (mm/ddinyy} U.S. Soclal Security Number Employes's E-mail Address Employes's Telephone Number

REENERNENEN

i am aware that federal law providas for imprisonment andlor fines for false staterments or use of false documents in
connection with the completion of this form,

1 aftest, under penalty of perjury, that | am {(check one of the following boxesh

[] 1. A citizen of the United States

D 2. A noncitizen naftonal of the United Stales (See instructions)

D 3. Alawlu permanent resident  {Alion Registration NumberfUSCIS Number):

D 4, An alien aulhorized lo work  until (expiration dats, if applicabls, mmiddfyyyylk:
Some allens may wiite "NFA" in the expiration date field. {See instructions)

Allens authorized to work must provide only ong of the following document numbaers to complele Form 1-9; mg‘;mﬁ]ﬂg&g;m
An Allen Registration Number/USCIS Number OR Form i-94 Adrnission Number OR Forelgn Passport Number.

4. Atlen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Numbar:
OR

3. Foralgn Passporl Number:

Country of Issvance:

Signalure of Employes Today's Date (mm/ddfyyyy)

i a ést,'uhdéf})—ehaity of per}uﬁr. that | have asslsted In ihe-éoh:npletion'o'f Sactlon 1 of this form and that to the best o my
knowledge the Information is true and correct.

Signature of Preparer or Translator Today's Dale {mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name)
Addrass (Streef Number annt Name) Cily or Town Slate ZIP Code

Forw 1-9 10/21/2019 Page 1 of 3



Employment Eligibility Verification USCIS
Form -9
OMB No. 1615-0047
Expires §0/31/2022

Department of Homeland Security
U.S. Citizenship and Inumigration Services

Last Name {Family Nama} First Name {Given Names) M.I. | Cltizenship/immigration Stalus
Eniployee Info from Saction 1
List A OR ListB AND ListC
Identity and Employment Authorization Identily Empiloyment Authorizalion
Document Title Documen! Title Document Title
Issuing Authorily Issuing Authority Issuing Authorily
Document Numbsr Document Number Documen! Number

Expiration Date {if any} {ronVddfyyyy)

Expiration Date (if any) (mm/ddlyyyy)

Expiration Dale {if any) (mm/ddfyyyy}

Document Title

QR Code - Sections 2 & 3

Additional Information Do Nol Wrile I This Space

Issuing Authorily

Document Number

Explralion Date {if any) (mm/dd/yyyy)

Document Title

Issuling Autherity

Document Number

Expiralion Date {if any) (mm/ddiyyyy)

Certification: I attest, under penalty of perjury, that (1) | have examined the document{s) presented by ths above-named employee,
(2) the above-listed documaent{s) appear to be genulne and to refale to the ¢employee named, and (3) lo the best of my knowledye the
employes Is authorized to work in the Unlited States.

The employee's first day of amptoyment (Imm/dd/yyyy): (See Instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date {mm/ddfiyyyy}  {Title of Employer or Aulhorized Represenialive

Last Name of Employer ar Authorized Reprasentative | First Nama of Employer or Authorized Representative | Employer's Buslness or Organlzation Name

Employer's Business or Qrganizalion Address (Stree! Number and Namo) | Cily or Town State ZiIP Code

A Now Nam (i applicabls)
Last Name (Family Namae}

First Name (Given Namae) Middle Infital Date (mm/doiyyyy}

C. i The employes's previous arant.of employmeni aulhorizaion | ida tha Inf
continuing smploymant aulhorizatlon In the space provided below.

Document Tille Documenl Number

Expiratfon Date (if any) fmm/ddyyyy)

| attast, under penalty of perjury, that to the best of my knowledge, this employee Is authorlzed to work In the United States, and if
the amployae presented document(s), the document(s} | have examined appear to be genuine and to relate to the individual.

Signalure of Employer or Aulhorized Representalive | Taday's Date (mm/ddfyyyy) Name of Employer or Authorized Representalive

Form I-5 1042172019 Page2 of 3



E

LISTS OF ACCEPTABLE DOQCUMENTS
All documents must be UNEXPIRED

Employees may present one selaction from List A

or a combinatllon of one selection from List B and one selection from List C.

LIST A

Documents that Establish
Both ldentity and
Employment Authorfzation

LISTB

Documents that Establish
ldontity

AND

LISTC

Documaeants that Establish
Employment Authorization

1. U.8. Passporl or U.S, Passport Card

. Permanent Resident Card or Alien

Registration Receipt Card {Form [-551)

. Forelgn passpor thal contains a

temporary I-551 stamp or {emporary
I-5651 printed notation on a machine-
readable immigrant visa

. Dilver's license or IC card issued by a
Stale or outlying possession of the
Unitad Statas provided It contains a
photograph or Information such as

color, and address

name, date of birth, gender, height, eye

. Employment Aulhorization Document

that contains a photograph (Form
i-766)

. 1D card lssued by federat, state or focal
government agencles or entities,
provided ¥t contains a photograph or

gender, height, eye color, and address

. A Social Security Account Number

card, unless the card includes one of
the following restrictions:

{1) NOT VALID FOR EMPLOYMENT

{2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

information such as naine, date of birth,

. For a nonlmmigrant alien authorized

to work for a specific employer
because of his or her slatus;

a. Foreign passporl; and

h. Form I-94 or Form [-984A thal has
the following:

(1) The same name as the passpori;
and

(2} An endorsement of lhe aflen's
nonimmigrant stalus as long as
that period of endorsemant has
not yet expired and the
proposed employment Is not in
confiict with any restrictions or
limitations identified on the form.

. Scheol iD card with a pholograph

. Cerification of report of birth issued

by the Department of State (Forms
[5-1350, F£5-545, F5-240)

. Voter's registration card

LS. Military card or draft record

Milltary dependent's 1D card

. Original or certified copy of birth

cerlificate issued by a Stale,
countly, municipal authority, or
territory of the United States
bearing an official seal

. WS, Coast Guard Merchant Marinar
Card

. Nalive American tribat document

. Nalive American tribal document

. U.8, Cilizen ID Card (Form 1-197)

. Driver's license issted by a Canadlan
government authorily

. Passport from the Federated States

of Micronesia (FSM) or the Republic
of the Marshall Islands (RMI} with
Form I-84 or Form 1-24A indicating
nonimmigrant admisslon under tha
Compact of Free Association Between
the United Stales and the FSM or R}

For persons under age 18 who are
unable to present a document
listed above;

., identification Card for Use of

Rasldant Cltizen in the Uniled
States (Form i-179)

0. School record or report card

1. Clinlc, doctor, or hosplial record

2. Day-care or nursery school record

. Employment authorization

dosumant issuad by the
Department of Homeland Security

Examples of many of these documents appear in the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Fonn 19 10/21/2019
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H511.340(822011) Position

COMMONWEALTH OF PENNSYLVANIA
PENNSYLVANIA DEPARTMENT OF HEALTH

SCHOOL PERSONNEX. HEALTH RECORD

L Eatient Information

Last Name First Ml Sex Date of Bitth
Social Security Number Home Telephong Work Telephone
Mailing Address Street City State Zip
Usual Source of Medical Care Physician’s NMame Address Telephone
Emergency Contact — Name " Refationship Address Telephone
1L Imuntpization History
Enter Month, Day, and Year Fach Immunization was Given
VACCINE DOSES BOOSTERS & DATES

Diphtheria and Tetanus* 1. 2.

Hepatitis B 1. 2,

Measles, Mumps, Rubella | 1. 2

Other 1. Other

* Tetanus and Diphtherin are usunlly received in combined vaceines such as DTP, DaP, DT, or Td

UL, Requived Tuberculosis Test Results (as per Regulations of the Department of Health

DATE APPLIED ARM METHOD ANTIGEN MANUFACTURLR SIGNATURE
DATE READ RESULTS (mm) SIGNATURE

For previously knowi/new positive reactors:

Chest X-ray: Date: Results: Other:  Date! Results:
(Altach a capy of the report.) (Attach a copy of the report.)
Preventive Anti-Tuberculosis Chemotherapy ordered: ] Neo [] Yes Date:

IF SIGNIFICANT REACTION WAS REPORTED, THE PHYSICIAN REPORT MUST STATE THAT THE APPLICANT 18 FREE FROM
CURRENT TUBERCULOSIS DISEASE OR IS UNDER ADEQUATE CHEMOTHERAPY FOR TUBERCULOSIS DISEASE:




LY. Sienificant Medical Condlitions (v

ANEIZIES 1o s
ASTIING coivvnirm e
Cardine .oovvecrinnrnrrmn.
Chemical Dependency .o,

ALCohobcirrems et
Diabetes MeHitus ..o,
Gastrointestinal Disorder .....coveeienian,
Hearing Disorder..cc.voumecn- vererenens
Hypertension ....... eevemerertiener
Neuromuscular Disorder ...
Orthopedic Condifion,.crmin.
Respiratory IINess.,...oencmieiinniinn
Seizure Disorder.
SKin Disorder .....cvovvvinoriasnmenirernin
Vision Disorder
Other (Specily)nvnnmin.

Prasiba e v ey

Y. Report of Physical Exawmination (v

-
&

R

If Yes, Explain:

I 0 A 4

NOT

NORMAL EXAMINED

ABNORMAL

COMMENTS

Height {inches)

Weight (pounds)

Pulse

Blood Pressure

Hair/Sealp

Skin

Eyes - Visual Acuity: I L

Byes-- Color Viston

Fars-—-Hearing (dBYR_____ L __

Mose and Throat

Teeth and Gingiva

Lymph Glonds

Heart — Mumur, etc...

Lungs — Adventilous Findings

Abdomen

Genitourinary

Neuromuscular Systein

Exiremnities

Are there any specinl medical problems or chronic disenses which require restriction of activity, medication or which might affect bisfher work role? If so,

specify

Physician Neme (Print)

Signoture of Examiner

Date

Physicinn Address

The statements and answers as recorded above are full, complete and true {o the best of my knowledge and belief. T understand that any false or misleading
statements may eause fermination of my employment.

I authorize the physician or other person to disclose any knowledge or information pertaining to my health to the employing authority for whom this

expmination is performed.

Signnlure of Employce

Date




Mountain View School District
Direct Deposit Authotization Form

By completing this form you are authorizing Mountain View School District to direct deposit your
paycheck on payday to the below named bank(s). To ensure that the deposits are made accurately, please
follow the instructions below:

1) Complete your name and social security number,

2) Enter the name of your bank or credit union. You may deposit your check into multiple bank
accounts. Please be sure to verify with your bank or credit union that they participate in ACH
for direct deposit,

3) Submit a voided check or statement from your bank,

4) Sign the form,

5) Return the form to the Payroll Office, Attention: Donna Keslo.

Name SS #

1), Bank or Credit Union Amount or % to Deposit
Routing # Account # Savings Checking
2). Bank or Credit Union Amount or % to Deposit

Routing # Account # Savings Checking
3). Bank or Credit Union Amount or % to Deposit
Routing # Account # Savings Checking
Employee Signature Date

Office Use Only

Date Received

Entered In System

Signature




CLGE:32:0 {6-13)

RESIDENCY CERTIFICATION FORM
Local Earned Income Tax Withholding

TO EMPLOYERSITAXPAYERS!
This form is to be used by employers andor laxpayers to repori essentiat Information for tite collection and disiribution of Loca) Eamned Income Taxes
10 the local EIT colleclos, This form must be uliized by employers when a new employee is hired or when a current aemployee nolifies employer
of a name andior address change. Use (he Address Search Applicalion at www,newPA.com/Acid? to determina PSD codes, EIT rates and
lax colleclor contacl informatlon.

EMPLOYEE INFORMATION — RESIDENCE LOCATION
NAME (Last Name, First Name, Middle Inilial)

ALTEC RITY NUMBER

L[]

STREET ADDRESS (No PO Box, RD or RR)

AODRESS LINE 2

Chy STATE ZiP CODE DAYTIME PHONE NUMBER

MUNICIPALITY (City, Borough or Township)

COUNTY

EMPLOYER {NFORMATION - EMPLOYMENT LOCATION
EMPLOYER BUSINESS NAME (Use Fedaral ID Namo)

EME‘.OY R.FEl

STREET ADDRESS WHERE ABOVE EMPLOYEE REPORTS TO WORK {No PO Box, RD or RR)

ADDRESS LINE 2

Iy STATE ZiP CODE PHONE NUMBER

MUNICIPALITY (Clly, Borough or Towaship)

COUNTY WOl ATION PSD COBDE -

CERTIFICATION

Under panalties of perjury, | {we) declare that | {we) have oxamlned this informalion, facluding alt accompanying
sehedules and stalements and lo the best of my {our) bellal, thay are true, correct and complste,

SIGNATURE OF EMPLOYEE DATE (MM/IDDAYYYY)

PHONE NUMBER EMAIL ADDRESS

Far information on obtaining the appropriate MUNICIPALITY (Clty, Borough, Township), PSD CODES and EIT (Earned Income Tax) RATES,
pleate refer to tha Pennsylvania Department of Communily & Economlc Developmant website:

www,newPA.comiAct32




Mountain View School District
Acceptable Use Policy Agreement For
Computer and Internet Access

READ CAREFULLY, COMPLETE AND RETURN TO THE SUPERINTENDENT’S
OFFICE TO THE ATTENTION OF BARBARA MAXON BY

USER

| will abide by the Mountain View School District Acceptable Use Policy
#815. | further understand that any violation of the regulations are in
fact unethical and may constitute a criminal offense. Should | commit
any violation, my access privileges may be revoked and school
disciplinary action and/or other appropriate legal action may be taken.

