FIREFIGHTERS (IAFF)

ORIENTATION PACKET



NEW EMPLOYEE ORIENTATION - City of Astoria

NAME DEPT: DOH:

Employee Initial HR Initial

1-9 Employment Eligibility Verification ( Documents to I-9 Files}

W-4 (Documents to Payroll File)

Direct Deposit Option (Document to Payroll File)

Dues Form for General-Parks and Public Works (Document to Payroll File)

PAF ( Documents to Personnel File)

Request for Draw

APSA Employee Payroll Deduction Authorization (Police Only)

Medical Plan (BC/BS, Kaiser etc.)

Vision Plan (BC/BS, Kaiser etc.)

Dental Plan (BC/BS, MODA, Kaiser etc.)

HSA/MSA/VEBA Enroliment and Beneficiary Forms

Flexible Spending Forms ( FSA) - Optional

LTD/ADR&D/ Life Forms

Life/ Dependent Life/Supplemental Life Insurance - Option

Dependent Life/ Supplemental Life Insurance - Option

PERS Tier 1 & 2: PERS & IAP Beneficiary Form
OPSRP: AP Beneficiary

Deferred Comp

*Employee Handbook Acknowledgment Receipt — Personnel File

*Anti-harassment Acknowledgment Receipt — Personnel File

*Public Employee Ethics and Reporting

Credit card Policy and Agreement — optional — Personnel File

Blood Borne Pathogens

AFLAC - Optional

Employee Assistance Program

Safety

Personnel Rules




CITY OF ASTORIA
BENEFIT SUMMARY - 2017
IAFF - FIREFIGHTERS

Benefits are subject to change. This document is a guideline only.
Plan documents and collective bargaining agreements supersede this.

BENEFIT ELIGIBILITY EFFECTIVE DESCRIPTION
Medical Plan - Regence Probationary & full time 1st month following 30 Employee Only 30.53
BlueCross BlueShield of days continuous EMP + Child 57.01

regon employment.
8'891_ Copay Plan A $xd ployme EMP + SpQuse 65.04
with Alternative Care EMP + Children  75.95
City pays 95% EMP + Family 87.43
Vision Service Plan Probationary & full time | 1st month following 30 | Employee Only 42
VSP-3 (24/24/24) days continuous EMP + Child 53
employment. EMP + Spouse .60
_ EMP + Children .94
City pays 95% EMP + Family 1.08
Dental Plan -Delta Dental | Probationary & fulltime | 454 month following Employee Only 2.60
CIS - Dental I Plan 30 days continuous EMP + Child 4.01
employ. EMP + Spouse 4.56
_ EMP + Children 6.88
City pays 95% EMP + Family 7.91

Flexible Spending (Sect
125)

Probationary & Full time

1st month following

30 days continuous
employ.

Employee may contribute
to Pre-Tax Flexible
Spending Account
according to terms of Plan
and IRS Section 125 rules

Alternate Coverage
Benefit

Probationary & full time

1st month following 30
days continuous
employment

After proof of adequate
insurance coverage a

$ 50/month payroll benefit
is available, in lieu of City
provided coverage.

Basic Life Insurance

City pays 100%

Probationary & full time

1st month following 30
days continuous
employment

Hartford Insurance

$ 50,000 employee

$ 10,000 spouse

$ 10,000 qualified dependent

Flexible Spending (Sect
125)

Probationary & Full time

1st month following

30 days continuous
employ.

Employee may contribute
to Pre-Tax Flexible
Spending Account
according to terms of Plan
and IRS Section 125 rules.

Accidental Death &
Dismemberment (AD&D)

City pays 100%

Probationary & full time

1st month following 30
days continuous
employment

Hartford Insurance
$ 50,000 employee

Long Term Disability

City pays 100%

Probationary & full time

1st month following 30
days continuous
employment

66 2/3% of salary, 90 day
wait, $ 4,500 maximum
benefit per month

Employee Benefit Summary < IAFF — Firefighters

Page 1




BENEFIT

ELIGIBILITY

EFFECTIVE

DESCRIPTION

Short Term Disability

Employee pays 100%

Probationary & full time

1% month following 30
days continuous
employment

Hartford Insurance

Various benefit levels
available/rates dependent upon
age and level of benefit

Retirement As defined by PERS 6 months from date of Defined benefit plan.
(PERS) employment. Employer contributes rate set by
PERS
Employee pays 6%.
Stability Pay Full time Based on length of 510 years =2.0%
service — Calculated on 12 - ;g years = 222?
R Step A — 20 years = 4.5%
ange P > 20 years = 6.0%
Sick Leave at Retirement | Full time After 10 years of service | Hired prior to August 29, 2003

will have all unused sick leave,
up to 2080 hours, reported to
PERS.

Not available to those hired later

Holidays

Probationary & full time

Immediately

10.5 holidays per year

Floating Holiday

Probationary & full time

Immediately

24 Hour to be used at one
time in Fiscal Year

Vacation

Probationary & full time

Accrues immediately;
can use after 90 days
continuous employment

0- 5 years 12 hrs/mo
6-10 years 14 hrs/mo
11-15 years 18 hrs/mo
16-20 years 20 hrs/mo
21-24 years 22 hrs/mo
> 25 years 24 hrs/mo

Maximum accrual is 360 hours

Vacation Cash Out

Used 72 hours during
year and remaining
balance > 40 hours

Annual election made in
writing between 8/1 and 8/20
— paid with Sept paycheck

May cash up to 48 hrs
within specific criteria

Personal Leave

Probationary & full time

Immediately

10 hours per fiscal year, for
specified personal, business
reasons — unaccrued

Sick Leave

Probationary & full time

Begin accruing sick
leave after 30 days
employment. Entitled to
use sick leave during
the first year of

Provided for non-occupational
disability. Employees working a
56-hour a week shift will accrue
sick leave at the rate of 16 hours
per month. May be used for
immediate family iliness

employment. Accumulated unused sick leave
limited to 2464 hours
Deferred Compensation | Regular employees 15U of month following Employee option to reduce tax-

six months of service

able wages by contributing to a
tax deferred retirement plan.
Three 457 deferred plans are
available.

Utility Credit

Regular employees who
live in Astoria city limits

One year from date of
hire

$10.00 per month towards utility
bill; renter not paying utilities
receives cash as wages

Employee Benefit Summary < IAFF — Firefighters
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CITY OF ASTORIA
Regular Employee Orientation

Employee Employee No. Job Title
Address Effective Date Date of Hire Department
Phone Date Stability Pay Time Sheet W-4 Exemptions
Social Security No. Birth Date Former Employee Water Credit
M/S/R* Ret. W/H Range/Step Month Year Hour
Job Code Occupational Code Budget Code Bargain Unit WC Code Status
In case of emergency, please notify:
Relationship Phone
*RACE
[0 Non-Hispanic Origin
(0 Hispanic
3 Asian or Pacific Islander
0 White
O Black
0 American Indian or Alaskan Native
0 Other
UNION DUES

0 UnionDues §$ Date to begin deduction:

O Initiation Fee S Deducted over pay periods.

[0 Date to begin deduction:

MEDICAL
1 Insurance Insurance Effective date:
o Employee
o Employee Spouse
o Employee Child
o Employee Children
o Employee Family




Employment Eligibility Verification

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

USCIS

Form 1-9

OMB No. 1615-0047
Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,

during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Last Name (Family Name) First Name (Given Name) Middle Initiat Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number [ City or Town

State

ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address

INERERNERED

Employee's Telephone Number

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in

connection with the completion of this form.

| attest, under penalty of perjury, that | am {check one of the following boxes):

[] 1. Acitizen of the United States

D 2. A noncitizen national of the United States (See instructions)

D 3. Allawful permanent resident  (Alien Registration Number/USCIS Number):

D 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9:
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

QR Code - Section 1
Do Not Write In This Space

Signature of Employee Today's Date (mm/dd/yyyy)

I attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name {Given Name)
Address (Street Number and Name) City or Town State ZIP Code

Form -9 11/14/2016 N
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Employment Eligibility Verification USCIS
Form I-9
OMB No. 1615-0047
Expires 08/31/2019

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

Employee Info from Section 1 Last Name (Family Name) First Name (Given Name) M.I. | Citizenship/immigration Status
ListA OR List B AND List C
dentity and Employment Authorization identity Employment Authorization
Document Title Document Title Document Title
issuing Authority Issuing Authority Issuing Authority

Document Number

Document Number

Document Number

Expiration Date (if any)(mm/dd/yyyy)

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

Expiration Date (if any){mm/ddfyyyy)

Document Title

QR Code - Sections 2& 3

Additional Information Do Not Wiite In This Space

Issuing Authority

Document Number

Expiration Date (if any)(mm/ddiyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the documenti(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date(mm/dd/fyyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Employer’s Business or Organization Address (Street Number and Name) | City or Town State ZiP Code

ate of Rehire (if applicable}

w Name (fapplicable) o - -
First Name (Given Name) Middle Initial Date (mm/ddfyyyy)

Last Name (Family Name)

C, !f theemptoyee s prevmus grant of employm uthorization has expwed pmwde the formatlon for the document or recelpt that estabhshes
< > space cmded below : ‘ : ;

Exp:ratnon Date (n‘ any) (mm/dd/yyyy)

Document Number

Document Tme

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N Page 2 of 3



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A

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

LISTA

Documents that Establish
Both Identity and
Employment Authorization

LISTB

Documents that Establish
Identity
AND

LISTC

Documents that Establish
Employment Authorization

U.S8. Passport or U.S. Passport Card

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

3. Foreign passport that contains a
temporary 1-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

4. Employment Authorization Document
that contains a photograph (Form
1-766)

ID card issued by federal, state or local
government agencies or entities,

Driver's license or {D card issued by a 1.

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

provided it contains a photograph or

gender, height, eye color, and address

5. For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form 1-94 or Form 1-94A that has
the following:

(1) The same name as the passport;
and

(2) An endorsement of the alien's
nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

information such as name, date of birth, | 2-

Certification of Birth Abroad issued
by the Department of State (Form
FS-545)

. School ID card with a photograph

Certification of Report of Birth
issued by the Department of State
(Form DS-1350)

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

3.
. Voter's registration card
U.S. Military card or draft record y
Military dependent's iD card
. U.S. Coast Guard Merchant Mariner
Card
Native American tribal document 5.

Native American tribal document

government authority

Driver's license issued by a Canadian 6

U.S. Citizen ID Card (Form 1-197)

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form 1-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

Identification Card for Use of
Resident Citizen in the United
States (Form 1-179)

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

7.
For persons under age 18 who are
unable to present a document
listed above:
8.

Employment authorization
document issued by the
Department of Homeland Security

Examples of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form I-9 11/14/2016 N
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Form W-4 (2016)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each year

and when your persona! or financial situation changes.

B 1 withholding. If you are exempt,
complete only fnes 1,2, 3,4, and 7 and sign the form
to validate it. Your exemptlon for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tax refurn, you cannot claim exemption
from withholding if your income exceeds $1,050 and
includes more than $350 of uneamed income {for
example, interest and dividends).

Exceptions, An employee may be able to claim
exemption from withholding even if the employee is a
dependent, if the employee:

* Is age 65 or older,
+ Is blind, or

« Will clair adjustments to income; tax credits; or
itemized deductions, on his or her tax retum.

The exceptions do not apply to supplemental wages
greater than $1,000,000.

Baslc instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/muttiple ;obs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax retum only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into account
in figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
{ax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pensicn or annuity
income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4, Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016, See Pub. 505, especially if your eamings
exceed $130,000 (Singte) or $180,000 (Married).
Future developments, Information about any future

developments affecting Form W-4 (such as legislation
enacted after we release it) will be posted at vavw.irs.goviwd.

Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . . A
* You are single and have only one job; or
B Enter"1"if: * You are married, have only one job, and your spouse does not work; or B
* Your wages from a second job or your spouse's wages {or the total of both) are $1,500 or less.
¢ Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have sither a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld.} . Y o
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . D
E  Enter“1" if you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter“1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
{Note: Do not include child support payments. See Pub, 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
» if your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1" if you
have two to four eligible children or less “2" if you have five or more eligible children.
G

» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child .

H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return.) » H
« If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.
* If you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.
» If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W"’4

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exemption from withholding is

OMB No. 1845-0074

2016

Department of the Treasury
Internal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Your first name and middle initial Last name 2 Your social security number
Home address (number and strest or rural route) 3 U singe [ mamied ] Married, but withhotd at higher Single rate.
Note: If manied, but legally separated, or spouse is a nonvesident alien, check the “Single” box.
City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card, P [j
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 6%

7 | claim exemption from withholding for 2016, and | certify that | meet both of the fol!owmg condmons for exemptron
» Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
= This year | expect a refund of all federal income tax withheld because | expect to have no tax liabili

If you meet both conditions, write “Exempt" here. . . . .o

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, it is true, comrect, and complets.

Employee's signature
(This form is not valid unless you sign it.) »

Date »

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

8 Office code {optional} { 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 o16)




Form W-4 (2016)

Page 2

Deductions and Adjustments Worksheet

1 Enter an estimate of your 2016 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state
and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was born before January 2, 1952) of your
income, and misceflaneous deductions. For 2016, you may have to reduce your iternized deductions if your income is over $311,300
and you are marvied filing jointly or are a qualifying widow{er); $285,350 if you are head of household; $259,400 if you are single and
not head of household or a qualifying widow(er); or $155,650 if you are maried filing separately, See Pub, 505 for details . . .

{ $12,600 if mamied filing jointly or qualifying widow{er) }
Enter:

N

$9,300 if head of household
$6,300 if single or married filing separately
Subtract line 2 from line 1. if zero or less, enter “-0-" N
Enter an estimate of your 2016 adjustments to income and any addmonal standard deductton (see Pub 505)
Add lines 3 and 4 and enter the total. {(Include any amount for credits from the Converting Credits to
Withholding Allowances for 2016 Form W-4 worksheet in Pub. 505.) .
Enter an estimate of your 2016 nonwage income (such as dividends or interest} .
Subtract line 6 from line 5. If zero or less, enter *-0-" .
Divide the amount on line 7 by $4,050 and enter the result here. Drop any fractxon

Enter the number from the Personal Allowances Worksheet, line H, page 1 . .
10  Addiines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1

LL I A

W owo~N»

Note: Use this workshest only if you plan to itemize deductions or claim certain credits or adjustments to income.