User Name (please print)

User Signature Date /]

CC: Personnel File



To:

COMMONWEALTH OF PENNSYLVANIA
SEXUAL MISCONDUCT/ABUSE DISCL.OSURE RELEASE
{under Act 168 of 2014)

(Hiring school entity or independent contractor submits this form to ALL current employer{s) and to former employer({s} that
were school entities andfor where the applicant had direct contact with children)

Name of Current or Former Employar: [::]No applicable employment
Strest Address:

Clty, Slate, Zlp:

Telephone Numbar: Fax Number: Emall:

Contact Person; Title:

The named applicant Is undsr consideration for a posilion with our entlily. The Pennsylvanla General Assembly has delarmined that
additionat safeguards are necessary in the hirlng of school amployees o ensure the safety of the Commonwealth's sfudents, The
individual whose name appears below has reported previous employment wilh your entity. We request you provide the Information
requesied In SECTION 2 of this form within 20 calendar days as required by Act 168 of 2014,

SECTION 1; APPLICANT CERTIFICATION AND RELEASE (TO BE COMPLETED BY THE APPLICANT EVEMN IF THE APPLICANT
HAS NO CURRENT OR PRIOCR EMPLOYMENT TO DISGLOSE)

Applicant's Name (First, Middle, Last):

Any former namss by which the Applicant has been ideniifisd:

DOB:

Last 4 diglts of Applicant's Social Security Number: PPID {if appilcabia):

Approximate dates of employment with the entily lisled above:

Position(s) held with the entity:

Pursuanl to Act 168, an employer, school enlily, administrater, andfor independent contractor that provides information or records about
a current or former employee or applicant shall be immune from criminal liabllily under the CPSL, Ihe Educalor Discipiine Acl, and from
clvll llabliity for the disclosure of the informalion, uniess the information or records provided were knowingly faise. Such immunily shall
be In addition to and not in limitation of any other immunily provided by law or any absolute or condillonal privilages applicable to such
disclosure by the virtue of the clrcumstances of lhe applicant's consent thereto, Under Act 168, the willlul faillure to respond lo or
provide the information and records as raquested may result In civit penaelties andlor professlonal disciptine, where applicable.

213




Hava you {Applicant) ever:

Yes O Na o Been the subject of an abuse or sexual misconduct investigation by any employer, slale licensing agency, law
enforcement agency or child protective services agency (unless the Invesligation resulted In a finding ihat the
altegations were false)?

Yes O No O Been disclplined, discharged, non-renewed, asked to resign irom employment, reslgned frem or atherwise
separaled from employment whils allegations of abuse or sexual misconduct were pending or under
investigalion or dus to adjudicalion or findings of abuse or sexual misconduct?

Yas O No O Had a Hcanse, professional license or certificate suspended, surrendered or revoked white allegations of abuse
or sexual misconduct were pending or under invesligation or due lo an adjudicalion or findings of abuse or
sexual misconduct?

By signing this form, | cerlify under penally of law thal the slatements mads in this form are correct, complate, and true lo the best of
my knowledge. | understand that false slatemenis herein, including, without limitation, any willful fallure to disclose the information
required, shall subjact me to criminal prosecution under 18 Pa.C.S. § 4904 (relating to unsworn falsification to authorilies) and to
discipline up to, and Including, termination or denlal of employment, and may subject me to civll penalties and disciplinary action under
the Educator Discipline Act. | also hereby authorize the above-named employer to release to the entily listed on page 3, the information
roquesled in SECTION 2 of this form and any related records. | hereby release, waive, and dischargs the above-named employer from
any and all liability of any kind that may arise from such disclosure or release of racords, | undersiand that third parly vendors may be
used to process this Act 168 pre-employment history review.

Signalure of Applicant Date

SECTION 2: CURRENT/FORMER EMPLOYER VERIFICATION (TO BE COMPLETED BY THE APPLICANT'S GCURRENT

EMPLOYER(S} AND ALL FORMER EMPLOYERS THAT WERE SCHOOL ENTITIES AND/OR WHERE THE APPLICANT HAD
DIRECT CONTACT WITH CHILDREN])

Dalas of employment of Applicant: Contacl tetephone #;

To the best of your knowledge, has Applicant ever;

Yes O No O Been the subjecl of an abuse or sexual miscanducl Invesligation by any employer, state licensing agency, law
enforcement agency or chlld protective services agency {unless the investigalion resulted In a finding that the
allegations ware false)?

Yes O No O Been disciplined, discharged, non-renewed, asked to resign from employment, resignsd from or otherwise
separated from empioyment while allegations of abuse or sexual misconduc! were pending or under
investigation or due to adjudication or findings of abuse or sexual misconducl?

Yos O No O Had a license, professional license or certificate suspended, surrendered or ravoked while allegations of abuse
or sexual misconduct were pending or under invesfigation or due to an adjudication or findings of abuse or
sexual misconduct?

[‘—’I Mo records or other evidence currenlly exists regarding the above questions. | have no knowledge of
information partalning to the applicant thal would disquality the applicant from employment,

Former Employsr Representative Signature and Tille Date

Return all completed information to;

ML Vigie) Lohart. st/ Bubsa Wason, HE Lin
T4y ats Bnde (06 ™ 590434~ §4/3
Kungaloy P *Ig030 GAH-H0Y " braron EMYSD, et

Contact Bb:szn(/ s m {MM Tiile: ,L/’? ééw ;

Date Form Recalved: Recsived by:
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COMMONWEALTH OF PENNSYLVANIA
SEXUAL MISCONDUCT/ABUSE DISCLOSURE RELEASE
(Pursuant to Act 168 of 2014)

Instructions

This standardizad form has been developad by the Pennsylvanla Departmant of Education, pursuant to Act 168 of 2014, o be used by
school entifles and independent contractors of school entilies and by applicanls who would be employed by or In a schoo! entity in a
position involving direct conlact wilh children lo salisfy the Act's requiremsnt of providing Informalion rslated to abuse or sexual
misconduct,  As required by Act 168, in addition lo fulfiling the requirements under section 111 of the School Code and the Ghiid
Proleclive Services Law {"CPSL"), an applicant who would be employed by of In a school enlily in a position having direct contact with
children, must provide the information requosted in SECTION 1 of this form and complele a written aulhorization that consents to and
authorizes the disclosure by the applicant's current and former employers of the Information requested in SECTION 2 of this form. The
applicant shall complete one form for the applicant's current employer(s) and one for each of the applicant’s former employers lhai were
schoof enlitles or where the applicant was smployed in a posilion having direct conlact wilh children {therefore, the applicani may have
lo complate more than one form), Upon complalion by the applicant, the hiring school entily or independent contractor shall submil lhe
form {0 the applicant's current and former employers to complele SECTION 2. A school entity or independent contractor may not
hire an applicant who does not provide the required information for a position Involving direct contact with children,

Relevant Definitions:

Direct Contact with Children is defined as; "the possibllily of care, supervislon, guldance or control of children or rautine interaction
with children.”

Sexual Misconduct is defined as; “any act, including, but not limited to, any verbal, nonverbal, written ot electronic communication or
physical aclivity, directed toward or with a child or a student regardless of the age of the child or sludent that is designatad to establish
a romantic or sexual relationship with the chifd or student. Such acts include, but are not limited to: (1) sexua! or romantic invitation; {2)
daling or soliciting dates; (3) engaging In sexuallzed or romantic dialogue; {4) making sexually suggeslive comments; (5) self-disclosure
or physical exposure of a sexual, romanlic or erotic nature; or (8) any sexual, indecent, romanlic or erafic contact with the child or
sludent."

Abuse is defined as “conduct that falis under the purview and reporiing requiremants of the CPSL, 23 Pa.C.S. Ch. 63, Is direcled
toward or against a child or a student, regardtess of the age of the child or student.”

Please Note

A prospective smplover that receives any requested information regarding an applicant may use the Information for the purpose of
ovalualing the applicant's fliness to be hired or for continued employment and shall repor! the Informatlon as appropriata lo the
[eparlment of Education, a slate licensing agency, law enforcement agency, child proteclive services agency, another school entily or
to a prospsctive employsr.

if the prospeclive employer decides to further consider an applicant after raceiving an affirmative responsa lo any of the questions listed
in SECTIONS 1 and 2 of this form, the prospeciive employer shall request thal former employers responding affirmatively to the
questions provide additional Informalion about the mallers disclosed and include any related records. The Commonwealth of
Pennsylvania Sexual Misconduct/Abuse Disciosure Information Request can he used to reques! this follow-up informalion,
Former employers shall provide the additionat information and recerds within 60 calendar days of the prospactive employer's requesl,

The completed form and any information or records recelved shall not be considered publie records for the purposes of the Acl of
Fabruary 14, 2008 (P.L. 6, No, 3) known as the "Right to Know Law.”

The Department of Educalion shall have jurisdiction to determine witiful viotalions of Act 168 and may, following a hearing, assess a
civil panally not lo exceed $10,000. School entitles shall bs barred from entering into a conleacl with an independent contractor who Is
found to have williully violated the provisions of Act 168.
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Mountain View School District
Business Office

Act 29 Classification
This form must be completed and signed befote any payroll can be processed,
Under Act 29, all public school districts are required to track employees and their wages,

according to the employee classification defined by the hire date. All employees are Existing or
New as defined herein,

Existing

Employees hired by the Mountain View School District before July 1, 1994, OR employees hired
by the Mountain View School District aftey June 30, 1994, who had been employed by another
public school entity within the Commonwealth before July 1, 1994 classification is defined
regardless of whether the employee was a member of the Public School Employees’ Retirement
System.

New .
Employees hired by the Mountain View School District after June 30, 1994, who have NOT
been employed by another public school entity within the Commonwealth before Tuly 1, 1994,

In both instances, employed means to receive compensation.

Once an employee is classified as a new employee, the person will always be classified as a new
employee for Social Security and Retirement.

Due fo this law, we require that you answer the following questions:

Have you ever received a paycheck from a school district in Pennsylvania prior to July 1, 19947
(This would include any type of work such as permanent, part-time, substitute, custodial, efc.)

OYes (ONo
Were you ever a member of the Public School Employees’ Retitement System (PSERS)?
O Yes, enrollment date: (ONo

Atre you a retiree drawing a benefit from PSERS?

OYes (O No

Name (Please Print):

Signature; Date:




Enrollment / Change / Delete Form

Please Note; Incomplete information may delay processing of this form (please print-black
Expert Sofutions. Exceptional Service.” GROUP ADMINISTRATOR:  Please return completed forms to:

. ) - . PR VBA at Elia@vbaplans.com {Confirmation wilt be sent by VBA
when this form has been processed).

This section to be completed by the Group Administrator:

Date: Group#/Name: #4529 / Mountain View School District  Subgroup (if applicable}.
Administrator: Phone #: Exi:

Effective Date of Change: Enroliment Status: Aclive Cobra
Employee Information Transaction Type: Add Change ____ Delete

Soctal Security Number: Date of Birth: Gender:

Employee Name:

Address:

City: State: Zip Code:

Emall Address:

First Name, Middle Initial, L.ast Name . Action Codes: (A)dd  (Clhange (Dlelete
: SSN# : /

SPOUSE: DOB: GENDER —

SSN# pos: GENDER ACTION:
CHILD %

ISSN# DoR: ’ GENDER ACTION:
CHILD 2:

SSN DOB: GENDER ACTION:
CHILD 3:

SSN# DOB: GENDER ACTION:
CHILD 4

SSN# DOB: GENDER CTION:
CHILD &

Special Dependent Information — To be used to designate Fuil-Time Student or Handicapped Dependent

Child Name Handicapped
Child Name Schoal .
Child Name School

1 agree to all terms and conditions of the VBA Vislon Plan and corresponding payroll deductions (if applicable).

Employee Signature: Date:

A0 Lvdia Strest » Suite 300 - Carnegle, PA 15106 - 1-800-432-4866 - vhaplans.com
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VBA Vision makes usihg your
benefits simple and easy.

Step 1
Go to www.ybaplans.com, log in to your account then click on "Am | Eligible”

Step 2

Ifyou are eligible, click on “Find A Doctor” at the top of the page. From' there you can
fill in your zip code and find a doctor close to you.

Step 3

Go to your appointment and let your doctor know that you have a VBA Vision plan.
During your appointment, your doctor will give you an exam, order your materials,
make sure your lenses are made correctly, and dispense your prescription.

Step 4

Relax—we've got you covered! VBA Vision will pay your doctor for covered exams,
fenses, and frames.

If your doctor is not within the VBA network, requesting reimbursement is simple.

To request reimbursement for services provided by an out-of-network provider, go to
www.ybaplans.com, download and complete a relmbursement form, attach all receipts
and mall or fax to the address below.

This sheet is for information only and does not guarantee benefits.

400 Lydia Street, Suite 300

Carnegle, PA 15106

1-800-432-4966

Fax: 412-881-4898

wwwuyhaplans.com V_M_HawTo_Eng, Rewv: 07/3U17




With VBA, your benefits extend
beyond typical coverage.

VBA partners with several other companies that provide services to hetter your health and wellness.

LASIK surgery reshapes the cornea of your eye, redirecting the light angle as it enters the eye to refocus correctly on your retina. With
this surgery, your dependence on glasses and contact lenses diminishes significantly.

TLE

Laser Eye Centers’

Receive a free consultation and 10% off a LASIK
procedure from TLC Laser Eye Centers.

TLC Laser Eye Centers offer the most advanced LASIK procedures including Bladeless and
Custom LASIK. TLC has performed over two million procedures, and provides enhancement
procedures free of charge If necessary. Learn more at www ILCViston.com.,

Save 40-50% off LASIK procedures from QualSight,
including flexible payment plans as low as $53/mth.

QualSight provides a managed Laser Vision Carrection program through a natlonal, credentialed
network of the nation’s most experienced surgeons, who have collectively performed more than
6.5 million procedures. QualSight has more than $00 locatlons nationwide, serving over 75 mitlion
members, Learn more at www.qualsight.com or call 877-437-6105.

Along with your vision, VBA understands the Importance of your audltory health.

= Receive a free hearing screening and 20% off all
Helping the world hear bettr Beltone hearing aids, including free loss, stolen or
damage protection.

For over 70 years, Beltone remalns the most trusted brand for quality hearing products and care
among adults aged 50 and older. We're devoted to glving patients the best listening experience,
at over 1500 [ocations nationwide, Learn more at www.Beltone.com.

To take advantage of any of these offers, contact an exceptional customer care representative today.

400 Lydia Street, Suite 300

Carnegie, PA 15106

1-800-432-4966

www.haplans.com- V_BR_BeyondBen. Rav: O7/3117




Vision Benefits of America
Notice of Privacy Practices

NOTICE
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW
I¥ CAREFULLY, - to - . )

This Notice cutiines the ways In wilich Vislon Benefils of Amerlca (VBA) may use and disclose protected health information about you. Protected health informatlon (PHi} 1s health Information
that denifies a patient and refates to # patfent’s mental or physlcal conditlon, medical treatment, or payment for medical treatment. : . .

Wae at VBA take great care to propesly handle any persenal health Information ahout your and te malntaln your privacy, This Netice Is required by the federal Health Insurance Portabllity and
Accolntability Act 0f 1996 (HIPAA). This Notice descibes how VBA protects the confidentiality of your health care Information h our pessesslon, Some examples of persenal health Informatton
Iaclude yaur name, address, tefephone andfor fax number, e-mall address, social sectiity nimber or other Identification numbet, date of blrth, date of vision benafit senvices, enraliment and
other clalms records, VBA recelves, uses and/or discloses your personal health Informatlon to adminlster your vislon benefit plan as permitted-or required by faw. Any other disclosure of your
personat health Information without your sutharization ls stelctly peohibited, - . . -

vaA mustfollow the privacy practices described Inthls Notlce and alsa comply with any more stingent requlrements under faderal or state law. We are also required to notify affected Individuals,
following a breach of unsecured health Informatian. . .

We will Inform you of these privacy practices the first time you become a VBA member. We must follew the privacy practices described In thls Netice as long es It Is In effect, This Noticeis
effectlve as of September 1%, 2016, and wiif rermaln In effect unless we replace it, Wa reserve the rightto change this Notice, We reserve the: lght to make the revised Notice effective for medical
Infarmation we already have shout you as well as any information we receive In the future, Any change ta this Nolice witl be posted on our webstte, The révised Notice will contaln its effective
date on tha fitst page. You may request s cony of this Motice at any time, Yau may contact VBA's Privagy Departmant with any, questions or concerns regarding oty brivacy policles. Formare
inforination about our privacy pracices, or for additlonal coples of this Motice, pledse contact is using the information at the end ofthis Motlce, ' ’ T

USE AND DISGLOSURE OF YOUR PROTECTED HEALTH INFORMATION . .
Disclosures requited by HIPAA - ! P .

0] Disclosures to the Secretary of the U.S. Depariment of Health and Human Services — We arerequired to disclose your protected health informatien to the Secretary of the
. ' (1.5, Department of Health and Human Services whenthe Secretary [s investigating of determining our compliance with the HIPAA Privacy Rule .
i Disclosures to You —We are Tequlred to disclose to you most of your pratectad health Information that Is in a "desigrated record set” (defined by HIPAA Privacy Rule) when

yau raquest access to thls Informatlon. Generally,'a Hesignated record set contains medical and biling records, as well us olher records that'are used to make decislons about
yaur vision care henefits, We are also required to provide, upon your request, an acchunting of certaln disclosures of your protected health Information that are for reasons
other than treatmant, payment and kealth tare cperatidns. : s

Permitted Uses and Dlsclosures
Under HIPAA, VBA Is permitted to use and disclose your personal taalth Informailon for cartaln purposes without your prior authiortzatlon., These permitted uses and disclosures Include;
0} Bisclosure to you; and : ’ - o
m Bilsclosures for treatment, payment, or health care operatlons.
a. 'Forexample: : : :
I Trsatmen!- We may use and disclose yaur personal heaith Information to detetmine elighbility for viston benefit services and/or materlals, or to coordinate
vislon benefit coverage.
fi, Payment-We may use and disclose your persona! health Information to bill yeu or your plan spansor, ! '
M. Health Cara Operations - We may use and disclose your persohal health information to review the quallty of care provided by our network providers.

VBA uses administrative, technical, and physical safeguards to malatain the privacy of your personal healik Information, and we are required by law to TImit the use and disclosure of your
personal health Informatlon to the mirimurm amount necessary. ’

Uses and Disclosures of Personal Heaith Infotmation to Other Entities
VBA may disclose your personal health Informatlon to ather covered entitlas, business associates, or ather lndividuals {as permitted by HIPAA) who asslst us [ adminlstering our programs anid
deliveting services to our membiers, These parlles ate required by law to sign a contract with VBA agreding ta protect the confidentiality of your pefsonal health Infarmation.

) Hyslness Assoctates — It connection with vur payment and health éare operations aclivities, {we contract with Individuals and entitles {called "business assodtates”) to perfotm
vatleus functions on our behalf of to provide certaln ty'pes of 5ervices. To petform these services, business assoclates wiil recaive, crente, malntaln, use, or disclose protected
health Information, bBut only after we require the bustness assoclates to agree I writing to contract teyms designed to approprately safeguard your Informatlors.

i) - Plan Sponscrs — If your viston benaflt program Is sponsored by your employer or enother party, VBA niay disclase your personal health information In cettaln Instances to peralt

. the plan sponsor ta perforin plan adminlstration functions. We wili make such disciosures to the plan spenser anly If the plan sponsar has certifted that It has put Intc place plan
provisions requlring the sponsor to keep the health Information protected. We may also disclose “summary heaith Information” {defined fn the HIPAA Privacy Rule} about the
emoliees in your graup health plan to the plan sponsar. For example, a plan sponsor may contact us regarding members' questions or concerns regarding clalms, benefits, services,
coverage, etc. The plan spensor may use this informatlon to obtaln premium blds for the health tnsuranca coverage offered threugh your grolip health plan oz to declde whether
to modHy, amend or tenminate your group health plan, Lo

{H) Health Gare Providers - VBA may disclosa your personal heatth Information to partidpating Viston care providers, These providers are tequired to Implement thelr awn privacy
policles and procedures that comply with applicable faderal and state laws.
/
Other Parmitted Disclosures of Personal Health information .
Under HIPAA, VBA Is permittet] to usa and disciose your personat health Information without your priot autherization under the followlng conditlons:
. When required by law; .
For publlc heaith activities;
Disclosures about viclims of abuse, neglect or domestic vialence;
Health oversight activities;
Jutictal and administrative proceedings {e.g. In response ta court erder or subpoena);
Law enforcement, organ donatlon, or research purposes;
Uses end disclosures about decedents;
Ta avert a serlous threat te health or safely;
For speclalized government functions (e.g. miittary and veterans' activities);
Regaréing workers' compensation;
For undeswriting purposes; however, we are prohlblted fram using or disclosing your genetic tnformatlon for these piiposes.

* = w a4 & 8 »r o =B

Uses and Disclosures Requising You to Have an Opporiuntty to Agree or Oblect .

Unless you object, VBA may disclose your protected healti Information Yo a family member, close frlend, or other person you have identified as being Involved in your heaith care. We also may
disclose your Information to an entity as:slsﬁng i & disaster relief effort 50 that your femlly can be notified about your condition, status, and location. If you sre not present or able to agrea to
these disclosures of your piotected heafth Informatlon, then wa may, using our professional judgment, determine whether the disclosure is In your best Interest.



UNITFD (CONCORDIA
Arnerica’s Premier Dental Insurer DENTAL ENROLLMENT FORM

For New Enrollment, please complete ALL sections of this form. For Enroilment Changes, please complete the applicahle "Type of Activity”
change(s) in Section A along with the identification number and employee name in Section B and Section G for dependent changes,

..SEC;”C)H A GENERAL INFDRM KON ¢ - s N R B f. Effectwe/Dafe (mlr}lddlyyyy} N
1, TYPE OF PROGRAN 2. TYPE OFAGTIVITY SECTIONE. v v "o
0 fFs I1  New Enrofment EDR-EMPLOYERUSE ONLY:" .
{Indemnily, Active FP0, Passive PFO - Please Speolfy) LI Canee! Goverage ENMPLOYER INFORIVIATION
E1 Concordia Access : LT Ganesl All Coverage {Employeer & All Dependents) Employer Nams
H Concordia Choice 1 Cancel Dependent{s) Only {1ist dependenis te be cancalled)
B¢ Concordla Flox- - : - El- -Ghange (Please Specify) S - : :
I'T Gongordla Preferred 0 Add Degendent {e.g., spouse, domeste parter, child, 2ic.) Group Number
Il Concordla Selact ’ I Change Address
£ Other I Relnstals Coverage : é? = 7 5 3 ol
I DHMO (Please Spedliy) O Change Name Sub Group
[1 Concordla Plus 1 Changa Group Number o)
I Other . . [d Change Proviger Cj O
I3 COBRA ) UCC! Payrolt Location
1 other__.
SECTION, B EMPLOYEE INFQRWATION < Pleass frné clearly to.éxperife yorit Mgdesty T UL T T
1. Ifentification Number (For sxample, Soclal Securily Number) 2, Otlginat Employment Date (mm/ddfyyyy)
e R S S
3. Employes Name {Last, Fiist, Migdle fnital) 4. Date of Blrih 5, Bex §. Provider Number {(DHMO Only)

1. Home Address bity Sfafa Zn Code

- Lo -

S e e e el s v . N Sine & * T R N L D R
SEBTID ?DEPENDENT-ENEORMATIDN, P!eas,e list the: &d ded/eancellad dépéndents . this' sedfioh: For mor,s.ﬂf;r‘: five dependent shildren;’.-..

cBfpletd and attabh ap:addifonal .. Jf dependent Shlldren It in g seclion are disabled or fulling, studehis adp 19 dr oveT, please Bed
_YPur group. adminisirator for g Dépendent Cerfiffisation Form, Which should b pompleted;aid retirned. w:th the; Dental Erroliment Form, : . * 7. -

2 Type 3, Last Name 4. First Name 5. M1 | 8. Sex | 7. Date of 8, Provider Number
Birth {DHMO Dnly}

1. [dentiilcation Numhber
{Forexempls, Sacid Secuily Number)

SpovselDomesfc
Patiner

e e e ——

Depemfent (A)

Dapendent (B)

Dependent {C)

Bapandent (D)

Depeadent ()

SECIJON B OTHER DENAL COVERAGE b you o joo 0Shénderits) oo oot iouh Dojil Goveragsr: Toa LLNG BT, 77"~

I Yol misyjer I8 és, pléade somplbte § llowiiy Innation; | - Cehe i DS T
Insuraice Company ) Polieylldentificalion Number Fifeclive Defe {mm/ddfyyyy)

Policy Holder

I repressni that all informatlon supplled in this application Is true and eonect. Any person wha knowlngly, and with infent fo defraud alty nsurance company of other parson,
Tilesan appifeation fornsurance confaining any materlally false informatiortor conceals, for the purpose of misleading, information conceming any fact materialthereto, commils a

frandulent Instirance act which isa cime.

Employee Signalire Dats

Ernploysr Signature Phone Number ; Dats

" 5000 (u7e5)




PROGRANM AVAILABILITY

» Products are not availahle in any state where prohibited by law or where United Goncordia does not have regulatory approval.

= Domestic partner coverage Is not permitted In ldaho.

STATE MANDATED PROVISIONS

CA: California law prohibits an HIV test from being required or used
by heatih insurance companies as a condition of obtaining
health insurance coverage.

FL: Any person who knowingly, and with intent to injure, defraud, or
deceive any Insurer files a statement of claim or an application
containing any false, incomplete or misleading information s guilty
of a felony of the third degres,

AZ, All statements made by a Policyholder or by any Insured Member

A, shall be deemed representations and not warranties, and no
KY NE statements made for the purpose of effecting coverage shall void

¥ such coverage or reduce benefifs unless contained in writing and
& NH: signed by the Polieyholder.

KS: Any person who knowingly and with Infentto defraud, asstated on
this Applieation, may be committing a fraudulent insurance act
which may be a crime.

LA: Any personwho knowingly presents afalse or fraudulent claim for

payment ofaloss orbenefitor knomngly presents false Information |

in an application for insurance Is guﬂty of a crime and may be
subject to fines and confinement in prison.

NJ: All statements made by applicant are frue and complete to the
best of the applicant's knowledge and bellef, Any person who
includes any false or misleading information on an application for
an Insurance policy is subject to criminal and civil penalties.

NY: Any person who knowingly and with intent to defraud any

insurance company or other person files an application for

insurance or statement of claim containing any malertally false

OR:

OR:
™:

UT:

VA:

Information; or conceals for the purpose of misteading,

information concerning any fact matertal thereto, commits

a fraudulent insurance act, which Is 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 such
violation.