+ N
& len 3:c4 Lid

O W ~NOtn
©@ea

10

Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)

Note: Use this worksheet only if the instructions under line H on page 1 direct you here.

1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies fo the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3" . .o . 2
3 lHline 1 is more than or equal to Ime 2, subtract hne 2 from hne 1. Enter the result here (nf zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3
Note: If line 1 is less than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4 Enter the number from line 2 of this worksheet 4
5  Enter the number from line 1 of this worksheet 5
6  Subtractiine 5 fromline 4 . 6
7 Find the amount in Table 2 below that apphes to the HIGHEST paying jOb and enter it here 7 $
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 8
9 Divide line 8 by the number of pay periods remaining in 2016. For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2016. Enter
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 98  §
Table 1 Table 2
Maurried Filing Jointly All Others Married Filing Jointly Ail Others
If wages from LOWEST | Enteron if wages from LOWEST | Enteron if wages from HIGHEST | Enteron If wages from HIGHEST | Enter on
paying job are~ line 2 above § paying job are— line 2 above | paying job are— line 7 above | paying job are— line 7 above
30 - 36,000 o $0 - $9,000 i $0 - $75,000 $610 $0 - $38,000 $610
8,001 - 14,000 1 9,001 - 17,000 1 75,001 - 135,000 1,010 38,001 - 85,000 1,010
14,001 - 25,000 2 17,001 - 26,000 2 135,001 - 205,000 1,130 85,001 - 185,000 1,130
25,001 - 27,000 3 26,001 - 34,000 3 205,001 - 360,000 1,340 185,001 - 400,000 1,340
27,001 - 35000 4 34,001 - 44,000 4 360,001 - 405,000 1,420 400,001 and over 1,600
35,001 - 44,000 5 44,001 - 75,000 5 405,001 and over 1,600
44,001 - 55000 6 75,001 - 85,000 [
55,001 - 65000 7 85,001 - 110,000 7
65,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 9 125,001 - 140,000 9
80,001 - 100,000 10 140,001 and over 10
100,001 - 115,000 11
115,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 and over 18

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this
form o carry out the Infernal Revenue laws of the United States. Intemal Reverue Code
sections 3402{1)(2} and 6109 and their regulations require you to provide this information; your
employer uses it to determine your federal income tax withholding. Failure to provide a
properdy completed form will result in your being treated as a single person who claims no

You are not required to provide the information requested on a form that is subject fo the
Paperwork Reduction Act unless the form displays a valid OMB controf number. Books or
records relating to a form or ifs instructions must be retained as long as their contents may
become material in the administration of any Intemnal Revenue law. Generally, tax refumns and
retum Information are confidential, as required by Code section 6103,

withholding allowances; providing fraudulent information may subject you to penalties. Routine The average i N . "

2 L A ) Py . ge time and expenses required to complete and file this form will vary depending

uses of this information include giving it to the Department of Justice for civil and criminal P : y : . N

ftigation; o cites, states, the District of olumbia, and U.S. commonwealths and ons :)er: l;rr\:):hwdual circumstances. For estimated averages, see the instructions for your income tax

for use in adrministering their tax laws; and to the Depariment of Health and Human Services . . o i

for use in the National Directory of New Hires. We may also disclose this information to other It you have suggestions for making this form simpler, we would be happy to hear from you.
See the instructions for your income tax return.

countries under a tax freaty, to federal and state agencies fo enforce federal nontax criminal
taws, or 1o federal law enforcement and infefligence agencies to combat ferrorism.




Direct Deposit
Authorization

1 hereby authorize City of Astoria, hereafter called COMPANY, to initiate credit entries and to initiate, if necessary,
debit entries and adjustments for any credit entries in error to my (our) account indicated below and the depository
name below, hereafter called DEPOSITORY, to credit and debit the same entries to such account.

Any new accounts set up for direct deposit will pre-note for up to two pay periods (typically ten working days).
Paper checks will be sent during this pre-note period. Employee is responsible for notification of any change in bank

information.

The authority is to remain in full force and effect until COMPANY has received written notification from me to

terminate in such time and in such manner as to afford COMPANY and DEPOSITORY a reasonable time to act on it.

CLIENT NAME:

EMPLOYEE NAME: SS NUMBER:

I elect to receive my pay stubs electronically OR ______in printed form
SIGNATURE: DATE:

Payroll checks dated on or after (date):

NOTE: ATTACH VOIDED BLANK CHECK TO THE BACK OF THIS DOCUMENT TO VALIDATE ACCOUNT

INFORMATION, OR YOUR DIRECT DEPOSIT CANNOT BE PROCESSED.

Account #1
v
DEPOSITORY (Bank) NAME: 5
5
CITY: STATE: ZIP: v
[
@
ABA NUMBER: ACCOUNT NUMBER: S <
3%
IS THIS A (Select One): o Checking Account OR [ Savings Account -g Y
[3]
©
DO YOU WANT TO DEPOSIT A: (] Fixed Dollar Amount:  § 5 §
(Select One) OR g s
O Percentage of Net Pay: % g =
N =
@ O
O Please inactivate direct deposit for the account listed above 28
Account #2
(2]
DEPOSITORY (Bank) NAME: £
5]
cy: STATE: ZIP: ‘;
L
@
ABA NUMBER: ACCOUNT NUMBER: 5 &
3%
IS THIS A (Select One): | Checking Account OR [O Savings Account % o)
S L.
@
DO YOU WANT TO DEPOSIT A: I} Fixed Dollar Amount: $ _g @
(Select One) OR g s
a Percentage of Net Pay: Y% | ®a
25
o
[0 Please inactivate direct deposit for the account listed above g §
© 2011 Xenium. Al rights reserved. 10/16



Direct Deposit
Authorization

Attach VOIDED Check Herg

Attach VOIDED Check Here




REQUEST FOR DRAW

Draw day is the 20 of the month, and can be up to one-half (1/2) of the
monthly salary.

I request a draw in the amount of $

I want to cancel my current draw.

Effective Date:

I wish to change my draw amount.

From: | To:
Effective Date: .
(Draw Date)
Print Name Dept Employee #

Date:

Signature:




ONLINE ENROLLMENT INSTRUCTIONS

Wﬁrkg www.cisbhenefits.org

If enrolling dependents you will need to have your dependents DOBs and SSNs with you.
domestic partner, it is recommended that you scan your marriage certificate andfor domestic partnership
documentation before going online. If you don’t have the documentation with you, you can upload at a later

If enrolling a spouse or

date. To get to the home page, click on the home icon.

SECTION 1: LOGON AND PERSONAL INFORMATION

Login 1D: }!{,‘ ST

1. Gotowww.cisbenefits.org
2. dClick on Self Registration Password: fﬁm R R S

» Forgot your password?

‘ s Self regisiration

+ Fargot login id?

3. Enter SSN, DOB and mailing address zip codeﬂ

4. Enter Captcha. Then click Submit.

Enler Validd Capicha. -

5. Click View Login ID and write Login here:
(Note: Login id will never change. Marriage/divorce will not create

a new Login Id)

6. Create a password using password requirements. Click Submit
7. Select and answer three Challenge Questions then click Save.
8. Confirm Challenge Questions and click Save.
9. You have successfully saved your challenge questions, click Close.
10. Read Disclaimer and click the box next to I accept. Click Save. ' '
» My Benefits
» Personal Profile
I want o:
Enroll/Make Changes
11. Click Enroll/Make Changes located in the “Personal Info” box. » View Pending Changes
» See Who Is Covered Under
My Plan
» View/Change Beneficiarles
+ See Comrespondence




12. Click Select Your Benefits in the “Benefits to do list” box.
13. Confirm Address Information. If address needs to be updated or changed, click on the Mailing link.
Update/Change address and click OK.

14. Enter Email Information by clicking on Add New.
Preference and click OK. Highly recommend that an email address is entered so the system can notify the

employee if follow-up steps are still pending (ie: marriage cert).
15. Enter Telephone Information by clicking on Add New. Enter type, number and preference and click OK.

16. If Address, Email and Telephone Information is correct, click Continue

Indicate Email Type, enter email address and Email

SECTION 2: DEPENDENTS

Enter all dependents that are eligible for coverage even if you are not enrolling them at this time. Adding
dependents now will simplify the beneficiary designation process.

1. Click Add New Dependent
2. Enter Dependent Information and click OK.
3. If adding spouse or domestic partner, documentation can be uploaded now or later.

documentation click the Marriage Certificate or Domestic Partner Certificate link. Click Browse to select
file. When file is selected click Upload. Enrollment will be pended and will not be reported to the carriers

To upload

until documentation has been uploaded.
4. Click on Add New Dependents to add additional dependents {court order required for legal guardianship)

5. When completed click Continue.

SECTION 3: ELECTING COVERAGE

These instructions include how to enroll in all coverages offered by CIS. Your employer may or may not offer all of

the coverages listed below.

Medical/Dental Coverage
I your employer offers Medical, Dental and/or vision coverage, you will need to click on the radio button

next to the plan name. (Note: Vision will automatically be selected if offered by your employer). To
view/print a description of the plan(s) click on Summary Plan Description.

If you are enrolling a dependent{s}, the box next to the dependent(s) name must be checked. Click

Continue to proceed to each pian type offered by your employer.

Life/Disability Coverage
1. if offered, you are automatically enrolled in the employer paid basic life and AD&D coverage. This

coverage will be displayed. Click Continue.

2. Assign a beneficiary to your Basic Life plan. If a beneficiary is not displayed, or you want to add
additional beneficiaries, click on the Add New Beneficiary link. Enter the beneficiary information
{only the relationship and first and last name is required) and click Save Changes.

3. If beneficiary is Primary, click Yes. If secondary, select No. Click Continue.




4. If electing supplemental employee/spouse life, click the radio button next to Amount and enter an
amount in the Election Amount box. To elect Dependent Life dlick the radio button next to the

$5,000 dollar amount. Click Continue.

Employes Pay Perlad Cost

$27.20

. Employee Pay Period Cost

Amount Inforce
$42.60

$200,000.00

Election Amount

$200,000.00

5. If supplemental employee life is elected, assign your beneficiaries and click Continue.
6. If offered, you are automatically enrolled in the employer paid Long Term Disability {LTD). This

coverage will be displayed. Click Continue.

Flexible Spending Account (FSA) — Subject to change

Flexible Spending Account elections will be displayed if offered by your employer. To enroll in the
healthcare or dependent care FSA, click the radio button next to Amount and enter the amount per pay

period to contribute. Click Continue. (The effective date will be the first of the month following the date
your enrollment is completed. FSA enroflment will not be retroactive so the effective date may not match

the effective date of your other coverage).

id%& 5 55 GTAR R it Eee IR GESaS
Employee Pay Perfod Cost | Employee Pay Period Elected
H

i$75.00

Employee Pay Perfod Cost

Employee Pay Period Elected ! Employee Annual Cost

$0.00 1$0.00

$0.00




SECTION 4: COMPLETE YOUR ENROLLMENT

Review your elected benefits. If changes need to be made click Make Changes.

2. Read attestations at the bottom of the page and click each box. Click Complete.
Under “For Your Records”, click Save a Copy. A box will display to open the confirmation statement

in Adobe Acrobat. Click OK. Then click Print. If you do not print the statement now you will not be
able to view/print your statement until your coverage is effective. »
4. Review your confirmation statement. If a change needs to be made

contact your HR/Benefits representative. Click Return to Home. ; Unload Reatired
Upload Reguired
5. if documentation is required {marriage/DP certificate) the “Benefits ‘Dccumentaﬁan

to do list” box will display. See instructions in Section 3 to upload Supporting documentation is
documentation after enroliment has been submitted. Enrollment needed lo finalize the New
mmm—— Enroliment you: reported.

will not be reported to the carriers until required documentation is
uploaded and approved. You have 31 days to submit supporting

documentation.

Bensria o da st

SECTION 5: UPLOAD DOCUMENTATION

Before logging on be sure documentation has been scanned and in a Word or pdf format.

1. Click on View Pending Changes in “Personal Info box”.

i

» My Benefits
» Personal Profiie

twant to:

2. Click on the Upload Reguired Documentation link in the “Benefits to do

list” box. |
| Upload Regsired
“ Documentation
Supporfing documentation is
needed lo finalize the New
Enroliment you reported.

3. Click Continue on Personal Information Page.
4. Click on the link in the Required Documentation column on the Dependent

Information page.
5. Click Browse and select document. Click Open. Then click Upload.
6. You will be required to view all benefits elections again. Click Continue through all pages until the end.

7. Click attestation boxes on last page and click Complete.




SECTION 6: CHANGE ADDRESS, EMAIL & PHONE NUMBER

1. Click on Personal Profile under “Personal Info” box.

2. Under Contact information click on appropriate tab.

3. Click Update. Enter information and click Save.

SECTION 7: MAKE AN ENROLLMENT CHANGE

1. Click on Enroll/Make Changes in the “Personal Info” Box.

¥
H
i
i
H

Address

¥ My Benefits
» Personal Profile

twantto:

s View Pending Cha

2. Select the type of change. The system will walk you through gy Adoption or Legal Guardianship
each enroliment page. Click Continue until you come to the pagth of a Child

Review and Change Your Benefits page.

Death of a Spouse/Domestic Pariner
Divorce/Leqal Separation

To add a dependent(s) to your coverage, you need to check the Domestic Partnershi
LJOMESUC Fannersnin
box next to the name of the dependent(s). To remove a (g of Other Coverage

dependent(s) from your coverage, uncheck the box next to the |45 of Other Coverage
name of the dependent(s). In the event of a death or divorce the  Marriage

systemn will automatically make the enrollment change.

Terminale Domestic Parinership

You must click the attestation hoxes and click Complete to submit a change.