Any personwho knowingly and with intent fo defraud, as stated -
on this Application, may he committing a fraudulent insurance
actwhich may be a crime.

Contestability is limited fo two years as stated in the Group Policy.

Itfs & crime o knowingly provide false, incomplete or misleading
Information to an Insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines
and denial of insurance benefits.

Any matter in dispute between you and the company may be
subject to arbltration as an alternative to court action purstiant
to the Rules of {the Amerlcan Arbltration Association or other
recognized arbitrator), a copy of which is available on request
from the company. Any decision reached by arbitration shali be
binding upen both you and the company. The arbitration award
may include attorney's fees if allowed by state law and may be
entored as a judgement in any court of proper jurisdiction,

Any person who within the intent fo defraud or knowing that he
Is facilitating a fraud against an insurer, submits an application
orfiles a claim containing a false or deceptive statement may
have violated the stale law,

UN]TED CONGCORDIA OPERATES AS A WHOLLY OWNED SUBSIDIARY UNDER
THE NAME LISTED BELOW IN THE FOLLOWING STATES:

United Concordia Dental Corporation of Alabama —~Al.
United Concordia Dental Plans, Inc. —~MD, NJ

United Concordia Dental Plans of California, Inc.— CA
United Concordla Dental Plans of Delawate, Inc, - DE, DC
United Concordia Dental Plans of Florlda, Inc,—FL

United Concordia Dental Plans of Kentucky, Inc, —KY
United Concordia Dental Plans of the Midwest, Inc,— M
MO, OH

»  Unlted Concordia Dental Plans of Pennsylvania, Inc. - PA

o [ -] . a ] ()

United Concordla Dental Plans of Texas, Inc.—TX

United Concordia Insurance Company—AK, AR, AZ, CA, CO,
CT,FL, GA, 1A, ID, IN, KS, LA, MA, MD, ME, MI, MN, MS, MT,
NE, NH, NV, NM, ND, OH, OK, OR, RI, SC, 8D, TN, TX, UT,
VT, VA, WA, WY, WY

United Concordla Life and Health Insurance Company - DE, DG,
IL, KY, MD, MO, NG, NJ, PA '

United Concordia fnstrance Company of New York--NY




FNGHMARK, £ @)
120 Fith Avenue WAIVER OF INSURANCE COVERAGE

Pittsburgh PA 15222-3099

A. APPLICANT INFORMATION (Please Print):

Employee Name:

Date of Birth: SS#:

Employer Name: Hire Date:

B. OTHER INSURANCE INFORMATION:
| elect to waive health care coverage offered by my employer through Highmark Blue Cross Blue Shield. { currently:

Ll Do not have health coverage under any health plan,
L) Do have health coverage through {please complete the following information):

CONTRACT HOLDER NAME

NAME OF HEALTH CARE PLAN/INSURER

GROUP NUMBER SUBSCRIBER ID NUMBER

RELATIONSHIP OF CONTRACT HOLDER TO YOU

O ! dedline coverage for the following individuals. Please check {¥) types of coverage being waived for each individual.

COVERAGE WAIVED

LAST FIRST

NAME NAME MI MEDICAL | DRUG VISION DENTAL

EMPLOYEE

SPOUSE

DEPENDENT

DEPENDENT

DEPENDENT

DEPENDENT

C. VALIDATION/AUTHORIZATION STATEMENT:

01 I hereby acknowledge that | have been given the opportunity to participate in the group insurance plan provided by my
employer, If | and/or any of my eligible dependents desire to apply for this insurance at a later date, | may be required to wait
until my group’s renewal or until a special enrollment {described below} occurs before coverage will be offered,

SPECIAL ENROLLMENT RIGHTS:

If you are dedlining enrollment for yourself ar your dependents (including your spouse) because of other health insurance or group health plan coverage, you may
In the future be able to enroll yourself and your dependents in this plan, provided that you request enroliment within 31 days after you and your dependent's
other coverage ends, or not later than 60 days if the other plan coverage was through Medicald or a state Children's Health [nsurance Program (CHEP). In additlan,
1f you have 2 new eligible depandent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and your eligible
dependents, provided that you request enrollment within 30 days after the mariiage, birth, adoption or placement for adoption,

Employee Signature Date

Employees and Employers: Please retain copies of this form for your records.

Righmark Blue Cross Btue Shleld Is an independent licensee of the Blue Cross and Blue Shleld Assoclation
ENR-093 (R10-16)




THIGHMARK.
120 Fifth Avenue WAIVER OF INSURANCE COVERAGE

Pittsburgh PA 15222-3099

A. APPLICANT INFORMATION (Please Print);

Employee Name;

Date of Birth; SS#:

Employer Name: Hire Date:

B. OTHER INSURANCE INFORMATION:
| elect to waive health care coverage offered by my employer through Highmark Blue Cross Blue Shield. | currently:

QDo not have health coverage under any health plan.
0} Do have health coverage through {please complete the following information);

CONTRACT HOLDER NAME

NAME OF HEALTH CARE PLAN/INSURER

GROUP NUMBER SUBSCRIBER ID NUMBER

RELATIONSHIP OF CONTRACT HOLDER TO YOU

(3 1 decline coverage for the following individuals. Please check (v') types of coverage being walved for each individual.

COVERAGE WAIVED

LAST FIRST
NAME NAME MI MEDICAL | DRUG | VISION | DENTAL

EMPLOYEE

SPOUSE

DEPENDENT

DEPENDENT

DEPENDENT

DEPENDENT

C. VALIDATION/AUTHORIZATION STATEMENT:

U i hereby acknowledge that | have been given the opportunity to participate in the group insurance plan provided by my
employer. If | and/or any of my eligible dependents desire to apply for this insurance at a later date, | may be required to wait
until my group’s renewal or until a special enrollment (described below) occurs before coverage will be offered.

SPECIAL ENROLLMENT RIGHTS:

If you are declining enrollment for yourself or your dependents {including your spouse) because of other health insurance or group health plan coverage, you may
In the future be able to enroll yourself and your dependents In this plan, provided that you request enroliment within 31 days after you and your dependent’s
other coverage ends, or not ater than 60 days if the other plan coverage was through Medicaid or a state Children’s Health Insurance Program (CHIP). In addition,
if you have a new eligible dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enrol yourself and your eligible
dependents, provided that you request enroliment within 30 days after the marriage, birth, adoption or placement for adoption.

Employee Signature Date

Employees and Employers: Please retain coples of this form for your records.

Highmask Blue Cross Blue Shield is an Independent licensee of the Blue Cross and Blue Shield Assoclation

ENR-093 (R10-16)




Discrimination is Agatnst the Law

The ciaims administrator complies with applicable Federal civil rights faws and
does not discriminate on the basis of race, coler, national origin, age, disability,
or sex. The claims adminlstrator does not exclude peaple or treat them |
differently because of race, color, national origin, age, disabllity, or sex.

The claims administrator:

« Provides free alds and services to people with disabilities to communicate
effectively with us, such as:

- Qualified sign language interpreters

- Witten information in other formats (farge print, audlo, accessible
electronic formats, other formats)

« Provides free language services to people whose primary language is not
English, such as:

- Qualifled interpreters
- Information wiitten In other languages
If you need these services, contact the Civil Rights Coordinator.

if you believe that the claims administrator has failed to provide these services
or discriminated In another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender Identity, you

can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittshurgh,
FA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email:
CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person
or by mail, fax, or email, If you need help filing a grievance, the Civll Rights
Coordinator is avallable to help you. You can also file a civll rights complaint
with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, avallable at
httpsy//ocrportalhhs.gov/ocr/portalftobby jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Buflding

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http//www.hhs.gov/ocr/office/file/index.html,

Please note that your plan sponsor - and not the claims administrator - is
entirely responsible for determining member eligibility and for the design of
your plan/program.

ATTENTION: If you speak English, language assistance services, free of charge, are
avallable to you. Call the number on the back of your ID card (TTY: 711).

ATENCION: Sl usted habla espaiiol, serviclos de aslstencha lingtiistica, de forma
gratuita, estdn disponibles para usted. Llame al niimero en {a parte posterior de
su tarjeta de Identificacion (TTY: 711).

TR © SRR TSR RS RS -
HRITRE S OAERT S (TTY : 711) -

CHU Y: Néu quy vi nél tigng Vit, chiing t6i cung ¢dp dich vu ho trg ngdn ngdt
mién phi cho quy vj. Xin goi 6 dign thoai & mét sau the
D clia quy v (TTY: 711).

BHIAMAHWE: Ecnv 8bi FOBOPUTE NO-PYCCKM, Bbl MOXETE BOCNOALIOBATLCA
GECINATHBIMK YCAYTamMy A3BKOBON noagepkm, FloagoHuTe no Homepy,
yKazaHHOMy Ha ofopoTe aell uaeHTMGUKALMGHHON KapThl (HoMep Ans
TekcT-Tenedonkbix yerpohkers (TTY): 711}

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege,
un Iss die Hilf Koschdefrei. Kannscht du die Nummer an deinre ID Kard
dahinner uffrufe (TTY: 711).

U EDE MBGIME ZEE2 AW R8 S0 MSFUL D s
TOI0H U= YMBE JIAEHAR (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibill servizi di assistenza
linguistica a titelo gratuito. Contattt Il numero riportato sul retro della sua carta
didentita (TTY: 711).

A el ki Fyslanall AR (3 2 et ibasd high ol TaL aaa s i€ 13) 23
(711 Ghy pandl il prea g 3 Juafl en) eliy pa D8y (RIS 3 yn gall

ATTENTION: 5i vous parlez frangais, les services d'assistance linguistique,
gratuitement, sont & votre disposition. Appetez le numéro au dos de votre carte
d'identité (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht thnen unsere fremdsprachliche
Unterstiitzung kostenlos zur Verfligung, Rufen Sle dazu die auf der Riickselte
thres Versicherungsausweises (TTY: 711} aufgefithrte Nummer an.

Yaitel WU % 3 ojerRtel ot olledelt &, Al ewst Mttt Ao,
HEcHL ciHel GUetold 8. ctHiRt WAL AL WBatoll eitd] AUAEL dol?
Uz flet 83 (TFY: 711).

UWAGA: Dla o0s6b méwigcych po polsku dostgpna Jest bezplatna pomoc
Jezykowa. Zadzwolh pod numer podany na odwrocie karly ubezpieczenia
zdrowotnego {TTY: 711).

Kominlke : 5 se Kreydl Ayisyen ou pale, gen savis entéprét, gratis-ticheri, ki la
pou ede w. Rele nan nimewo ki nan do kat Idantite wia (TTY: 711).

pmsho s iinangasunw manign A wgmuuhagiguigamen
Hmogugsinnagriwiadalg 4 mﬁq:mgsmtmafﬁmmmmmgh
WA UIUAIURIANRYR (TTY:711) 4

ATENGAO: Se a sua lingua é o portugués, temos atendimento gratuito para
vocé no seu Idioma. Ligue para o niimero no verso da sua
identidade {(TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang maa libreng
serbisyong tulong sa wika, Tawagan ang numero sa likod ng iyong
1D card (TTY: 71 1).

i AAREABEBOFIEET VAY A AR EEC N
Wi EY, 1D A— FORBIHEENL T AEFIERL BN K
vy {ITY: Til),

YRR E PPN YR U IRCQIV JCNUSNIG 1) P PULTL S Ve
A8 A (TTY: 71 ) 405 paddis G Caly 5ol o el Calads

BAA AKONINIZIN: Diné kehgo yan(ii’go, language assistance services, &f
t'44 nilk’eh, bee nikd a’doowol, & bee nd’ahbot's’, 1D bee nééhdzingo nanitinigii
bine’déé’ (TTY: 711) ji’ hodiilnih.

ey & mmm%mmmwmm
a7 ITAFY {1 U [EHd wgAn (ID) wR3 & G g ww W
e ${) (TTY: 711).

et e b Sl e S g e Ciiglan 5l 3 sy e 90t ol SSH o aa g
ATTY: T11) LS S g eioadi g5ty ol 8 318 38 3t

faede: D Bends SrSorid, orfSS odSHSS HE5IS, rdl ok,
B evocomrtntf a5irob. B o nRobihEnS 8 (D) I aSd
SHorthgy oe§ Sodools (TTY: 711).

Tdsamsrn: moquya Tng, SudasdumBedmnnntigu fasbila 1 #5w Tnslilds
nwweufagdmrdaianlsedinlazmsuvesna (TTY: 711)

tr . FET AqUTE AMET ST SIegTe W, aurdey araf s
HIRIHE W I (TTY: 711) A1 i Tgerg|

Aandacht: Indien u Nederlands spreekt, is de taaladviesdienst gratis

beschikbaar voor u. Bel het nummer op de achterkant van uw identificatie
(D) kaart (TTY: 711).

Us5_ASO_G_M_2Col_8pt_blk N



ENROLLMENT/WAIVER FORM (JENROLLING

“HIGHMARK, !