NOTE: All changes to enroflment, except birth or death, require supporting documentation.

Have

documentation scanned prior to going online. If you did not scan the supporting documentation, see
Section 5 for instructions on how to upload documentation. You have 31 days from the date of the event

to upload required documentation.




Notice Procedures

Upon notification of a termination by your employer, CIS will send a COBRA notice to the employee
using the address on file, If you are moving to a new location, you will need to notify your employer or
contact CIS. Employees are required to return the COBRA election form within 60 days of loss of

coverage. Continuation coverage will be reinstated to the date active coverage was terminated, as there
can be no break in coverage.

If terminating due to retirement, CIS will send both retiree information and COBRA information, as
required by law. Most individuals will take retiree coverage because it can be continued up until
Medicare eligibility, whereas COBRA can only be continued for a limited period of time. If retiree or

COBRA continuation coverage is terminated, the retiree or COBRA participant cannot re-enroll at a
future date,

Life/Disability Coverage
Life and disability insurance is not subject to COBRA. If you were covered under your employer’s life
and/or disability plan, or you elected supplemental life insurance, you may have the option to continue

this coverage on a self-pay basis with the life insurance carrier. If you are interested in continuing this
coverage, contact CIS Benefits at 855-763-3829,

cis benefits
cisbenefits.org

2016 CIS Benefits
Enrollment & Eligibility Guide:

Benefit Eligibility

Who Can | Cover?

When Can | Make a Change to My Coverage?
Loss of Coverage & Continuation Rights

i




This document defines who is considered an eligible dependent and allowed to be enrolled on your

coverage. This document also explains the different types of IRS-qualified family status changes that
may allow you to make a change to your coverage during the year.

‘When Am I Eligible for Insurance?

You must enroll for benefits online within 31 days from your benefits effective date. As long as you
envoll within that time period, benefits will be effective the first of the month following the waiting
period established by your employer (e.g., First After Date of Hire, First After 1 Month, etc.).

What Are My Options for Enrollment?
Your options are based on the choices made by your employer. If medical and dental insurance are
offered, you may opt gut of coverage if you have other group coverage (e.g., coverage through a spouse’s

plan). You must elect the opt out option online and you will be required to provide proof of the other
coverage to your employer,

There is also an option to waive coverage. Waive means you don’t want the medical or dental coverage
offered by your employer, even if you don't have other coverage. You are required to waive both medical
and dental coverage, if both are offered.

If you opt out or waive medical or dental coverage, you are still required to be covered by employer-
paid life and/or disability coverage if it is offered through CIS.

Who Can I Cover on My Insurance?

The following individuals are considered eligible dependents and can be enrolled on your coverage.
1. Alegally-married spouse.

2. A domestic partner who meets eligibility on CIS’ Affidavit of Domestic Partnership® or who filed
a Certificate of Registered Domestic Partnership (same-sex partners are eligible for coverage by
law). Employees who cover a domestic partner will be charged an imputed value amount.

3. Child(ren) under the age of 26 who are:
- The natural child of the employee, spouse or domestic partner;

- The adopted child of, or child placed for adoption with, the employee, spouse or
domestic partner, provided that the child is adopted or placed for adoption prior to
attainingage 18;

A child for whom the employee, spouse or domestic partner has obtained court-
ordered legal guardianship;

- Achild for whom the employee is obligated to provide benefits pursuant to a qualified
medical child support order (QMCSO).

4. An unmarried child over the age of 26 who has been continnously covered and is
incapable of self-support due to a physical, mental or developmental disability that cccurred
before the child’s 26t birthday and for whom a handicapped dependent certification form has
been received and approved by the insurer or administrator.

Please note that CIS has the right to conduct a dependent audit at any time,

“Cffective fanuary 1, 2016, new domestic partners ean only be covered with a Certificate of Regi: i D ic Par hip. CIS's Affidavit
of Domestic Partnership will no longer be accepted.

Leave of Absence

Employees are entitled to many different types of leaves of absence, including family medical leave,
military leave, domestic violence leave and non-medical leave with or without pay. Each type of leave
is governed by state and/or federal regulations, and termination/reinstatement of coverage differs for
each, Most forms of leave will allow employees to maintain their existing coverage for a limited period
of time, but specific timelines must be followed. If coverage is terminated during a leave, employees
may have the option to continue their coverage on a self-pay basis, such as medical and/or dental

continuation through COBRA. Employees planning on a leave of absence, or are returning from a leave,
need to discuss their options with their employer.

Loss of Coverage — Continuation Rights

Medical/Vision/Dental Coverage
The Consolidated Omnibus Budget Reconciliation Act (COBRA) requires most group health plans to
provide continuation of group health coverage when employment terminates.

COBRA requires continuation coverage be offered to covered employees, their spouses, their former
spouses, and their dependent children when group health coverage would otherwise be lost due to
certain specific events. Those events include the death of a covered employee, termination of
employment, reduction in the number of hours per week making the employee ineligible for benefits,

divorce or legal separation from a covered employee, and a child’s loss of dependent status (turning 26
years of age).

The premium for continuation coverage is more expensive than the amount active employees pay for
group health coverage. This is because employers pay part of the active employee’s premium, With

COBRA continuation coverage, the full cost, along with a 2% administrative fee, is typically passed on
to the individual(s) electing coverage.

While COBRA continuation coverage must be offered, it only lasts for a limited period of time (18, 29
or 36 months) based on the reason for termination. COBRA coverage can be terminated by the
participant any time during the continuation period. The administrator, however, will terminate
coverage due to non-payment of premium on a timely basis, or at the end of the continuation period.
If an employee was offered medical and dental coverage as an active employee, he/she cannot continue
dental only through COBRA continuation.

Alternatives to COBRA Continuation Coverage

Under the Affordable Care Act (ACA), individuals who lose employer health insurance coverage now
have the option to purchase health insurance benefits throngh an insurance exchange or directly
through an insurance carrier, without the risk of being denied for pre-existing conditions. A local

insurance agent can assist you in finding and purchasing health insurance coverage that will fit your
needs.



10. Employee Loses Other Coverage
Employees have 31 days to report and submit apprapriate documentation of an involuntary loss of *
other employer group coverage for self. Health care coverage is effective the first of the month following

the date of loss. “Coverage” includes only other employer group coverage or termination of federal or
state assistance programs. The following changes can be made:

Medical/Dental/Vision Suppl tal Life Flaxible Spending Account’ Documentation
Enroll self Nochanges ollowed Inarease healthcare dus { Documentation showing date of loss of other
toloss of gther coverage coverage and nome of overed individuals)

11. Dependent Loses Other Coverage

Employees have 31 days to report and submit appropriate documentation of an involuntary loss of
other employer group coverage for their dependents; if appropriate documentation is submitted within
the 31-day period, health care coverage is effective the first of the month following the date of loss.

“Coverage” inclndes only other employer group coverage or termination of federal or state assistance
programs. The following changes can be made:

Medical/Dental/Vision Supplemental Life Flexible Spending Account? Documentation
Enroll dependent(s} who Ho changes aliowed Inarease healtheare due to Docwmentation showing date
lost coverage loss of other coverage of loss of other coverage and name of
covgred lndividualfs).

12, Death of a Dependent

Upon notification of a dependent’s death, coverage will be terminated at the end of the month for the
dependent. The following changes can be made:

Medical/Dental/Vision Suppl tal Life'

Py

pending Account! Documentation

Dropdependent Decrease coverage for self; suppl 1 Envoll/i /i heaitheore electi Kod! s required
spouse life ond/or dependent ife {cannot decreose if ennual election has
i terminated oo relmbricod)

‘When Can I Make A Change to My Coverage?

Changes to your elections are not allowed during the year unless you experience one of the IRS-
qualified family status changes listed below. All changes (except Healthcare or Dependent Care FSA
changes) will be completed online at www.cishenefits.org. A descnptxon of each event, allowed changes
and supporting documentation requirements are listed in the table below. Changes requiring
documentation will not be approved until the appropriate documentation has been received,

IRS-Qualified Family Status Changes include:

Birth/Adoption

Court-Appointed Legal Custody or Guardianship
Qualified Medical Child Support Order

New Spouse

New Domestic Partner

Divorce/Legal Separation
Dissolution/Termination of Domestic Partnership
Employee Gains Other Coverage

. Dependent Gains Other Coverage

10. Employee Loses Other Coverage

11. Dependent Loses Other Coverage

12. Death of a Dependent

13. Increase/Decrease in Cost of Dependent Care

RN RN

1. Birth/Adoption

Employees have 31 days from the date of birth or adoption to enroll a new child; health care coverage
is effective the date of birth/adoption. The following changes can be made:

13. Inerease/Decrease in Cost of Dependent Care
Employees have 31 days to request a change in their dependent care FSA elections due to

increase/decrease in cost. The election change has to be consistent with the event. The following
changes can be made:

Medical/Dental/Vision Supplemental Life! Flexible Spending Account? Documentation
Enroll child, seif and eligible dependent(s) |  Enroll or increase coverage {subject to Enroll/increase heaithcare electlon Copy of adoption popers
in coverage med!ml undelwﬂtlng) enrollin
it ww:cw dent life

Medical/Dental/Vision Supplemental Life Flexible Spending Account’ Documentation
o thanges allowed Nochanges allowed Increase/decrease (ompleted FSA

dependent care due to cost change Enraliment Change form
'Effective the first of the month following 30 days from the date of approval,

Liffective the first of the tnonth following the date the FSA Enrollment Forn is signed,

Events Impacting Supplemental Life

There are currently limited situations where a spouse can have more supplemental life in effect than the

employee. For employees in this situation who experience an event allowing an election change, options are

limited. The employee can only enroll in an amount equal to the spouse’s amount, or both the employee and
spouse have to apply for the same increased amounts.

2, Court-Appointed Legal Guardianship

Employees have 31 days from the date of a court-ordered Legal Custody or Guardianship to enroll a

new child; health care coverage is effective the first of the month following the date the court order was
signed. The following changes can be made:

Medical/Dental/Vision Supplemental Life Flexible Spending Account? Documentation

Emoll child Nochangesallawed

Enrollfincreasehealthcareelection Copy of court order

'Effective the first of the month following 30 days from the date of the appraval.
*Effective the first of the month following the date the FSA Enrollment Form Is signed.




3. Qualified Medical Child Support Order (QMCSO)
Employers will be notified when an employee is required to provide coverage due to a court order;

health care coverage will be effective the first of the month following the date the order was signed.
The following changes can be made:

Medical/Dental/Vision

Supplemental Life

Flexible Spending Account

Documentation

Enroli child

Ho changes ollowed

Hothanges ollowed

Copy of QM(SO

7. Dissolution/Termination of Domestic Partnership
Employees have 60 days from the date of the event to report a final dissolution/termination of domestic
partnership; health care coverage terminates the end of the month following the date of

dissolution/termination.

continuation rights. The following changes can be made:

Failure to report this event in a timely manner will result in loss of

4. New Spouse

Employees have 31 days from the date of marriage to enroll a new spouse; health care coverage will be
effective the date of marriage. The following changes can be made:

Medlcal/Dental/Vision

Supplemental Life’

Flexible Spending Account?’

Documentation

Drop domestic partner
and dhildiren) of
domesticpariner

Dearease coverage for seif; supplementol
spouse fife and/or dependent life
is terminated

Enroll/increase healtheore
election due to lass of coverage; decrease
lelection {connot decrease If annual eledtion hos)

been reimbursed)

Copy of dissolutlon if Registered; (IS
Termination of Domestic Partnership fortn

Medical/Dental/Vision Supp! tal Life! Flexible Spending Account? Doc tation
Enrolf spouse, self ond efigible Increase coveroge for self (subject to Enrolifincreose healthcare election Copy of moriage certificote/license
dependent(s}in coverage medicol underwriting); enroll spouse In
supplementol spouse life
and/or dependent life

5. New Domestic Partner
Employees have 31 days from the date of registration or affidavit* to enroll a new domestic partner;
health care coverage will be effective the first of the month following the date the requirements for a
domestic partnership have been met. The following changes can be made:

8. Employee Gains Other Coverage
Employees have 31 days to report a gain and provide proof of other coverage for self; health care
coverage terminates the end of the month prior to the effective date of new coverage. “Coverage”
includes other employer group coverage through spouse/domestic partner, Medicare, or eligibility for
federal or state assistance programs. Policies purchased individually or through an Insurance Exchange
program do not qualify as group coverage. The following changes can be made:

Medicai/Dental/Vision

Supplemental Life

{ Flexible Spending Account?

Documentation

Dropself

No changes aliowed vaeaseheallhwe if other coverage is gained

Documentation showing effective date of
other coverage and nome of
covered individual(s)

Medical/Dental/Vision Supplemental Life’ Flaxible Spending Account Documentation
Enrolf domestic portner, Inorease coveroge for self {subjectto Ko chonges oligwed; medical expenses for Oregon Certificate of
self and ellgible dependentls) medicol underwriting); enrolf domesticpartners Reglstered Domestic Pertnership ot @
incoverage domestic partner in Supplementol spouse are not typically eligible for signed (IS Affidavitof Domestic
life and/or dependent life eimbusement Partnershiy®

6. Divoree/Legal Separation
Employees have 60 days from the date of a final divorce/legal separation to report the event; health
care coverage terminates the end of the month following the date of divorce. Failure to report this event
in a timely manner will result in loss of continuation rights. The following changes can be made:

9. Dependent Gains Other Coverage
Employees have 31 days to report a gain and provide proof of other coverage for dependent(s); health
care coverage terminates the end of the month prior to the effective date of new coverage. “Coverage”
includes other employer group coverage, Medicare, or eligibility for federal or state assistance
programs. Policies purchased individually or through an Insurance Exchange program do not qualify
as group coverage. The following changes can be made:

Medical/Dental/Vision Supplemental Life’ Flexible Spending Account? Documentation
Drop spouseand Decrease coverage for selfsupplementol Enroll/increase healthrore Copy of divorce decree (first page and lost
step-child{ren) spouse fife election due to loss of coverage; decrease page) or other documentation
and/or dependentlife election (cannot decreaseif annval efection hos shawing date of divorce
i been reimbursed) ond fudge’s signature

Medical/Dental/Vision Supplemental Life Flexible Spending Account? Documentation
Drop dependentfs) Ha changes cllowed Decrease healthcare if Documentation showing effective date of
who goined coverage other coverageis guined other coverage ond neme of

sovered indieidual(c)

'Effective the first of the month following 30 days from the date of the approval.
2Effective the first of the month following the date the FSA Enrollment Form is signed.