COMPLETE THIS APPLICATION [N ITS ENTIRETY {Complete sections |, H, IV, and V)
IN BLUE OR BLACK INK.
DO NOT USE PENCIL OR HIGHLIGHTER. LI walviNG

(Comptete sections | and Hi)

Effective Date Employer/Group Name Group Number Payroll Location
First Name Ml |Last Name Social Security Number (Ifro S84, write N/A)
Address
City State Zip County Home/Cell Phone

Mairital Status (Please check oney; g‘m”me"g Staltus O COBRAC ; ;

. ] : Active Employee ontinuant Start Date

0 Single/Widowed Q Married O Rehired Employee O HIPAA Life Event

& Divorced {Please attach a copy of COBRA Election Notice or HIPAA Certificate to support eligibility.)
Full-Time Hire (or Rehire) Date (Month/Day/Year) Hours Worked Per Week Job Title

/ /
Gender Date of Birth (Month/DaysYear) Age | Product Selection(s)
0O Male Q Female / / O Medical Product Name: Q vision 1 Dental
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Are you an Established Patient?
OYes QO No

First Name M Last Name Refationship to You?
Q Spouse (3 Domestic Partner !
Soclal Security Number (ifno 554, write N/A} Gender Date of Birth (Month/DaysYear) Age
: Q Male U Female / /

Product Selection(s):

QA Medical U Vision QO Dental

Fuff Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Spouse/DP an Established Patient?
UYes 0O No

Note: If spouse’s last name differs from the contract holder above, please attach a copy of your marriage certificate,
“ifyour employer offers Domestic Partner caverage, please attach a Domestic Partner Affidavit and supporting documents to this application.

First Name elationship to You?
QO Step-child (1 Adopted* 0O Other*
Social Security Number (1 no S5#, write N/A) Gender Date of Birth {Month/Day/Year} Age
0 Male L Female / /
Product Selection(s): Dependent Status if Age 26 or Older
0O Medical Q Vision L Dental O Disabled 0 Act 4%
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Child an Established Patient?
OYes 0O No

*If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support dependent
eligibitity.

**1f your employer offers Act 4 adult dependent coverage, complete and attach an Act 4 Dependent Verification Form.,

ENR-257 {10-15)



First Name

Relationship to You? (I Child
0 Step-child Q Adopted* 0O Other*

Social Security Number (ifno $52, write N/A) Gender Date of Birth (Month/Day/Year) Age
U Male £1 Female / /
Product Selection(s): Dependent Status if Age 26 or Gider
U Medical O Vision O Dental L] Disabled L Act 4**
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Child an Established Patient?
OYes U No

First Name Relationship toYou? O Child
{ Step-child O Adopted* O Other*
Soctal Security Number ifno S5, write N/A) Gender Date of Birth (Month/Day/Year) Age
O Male O Femala / !
Product Selection{s); Dependent Status if Age 26 or Older
O Medical Q Vision U Dental ] Disabled O Act4x*
Full Name of Physician of Record (POR) Group Practice POR Number from Provider Directory Is Child an Established Patient?
OYes U No

*If enrolling an adopted child or a child that has been legally placed in your care, pfease attach a copy of the custodial/legal papers to support dependent

eligibility,

**If your employer offers Act 4 adult dependent coverage, complete and attach an Act 4 Dependent Verification Form.

MEDICAL

| HEREBY DECLINE MEDICAL COVERAGE:
O For myself
Q For family members QNLY:
0O Formyselfand ALL family members

REASON FOR DECLINING MEDICAL COVERAGE:

Q Insured under spouse. Please provide spouse’s employer and insurance carrier names;

03 For the following family members: 0 Other:
VISION DENTAL
I HEREBY DECLINE VISTON COVERAGE: 1 HEREBY DECLINE DENTAL COVERAGE:
2 Formyself U Formyself

CJ For family members ONLY
O For myself and ALL family members
0 For the following family members:

0 For family members ONLY
QO For myself and ALL family members
O Forthe following family members:

t hereby acknowtedge that i have been given the opportunity to participate in the group insurance plan provided by my employer and that | have declined
coverage for myself and/or my dependents as noted above. Ifl and/or any of my efigible dependents desire to apply for this Insurance at a later date, | may
be required to wait until my group's renewal or until a special enrollment (described below) occurs before coverage wilt be offered,

Employee/Contract Holder Signature Date

ONLY SIGN IF YOU ARE WAIVING COVERAGE

Special Enrollment Rights:
Ifyou are dectining enrollment for yourself oryour dependents (including your spouse) because of other health insurance or group health plan coverage, you may in the future be able to enroll yourself

and your depandents in this plan, provided that you request earciiment within 31 days afteryou and your dependent’s other caverage ends, or not later than 60 days if the other plan coverage was through
Medicald or a state Children's Health Insurance Program (CHIP). In addition, If you have a new eligible dependent as a restit of marriage, birth, adoption or placement for adoption, you may be able to
enroll yourself and your eligible dependents, provided that you requsest enrollment within 30 days after the marrlage, blrth, adoption or placement for adoption.



Other Group or Non-Group Health Insurance Cove

V. OTHERHEALTH INSURANC

rage

Natve of Insurance Carrfer Group Number Effactive Date Name of Policyholder
/ /
Policyholder Date of Birth Refationship to Policyholder Policy Number Palicyholder Employment Status
/ / UActive QORetired Date of Retirement: / /
Medicare Coverage (Please list any family member that is eligible for Medicare Benefits)
Effective Dates Check {¥) Reason For Medicare Coverage Medicare
Name of Subscriber or Dependent Health Insurance Clalm Number Hos n Supplement
pital Medical Prescription End Stage
(Part A) (Part B) {(Partp) Age Disability Renal Disease | or Complemant?
O Yes O No
L) Yes ONo

I understand that this form enrolls those eli

gible persons listed above in the Products as des
| authorize any payroll deductions required for the coverage and recognize that | must formall

U Yes

To the best of my knowledge and belief, the information provided on this application is true and correct.

OnNo

cribed in the agreement between Highmark and my employer,
y enroll my dependents on this form or they will not be covered,

Any person who knowingly and with intent to defraud any insurance company or other
containing any materlally false information or conceals for the purpose of misleading,
fraudulent insurance act, which is a crime and subjects such person to ¢riminal and clvl

person files anapplication forinsurance or statement of claim
information concerning any fact material thereto commits a
| penalties,

Vacknowledge and agree that any personally identifiable health information about me or my enrolled dependents (
protected by the Health Insurance Portability and Accountability Act of 1996 (

Highmark may use and disclose Protected Health Information for payment, treatment and health care operations as described in Its Notice of
Privacy Practices. } understand that a copy of Highmark’s Notice of Privacy Practices is available on Highmark's Web site, or from the Highmark

Privacy Office.

Protected Health Information”) is
HIPAA) and other privacy laws, and that, in accordance with those laws,

Print Employee/Contract Holder Nane

Print Employer/Group Name

Employee/Contract Holder Signatare

For New Group Business: Please send all new business materials (Small Group Business Application,

documentation) to the appropriate Highmark Small Group Sales Contact,

For Ongoing Enroliment: If adding new employees/contract holders/or dependents to an exlsting group,

one of the following addresses:

Fax (800) 290-3301
https://www.enrollmentandbimng@highmark.com
Membership Department

P.O. Box 535193
Pittsburgh, PA 15253-5193

To find more information about our benefits and operating procedures, such as accessing the drug formutary or using network providers,

cali 1-855-873-4106.

We are committed to providing cutstanding services for our 2pplicants and members. if you require spacial assistance,

back of your Member D card to request these free services (TTY/TDD users may call 711),

Inclading accommodations for disabilities or imited English proficiency,

Date

please go to DiscoverHighmark.com/QualityAssurance; of for a paper copy,

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orlentation, or health status in the administration of the plan,

Highmark Blue Cross Blue Shield, Fest Priorily Life Insurance Company (FPLIC) and First Piiority Health (FPH) are Independent licensees of the Blue Cross and Blue Shield Association,
Insurance may ba provided by Highmask Blue Cross Blua Shield, FPLIC or FPH, Health care plans are subject to terms of the benefit agreement,

Enroliment/Waiver Forms and all supporting

please fax/send Enrollment/Waiver Forms to

including enreliment and benefits daterminations.

please call the number on the




Mounramw View ScirooL [DIsTRICT

KinasLay, PennsynvaNia 18826-9778

Elementoxy School Office (570) 434-2181
Pax (570) 434-2755
High School Office (570) 434-2501
Yax (570) 434-9582
Superintendent/Business Office (570) 434-2180
Hax (570) 434*,3404 '

All Professional Staff

To:
From: [)t". Micmel E!u{,, Superintendant
Subject: . One Time Notfce for Buy-Back Benefit

This one-fime natice for the Volamtéry buyback or the mandatory -huyback Is provided under the MVEA
Coliestive Bargalning Agreément (CBA) provisions,

“and refin Tt o The bushiss® witice prior 1o the ApR T deadiinie,  THIS Hotlcs [5Tor the 232
year beginning July 1, 2023 Each employee must select even If you are currshily on'the voluntary or

mandatory buybacl or eurrently. not eliglble for elther buyback.

Article X, lNSURAM’C.E PROTEGTION, Section 5, Benefits Waiver, pages 12, 13, & 14.

Deadline for Nofifieation |, -
The District shall lsgue a owe-time. enrolhnent letter to all professional employees no lafer than

March 1, 20% | The 'employee’ will Indicate by April 1 whether hefshe Is taking a voluntary or

mandatory buyhack and-the form of.such payment (payrail check, deposit fo employee’s 403 or

IRS 125 plan). Thestatis mdzcat‘ed n this letter shall remaln In effect untll the emiployee chooses

to change his/her $fatus, Any change o the status Indleated In the itial letter must be indicated

In writing by the employgevino fater than April 1 “ of the year prior to change in stafus. AH I'If‘W
bR

gniployeas shall ba glven- th“ea oneuilm&!eifei‘ upon being hired,

In speclal cases Wligte unfmeseen cileymstances resuit In an emptoyee beeoming- eligible for

elther the mandatofy’ buybacicor the mll:nfaly buyback after the April 4% deadline, he/she. shall
Imimediately notify the president of.the As,socfatmn in order that his/her specific case may be

reviewed by the Board-of Education.  * %
H**********i*‘a*HH**‘*H*****H*“‘}M*‘*!**fi******HH***i‘********ﬂ”*k&iﬂ’k*‘k**“*H*****%****H****ﬁmﬁ****“

Yes \ Are you daking the voluntary or $he mandafory buyback for the health
insurance heneflis? If “No” slgn, date, And retum this form to the bushiesy office.

r

v

iF “Yos™ whlch one aaq you tﬂking‘? .
Mandatory —~-Spouse workiing- foa the school district.

o Voluntary — P}oofnﬁofhar Insurancs mustbe atiached.
Which “...form of payment.. "tlo yotui de:afi‘e? ;
Payiofl,ohetk- . .
. Dept)s%t;to Etnployée's 4038
e 'De}zf& i-th:hpla“Vee s IRS 1?5 Plah
Brinted Nae A —
Slgnature ' A Date

A COMMUNITY'S COMMITMENT TO EXCELLENCE

The Mouniain \Wew Schoot Distrlct fs an squal oppertunity instilution and w4l not discrlminate on the basls of raee, volon, national
origln. anx, age, and handleap inils activitles, programs or amploymantpracticas as required by Title VI, Tille 1X, Sacllon 504, and Ago
PlserlminationAct, Mis, Mary Hvezda, Mounteln Viow Elemaentary School, RR1, Box 8384, Kingslay, PA 18828-A778, (B70) 434-21 1

Ext. 487,

The referenced secflon of the CBA has been
included for your perusal. All-professlonal employees covered by the CBA are to complete the E?rjm , sign,
' “fiseal —




Dear Employee,

At the request of our Property and Casuaity Insurance carrier we must begin to check the driving records
of persons driving Mountain View School District vehicles. This process will be completed through the
Pennsylvania Department of Transportation {PennDot).

Should you have any guestions regarding this policy, or concerns about your driving record, please see
your immediate supervisor,

By signing helow you authorize Mountain View School District permission to obtain and review your
driving record from PA Department of Transportation via a MVR Request.

Name Date

Driver’s License Number Expiration Date




Salary Reduction Agreement for 403(b) Programs

ALL EMPLOYEES, WITHOUT EXCEPTION, ARE ELIGIBLE TO PARTICIPATE IN THE 403(B) PROGRAMS

Part 1. Employee Information:

Name: S8#:
Address:

Part2. Agreement

The above-named Employee elects 1o become a participant of the (Employer Name)
403(b) and/or 457 Plan(s) and agrees to be bound by all the terms and conditions of the plan. By executing this agreement
employee authorizes the employer to reduce his or her compensation and have that smount contributed as an elective deferral
and/or as a salary reduction contribution to the Roth 403(b) option if permitted in the plan, on his or her behaif into the annuity or
custodial accounts as selected by the employee. It is intended that the requirements of all applicable state or federal income tax
rules and regulations (Applicable Law} will be met. The Employee understands and agrees to the following:
1)  this Salary Reduction Agreement is fegally binding and irrevocable with respect 1o amounts paid or available
while this agreement is in effect.
2) this Salary Reduction Agreement may be ferminated at any time for amounts not yet paid or available, and that a
termination request is permanent and remains in effect until a new Salary Reduction Agreement is submitted; and
3) this Salary Reduction Agreement may be changed with respeci to amounts not yel paid or available in accordance
with the Employer’s administrative procedures
4)  the Employer will stop reductions at such time as the reduction will exceed the Employee’s statutory limits under
Section 402(g) or the limilation of Section 415 of the Internal Revenue Code in any given calendar year.
Employee is responsible for providing the necessary information at the time of initial enrollment and later if there are any
changes in any information necessary or advisable for the employer to administer the plan. Employee is responsible for
determining that the salary reduction amount does not exceed the Hinits set forth in applicable law and for selecting annuities or
custodial accounts. Furthermore, Employee agrees to indemnify and hold Employer harmless against any and all actions, claims
and demands whatsoever that may arise from the purchase of annuities or custodial accounts. Employee acknowledges that
Employer has made no representation to Employee regarding the advisability, appropriateness, or tax consequences of the
purchase of the annuity and/or custodial account described herein. Employee agrees Employer shall have no liability whatsoever
for any and all losses suffered by Employee with regard to his/her selection of the annuity and/or custodial account. Nothing
herein shall affect the terms of employment between Employer and Employee. This agreement supersedes all prior salary
reduction agreements and shall automatically terminate iff Employee’s employment is terininated.