“Effective January |, 2016, new domestic partners can only be covered with a Certificate of Registered Domestic Partnership. CIS'
Affidavit of Domestic Partnership will no longer be accepted,

!Effective the first of the month following 30 days from the date of the npproval.
Effective the first of the manth following the date the FSA Enrollment Form is signed.




CIS - Copay Plan A Rx4 with Alternative Care
$20 Copay
$250 Deductible, 80/60/60% Coinsurance
i . cis benefits
%c_ictlve Date: Janua%/r 1, 2016 ; . P sbon eéi o.0rg

B A 25 RS
Deductible per calendar year {Applies to 3 $250 Individual/$750 Family

Claimants)
Out-of-Pocket maximum **{includes Deductible)

$2,250 Individual/$4,750 Family (Preferred & Participating Providers)
$4,250 Individualf$8,750 Family (Non-Participating Providers)
100% for the remainder of the calendar year except where noted

After the Out-of-Pocket maximum is met, the

plan pays
Important Note: The Family Out-of-Pocket Maximum for a Calendar Year is satisfied when two or more Family Members' Deductibles,
Copayments and Coinsurance for Covered Services for that Calendar Year total and meet the Family's Out-of-Pocket Maximum amount.

One Member may not contribute more than the individual Out-of-Pocket Maximum amount.

For a list of services covered under this benefit, t 0% 0% 40%
please visit our website (sign in and from there select (deductible waived) (deductible waived)
“Preventive Care List")
. . i $20 copay o * 9

Office Visits I (deductible waived) 40% P 40%
QOutpatient Laboratory and Radiology 0% ;
Services {Upfront Benefit) . . ; NIA N/A
= The first $400 per calendar year (deductible waived) |
After the Upfront Benefits are Exhausted o o o
= | aboratory and radiology services 20% i 40% 40%
Professional Services .
= Surgery, inpatient visits, diagnostic procedures | 20% 40% ) 40%.

and therapeutic injections ; ‘ )

< ; ” T ¥

f“%l:faeflsvaej;::cture and spinal manipulations ‘ $20 . : . .$20 ’ $20
»  $1,000 per Claimant per Calendar Year ; (deductible waived) ; (deductible waived) (deductible waived)
Ambulance Services : ! 20% ‘ 20% ' 20%
Durable Medical Equipment 20% 40% 40%
Emergency Room (Including Professional
Charges) ’ v .
= Copay applies to the facility charge, whether or 20% after $100 copay | 20% after $100 copay { 20% after $100 copay

not the deductible has been met (for each visit) (for each visit) (for each visit)
= Copay waived if admitied directly to a hospital or

facility on an inpatient basis )

Hospital Care ; !
= Inpatient, Quipatient and Ambulatory Service 20% 40% i 40%
Facility ; i
Maternity Care 20% 40% 0%
Mental Health/Chemical Dependency
Services - Inpatient, Residential 20% 20% 40%
Outpatient 7 $20 Copay $20 Copay ' 40%
= Copayment applies to therapy visit only (deductible waived for | (deductible waived for
i outpatient services) | outpatient services)
i {
Rehabilitation Services { :
40% ! 40%

= |npatient: Unlimited per calendar year s 20%
= Qutpatient: 77 visit limit per calendar year {

M-T11A




Prescription Medications from a Pharmacy |
= Retail: 34-day supply for each prescription i $5
= Mail Order: 2x copay for 90-day supply ;
= $2,500 out-of-pocket maximum i

©“
by
(4}
L]
(333
o

Preventive Medlcatlons Signin, from there select "Resources, theh “Pharmacy Beneﬁts then “Learn more about OmedaRx,” then
“Formularies and Other Drug Lists,” then “Preventive Medications Coverage.”

Optimum Value Medications — Sign in, from there, select "Resources,” then "Phamacy Benefits,” then “Learn more about OmedaRx,”

then “Formularies and Other Drug Lists,” then “Optimum Value Medications List.”
Participating Pharmacies — Sign in, from there, select “Resources,” then “Pharmacy Benefits,” then “Learn more about OmedaRx,”

Athen “Pharma Directories g

lf an equ:valent genenc medlcat«on is avaﬂable and a brand-name med;catton is chosen the member is respons:b!e for paymg the
applicable brand-name co-payment plus the difference in price between the equivalent generic medication and the brand-name medication,
not to exceed total retail cost. The exception is when the prescribing provider specifies that the brand-name medication must be
dispensed, in which case the member will not be responsible for payment of the difference in cost.

Receive one-on-one help and support in the event you have a serious or sudden illness or injury. An experienced, compassionate case
manager will serve as your personal advocate during a time when you need it most. Your case manager is a licensed health care
professional who will help you understand your treatment options, show you how to get the most out of your available Plan benefits and
work with your physician to support your treatment plan. To leam more or to make a referral to case management, please call 1 {(866) 543-

5765.

isease,

Regence Disease Management isa support and educa xon‘program for people with chronic conditions such as di abetes, hea
asthma and/or depression. The Claims Administrator's nurses and behavioral health care coordinators provide tailored educational
materials, tools and other services to help you get on track with your care and stay there. They can help you understand the care plan

Pregnancy is a time of planning and excitement, but it can also be atime of oonfusmn and questxons Special Begmmngs can prowde
answers and assistance so that you can relax and enjoy those nine life-changing months.

This program offers expectant mothers access to a nurse 24 hours a day, 7 days a week, an informative maternity book or DVD and
educational matenals tailored to their needs. To Ieam more call 1(888) JOY—BABY (569-2229)

CIS offers a tobacco cessation program for all eligible members. For detalls go to usbenef ts.org; from there select "Healthy Benefi ts
A & Wellness,” then “Enroll in a Tobacco Cessation Program.”

: W;th MDL:ve s telehealth service, you can see a doctor or therapnst from home, work or on the go, 24/7/365. Board—certn" ed doctors' visit
with you by phone or secure video to treat non-emergency medical conditions. They can diagnose symptoms, prescribe medication, and

send prescriptions {o your pharmacy. To leam more call 1 (888) 725-3097

The BlueCard Program is a unique program that enables you to access hospitals and physicians when outside the four-state area Regence
serves (Idaho, Oregon, Utah and Washington), as well as receive care in 200 countries around the world. Find a provider near you at

www.bcbs.com or call 1 (800) 810-BLUE (2583).

Please note: This benefit summary provides a brief description of your heaith care plan benefits and is not a guarantee of payment.
Once enrolled, please review your plan booklet {online at www.regence.com) for a complete list of benefits, limitations andfor exclusions,

and a definition of medical necessity.
Your health coverage is insured by CIS, but administered by Regence BlueCross BlueShield of Oregon. This means CIS, not Regence

BlueCross BlueShield of Oregon, pays for your covered medical services and supplies.

a1y Regence

Regence BlueCross BlueShield of Oregon is an independent Licensee of the Blue Cross and Blue Shield Association
M-111A




CIS - Copay Plan A RX4 with Alternative Care

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2016 - 12/31/2016
Coverage for: Individual & Eligible Family | Plan Type. PPO

_supplies.

What is the overall
deductible?

$250 cllmant / $750 family per calendar year.

Doesn’t apply to the following in-network
services: preventive care, diagnostic x—ray /
laboratory / imaging ot outpatient mental health
and substance abuse.

Copayments or amounts in excess of the allowed
amount do not count toward the deductible.

ThIS IS only a summary If you want more detaxl about your coveragc and ¢ costs you can get the complete terms in the policyor plan
document at www.tegence.com or by calling 1 (888) 370-6159. Please Note: Your health coverage is insured by CIS, but administered by Regence
BlueCross BlueShield of Oregon. This means that CIS, not Regence BlueCross BlueShield of Oregon, pays for your covered medical services and

You must pay all the costs up to the deductible amount before this plan begins
to pay for covered services you use, Check your policy ot plan document to see
when the deductible starts over (usually, but not always, Januaty 1st). See the
chart starting on page 2 for how much you pay for covered setvices aftet you

meet the deductible.

Are there other
deductibles for specific
services?

You don’t have to meet deductibles for specific services, but see the chart
starting on page 2 for othet costs for services this plan covets.

Is there an gut—of—

pocket limit on my
expenses?

Yes. Preferred & Participating: $2,250 claimant /
$4,750 family per calendar year.
Non-Participating: $4,250 claimant / $8,750
family per calendar year.

The gut—of-pocket limit is the most you could pay duting a coverage period
(usually one year) for your shate of the cost of covered services, This limit helps
you plan for health care expenses.

What is not included in

the out—of-pocket
Hmit?

Copayments for alternative cate, premiums,
prescription drugs out-of-pocket limit, balance—
billed charges, and health care this plan doesn’t
cover.

Even though you pay these expenscs, they don’t count toward the out—of~

pocket limit.

Does this plan use a
network of providers?

Yes. See www.regence.com or call 1 (888) 370-
6159 for lists of preferred or participating
providers.

If you use an in—network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in—netwotk doctor
or hospital may use an out—of-network provider for some services. Plans use
the term in-netwotk, preferred, or participating for providers in their

netwotk. See the chart starting on page 2 for how this plan pays different kinds
of providers.

Do I need a refertal to
see a specialist?

No. You don’t need a referral to see 2 §pecialist.

Yoti cani see the specialist you choose without permission from this plan.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn t cover are hsted on page 5. See your policy

Questions: Call 1 (888) 370-6159 or visit us at www.regence.com.

If you aren’t clear about any of the undetlined terms used in this form, see the Glossaty.
You can view the Glossary at www.cclio.cms.gov or call 1 (88%) 370-6159 to request a copy.
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Cgpaymem__:s_ are ﬁxed dollar amounts (for example $1 5) you pay for covered health care, usually when you receive the service.

Coinsutance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan’s

allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven’t met

The amount the plan pays for covered services is based on the allowed amount. If an out—of-network provider charges more than the g '!g

amount, you may have to pay the difference. For example, if an out—of-network hospital charges $1, SOO for an overmght stay and the allowe

L

your deductible.
®

amount |
o

amounts.

Primary care visit to
| treat an injury or illness
%

s $1,000, you may have to pay the $500 difference. (This is called balance billing.)
‘This plan may encourage you to use preferred and parncxpatmg provxder by chargmg you lower eguctrbles, copayments and coinsurance

$20 copay / visit

40% coinsurance

40% coinsurance

| Specialist visit

$20 copay / visit

40% coinsurance

40% coinsurance

Copayment applies to each preferred office visit
only, deductible waived. All other services are
covered at the coinsurance specified, after
deductible.

Other practitioner office
i visit

$20 copay / visit
for alternative
care —
acupuncture and
spinal

$20 copay / visit
for alternative
care ~
acupuncture and
spinal

$20 copay / visit
for alternative
care ~
acupuncture and
spinal

Coverage is limited to $1,000 for all alternative
care combined per claimant / year. Deductible
waived.

Copayment does not apply to the out—of—

Irnaging (CT/PET
scans; MRIs)

|'No charge for
the first $400 /

year, then 20%
coinsurance

-40% coinstrance

40% coinsurance’

manipulations manipulations manipulations pocket limit.
Preveguve.care/ o No charge No charge 40% coinsurance No charge .for Fhﬂdhoqd immunizations from
screening /immunization non—partxcxpaung gto_v__:_degg.
: No charge for
: Dxagnosnc test (x—1ay, ;tihe ﬁrst $4OOO/ 40% coinéuiance 40% Eoinsuranzié .No charge for the first $400; ‘pet year fqr upfront
blood work) ‘yeat, then 20%: S © 7 | outpatient diagnostic tests fot prefen
: ‘coinsurance

; promder dedugtgble waive Once the limit

as been met and for all iz

setyices are covered at the co nggrggg
specified, after deductibleé.

Generic drugs

$5 copay / retail prescription

Out-of-pocket limit $2,500 / claimant / year

$10 copay / mail order prescription

Coverage is limited to a 34-day supply retail or

20f8
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2

Preferred brand drugs

$25 copay / retail pre
$50 copay / mail order prescription

SEE

scription

5

Non-preferred brand

drugs

$50 copay / retail prescription
$100 copay / mail order prescription

Specialty drugs

Refer to generic, preferred brand and non—preferred
brand drugs above, for specialty medication or self-
administrable cancer chemotherapy drug coverage.

90-day supply mail order.
Coverage is limited to a 34-day supply for
specialty drugs (includes specialty self-injectable
medications) and 34-day supply retail or 90-day
supply mail order for self-injectable medications.
No charge for certain preventive drugs, women’s
contraceptives and immunizations at a
participating pharmacy.

No charge for generic and preferred brand drugs
designated as preventive for treatment of chronic
diseases that are on the Optimum Value
Medication List.

You are responsible for the difference in cost
between a dispensed brand—name drug and the
equivalent generic drug, in addition to the
copayment and/or coinsurance, unless your
provider specifies “dispense as written.”

The first fill for specialty drugs may be provided
at a retail pharmacy. Additional fills and any fills
for self-administrable cancer chemotherapy drugs
must be provided at a specialty pharmacy.

-l Facility fee (e.g.,
ambulatory surgery

center)

20% coinsurance

40% coinsurance

40% coinsurance

none

Physician/surgeon fees

20% coinsurance

40% coinsurance

40% coinsurance

1101€:

20% coinsurance

| Emergency room 20% coinsurance | 20% coinsurance | Copayment applies to the facility charge for each
* : after $100 copay | after $100 copay | after $100 copay | visit (waived if admitted), whether or not the
services / visit / visit / visit deductible has been met.
Emergency medical 20% coinsurance | 20% coinsurance | 20% coinsurance none
transportation
Covered the same as the If you visit a health care
Utrgent care provider’s office or clinic or If you have a test none:

Common Medical Events,
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Facility fee (e.g., hospital
1 room)

20% coinsurance

40% coinsurance

40% coinsurance

1006

Physiciari/surgeon fee

20% coinsurance

40% coinsurance

40% coinsurance

101e

Mental/Behavioral
health outpatient
i services

$20 copay / visit

$20 copay / visit

40% coinsurance

Mental/Behavioral
health inpatient services

20% coinsurance

20% coinsurance

40% coinsurance

Substance use disorder
outpatient services

$20 copay / visit

| $20 copay / visit

40% coinsurance

Substance use disorder
inpatient services

20% coinsurance

20% coinsurance

40% coinsurance

Deductible waived for outpatient services for
preferred and participating providers.

Prenatal and postnatal
| care

20% coinsurance

40% coinsurance

40% coinsurance

i Delivery and all
| inpatient services

20% coinsurance

40% coinsurance

40% coinsurance

TOLE

Home health care

20% coinsurance

40% coinsurance

40% coinsurance

Coverage is limited to 180 visits / year.

Rehabilitation services

20% coinsurance

40% coinsurance

40% coinsurance

Coverage is limited to 77 outpatient visits for all
rehabilitation and habilitation services, including
neurodeveloptental setvices / year.

Habilitation services

20% coinsurance

40% coinsurance

40% coinsurance

Coverage for neurodevelopmental therapy is
limited to services for claimants through age 17.

Skilled nursing care

20% coinsurance

40% coinsurance

40% coinsurance

Coverage is limited to 120 inpatient days / year.

Durable medical
equipment

20% coinsurance

40% coinsurance

40% coinsurance

TIONEe

Hospice service No charge No chatrge No charge Coverage is limited to 14 respite days / lifetime.
‘Eye-exam Not covered Not:covered Not covered - T '
Glasses Not covered ‘Not covered - " Not covered none

Dental check—-up Not covered Not covered. Not covered none

40f8
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Excluded Services & Other Covered Services:

Services Your Plan Does.NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded setvices.)

e Cosmetic surgery, except congenital anomalies o Long—term care

e Dental care (Adult or child) °

* Routine foot care

Private~duty nursing )

o Infertility treatment ¢ Routine eye care (Adulf)

Vision hardwate

e  Weight loss programs, except for nutritional
counseling

Other Covered Services (This isn’t a complete list. Check your policy ot plan document for other covered services and your costs for these
setvices,)

¢ Acupuncture e Hearing aids for claimants 18 or younger or ¢ Non-emergency cate when traveling outside
o for enrolled children 19 years of age or older the U.S.
*  Bariatsic surgery and enrolled in a secondary school or an
® Chiropractic care, includjng spinal accredited educational institution
manipulations

50f 8
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1 (888) 370-6159. You may also contact your state insurance department,
the U.S. Department of Labot, Employee Benefits Security Administration at 1 (866) 444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health
and Human Services at 1 (877) 267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact the plan at 1 (888) 370-6159 or visit www.regence.com. You may also contact the
Oregon Insurance Division by calling (503) 947-7984 or the toll free message line at 1 (888) 877-4894; by writing to the Oregon Insurance Division,
Consumer Advocacy Unit, P.O. Box 14480, Salem, OR 97309-0405; through the Internet at:

www.oregon.gov/DCBS/insurance/gethelp/Pages/fileacomplaint.aspx; or by E-mail at: cp.ins@state.or.us or the U.S. Department of Labor, Employee
Benefits Security Administration at 1 (866) 4443272 or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requites most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

In order for certain types of health coverage (for example, individually purchased insurance or job-based coverage) to qualify as minimum essential

coverage, the plan must pay, on average, at least 60 percent of allowed charges for covered services. This is called the “minimum value standard.” This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1 (888) 370-6159.

To see excarmples of how this plan might cover cosis for a sample medical sitnation, see the next page.

6of8
Claims Administrator: Regence BlueCross BlueShield of Oregon

M-111




About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they ate
covered under different plans.

This is
not.a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

(normal delive

[ Aount owed to pviders: $,540

@ Plan pays: $5,730
B Patient pays: $1,810

Sample care costs:

& Plan pays: $4,000
| Patient pays: $1,400

Sample care costs:

‘mutmc‘n’rum«.mnc,a of
i - awell=controlled cmlchuon), i
@ Amount owed to providers: $5,4OO

™ nagmg type 2 dlabetes

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology 7 $200 |
Vaccines, other preventive $40

Patient pays:

Deductibles $250
Patient pays: Copays $1,080
Deductibles $250 Coinsurance $30
Copays $10 Limits or exclusions $40
Coinsurance $1,400 | . 3
Limits or exclusions $150

7 of 8
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Questions and answers about the Coverage Examples:

Whatare someof the S

assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs ate based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.
The patient’s condition was not an
excluded or preexisting condition.

All setvices and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out—of-pocket expenses are based only
on treating the condition in the example.
The patient received all care from in—
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

SR

ERERT

What does a Coverage Example

show?

For each treatment situation, the Coverage
Example helps you see how deductibles,

copayments, and coinsurance can add up. It
also helps you see what expenses might be left

up to you to pay because the service or

treatment isn’t covered or payment is limited.

Does the Coverage Examplé

predict my own care needs?

#No. Treatments shown are just examples.

The care you would receive for this

condition could be different based on your
doctor’s advice, your age, how setious your

condition is, and many other factors.

Does the Coverage Example

predict my future expenses?

#No. Coverage Examples are not cost

Can | use Coverage Examples

to compare plans?

‘/Y_g_s_. When you look at the Sumnmary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

'V/ng. An important cost is the premium
you pay. Genetally, the lower your
premijum, the more you’ll pay in out—of—
pocket costs, such as copayments,
deductibles, and ¢coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(FHSAs), flexible spending arrangements

estimators. You can’t use the examples to

estimate costs for an actual condition. They

are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1 (888) 370-6159 or visit us at www.regence.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.cciio.cms.gov or call 1 (888) 370-6159 to request 2 copy.

(FSAs) or health reimbursement accounts

(HRAs) that help you pay out~of-pocket
expenses.
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Regence BlueCross BlueShield of Oregon
is an Independent Licensee of the Blue Cro:

*“How Much Will | Get
Charged for This?

Patient Charges for Top

Ten Diagnoses in the

Emergency Department”,

Notan Caldwell, etal,
DO 1031371joumal.
pone.0055481,
February 27, 2013

**By law, all expenses
have to be appliedto
the deductible. Once
the deductible Is met,
MDLIVE visits will be
pald in full,

***Some restrictions
may apply.

10153-0R/09-15

© 2015 Regence BlueCross

BlueShield of Oregon

CX°

A NEW BENEFIT BROUGHT TO YOU BY CIS AND REGENCE

MDLIVE’® Telehealth Resources:
Get 24/7/365 Access to a Doctor

or Therapist

National Institutes of Health found the average Emergency Room cost for
an upper respiratory infection was $1,101; the average cost for a headache
was $1,727." Since CIS spent $2 million on unnecessary Emergency Room
services last year, CIS and Regence want to offer this exciting technology

alternative to you.

MDLIVE will allow you to visit a doctor or therapist from anywhere, at
anytime — no driving or time away from home or work.

Board-certified doctors can diagnose your symptoms and prescribe

“medications for specific services. They can even send your prescriptions

to the pharmacy of your choice. Best of all, the cost for a consultation is
right around $38and it is covered in full for all plan members except those
on a High Deductible Health Plan with HSA.”

When are telehealth services a good choice for me?

Telehealth consultants do not replace your regular doctor, but they do
offer a way to save time.

How do | receive care?

Primary care consults are offered by phone or video. Video

consults take place on a secure network. Appointments may | c:";;";’; I"eat"‘e"ts :
. £3 - Col u Symptoms |
be made by phone or online. | Alergies .
B - Asthma
Is my information private? ' | . Bronchitis
. - . [ § - Ear Infections
MDLIVE is compliant with federai laws about health care | Nausea

privacy. Information about your care is shared only with your | - Behavioral Health™
doctor and pharmacy. -

Reg-1. See other side.~®

Regence

cis benefits
www.cisbenefits.org




d Blue Shleld Assoclation

Regence BlueCross BlueShield of Oregon
Is an Independent Licensee of the Blue Cross an

What’s New
New Member ID Cards

_ Additional sérvices offered
.- to you at no cost: ‘
‘Why not take advantage of the offerings?

rumber, 1(888) 370-6159: .~ . . . i
+ Chronic Caré/Disease Management -
~Case Management -

. Special Beginnings®

cis benefits
wvrw.cishensfils.org

(09995-0r/0815
£ 2015 Regence BlueCross BlueShield of Oregon

‘Gall your dedicated CIS Member Services

A QUICK GUIDE TO GET THE MOST OUT OF YOUR CIS HEALTH PLAN

Administered by Regence
BlueCross BlueShield of Oregon

Member Services

The first customer service connection
we make is a human one. Call us at
1(888) 370-6159 for assistance with

your benefits questions.

regence.com

Looking for a claim or a doctor? Want
to compare treatment costs? Visit
regence.com for all that and more.

® Regence




Your Vision
Benefits Summary

'CIS Benefits and VSP® Vision Care provide you an
affordable eye care plan.

Using your VSP benefit is easy.

* Register at vsp.com. Once your plan is effective,
“review your benefit information.

* Find an eye care provider who's right for you.
The decision is yours to make—choose a VSP
doctor, a participating retail chain, or any out-
of-network provider. To find a VSP provider, visit
vsp.com or call 800.877.7195.

+ At your appointment, tell them you have VSP.
There’s no ID card necessary. If youd like a card
as a reference, you can print one on vsp.com.

That's it! We'll handle the rest—there are no claim
forms to complete when you see a VSP provider.

Eye Exams for Children

80% of what we learn is through our eyes. Many
states require that children get a comprehensive
eye exam before Kindergarten, Schedule an eye
exam for your child at the beginning of every
school year and start the year off right. Visit
vsp.com to find a VSP provider that specializes

in child eye care.

Choice in Eyewear

From classic styles to the latest designer frames,
you'll find hundreds of options. Choose from
featured frame brands, like Anne Klein, bebe®,
Calvin Klein, Flexon®, Lacoste, Nike, Nine West,
and more'. Visit vsp.com to find a provider who
carries these brands.

Plan Information

VSP Provider Network: VSP Signature
VSP Coverage Effective Date:
01/01/2016 - 12/31/2016

Visit vsp.com or call 800.877.7195
for more details on your vision
coverage and exclusive savings
and promotions for VSP members.

VSP provides vision claims payment services only
and does not assume financial risk or obligation
with respect to payment of claims.

1. Brands/Promotion subject to change.

B2015 Vision Service Pian. All rights reserved.

VSP, VSP Vision care for life, and WellVision Exam are registered trademarks of
Vision Service Plan. Flexon is a registered trademark of Marchon Eyewear, Inc. All
other brands are trademarks or registered trademarks of their respective owners.

%

Vision care for er l

cis benefits

cisbenefits.org

* Focuses on your eyes and overall wellness
+ Every other calendar year - Adults
- Every calendar year - Children

+ $120 allowance on a wide selection of frames
-+ 20% savings on the amount over your 0
allowance ;

« Every other calendar year

» Single vision, lined bxfoca( and i %0
lined trifocal lenses

+ Progressive lenses $50

+ Polycarbonate lenses covered for i $0

dependent children
+ Every other calendar year - Adults
+ Every calendar year - Chlldren

+ Average savings of 35/o 40% on
lens enhancements i

- $166 allowance for contacts and contact
lens exam {fitting and evaluation)

+ 15% savings on a contact lens exam ffitting ! $0
and evaluation)

- Every other calendar year - Adults

+ Every calendar year - Children '

al and Sung} !
* 30% off additional g} and sungl ,including lens |
enhancements, from the same VSP provider on the same
day as your WellVision Exam. Or get 20% off from any VSP

prov;der wrthm 12 monzhs of your Iast WeWsron Exam

Laser Vssion Cc»rrechon

» Average 15% off the regular price or 5% off the
promotional price; discounts only available from
contracted facilities

* After surgery, use your frame allowance {if eligible,) for
sunglasses from any VSP doctor

if you see a non-participating provider, visit vsp.com for details or to H
submit a claim online. All claims must be submitted within one year from

the date of service. If not filing a claim online, send an itemized receipt with |
employee name, DOB, last 4 digits of $S#, patient name and DOB to: VSP,

PO Box 997105, Sacramento, CA 85899-7105. Keep a copy for your
records. .
EXMcncrmsencrsmcsrimrmire UP WO STT 5 FIEME s up to $66
Lenses  Contacts . reeeene up to $166
Single Vision ..... upto$51 ¢

Lined Bifocal . . up to §77

Lined Trifocal up to $100

JOBZ2IB25CM N5
Vision every 24 months - VSP-3
(over)




VSp.

EXCLUSIVE

Big Value. More Savings with VSP* Vision Care.

With Exclusive Member Extras, savings never looked so good. We put our
members first by providing exclusive special offers from leading industry
brands, totaling more than $2,500 in savings.

.

Limited time: Extra $40 to spend on bebe, Calvin Klein, Flexon and Nike
frames through December 31, 20153

.

Extra $20 to spend on featured frame brands'?

Mail-in rebate savings and free trials on popular contact lens brands
» Up to 50% savings on UNITY® digital lenses??
* Up to 40% savings on sunsync® light-reactive lenses??

Satisfaction guarantee on Transitions everyday lenses

+ Up to $500 savings on LASIK at NVision and TLC eye centers

Savings for VSP members and their extended family on digital hearing aids
{up to $2,400 per pair) and replacement batteries through TruHearing®

.

Savings on EyePromise EZ Tears dry eye and contact lens
comfort formula
Financing for vision care expenses with the CareCredit credit card

Visit vsp.com to find our Premier Program locations
that offer wide selections of featured frame brands
and Bonus Offers to maximize value,

For more great offers, scan
or visit vsp.com/specialoffers.