Employee is responsible for setting up and signing the legal documents to establish an annuity contract or custodial account.
However, in certain group annuity contracts, the Employer is required to establish the contract.

Employee is responsible for naming a death beneficiary under annuity contracts or custodial accounts. Employee acknowledges
that this is normally dotte at the time the contraet or account is established and reviewed periodically.

Employee is responsible for all distributions and any other transactions wilh vendor. All rights under contracts or accounts are
enforceable solely by Employee, Employee beneficiary or Employee’s authorized representative. Employee must deal directiy
with the vendor to make loans, transfers, apply for hardship distributions, begin regular distributions, or any other transactions.

Part 3, Representation by Employee for Calendar Year

A, Participation in other employer plans: {you must check only one)
__lde nor and will not have any other elective deferrals, voluntary salary reduction contributions, or non-
elective contributions with any other employer.
] do participate in another employer’s 403(b), 401(k), SIMPLE IRA/401(k), or Salary Reduction SEP. The
following information pertains to all of my other employers for the current calendar year; Includible
Earnings $ ; Elective Deferrals and/or salary reduction contributions to a Roth 403(b) or Roth

401¢k) plan § ; Non-elective Contributions §




B. I have not received a Hardship Distribution from a plan of this Employer within the last six months, I further agree to

provide notification to the employer prior to initiating a request if [ plan to elect a hardship distribution during the term

of this agreement.

C. Maximum Elective Deferral or Roth 401(k)/403(b)/457(b) salary reduction confribution; (you must check only one)

My elective deferral/salary reduction coniribution does not exceed the Basic Limit (the lesser of my
includible compensation or $22,500).
My elective deferral exceeds the Basic Limit due to the additional Age 50 Catch-up of §7,500.

Part 4. Voluntary Salary Reduction Information: (Check all that apply)

O miitiate new salary reduction

EJ Change salary reduction

=] Change Funding Vehicle Vendor

B piscontinue satary reduction

Implementation Date (next available pay on or after);

Please complete Part 5.

This is notification to change the amount of my elective deferral
to the new amount listed in Part 5,

This is notification to change my Funding Vehicle — Complete Part 5.

Please discontinue my elective deferral to the following Funding Vehicle;

Part 5. Funding Ychicle & Amount of Pre-Tax Elective Deferrals:

{Sclect ong) *

Contribution Per Pay Period

Funding Vehicles (Annuity Contracts or Custedial Accounts)

1. [u] % or
o$

2, w} % or
n$

3. n % or
o

Part Sa, Funding Vehicle & Amount of After-Tax Salary Reduction Contributions fo the Roth 403(b):

Amount Per Pay
(Select one) *

Funding Vehicles (Annuity Contracts or Custodial Accounts)

I. [w] %% or
ol

2. o % or
o$

3. =] % or

o$




*NOTE: Any employec who works variable hours or who does not have a regular bi-weekly paycheck must select “% of pay.”

Part 6. Employee Signature

Leertily that [ have read this complete agreement and provided the information necessary for the employer to administer the plan
and that my salary reductions will not exceed ihe clective deferral or contribution limits as determined by Applicable Law. |
understand my respensibilities as an Employce under this Program, and 1 request that Employer take the action specified in this
agreement. I understand that all rights under the annuity or custodial account established by me under the Program are
enforceable solely by my beneficiary, my authorized representative or me.

Funderstand that certain information about my 403(b) account is necessary o properly maintain and administer my account under
the 403(b) plan. I authorize the holder of that information to make it available to the plan sponsor, the administrator of the plan
and/or their representative(s) so long as the information is used exclusively for purposes of complying with tegal and regulatory
requirements and proper administration of the plan and my account there under.

Tam awave that if I select Vanguard Funds as my investment provider, plan administration expenses will be deducted
from my account on a manthly basis. This fce, $24.60 annually, may be changed in the future subject to prior notification
to me of such change.

Employee Signature: Date:

Part 7. Representative Signature

Signature; Company Name: Date:

Part 8. Employer Signature
Employer hereby agrees to this Salaty Reduction Agreement:

Employer Signature: Title: Date:




A Summary of Mountain View School District’s

2023 ~ 403(b) Tax~Sheltered Account Program
L8 K ades-Margolis

Prepared by:

Mountain View Schoo! District offers our eligible employess the opportunity to save for retirement by participating in a
403(b) Tax- Sheltered Account (TSA) Plan. All employees, except for private contractors, appointed/elected trustees
and/or school board members and student workers, are eligible to participate in the 403(b) Plan immediately upon
employment, You can participate in this plan by making pre-tax contributions. The 403({b) TSA Plan is a valuable
retirement savings option.This notice prowdes a bnef expfanation of the provisions, pollcies and rules that govern the
o _403(b) TSA Plan offered. . : - -

. :What i_sat_loa(bl_ Ta_x—She!tereci Account? . .

403(b) Tax-Sheltered Account {TSA} is a section of the IRS Code that permits the establishment of 403{b) TSAs for school
employees to supplement their retirement income. A 403{b} TSA aliows you to voluntarily set aside money from each
paycheck to be put into a tax-deferred account. It's called an “elective deferral”; you notify the payroll office that you
wish {“elective”) to have funds taken out of your pay (“deferral”) and contributed to your 403{b) TSA. You may begin
your contribution, change the amount of your contribution, or stop your contribution at any time. The funds withheld _
_from your paycheck are then invested with a 403(b) provider that you choose from our list of approved companies. You -
_contra} how your funds are invested by consulting with a representative from the investment provider you select, '

How much can you contribute to your 403(b) TSA?

The maximum amount you can contribute for the current calendar year is $22,500. Everyone can contribute up to
$22,500 or 100% of salary If you make less than $22,500. Beginning on January 1 of the year you turn 50, you may
contribute an additional $7,500 each year. if you are able and desire to contribute more than the maximum, see if the
district offers a 457(b} Deferred Compensation program. if a 457([)) Pian is avallabie, you may be a]lowed to contnbute
: j-_snmniaramounts tothat tax-sheltered program. '

When can | get my money out ofn_nv 403(b) TSA? . S

In addition to oans and hardship distributions, a 403(b) plan may allow employees to take money out of the plan when
they reach age 59 %, have a severance from employment in the year they turn age 55 or after, become disabled, or die.
In most cases, any withdrawals made from a 403{b) account are taxable in fui! as ordmary income Most wlthdrawals are
subject to 10% additional tax if before age 59%, - : : :

Whv should you participate in a 403( b) TSA nrogram?

First:_ It reduces your current income taxes. It is the first tax shelter that nearly every tax professional recommends.

Second: It provides for tax-deferred growth. Instead of paylng income taxes on your bank interest earnings, all your
contributions, and the earnings on those contributions, are tax deferred until you | take out the money That waii usually
be after retirement when you will most likely be in a lower tax bracket

Third: It supplements other retirement benefits, like your personal savings, Social Security, and the PA Public School
£mployees Retirement System {PSERS). Who knows if any of us will get all the Social Security we are entitled to, given
the budget shortfall of Social Security and Medicare? And even though PSERS is one of the best retirement systems, you
still will have to live on the amount of that check from PSERS for the rest of your life. Many of today’s employees will live
longer retired than they worked. it is not uncommon for people to live to their late 80s, 30s or even 100. Considering
future scientific and medical advances, that PSERS check may have to last you 30 years or more. You need to supplement
it with your 403{b) TSA, which should reflect any economic growth during your career and retirement years.




Who is administering the district’s 403{b} TSA Program?

The district has chosen U.S, OMNI & TSACG Compliance Services, Inc. as the Third-Party Administrator {TPA) because of
their experience and reliability. They employ a full-service flexible technology platform that provides secure Internet
access by both employers and employees. You can get immediate answers to your questions regarding all contributions
and transaction processing requests, as well as access all necessary forms on their website www.tsacg.com. {NOTE: The
TPA charges no fees to employees. There may be fees associated with your investment that your :nvestment prowder
and/or Investment fund may charge.) - :

Optional Provisions included in Mountain View School District’s 403(b) TSA Plan
Eiigibility

Ali employess, except for private contractors, appointed/elected trustees and/or school board members and student
workers, are eligible to participate in the 403{b) Plan immediately upon employment. Employees may make voluntary
- elective deferrals to the 403(b) TSA Plan. Participants are always fully vested in their contributions and earnings.

) Exchanges

Our 403(b} TSA Plan does permit exchanges. An "excnange" is defined by the IRS as moving your 403{b} TSA from one of
our approved investment providers to another of our approved investment providers. Under IRS 403{b} TSA regulations, -
you may only invest your 403(1)) T5A funds. wnth the dlstr:ct S approved Investment provlders If you are emploved by our -
dlstrict '

Transfers

‘Our 403(b} TSA Plan does permit transfers, both into our plan and out of our plan. A "transfer” is defined by the IRS as
moving your 403(b) TSA from one employer’s 403(b} TSA Plan to another employer's 403(b) TSA Plan when you change
.employment. If you have a 403{b} TSA with a previous employer, and that employer's 403(b) TSA Plan permits transfers

" out of their 403{b) TSA Plan, you may transfer the account with the previous employer to our 403(b) TSA Plan. However,

- - you must transfer the account to one of our districts’” approved investment providers. If you leave employment with our
" district, you may transfer your account to a subsequent employer’s 403(b} TSA (If that employers 403[b) TsA PIan a!iows
“fori lncommg transfers) or you may roll over your account (see befow) k

Roliovers

- As required by IRS regulations, our 403{b) TSA Plan does permit rollovers, A “rollover” is defined by the IRS as moving .

- your 403(b) TSA upon the occurrence of a “distributable event” (age 59 ¥4, death, disability, separation from service,
‘etc.). Once you leave employment with our district, {or upon another distnbutable event) you are permltted to roli over

B your 403(b) TSA to any other IRS permitted account, such as an IRA : :

Loans

'_Our 403(b} TSA Plan does permit you to borrow funds from your 403(B) TSA; however, you need to check with your
_Investment provider to determine if your investment provider permits Ioans Loans are subject to IRS reguiatlons and
prlor to taklng aloan, pa mcipants shouid consuit atax adwsor -

Financial Hardshig Distrib_u_tiqns

Our 403(b} TSA Plan does permit you to apply for a Hardship Distribution from your 403(B) TSA. Hardship Distributions
are subject to IRS regulations and to be eligible for a hardship withdrawal according to IRS Safe Harbor regulations, you
must verify and provide evidence that the distribution is being taken for specific reasons,




Roth 403(b)

Our 403({b) TSA Plan does permit you to contribute to a Roth 403{b). Like a Roth IRA, Roth 403{b)} contributions do not
tax shelter current income; they are funded with after-tax dollars. One advantage of a Roth is the earnings grow tax free;
there are no taxes on withdrawals from a Roth 403(b)} if all the Roth and 403(b) rules are followed. The maximum annual
contribution for a Roth 403(b) is combined with the traditional 403(b) TSA; for the current calendar year, $22,500 and
57,500 for the age 50 catch-up. For example: if you are under 50 years of age, you could contribute $12,500to a
traditional 403{b)} TSA and up to 510,000 to a Roth 403{b). Withdrawals of your contribution and earnings can be made
tax free. (Reached age 59 % and Account has been held for at least five years) Contact one of the approved investment
providers for more information about the Roth 403(b). Roth 403(b) contributions are subject to IRS regulations.

“Authorized Investm_ent Providers for This 40_3_(b) TSA Plan

AMERIPRISE FINANCIAL N/A - .800-862-7919
EQUITABLE ' N/A - 800-628-6673

INVESCO OPPENHEIMER FUNDS N/A © . 800-959-4246
KADES-MARGOLIS CORPORATION Scott Skammer ' 800-433-1828 X262 .-
LINCOLN INVESTMENT PLANNING, LLC - N/A S 800-242-1421

METLIFE INSURANCECO - ' . N/A . .800-560-5001
SECURITY BENEFIT GROUP  ~ = ~ ScottSkammer . . .. ' 800-433-1828 X 262

VANGUARD INVESTMENTS . O N/A T 800-569-4903




Dr. Michael 8. Elia

Mrs, Donna Keslo
Superintendent of Schools

Business Manager

. e Mors. Alicia Chidester
”Ml s. Bay I{ala Mﬂ,xon _ Coordinator of Payroll / Transportation
unan Resource Coordinator/ Acconnts Payable
Assistant to the Superintendent - wr
MOUNTAIN VIEW SCHOOL DISTRICT Murs. Jessica Worden
Superintendent / Business Office Administrative Assistant
11743 State Route 106, Kingsley, PA 18826-6941
Plione (570) 434-2180 Fax (570) 434-2404

Acknowledgement Receipt of 403(b) Information

I » acknowledge receipt of the Summary of Mountain View School District’s 403(b)
Tax-Sheltered Account Program and the Salary Reduction Agreement information forms. = -

Signature of Employee ‘ S Date_

Signature of Business Manager Date

‘The Mountain View School District is an equal opportunity educational institution and will not discriminate on the basis of race, color, age,
creed, religion, gender, sexual orientation, ancestry, national origin or handicap/disability in its activities, programs or employment practices as

required by Title VI, Title 1X, Section 504, and Age Discrimination Act. Director of Special Services can be reached at (570) 434-2180 ext.
437,



MOUNTAIN VIEW SCHOOL DISTRICT
11748 State Route 106
Kingsley, Pa. 18826

NOTICE OF ELECTION FOR ANNUALIZED SALARY

To: Mountain View ESPA Support Staff Employees
From: Dr. Michael S. Elia, Superintendent
Subject: IRS Section 409A Election

This is to notify the Mountain View School District that | have elected — beginning with
the 2021-2022 school year — to have the hourly remuneration or annualized hourly remuneration
for the approximately 10-month or 11-month period during which | actually perform services paid
out over a 12-month period.

Employment Status:

12-month (260 day) employee; IRS 409A not applicable; check here; return form
10-month (180 day schoo! year) food service/cafeteria and elementary monitors —
currently paid hourly remuneration as earned; check here; return form; twelve month
option not available

10 month (180 day school year) aides (para-professionals) and high school
monitors; check here and select one of the options below

9%2, 10 & 11-month clerical; check here and select one of the options below

75 day, 8 hour weekend, and 16 hour weekend - currently paid hourly remuneration as
earned; check here; return form; twelve month option not available

Select One:
9%, 10 & 11-Month Payment Option Payment every two weeks beginning in July or
September, as applicable, with payment representing the actual amount earned during
each two week payroll period
12-Month Payment Option Twenty-six (26) nearly equal payments (annualized hourly
remuneration) paid bi-weekly on Thursday beginning in the month of July or September,
as applicable

This notice is irrevocable for any particular school year, and may not he changed
or withdrawn after the beginning of the school year in which | am working. This notice
will be effective for all years following the 2020-2021 school year, unless | choose to
change my election. If | choose not to have my salary deferred in any future school year
and be paid only during the period that | actually perform services, | will so notify the
employer in writing prior to beginning work for that school year.

This notice shall have no effect if not submitted prior to the time | begin working
for the 2021-2022 school year.

In the event a separation from service occurs before the end of the 12-month
period, | will be entitled to an additional payment for the amount | have actually earned
from the beginning of the 12-month period until the date of my separation from service,
but which has not yet been paid. This additional payment will be included in my final
paycheck. For this purpose, “separation from service” shall have the same meaning as
that term is defined in section 1.409A-1(h) of the Treasury Regulations.

Printed Name Signature Date



& Guardian

Group Number: 00563214

Mountain View School District

BUSINESS OFFICE AND ADMINISTRATIVE EMPLOYEES NOT
CAPPED

Here you'll find information about your following employee benefit(s). Be sure to review the
enclosed - it provides everything you need to sign up for your Guardian benefits.

PLAN HIGHLIGHTS

+ Life
« Long Term Disability

Questions? Concerns?

Helpline (888) 600-1600

Call weelcdays, 7:00 AM to 8:30 PM, EST.
And refer to your plan number: 00563214




Guardian

Welcome

Dear Mountain View School District Employee,

We are happy to have been chosen by Mountain View School District to be the provider
of your employee benefits this year. For over |50 years, we have helped millions of
people plan, secure and look after their families. We believe that life's unexpected
surprises should be met with the support, guidance and understanding of someone who
truly cares. And, we understand the power of help. It's why we go above and beyond to
do what's right for you.

With Guardian® coverage you get:

*  Affordable group rates
+  Convenient payroll deduction
+  Benefits for your unique needs

Take advantage of the benefits offered to you at work. Feel secure knowing that you
have the coverage you need from a trusted provider and that it's there when you need it
most.

Guardian

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America®, Insurance products
are underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not
available in all states. Policy limitations and exclusions apply. Optional riders and/or features may Incur additional costs.
Plan documents are the final arbiter of coverage.

2018-71635 (12/20)



Guardian’

Mountain View School District

Group Number: 00563214

A Life insurance plan through Guardian provides:

*  The foundation of a smart financial plan that helps protect you and those who depend on you

+  Affordable group rates

*+  Flexibility to update your coverage as your life changes or take It with you if you change jobs or retire

About Your Benefits:

BASIC LIFE

Empioyee Benefit : Your employer provides Basic Life
Coverage for all full time
employees In the amount of 200%
of your annual salary, to a
maximum of $200,000 with a
minimum amount of $10,000,

Accidental Death and Dismemberment Your Basic Life coverage includes

Enhanced Accidental Death and
Dismemberment coverage.

Guarantee Issue: The ‘guarantee’ means you are not required to answer health questions to qualify for Guarantee Issue coverage up to

coverage up to and including the specified amount, when you sign up for coverage during the initial $200,000 per employee
enroliment period.

Premiurns Covered by your company if you
meet efigibility requirements

Conversion: Allows you to continue your coverage after your group plan has terminated, Yes, with restrictions; see

certificate of benefits

Accelerated Life Beneflt: A lump sum benefit Is paid to you if you are diagnosed with a terminal Yes
condition, as defined by the plan.

Waiver of Premiums: Premium will not need to be paid if you are totally disabled. For employees disabled prior to

age 60, with premiums waived
until 2ge 65, if conditions are met

Benefit Reductions: Benefits are reduced by a certain percentage as an employee ages. 35% at age 65, 50% at age 70

Subject to coverage limits

Manage Your' Benef"ts.- ' ._::': e s B : Need Assnstance"

Go o www GuardlanAnyttme com to access secure informataon abour. Call the Guardlan Helplme (888) 600 I600 Weekdays, 8: 00 AM to 8 30
your Guardlan benef‘ ts. Your on-line account wiIE be set up wn:hm 30 - .PM, EST. Refer to your member iD (social securlty number) and your
days after your. plan effectlve date, “7 " plan number: 005632 14

Benefit information Hiustrated within this material reflects the plan covered by Guardian as of 06/11/2019 3
Mountain View School District BUSINESS OFFICE AND ADMINISTRATIVE EMPLOYEES NOT CAPPED Benefit Summary



LIMITATIONS AND EXCLUSIONS:

A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS FOR LIFE
AND AD&D COVERAGE:

You must be warldng full-time on the effective date of your coverage; otherwise, your
coverage becomes effective after you have completed a specific walting period, Employees
must be fegally working in the United States in order to be eligible for coverage.
Underwriting must approve coverage far employees on temporary assignment: (3)
exceeding one year; or (b} in an area under trave! warning by the US Department of
State. Subject to state specific variations, Evidence of Insurability is required on all fate
enroflees, This coverage witl not be effective untl approved by a Guardian underwriter,
This propesal is hedged subject to satisfactory financial evaluation. Please refer ta
certificate of coverage for full plan description.

Accelerated Life Beneficis not paid to an employee under the following circumstances:
one who is required by faw to use the benefit to pay creditors; is required by court
aorder to pay the benefit to another persan; is required by a government agency to use
the payment to receive a government benefit; or loses his or her group coverage before
an accelerated benefit is paid.

For AD&D: We pay no benefits for any loss caused: by willful self-injury; sickness,
disease or medieal treatment; by participadng in a ¢ivil disorder or cormmitting a fefony;

Traveling on any type of aircraft while having duties er on that aircraft; by declared or
undedared act of war or armed aggression; while a member of any armed force (May
vary by state); while driving a motor vehicle without a current, valid driver’s license; by
legal intoxicadon; or by voluntarily using a non-prescription controlled substance.
Contract #GP- | -R-ADCL|-00 et al. We won't pay more than [00% of the Insurance
amount for all Josses due to the same accident, except as stated. The loss must occur
within a specific period of tme of the accident. Please see contract for specific definidon;
definidion of loss may vary depending on the benefit payable,

GP-1-R-LB-90

Enhanced AD&D: A loss may be defined as death, quadriplegia, foss of speech and
hearing, loss of cognitive function, comatose state in excess of one month, hemiplegia or
paraplegia. The loss must accur within a spedific period of time of the accident. Piease see
contract for specific definition; definition of foss may vary depending on the benefit
payable,

This document is a summary of the mojor features of the referenced insurance coverage. It is intended for illustrative purposes only ond does not constitute a
contract. The Insurance plan documents, including the policy and certificate, comprise the contract for coverage. The full plan description, including the benefits and
ali terms, limitations and exclusions that apply will be contalned in your insurance certificate. The plan documents are the final arbiter of coverage. Coverage terms
may vary by state and actual sold plan, The premium emounts reflected In this summary are an approximation; If there is a discrepancy between this amount and the

premium actually billed, the latter prevails.,

Mountain View School District BUSINESS OFFICE AND ADMINISTRATIVE EMPLOYEES NOT CAPPED Benefit Summary



Guardian

Group Number: 005632 (4

A Disability insurance plan through Guardian provides:
* Income protection while you are unable to work
+ Affordable group rates

MOUNTAIN VIEW SCHOOL DISTRICT

+  Fast claim payments paid directly to you that can help pay for expenses while you recover
+ Extensive resources and support to help you get back to work and a productive life

About Your Benefits:

Long-Term Disability

Coverage arnount

60% of salary to maximum $2000/month

Maximum payment perlod Maxlmum [ength of time you can
receive dfsab:hty benef’ts

Acc;dent benefits begin: The !ength of time you must be dlsab|ed

before benef ts begln

before benef ts begln

Ewdence of Insurablllty A health staternent requ:rmg you to

answer a few medical history questions.

Guarantee Essue: The ‘guarantee’ means you are not requnred to

answer health questions to qualify for coverage up to and Including
the specified amount, when applicant signs up for coverage during the
initial enroliment period.

Minimum worlc hours/weele Minimum number of hours you must
regularly work each week to be ehgsb!e for coverage.

Pre-existing conditlons: A pre-existing condition Includes any
condition/symptom for which you, in the specified time pericd prior
to coverage in this plan, consulted with a physician, received
treatment, or took prescribed drugs.

Iliness benef‘ts begm The Iength of time you must be disabled

Social Security Normal Retirement Age

Day 21

Day 91

Health Statement may be required

We Guarantee Issue $2000 in coverage

Planholder Determines

3 months look bacl; |2 months after exclusion

Survivor benefit; Additional benefit payable to your family if you die
whlie disabled.

3 months

UNDERSTANDING YOUR BENEFITS-—-—DISAB!LITY (Some mformatlon may vary by state)

+ Disability (long-term): For first two years of disability, you will receive benefit payments while you are unable to work in
your own occupation. After two years, you will continue to receive benefits if you cannot work in any occupation based on

training, experience and education.

« Earnings definition: Your covered salary excludes bonuses and commissions.

» Special limitations: Provides a 24-month benefit limit for specific conditions including mental health and substance abuse.
Other conditions such as chronic fatigue are also included in this limitation. Refer to contract for details.

e  Worlcincentive: Plan benefit will not be reduced for 2 specifled amount of months so that you have part-time earnings while
you remain disabled, unless the combined benefit and earnings exceed 100% of your previous earnings.

Benefit information illustrated within this material reflects the plan covered by Guardian as of 06/11/2019
MOUNTAIN VIEW SCHOOL DISTRICT BUSINESS OFFICE AND ADMINISTRATIVE EMPLOYEES NOT CAPPED Benefit Summ



Manage Your Benefits:

Go to www.GuardianAnytime.com to access secure information
about your Guardian benefits. Your on-line account will be set up
within 30 days after your plan effective date.

A SUMMARY OF DISABILITY PLAN LIMITATIONS
AND EXCLUSIONS

e Evidence of Insurability is required on all late earollees. This coverage will
not be effective until approved by a Guardian underwriter. This proposat is
hedged subject to satisfactory financial evaluation. Please refer to certificate
of coverage for full plan description.

m  You must be working full-time on the effective date of your coverage;
otherwise, your coverage becomes effective after you have completed a

specific waiting period.

m  Employees musct be fegally working in the United States In order to be
eligible for coverage. Underwriting must approve coverage for employees
on temporary assignment: (a} exceeding one year; or (b} in an area under
travel warning by the US Department of State. Subject to state specific s
variations.

m  For Lang-Term Disability coverage, we pay no benefits for a disability
caused ar contributed to by a pre-existing condition unless the disability =
starts after you have been insured urder this plan for a specified period of
time. We limit the duration of payments for long term disabilities caused by
mental or emotional conditions, or alcohol or drug abuse.

m  We do not pay benefits for charges relating to a covered person: taking
part i any war or act of war (including service in the armed forces)
committing a felony or taking part in any riot or other civil disorder or

Need Assistance?

Call the Guardian Helpline (888) 600-1600, weel«days,
8:00 AM to 8:30 PM, EST. Refer to your member |D {(social
security number) and your plan number: 00563214

intentlonally injuring themselves or attempting suicide while sane or insane,
We do not pay benefits for charges refating to legal intoxication, including
but not limited to the operation of a motor vehicle, and for the voluntary
use of any poison, chemical, prescription or non-prescription drug or
controlled substance unfess it has been prescribed by a doctor and is used
as prescribed, We limit the duration of payments for long term disabilities
caused by mental or emotional conditions, or alcohal or drug abuse. We
do not pay benefits during any period in which a covered person is confined
to a correctional facility, an employee is not under the care of a doctor, an
employee is receiving treatment outside of the US or Canada, and the
employee’s loss of earnings is not solely due to disability.