1. Brandslpromouon subject to change 2. Savings based on doctor's retail price and vary by plan and purchase selection; average
savings determined after benefits are applied. 3. Avaifable only 1o VSP
national average retall prices on state-of-the-ant digital hearing alds; offer not available in WA

©€2015 Vision Service Plan. All rights reserved.
V8P, UNITY, and sunsync are registered trademarks of Vision Service Plan. Aff other brands are trademarks or service marks of their

respective owners.

bers with plan benefits. 4. Savings compared to
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Dental Plan li

3 Cis
cis benefits Effective January 1, 2016
srérw.cisbienefits.org
How To Use this Dental Plan
When you visit your dental provider, tell him or her that you are a member of a Delta Dental program.
Calendar year maximum, per member* $1,500
Calendar year deductible, per member S0
Service Benefit Amount

CLASS | - PREVENTIVE? ** 1st year - 70%
- Examination/X-rays 2nd year - 80%
- Prophylaxis 3rd year - 90%
- Fissure Sealants 4th year - 100%

CLASS i - BASIC
- Restorative Dentistry (treatment of tooth decay with amalgam or composite) ** 1st year - 70%

- Oral Surgery (surgical extractions & certain minor surgical procedures}) 2nd year - 80%
- Endodontic {pulp therapy & root canal filling) 3rd year - 90%
- Periodontics [treatment of tissues supporting the teeth) 4th year - 100%

- Space Maintainers

- Repair or reline of dentures and bridges
CLASS HI - MAJOR?

- Crowns
- Implants
- Denture and Bridge Work {construction of fixed bridges, partials

and complete dentures)
* Annual dental maximum does not apply to members under age 16.
L1

50%

Under this plan, benefits start at 70% your first calendar year of coverage. Thereafter, payments increase by 10% sach
calendar year {up to a maximum benefit of 100%) provided the individual has visited the dentist at least once during the
previous calendar year. If in any calendar year the individual fails to receive covered dental services, the percentage for
Class I and il services will decrease by 10% the next calendar year, but it will never be reduced below 70%.

" Any amount paid by the plan for Preventive services does not apply towards the calendar year maximum.
2 There is a 12 month waiting period for Late Enrollees. A Late Enrollee is anyone not enrolled when initially eligible.

MEMBER SERVICES

Through our online service, myModa, you can download your member handbook, view claims status and
payment information, search for participating providers, order ID cards, view personal information, and email
dental customer service. You can access myModa at www.modahealth.com, or the CIS website at
www.cisbenefits.org.

Dental Optimizer™ is a free resource on myModa that enables you to assess your risk level for oral heaith
concerns and use that assessment to learn about reducing your risks and treatment costs. Dental Optimizer is
comprised of a cavities risk assessment, dental heaith suggestions, and a Savings Optimizer based on a personal

survey.

€ DELTA DENTAL

Delta Dental provides dental claims payment services only and does not assume
financial risk or obligation with respect to payment of claims
This is a benefit summary only. Any errors or omissions are unintentional.
For a more detailed description of benefits, refer to your member handbook, which can be accessed through myModa, or
by calling Customer Service for a copy.
[ Delta Dental Customer Service 888-217-2365 - Delta Dental's website www.modahealth.com ]

See back for additional information




ADVANTAGES
& DELTADENTAL

* Freedom to choose your dentist: Delta Dental is unique in that we have contracts with more than 2,300 licensed
dentists in Oregon.

* professional Arrangements: Delta Dental has specific fee arrangements with our participating dentists in Oregon to
ensure that actual charges made by the dentist do not exceed his or her accepted fees on file with Delta Dental. We
believe that the unique feature in all Delta Dental programs is that every participating dentist becomes a party to cost
control as well as the quality of care. Participating dentists will update your records with your new information and will

submit claims to Delta Dental for you.
* Pre-determination: As a service to our customers, your dental office can submit a pre-treatment plan to Delta Dental on

your behalf, and we will return it to your dentist, indicating the dollar allowance that will be covered by your plan before
you go forward with treatment,

LUIMITATIONS
If an eligible person selects a more expensive plan of treatment than is functionally adequate, Delta Dental will pay the

applicable percentage of the maximum plan allowance for the least costly treatment. The patient will then be responsible
for the remainder of the dental providers' fees.

Class ! - Preventive :
* Diagnostic: Supplementary bitewing x-rays are covered once in any 12-month period. Complete series x-rays ora

panoramic film are covered once in any 5-year period.

Class I - Basic

* Restorative: A separate charge for general anesthesia and/or IV sedation is not covered when used for non-surgical
procedures. A separate charge for anesthesia may be covered when, in our judgment, it is necessary for complex oral
surgery or due to the existence of a concurrent medical condition.

Class i1 - Major
* Restorative: If a tooth can be restored with a material such as amalgam, but another type of restoration is selected by

the patient and dentist, the covered expense will be limited to the cost of amalgam. Crowns and other cast restorations
{including onlays and replacement inlays) are covered once in a seven (7) year period on any tooth.

* Pprosthodontic: A prosthetic device will be covered once in a seven (7} year period provided the tooth has not been
crowned within the past seven {7) years. Specialized or personalized prosthetics are limited to the cost of standard

devices.

EXCLUSIONS

* Services covered under worker's compensation or employer's liability laws and services covered by any federal, state,
county, municipality or other governmental agency, except Medicaid.

* Services for rebuilding or maintaining chewing surfaces due to teeth out of alignment or occlusion, or for stabilizing
teeth.

* Services started prior to the date the individual became eligible for services under the program.

* Hypnosis, prescribed drugs, premedications or analgesia {(e.g. nitrous oxide) or any other euphoric drugs.

* Hospital costs or any additional fees charged by the dentist because the patient is hospitalized.

* General anesthesia and/or 1V sedation except when administered by a dentist in conjunction with covered oral surgery

in his or her office.

Plaque control and oral hygiene or dietary instructions.

Experimental procedures.

Missed or broken appointments.

* QOrthodontic services.

Services for cosmetic reasons.

Claims submitted more than 12 months after the date of rendition of the services.

* All other services or supplies, not specifically covered.

* % w

*

Deita Dental Customer Service 888-217-2365 - Delta Dental's website www.modahealth.com
Delta Dental provides dental claims payment services only and does not
assume financial risk or obligation with respect to payment of claims.
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Wellness For You and Your
Family

Health care is changing for all of us. However, you can continue
to count on CIS’ Healthy Benefits program to provide free or
low-cost wellness programs, resources, and services to help you
achieve your goals. Active employees, retirees, spouses, domestic
partners and dependents ages 18 and older covered by a CIS
medical plan are invited to participate.

Visit www.cisbenefits.org for complete program details and web
links and select Healthy Benefits & Wellness from the page menu.

Available through Healthy Benefits at no or minimal
participant cost:

» Receive up to $400 reimbursement from CIS per plan year
for participation in qualified healthy eating & weight
management programs. Reimbursement is limited to five
plan years.

o Quit for Life® tobacco cessation includes Quit
Coaching, nicotine replacement therapy, and coordination
of quit medications with your medical plan prescription
benefit. Call Quit for Life® 24-hours-a day, 7 days-a-week at
1.866.784.8454.

Healthy Benefits
2016

HB
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Employee Assistance Program (Reliant Behavioral
Health) includes telephonic and in-person counseling, and
Life Balance services such as Identity Theft, Will Preparation,
and others. For assistance, call 1-866-750-1327.

CIS Benefits Facebook page provides regular health and
wellness tips for you and your family. Follow CIS Benefits at

www.facebook.com/cisbenefits.

Benefits Partner Resources and Websites

Weight Management programs available through Regence
and Kaiser.

Earnpoints towards Regence REWARDS by completing the
Health Assessment, logging in to see your claims and benefits
information, recording your health and wellness activities, etc.
Insured family members 13 and older can create a REWARDS
account. Collecting enough points earns you a $25 gift card.
To access your wellness tools, sign in on the Regence website
and go to Member dashboard.

CHP Active & Healthy program includes discountis that
offer something for virtually everyone — gym memberships,
movie tickets, theme park discounts, etc.

- Kaiser members: To get started, visit chpactiveandhealthy.
com, create a username and pasword, and then enter your
HRN number.

- Regence members: Login at regence.com and type CHP in
the search box and then follow the instructions.

Access to partner websites requires a separate login. Follow
the website’s login directions.

Regence BlueCross BlueShield of Oregon —
www.Regence.com

Kaiser Permanente — www.kp.org

ODS Dental — www.odscompanies.com/members
Willamette Dental — www.willamettedental.com

Reliant Behavioral Health - http://www.myrbh.com (Access
code: Oregon)
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Supplemental
Life & Voluntary
Dependent Life
Coverage

CIS offers life and disability coverage through The Hartford.
Employers pay for basic coverage, and choose whether to make ; ' Y Ve y o
available optional employee paid Supplemental Employee/ BE N EFICI A RIES
Spouse/Domestic Partner (DP) Life and/or Voluntary $10,000
Dependent Life coverage. If either of these options are
offered by your employer, you will see these plans
online and will be given the opportunity io enroll for
the first time or increase your current election(s).

Supplemental Employee/Spouse/DP Life

Employees can elect amounts from $10,000 to $300,000 in
$10,000 increments. Any amount elected for supplemental
life requires medical review — completion of a Personal Health

Application (PHA) - by The Hartford.

If electing supplemental life coverage for your spouse or domestic
partner, theamount must be equal to or less than the supplemental
life amount elected for yourself.

Note: The PHA completion is a different process this year as
we now have a single sign-on process with The Hartford.

If electing coverage that needs approval, a link to the PHA will
be provided on the last page. If enrolling in coverage for yourself
only, you can click on the link and complete the PHA immediately.
If enrolling in coverage for you and your spouse, the PHA will
include questions for both of you and must be completed at the

same time.

LIFE-1
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If you cannot complete the PHA on behalf of your spouse, then
you will need to complete it later (but no later than 60 days from
the date the election was made). To aceess it later, sign on to the
same site and click on “Access Supplemental Life PHA Link” in
the Personal Info box on the right hand side.

Coverage approved prior to December 10 will be effective January
1, 2016. Coverage approved after that date will be approved
February 1 or later. If you wish to discontinue Supplemental Life,
you must elect the waive option.

Supplemental Employee/Spouse/DP Life
Rates

As of January 1, for the first time rates will be different for
employees and spouses. The age-based rates for spouses will stay
the same while the rates for employees will decrease. Rates will
continue to adjust for anyone who changed age categories during
the 2015 calendar year.

Age Employee Cost/$1K  Spouse Cost/$1K
0-29 ' $0.034 $0.039
30-34 $0.043 $0.049
35-39 $0.059 $0.068
40-44 $0.084 $0.097
45-49 $0.118 $0.136
50-54 $0.185 $0.213
55-59 $0.345 $0.398
60-64 $0.529 $0.610
65-69 $0.998 $1.150
70-74 $1.570 $1.810
75 & Older $4.838 $5.580

If you elect $100,000 of coverage and are 45 years old, your premium
would be: $0.118 x 100 = $11.80. This amount would be the monthly

payroll deduction.
Voluntary $10,000 Dependent Life

You can elect the $10,000 Dependent Life during the enrollment
process. Coverage is $2.96 per month and will cover a spouse,
DP, and/or children under the age of 26. Coverage is available on
a guarantee issue basis and just needs to be elected during open
enrollment.

If you prefer to complete the PHA by
hardcopy, click on the PHA link and it
will take you to the online version. You
have to complete the first two pages
of the form and then on the third page
{Health Questions) you will see a link
to print out the form (Print Personal
Health Application).

It will be pre-popuiated with the
information provided on the first two
pages. Then, answer the questions
and mail the completed form to The
Hartford.

Age & Premium
Reduction Provision

The  age/premium  reduction
at age 70 provision has been
eliminated. Employees and/or
spouses whose supplemental life
coverage was previously reduced
(or will be reduced during October
— December) has had (or will
have) their coverage reinstated to
the initial amount elected. This
means coverage and premiums
will increase effective 1/1/16. If
employees don’t want the increased
coverage, they will need to change
it during open enrollment.
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IAP: Pre-Retirement Designation of Beneficiary Packet

Important: Read instructions before you complete and submit the enclosed forms.
You must fill out a beneficiary form for the Individual Account Program (IAP) even if you have already submitted a

PERS Tier One or Tier Two Pre-Retirement Beneficiary form.

If you are married, or there exists at the time of death any other person who is constitutionally required to be treated in the
same manner as a spouse for the purpose of retirement benefits, you must fill out the IAP Pre-Retirement Designation of

Beneficiary: Married Applicant form.

« Type or print clearly in dark ink. [llegible forms are void and will be returned to you.
» Do not change anything on the form; alterations will void the form.
+ Make sure any form requiring a notary is notarized.

+ Fill out only the form that applies to your situation.
* Read the specific instructions for each form. You will find instructions on pages 2, 3, and 4.

« It is important that you file a separate Designation of Beneficiary form with PERS for your IAP account. If you
die before retirement and there is no IAP Designation of Beneficiary form on file, distribution of your IAP account will
be in accordance with statute: your surviving spouse or other person who is constitutionally required to be treated in the

salme manner as a Spouse, your surviving children, and your estate.

« If your designated beneficiary predeceases you, any IAP death benefits that might
in accordance with statute.

be due and payable will be distributed

Information for married members
« If you are married, your IAP account must be paid to your spouse unless your spouse consents to a different beneficiary.

« If you want to designate someone other than your spouse, your spouse must sign a notarized consent.
*» Your spouse can revoke this consent up to the time of your death. To revoke spousal consent, your spouse must complete

and submit the LAP; Revocation of Spousal Consent of Beneficiary Designation form. You will find this form on the

PERS website (http://oregon.gov/pers), or contact PERS Customer Service at 503-598-7377 or toll free at 888-320-7377.
Once PERS accepts and approves the revocation form, your spouse will be considered the beneficiary unless you file an-

other valid change of beneficiary form, with your spouse’s consent, with PERS.

+ If you name your spouse as beneficiary and you get divorced, your spouse will be deemed as having predeceased you un-
less you or a court order expressly designates your former spouse to continue as beneficiary after the effective date of your
divorce. This means that your former spouse is no longer your beneficiary unless otherwise provided by you or a court
order.

« In the event of your death, any pre-retirement death benefit will be paid to the designated beneficiary indicated on the
most recent valid IAP Designation of Beneficiary form PERS has on file.

Important reminder
You must sign this form. If you de not, your beneficiary designation is void. The form will be rejected

and returned to you.

Important: If you have a complex beneficiary situation, you might want to consult an estate planning
attorney.

Instructions for form #459-469 (8/6/2014) SL3 IIM Code: 12208 Page 1 of 4




Instructions for married applicants
Use the IAP Pre-Retirement Designation of Beneficiary: Married Applicant form if you are married.

« Fill in the member information section completely.
* Providing your Social Security number (SSN) is voluntary. It will be used for confirmation purposes. If you choose not
to supply your SSN, it may take PERS staff longer to process your form.
* If you do not know your PERS number, leave the space provided blank.
* Please provide your phone number so we can reach you with information or questions about your form. If you prefer
not to be contacted by phone, leave that field blank,

» Your beneficiary must be your spouse unless your spouse consents to a different beneficiary. Check the acknowledgment

box if your spouse is your beneficiary.
* You must fill in your spouse’s name. Use his/her full given name (e.g., Mary A. Jenkins, not Mrs. Robert Jenkins). A

designation without your spouse’s name is void and will be returned to you.
* Your spouse must sign and date this form in front of a notary if you designate a different beneficiary in Section C, D, or E.
» Sign and date the statement in Section H at the bottom of page 5, and mail the form to PERS. You must sign this form.
If you de not, your beneficiary designation is void. The form will be rejected and returned to you.

Do not complete this option if your spouse is your beneficiary and you have completed Section B.

« If your spouse consents to another beneficiary, check the consent box in this section.

» Fill in your beneficiary designations in the space provided. Make sure you fill out this section completely. If you choose
more than one beneficiary, you must include the percentage of your account you want to go to each beneficiary.

» If you use percentages when designating specific beneficiaries, you must name an alternate beneficiary for each beneficiary.

+» Use full given names (e.g., Mary A. Jenkins, not Mrs. Robert Jenkins).

Specific beneficiary #1

Specific beneficiary #2

Specific beneficiary #3

#1 primary beneficiary

(if living; otherwise, to #1 alternates)

Name: Mary Ann Jenkins

Social Security # (optional)* 555-55-5555
Percentage: 40%

Date of birth* (optional)*: 06/01/1957
Relationship (optional)* Sister

#2 primary beneficiary

(if living; otherwise, to #2 alternates)

Name: Amold McMillan

Social Security # (optional)* 555-55-5555
Percentage: 40%

Date of birth ((optional)*: 06/01/1960
Relationship (optional)*: Brother

#3 primary beneficiary

(if living; otherwise, to #3 alternates)

Name: Greg Murray

Social Security # (optional)* 555-55-5555
Percentage: 20%

Date of birth (optional)*: 04/01/1957
Relationship (optional)*: Friend

Alternate beneficiary 1a (Benefit will go to
those named here if #1 specific beneficiary is
deceased.)

Name: Susie Jenkins

Social Security # (optional)* 555-55-5555
Percentage': 25% :

Date of birth (optional)*: 05/12/199
Relationship (optional): Niece

Alternate beneficiary 2a (Benefit will go to
those named here if #2 specific beneficiary is
deceased.) ’
Name: Anna Marie McMillan

Social Security # (optional)* 555-55-5555
Percentage': 25%

Date of birth (optionat)*: 05/12/1993
Relationship (optional): Niece

Alternate beneficiary 3a (Benefit will go to those
named here if #3 specific beneficiary is deceased.)
Name: Sandy Murray

Social Security # (optional)* 555-55-5555
Percentage': 15%

Date of birth (optional)*: 11/12/1959
Relationship (optional)*: Friend

Alternate beneficiary 15 (Benefit will go to
those named here if #1 specific beneficiary is
deceased.)

Name: Jordan Jenkins

Social Security # (optional)* 555-55-5555
Percentage': 15%

Date of birth (optional)*: 06/01/1992
Relationship (optional)*: Nephew

Alternate beneficiary 2b (Benefit will go to
those named here if #2 specific beneficiary is
deceased.)

Name: Lora McMillan

Social Security # (optional)* 555-55-5555
Percentage': 15%

Date of birth (optional)*: 05/12/1985
Relationship {optional)*: Step-niece

Alternate beneficiary 3b (Benefit will go to those
named here if #3 specific beneficiary is deceased.)
Name: Mary Ann Jenkins

Social Security # (optional) 555-55-5555
Percentage': 5%

Date of birth (optional)*: 06/01/1957
Relationship (optional)*: Sister

'The total of the percentages you enter for altemate beneficiarics must equal the percentage you entered for that primary bencficiary.

*This information belps PERS locate the people you designate. 1t you speciiically designate a charily of Oipanizalion, please provide the address under-

neath the name of the charity or organization.

Instructions for form #459-469 (8/6/2014) SL3 [IM Code: 12208

Page 2 of 4




Naming a charity, estate, or trust

You can designate an estate, charity, or trust by checking the appropriate box and providing the name and address of that
entity. You may also assign percentages between specific beneficiaries and/or charities in Sections C and D.

The total percentages must equal 100 percent. Estate and trust designations must be a 100 percent designation. Your spouse

must consent to this designation.

G

Check the box to indicate you want to designate a charity as your beneficiary. Enter the name and address for the charity
in the space provided. Your spouse must consent to this designation. Check the consent box in this section.

Check the box to indicate you want to designate your estate as the beneficiary. Your spouse must consent to this designa-
tion. Check the consent box in this section. Enter the name of the personal representative of your estate and the address in

the spaces provided.

Check the box to indicate you want to designate a trust as the beneficiary. Your spouse must consent to thiskdeignatixon.
Check the consent box in this section. Enter the legal name of the trust, the address, and the date the trust was estab-

lished in the spaces provided.

=

If your spouse has consented to another beneficiary and you have dééignated a different beneﬁclary in Section C,D,E, or
F your spouse must sign the form in front of a notary

Your signature is mrd. Sign and date in the space prAVIdéd. You must sxgn this form. If you do not, Aof‘wbeneﬁ‘
ciary designation is void. The form will be rejected and returned to you.

" Instructions for single applicants
Use the IAP Pre-Retirement Designation of Beneficiary: Single Applicant form if you are single.

» Fill in the member information section completely.
* Providing your Social Security number (SSN) is voluntary. It will be used for confirmation purposes. If you choose not

to supply your SSN, it may take PERS staff longer to process your form.
» If you do not know your PERS number, leave the space provided blank. Please provide your phone number so we can
reach you with information or questions about your form. If you prefer not to be contacted by phone, leave

that field blank.

+ Check either the standard beneficiary designation box OR the specific beneficiary designation box.
o If you check the standard beneficiary designation box, sign and date the statement on page 4, and mail the form to
PERS. (See page 1 under Things to consider for the order of standard beneficiaries.)

» If you check the specific beneficiary box, you must also provide a specific person, charity, estate, or trust.
» If you check the specific person, charity, estate, or trust designation box. Fill in your beneficiary information in Sec-

tion C

Corhplete this section if you are naming specific person(s) as beneficiaries. Include the beheﬁciary’s hame, Social Se-
curity number (optional®), the percentage you would like to go to him/her, his/her date of birth (optional*), and his/her
relationship to you (optional*). You can also name an alternate beneficiary to whom your benefit would be paid in the

event the primary beneficiary predeceases you.

*This information helps PERS locate the people you designate. If you specifically designate a charity or organization, please provide the address
underneath the name of the charity or organization.

Instructions for form #459-469 (8/6/2014) SL3 IIM Code: 12208 Page 3 of 4
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IAP Pre-Retirement Designation of Beneficiary: Married Applicant

This form is strictly for the IAP. Call PERS or visit our website if this is not the form you need.

First name MI |Lastname PERS number (optional)
Mailing address (street or PO box) Social Security number*
City State Zip Country Phone number

i &
10 S
2 b st & *

A married applicant’s account(s) must be paid to the spouse unless the spouse consents to a change of

spousal consent is required to designate a beneficiary other than the spouse.

Acknowledgment box: O I acknowledge my beneficiary is my spouse. (If this box is checked, your spouse’s signature is not

needed.)

%

beneficiary. Notarized

Spouse’s name (required):

o

Consent box: O y spuse consents to the ollowing specific beneficiary designations. (See page 2 for cbmplee fnstructions)

Specific beneficiary #1

Specific beneficiary #2

Specific beneficiary #3

#1 Primary Beneficiary
(if living; otherwise, to #1 alternates)

Name

Social Security # (optionat)
Percentage

Date of birth (optional)
Relationship (optional)

#2 Primary Beneficiary

(if living; otherwise, to #2 alternates)
Name
Social Security # (optional)
Percentage

Date of birth (optional)
Relationship (optional)

#3 Primary Beneficiary
(if living; otherwise, to #3 alternates)
Name

Social Security # (optional)
Percentage

Date of birth (optional)
Relationship (optional)

Alternate beneficiary la (Benefit will go to
those named here if #1 specific beneficiary is

Alternate beneficiary 2a (Benefit will go to
those named here if #2 specific beneficiary is

Alternate beneficiary 3a (Benefit will go to
those named here if #3 specific beneficiary is

deceased.) deceased.) deceased.)

Name Name Name

Social Security # (optional) Social Security # (optional) Social Security # (optional)
Percentage' Percentage’ Percentage’

Date of birth (optional) Date of birth (optional) Date of birth (optional)
Relationship (optional) Relationship (optional) Relationship (optional)

Alternate beneficiary 1b (Benefit will go to
those named here if #1 specific beneficiary is

Alternate beneficiary 2b (Benefit will go to
those named here if #2 specific beneficiary is

Alternate beneficiary 3b (Benefit will go to
those named here if #3 specific beneficiary is

deceased.) deceased.) deceased.)

Name Name Name

Social Security # (optional) Social Security # (optional) Social Security # (optional)
Percentage! Percentage! Percentage'

Date of birth (optional) Date of birth {optional) Date of birth (optional)
Relationship (optional) Relationship (optional) Relationship (optional)

'The total of the percentages you enter for altemate beneficiaries must equal the percentage you entered for that primary beneficiary.

Additional beneficiaries? Please provide an additional sheet of paper that lists the same information used above for each beneficiary.
Label the attached pages Additional Beneficiaries. Include your full name and Social Security number.

{TJf any of the primary beneficiarics named above predecease me and I have not named an alternate beneficiary, I want
the portion of my benefit that was designated to that beneficiary to be shared equally among the remaining primary

beneficiaries living at the time of my death.

Form #459-469 (8/6/2014) SL3 IIM Code: 12208
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Name: SSN/PERS number:

U Idesignate the following charity as my beneficiary.

0 My spouse consents to the following beneficiary designation:
Indicate percentage amount to be designated. %
Name:

Address:

SRy e o

O I designate my estate as my beneficiary. Estates must receive 100 percent of the designation.
0 My spouse consents to the following beneficiary designation:

Name of personal representative:

Address of personal representative:

’ i:!“l 0T Tt
U I designate a trust as my beneficiary. Trusts must receive 100 percent of the designation.

0 My spouse consents to the following beneficiary designation:

Legal name of trust (e.g., The Sara Smith Living Trust):

Address of trust:
Date trust established:

X

Spouse signature (do not print) Date

Print signature

Notary Public State of County of

Spouse signed before me on:

Spouse’s name

By (notary's signature)

My commission expires

e

I hereby revoke any and all previous beneficiary designations for my IAP account. (Notarization not necessary.)

N\

Applicant signature (do not print) Date

Print signature

*Providing yeur Social Security number (SSN} is voluntary. It will be used for confirmation purposes. If you choose not to supply your SSN, it could take PERS staff longer to

process your form.
in compliance with the Amesicans with Disabilitics Act, PERS will provide help filling out this form upon request. You may request help by phoning 583.598-7377, toll free 888-320-7377,
or TTY 503-603-7766.
Form #459-469 969 8/6/2014) SL3 1IM Code: 12208 Page 2 of 4



Oregon
Public

Employees
Retirement
System

11410 SW 68th Parkway, Tigard OR 97223
Mailing Address — PO Box 23700, Tigard OR 97281-3700

TR

12208

IAP Pre-Retirement Designation of Beneficiary: Single Applicant
This form is strictly for the IAP. Call PERS or visit our website if this is not the form you need.

First name

MI |Last name

PERS number (optional)

Mailing address (street or PO box)

Social Security number*

City State

£

e

0 1 would like ¢

o use the standard beneficia

Zip Country

e ol
on.

ry designati

Phone number

0 I would like to use a specific beneficiary. If you choose this option, select from the list below.
0 I want to designate a specific person or persons as my beneficiary.
U1 I want to designate a person or persons and a charity as my beneficiaries. (Fill out Section C and Section D.)

Percentages must equal 100 percent.

{1 T want to designate a charity as my beneficiary. (Fill out Section D.)
[ I want to designate my estate as my beneficiary. (Fill out Section E.) Estates must receive 100 percent of the designation.

[ 1 want to designate a trust as my beneficiary. (Fill out Section F.) Trusts must receive 100 percent of the designation

Specific beneficiary #1

Specific beneficiary #2

Specific beneficiary #3

#1 Primary Beneficiary
(if living; otherwise, to #1 alternates)

#2 Primary Beneficiary
(if living; otherwise, to #2 alternates)

Name Name Name

Social Security # (optional) Social Security # (optional) Social Security # (optional)
Percentage Percentage Percentage

Date of birth (optional) Date of birth (optional) Date of birth (optional)
Relationship (optional) Relationship (optional) Relationship (optional)

#3 Primary Beneficiary
(if living; otherwise, to #3 alternates)

Alternate beneficiary la (Benefit will go to
those named here if #1 specific beneficiary is

Alternate beneficiary 2a (Benefit will go to
those named here if #2 specific beneficiary is

deceased.) deceased.) deceased.)