This policy provides disability income Insurance only. It does not provide
“basic hospital”, "basic medical”, or “medical” insurance as defined by the
New York State Insurance Depariment,

If this pfan is transferred from anather insurance carrier, the time an
insured Is covered under that plan will count toward satisfying Guardian's
pre-existing condition limitation period. State varfations may apply.

When applicable, this coverage will integrate with N] TDB, NY DBL, CA
SD, RI TR, Hawali TDl and Puerto Rico DBA.

Contract # GP-1-LTD-~15-1.0 et al.

This dacument is @ summary of the major features of the referenced insurance coverage. It is intended for iliustrative purposes only and does not
constitute a contract. The insurance plan documents, including the policy and certificate, comprise the controct for coverage. The full plan description,
including the benefits and all terms, limitations and exclusions that apply will be contained in your insurance certificate. The plan documents are the
final arbiter of caverage. Coveroge terms may vary by state ond actual sold plan. The premium amounts reflected in this summary are an approximation;
if there is a discrepancy between this amount and the premium actually billed, the latter prevalls.

MOUNTAIN VIEW SCHOOL DISTRICT BUSINESS OFFICE AND ADMINISTRATIVE EMPLOYEES NOT CAPPED Benefit Summ



S Guardian’

BENEFITS OFFSET NOTICE

Your Guardian Group Disability Policy (Policy) may provide that any Guardian
Disability benefits you receive may be offset by Other Income/ Benefits you or your
dependents receive while you are receiving Guardian Disability Benefits. This means
that Guardian may deduct the amount of any Other/Income Benefit payments made to
you or your dependents from your weekly or monthly Guardian Disability Benefit prior
to issuing payment. Examples of Other Income Benefits described in your Policy
include:

» U.S. Social Security Disability Income or Retirement Benefits

» Disability or Retirement Benefits payable from any other source, including state
mandated disability plans, U.S. Railroad Retirement plan or similar
U.S./Canadian plan

« Salary earned or paid during your disability period, including sick leave, paid time
off, severance payments, bonuses and commissions

» Workers’ Compensation benefits

» No-fault motor vehicle coverage benefits

« Distributions, profit sharing, royalties

Upon enroliment, please review your certificate booklet for the full definition of Other
Income Benefits and provisions pertaining benefit offsets and overpayment recovery. If
you or your dependents are awarded any Other Income Benefits, including lump sum
payments while you are receiving Guardian Disability benefits, you should contact
Guardian promptly to calculate the appropriate offset amount and prevent an
overpayment of benefits.

2015-2692

GG-017247 (2/15) 7



& Guardian’

iy
CUARDIAN

Stap @ Stleci Coverage

Online Svidence of Inawabiliiy

1. Click "Yes, {have read and agree to the [}
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e e e Brtaete s P HELPFUL TIP: Enter "0" for current amount if thisis anew

If your employeris located in a state where online EQl s not

available (NY and NH) please download the EOl form from
GuardianAnytime,

2. Enter Group ID # shown above and click "Enter”

3. Select the coverages you are applying for and fill in
your current and new election amounts

election or if this is a request to increase your short term
disability or long term disability coverage.

yed zrmt ko ydur G2z 12T 32 Kores £ naee foaact Click "Continue”,

patER IS

On the following screen, you will:

< friptiver
Lerrit it

Wrafs appipnglrceriege?- Tz ensithnapy)

e

= Input your personal information

« Answer the health questions

» Review your answers, electronically provide your
signature and click "Submit” to receive confirmation

The Guardian Life Insurance
Company of Ametica
guardiananytime.com

New York, NY

2017-44837{08/19)

(PDF)

« Guardian will soon contact you directly regarding
your application.

ADDITIONAL NOTES: Applicable to coverage requiring full Evidence of Insurabillity (not applicable
to conditional issue amounts). Electronic EQf is not available in the foflowing states: New York and
New Hampshire. Electronic EQlis available using most internet browsers.



Guardian Life, P.0, Box 14319,
Lexington, KY 40512

- . The Guardian Life insurance Gompany of America
Guardian hany

Enrollment Farm
Page 1 of 4

Please prink clearly and mark carelully.

Employer Name: Mountain View School Disfrict

Group Plan Number: 00563214 Bensfits Effective;

PLEASE CHECK APPROPRIATE BOX O Initiat Envallment
{3 Ingrease Amount (3 Family Status Change

[ Re-Enroliment OO Add Empioyee/Dependents ) Drop/Refuse Coverage (O Information Change

Class: BUSINESS OFFIGE AND Division: Subtotal Code: (Pleasa ohtain this from yaur Emyioyer)
ADMINISTRATIVE EMPLOYEES NOT
CAPPED
About You: Social Security Number
First, M, Last Name:
Address City Stata Zip
Gender: M QAF Date of Birlk (mm-dd-yy): - - Phane: ( 3 -
Ermail Address: Are you married ar do you have a spouse? [ Yes L1 No Dale of marriagefunion; - -
Do you have children or other dependeats? L Yes L No Piacemant date of adopted child: - -
Abhout Your Joh: Hours worked per week: Job Title:
Wark Status:
) Active {3 Refired (I Cobra/State Continuation Date of full time hire: - - Anrual Salary: §

Basic Lite Coverage:
Benefit reductions apply. Please see plan adminisirator.

Policy Amount
Employee Only

¥ 200% of your annual
saltary to a maximum of
$200,000

The Guarantee Issue
Amount is $200,000.

Name your heneficiaries: {Primary beneficlary perceﬁtages must total 100%)
Primary Beneliciaries:
Name; Social Sacurity Number: - - %
Date of Bivth (mm-dd-yy):__ - - Address/City/State/Zip:
Phane: ( ) - Ralationship to Employee:
Name: Social Security Number: - - %,
Date of Birth (mm-dd-yy}:__ - -  Address/Cily/State/2ip:
Phone: { ) - Relationship to Employee:
Contingent Beneficiary:_____ Social SecurityNumber: _____ -~ .
Date of Birth (mm-dd-yy}:__ - - Address/Cily/State/Zip:
Phone:{ ) - Refationship to Employee;
{In the event the primary beneficiaries are deceased, the contingant bensficiary will raceive
the benefit, Employer maintains beneficiary information.)

If this Basic Life policy will replace your existing life insurance policy under your current employer, provide the amount of the previous policy §

Important Notes:

» Basad on yeur plan benefits and age, you may be required to complete an evidence of insurability form for Basic Life.

CEF2017-DOM-PA
Questions? Call the Guardian Helpline (888) 600-1600

wwwgnardianlife.com 1

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER




Long-Term Disability {LTD} Goverage:

Monthly Benefit
1 60% of safary to a maximum of $2,000

Signature
e lunderstand thaf the premium amounts shown above are estimations and are for liustrative purposes only.

e  Submisslon of this form doss not guarantae coverage. Among other things, coverage is contingent upon underwriting approval and meeting the applicable eligibitity
requirements as set forth in the applicable benafit booklet.

e | understand that | must be actively at work or my elected coverage will not take effect untll | have met the eligibility requirements (as defined in the benefit booklet.) This
daes not apply o eligible refirees. .

o If coverage is walved and you laler decide to enroll, late entrant penalties may apply. You may also have ta provide, at your ewn expense, proof of each person’s
Insurabllity. Guardian or its designee has the right to reject your request.

e  Plan dasign limitations and exclusions may apply. For complete details of coverage, pleass refer to your benefit booklet. State limitations may apply,
o | hershy apply for the group benefit(s) that | have chosen above.

o | undersiand that | must meat eligibility requirements for all coverages that 1 have chosen ahova,

o  lagree that my employer may deduct premiums frem my pay if they are required for the coverage | have chosen abova.

e |acknowledgs and consent to receiving efectronic coplas of applicable insurance related documants, in lieu of paper coples, to the extent permitted by applicable law. |
may changs this election only by providing thirty (30} day prior written notice.

e laitest that the information provided above is frue and carrect to the best of my knowledge.

Any persan who with intent to defraud any insurance company or ofher parson filas an application for insurance or statements of claim containing any materially, talse
intarmatian or conceals for putpose of misleading information canserning any fact material thereto, scammils a fraudulent insurance act, which Is a crime, and may
also be subject to civil penalties, or denial of Insurance henefits.

The state In vihich you raside may have a speciic state fraud warning. Please refer to the attached Fraud Warning Statements page.

The laws of New Yark require the following statement appear: Any person who knowinaly and with intent to defraud any insurance company or other person files an
application for insurance ar slatement of elaim cantaining any materially false information, or canceals for the purpase of misleading, information concerning any fact
material therelo, commits a fraudulent insurance act, which is a crime, and shall alse be subject 1o a ¢ivil penaity no! to excead five thousand daflars and ihe stated
value of the clzim for aach such violation. (Does nat apply to Lite Insurance.)

SIGNATURE OF EMPLOYEE X DATE

Enroilment Kit 00563214, 0001, EN

Fraud Warning Statements

The laws of saveral states require the following statements to appear an 1he enroliment torn:

Alahama: Any parson who knowingly presents a false or fraudulent claim for payment of a loss or benefit or whe knowingly presents false information in an application for
insurance Is quilty of a crime and may be sublect to restitution fines or confinement in prison, or any combination thereof.

Arizona: For your protection Arizona law requlres the fallowing statement 10 appear on ihis form. Any person who knowingly presents a false or fraudulent claim for payment
of a loss is subject to criminal and civil panalties.

Galifornia: For your protection California law reguires tha following to appear on this form: The falsity of any statemant in the application shall not bar the right to recovery
urder the policy unless such false statement was made with actual lntent to deceive or unless it materlally affected either tha acceptance of the risk or the hazard assumed by
the insurer.

Colorado: It is unfawful to knowingly provide false, Incomplete, or misleading facts or Information to an insuranes company for the purpose of defrauding or attempting to
defraud the company. Peralties may include imprisonment, fines, denlat of insurance, and civil damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misteading facts or information to a policy holder or claimant for the purpose of defrauging or attempting to dafraud the policy
hotder or ciaimant with regard to a settiement ar award payable from Insurance proceads shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.

Cannaclicut, lowa, Nebraska, and Oregon: Any person who knowingly, and with intent 1o defraud any insurance company ar other person, files an application of insurance
or statemant of claim containing any materlally false information or concaals, for the purpose of misfeading, information concerning any fact material thereto, may be quilty of
a frazdulent insurance act, which may be a crime, and may afso be subject to civil penalties.

Dalawats, Indiana and Oklahoma: WARNING: Any person who knowingly, and with intent 1o injure, defraud or dacelve any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incemplete or misleading information is quilty of a felony.




@Guardian Group Plan Number; 00563214 ' Plaase print employee name:

Disirict of Cotumbia: WARNING: It is a crime to provide false or misleading information to an Insurer for the purpose of defrauding the insurer or any other person. Penaitles
Include imprisonment and/or fines. in addition, an insurer may deny insurance benefits, if fatse information materially related to a claim was provided by the applicant.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim ar an application containing ary false, incomplete, or
misleading information Is guilty of a felony of the third degrae.

Kansas: Any person who knowingly, and with intent to defraud any insurance company or other person, files an applleation of insurance or statement of claim containing any
maierlaily false information or conceals, for the parpose of misleading, information cancerning any fact material therelo, may be guitty of insurance fraud as determined by a
court of faw.

Kentucky: Any person whe knowingly and with infent to delraud any insurance company or other person files a statement of claim conlaining any materially false Information
ar conceals, for the purpose of misleading, information concerning any fact material thareto commits a fraudulent insurance act, which is a crime.

Louislana and Taxas: Any person who knowingly presents a faise or fraudulant claim for paymant of a loss or benefit is guilty of a crime and may be subject to fines and
confinements in state prison.

Malne, Tennessee and Washington: It is a crime to knowingly provide false, incomplete or miskeading information to an insurance company for the purpose of defrauding
the company. Penatties may incfude imprisonmant, fines or a denial of insurance benefits.

Maryland : Any persan who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly ar willfully presents false information in an
application for insurance is gullty of & erime and may be subject to fines and confinement In prisan.

Rhade Island: Any person who knowingly and willfully prasents a false or fraudulent elaim for payment of a loss or benefit or knowingly and willtully presents false
irformation in an application for insurance is guilty of a crime and may ke subject to fines and confinement in prisan.

Mirnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crima.

New Hampshire: Any persan who, wilh a purpase fe injure, defraud or decelve any insurance company, files a statlement of clalm contalning any falss, incomplste or
misleading information is subject to prosecution and punishment for insurance fraud, as provided in N.H, Rev, Stat, Ann, § 638:20

New Jarsay: Any person who knowingly files a statement of claim conlaining any false or misteading information is subject te criminal and civil penaities.

New Mexica: Any person who knowingly presents a false or frawdulent claim for payment or a loss or benefit or knowingly presents false infermation in an application for
insurance is guilty of a crime and may be subject fo civil fines and criminal penaltias or denlal of insurance benefils.

Ohia: Any person who with inlent to defraud or knowing that he/sha is facilitating a fraud against an insurer, submits an application or files 2 claim containing a false or
geceptive statement is guily of insurance fraud.

Pennsylvania: Any person who knowingly and with intent to defrasd any insurance company or other person filas an application for insurance or statement of claim
containing any materially false infarmation or conceals for the purpose of misieading, information concerning any fact matarial thereto commits a fraudutant insurance act,
which is a crime and subjects such person to criminal and civil penatties,

Vermont: Any person who knowingly presents a false statement in an application for insurance may be gullty of a criminal offense and subject to penalties under state law.

Virginia: Any person who with intent to defraud or knowing that he/she s facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceplive statement may have violated state laws,
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