Name Name Name

Social Security # (optional) Social Security # (optional) Saocial Security # (optional)
Percentage Percentage Percentage

Date of birth (optional) Date of birth (optional) Date of birth (optional)
Relationship (optional) Relationship (optional) Relationship (optional)

Alternate beneficiary 3a (Benefit will go to
those named here if #3 specific beneficiary is

Alternate beneficiary 1b (Benefit will go to
those named here if #1 specific beneficiary is

Alternate beneficiary 2b (Benefit will go to
those named here if #2 specific beneficiary is

Date of birth (optional)
Relationship (optional)

deceased.) deceased.)
Name Name
Social Security # (optional) Social Security # (optional)
Percentage Percentage
Date of birth (optional)

Relationship (optional)

Alternate beneficiarv 3b (Benefit will go to
those named here if #3 specific beneficiary is
deceased.)

Name
Social Security # (optional)
Percentage
Date of birth (optionaf)
Relationship (optional)

The total of the percentages you enter for altemate beneficiaries must equal the percentage you entered for that primary beneficiary.

Additional beneficiaries? Please provide an additional sheet of paper that lists the same information used above for each beneficiary. La-
bel the attached page Additional Beneficiaries. Include your full name and Social Security number.

O If any of the above named primary beneficiaries predecease me and I have not named an alterate beneficiary, I want
the portion of my benefit that was designated to that beneficiary to be shared equally among the remaining primary

beneficiaries living at my death.

Form #459-469 (8/6/2014) SL3 1IM Code: 12208

Page 3 of 4



Name: SSN/PERS mumber:

U Idesignate the following charity as my beneficiary.

Indicate percentage amount to be designated. %

Name:

Address:

Q) I designate the following charity as my beneficiary.

Indicate percentage amount to be designated. %

Name:

Address:

U 1 designate my estate as my beneficiary. Estates must receive 100 percent of the designation.

Name of personal representative:

Address:

s 2 o Ee) i

U I designate a trust as my beneficiary. Trusts must receive 100 percent of the designation.

Legal name of trust (e.g., The Sara Smith Living Trust):

Address:

Date trust established:

ary designations for my IAP account.

I hereby revoke any and all previous benefici

A}

Applicant signature (do not print) Date

Print name

*Providing your Social Security number (SSN) is voluatary. It will be used for confirmation purposes. If you chaose not to supply your SSN, it could take PERS staff longer to

process your form.
In compliance with the Americans with Disabilities Act, PERS will provide help filling out this form upon request. You may request help by phoning 503-598-7377, toll free 888-320-7377,

or TTY 503-603-7766.
Form #459-469 969 8/6/2014) SL3 IIM Code: 12208 Page 4 of 4



. FLEXIBLE BENEFITS
» ENROLLMENT FORM

2015 Plan Year
COMPLETE THIS FORM AND RETURN TO YOUR ¢is benefits
BENEFITS REPRESENTATIVE www.cisbenefits.org

Entity Name:

PART 1 - EMPLOYEE DATA

SOCIAL SECURITY NUMBER

EMPLOYEE NAME {LAST, FIRST, ML)

HOME ADDRESS (INCLUDE APARTMENT NUMBER)

ciry STATE Fiid

DATE OF BIRTH DATE OF HIRE

: PART 2 - ELECTIONS

Premium Only Plan — CIS Medical/Dental Premiums Only

| elect to participate -~ | have enrolled for medical and/or dental insurance and have been provided with information

O
identifying my portion of the premiums for such coverages. These premiums will be taken on a pre-tax basis. This
election will continue from year-to-year unless | discontinue it.

0 1 elect to waive all pre-tax benefits under the Premium Only Plan.

Healthcare Flexible Spending Account
{Calendar year maximum is $2,500.)

O 1 elect to contribute § per pay period x remaining pay periods = § Plan Year Total

] | elect to waive coverage.

Dependent Care Flexible Spending Account
{Calendar year maximum is $5,000 for married filing jointly or single, or $2,500 if married filing separately.)

0 I elect to contribute $ per pay period x remaining pay periods = $ Plan Year Total

W] ] elect to waive coverage.
| PART 3 — AUTHORIZATION

I have reviewed the terms of CIS’ Fiexible Benefits Plan. I understand that { may elect coverage under any or all of the
above components, if offered. | understand that contributions will be deducted from my compensation on a pre-tax basis
and the deductions cannot be changed until the next plan year unless | experience a qualified status change. | have read

and agree to the terms of participation.

EMPLOYEE'S SIGNATURE DATE

FOR EMPLOYER USE ONLY:
PAY CYCLE ENTERED IN PAYROLL INITIAL:

| company NAME DIVISION

{CIS Form AFBEF/10) FSA2




HEALTHCARE & DEPENDENT CARE FSA SUMMARY

What is a Flexible Spending Account (FSA)?
A Flexible Spending Account is a year-to-year tax-free account that allows you to save money to pay for your out-of-pocket healthcare

expenses, induding prescription drug costs, over-the-counter health care products, medical, dental, vision and hearing expenses and/or your
work-related child or dependent care expenses, including day care, baby sitting, in-home care for older dependents and before & after school

care expenses,

When you enroll in an FSA, you decide how much to contribute to each account for each year. For the Healthcare FSA you can set aside up
to $2,550, but remember that the amount elected must be for expenses incurred during the plan year - January 1, 2016 -
Decermnber 31, 2016. For the Dependent Care FSA the calendar year maximum is $5,000 ($2,500 if you are a married individual and file a
separate tex return from your spouse) per household. The money is deducted from your paycheck pre-tax (before Federal & State income
taxes and FICA taxes are deducted) in equal amounts, over the course of the plan year. After you Incur expenses that qualify for
reimbursement, you submit daims (reimbursement requests) to ASIFiex to request tax-free withdrawals from your FSA to reimburse yourself

for these expenses.

What healthcare expenses can I use my Healthcare FSA for?

How do I determine how much to contribute?
Estimate your expected or routine healthcare expenses that will not be reimbursed by your medical, vision or dental plans during the 2016
Plan Year (January 1 - December 31, 2016). Be sure to consider over-the-counter health care products like Bandaids, Sunscreen, wrist
braces, pill holders, etc. Remember that expenses for your tax dependents qualify for reimbursement through your Healthcare
FSA program, even if they are not covered on your medical/vision/dental insurance through your employer.

Runout Period ~ Deadline to Submit Claims
While claims have to be incurred during the plan year (January 1 ~ December 31, 2016), you have until March 31 the following year to file for
reimbursement. This 90-day deadiine is called the “Runout Pericd”. If you miss this daim filing deadline, the IRS rules require that unused

dollars in your account be forfeited.

Healthcare FSA — Carryover Up to $500!
At the end of the Runout Period, participants are allowed to carryover up to $500 of unused contributions into the following plan
year! This means you have more flexibility in estimating the amount to contribute to your account because you no longer forfeit all of what
you don't use - you can carry over up to $500 to the next year. The carryover amount will not reduce your new plan year election. For
example, since the annual contribution fimit is $2,550, you can carry over up to $500 of unused funds for a total of $3,050. For unused

contributions over $500, the IRS still requires that those dollars be forfeited.

Dependent Care FSA
Dependent Care FSAs create a tax break for work-related dependent care expenses for children under the age of 13 or older dependents

who are not capable of self-care (typically child care or day care expenses) that enable you to work. If you are married, your spouse must be
working, looking for work or be a full-time student. If you have a stay-at-home spouse, you should not enroll in the Dependent
Care FSA. The IRS allows no more than $5,000 per household ($2,500 if you are married and file a separate tax retum) to be set-aside in

the Dependent Care FSA in a calendar year.

(over)
FSA-1




Dependent Care FSA (cont'd)
Please note that IRS regulations disallow reimbursement for services that have not yet been provided, so even if you pay in advance for your

expenses, you can only claim service periods that have already occurred. Eligible expenses indude day care, baby-sitting, & general
purpose day camps. Ineligible expenses include overnight camps, care provided by a dependent, your spouse or your child under the age

of 19 & care provided while you are not at work.

Dependent Care “Use It Or Lose It"”

The carryover provision does not apply to the Dependent Care FSA. Claims incurred for the Dependent Care FSA must be incurred during the

plan year (January 1 — December 31, 2016) AND be submitted to ASIFiex no later than March 31 each year following the close of the plan
year. If you miss this claim filing deadline, the IRS requires that the unused dollars remaining in your account be forfeited.

How do I enroll?
Employees must enroll online during open enrollment. Paper enroliment forms are not accepted.

Remember you must re-enroll in the Healthcare and Dependent Care FSA programs each year (even if you don’t want the
deduction amount to change).

When can I start requesting reimbursement?
You can start submitting requests as soon as services are provided, but eligible expenses can only be incuired on, or after, January 1, 2016.
For the Healthcare FSA, the full annual contribution amount is available on the date your enroliment begins. For the Dependent Care FSA,
you can only be reimbursed up to the amount you have had deducted from your paycheck at that point, but requests in excess of this amount
will be pended and reimbursed as additional deductions are taken from your paycheck. You may submit reimbursement requests for either

account as frequently, or infrequently, as you prefer. You can file claims in several ways:

ASIFlex Mobile App — You can file claims on-the-go and review your account statement. Just shap a picture of your documentation and
submit the daim. The app is free and available at asiflex.com, at Google play, or through the App Store.
ASIFlex Online - You can submit claims onlfine through the secure website at www.asiflex.com. You'll need your ASIFlex PIN to complete the

request.
Fax or Mail ~ Obtain a claim form at asiflex.com, complete and send with appropriate documentation by toll-free fax or mail to ASIFlex.

Toll-free fax: 1-877-879-9038 or Mail to: ASIFlex
’ P.O. Box 6044

Columbia, MO 65205-6044

How will I receive reimbursement?
The default reimbursement method for ASIFlex will be to mail you a check. However, you also have the option to sign up to receive

reimbursements by direct deposit to a checking or savings account. You can find this form online at www.asiflex.com. ASIFlex will issue your
reimbursement within one to three business days of receipt of your claim, as long as acceptable documentation is also provided. You may
change your bank account for reimbursement or request to receive reimbursement by check at any time by completing the Direct Deposit/E-
mail Form that is available on www.asiflex.com. Your direct deposit information will stay the same until you tell ASIFlex you would prefer

deposits to a different bank.

When is the last day I can file a claim?
Claims with dates of service between January 1, 2016 ~ December 31, 2016 must be submitted to ASIFlex no iater than March 31, 2017,

| Whom do I contact if I have questions?

1-800-659-3035
Monday ~ Friday, 5 a.m. ~ 5 p.m. Padfic Time
Saturday, 7 a.m. — 11 a.m. Pacific Time

ASIFlex Customer Service

E-mail asi@asiflex.com

ASIFlex's Web site www.asiflex.com
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Features
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= Use your phone/tablet to file
claims.

"&Take a picture with your
device’s camera to attach as
documentation.

=% View information regarding
your account(s).

&Access your account

statement.
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Just scan the code with your mobile device to get
the new app!

Visit WWW.ASIFLEX.COM for more information.
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THE FLEXIBLE SPENDING ACCOUNT SITE

Flexible Spending Account Resources and
Eligible Products are Available at FSA Store

FSA Store is exclusively stocked with FSA eligible products so there are no guessing games about
what is and is not reimbursable by an FSA. The site also offers tools and resources to help you better

understand and use your funds.

Go to asiflex.com and click on the FSA Store banner

FsAEligibiity [l FsA - [ FsA Deadlmev :
wList oo - Calculator - - Tracker .
Eliminate eligibiity Estimate your Receive deadline Get answers to
guessing games annual FSA reminders. all your FSA

spending : questions!
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much can I contribute?

generally allowed to contribute up to the lesser
percent of your applicable compensation (as
by the IRS); or

£ge 50 and Over

$24,000

Indexad for inflation  Add $6,000 1o
sraziier general imit

on, special rules allow employees in their last

ars before normal retirement to make significantly
sntributions. Your Representative can assist you in
ning your maximum contribution amount.

{b) accounts be consolidated?
sur employer offers Foresters 457(b} accounts,
instruct your existing 457(b) custodian or trustee
tly transfer your existing account to Foresters

L. Since you will not take actual possession of the
this type of transfer is not a taxable event,

it 1 change jobs or retire?

1ange jobs or retire, you will need to evaluate
tions. You may be eligible to roll your 457{b)
:into a Traditional IRA or other type of plan, or
1it as a 457(b) account. In such cases, earnings on
zount continue to be tax-deferred, Distributions
157{b} retirement plan must be directly rolled

3 a Traditional IRA or other type of plan in order
:ain tax-deferred status, and avoid 20 percent
ding.

ve a penalty for early

rawals?

 advantage of your 457(b) account is that
wals, due to retirement or termination, even
ige 59%/2, are not subject to a 10 percent early

~al penalty. Regular income taxes will apply,
r.

There are significant advantages:

Fretax cont . You do not pay current federat
income taxes on your contributions into a 457{b}
account. For example, if you are in the 25 percent tax
bracket and contribute $100 per pay period to your
457(b) account, your “take-home" pay will be reduced
by just $75.

Tax-deferrad growiin Your 457(b) account grows on
a tax-deferred basls, meaning that any appreciation,
earnings. interest, capital gains and dividends are not
taxed until the funds are withdrawn. This allows assets
to accumulate at a faster pace, a8 major advantage
when saving for the long term. Also, youmay be in a
lower tax bracket after you retire, which will allow you
to keep more of what you have accumulated.

Convenience. Contributions are deducted

“automatically from your paycheck, so there is no

need to worry about writing a check or missing an
investment opportunity.

The chart below compares hypothetical end-of-year
values for a pretax investment of $5,000 annually made
into a tax-deferred account with a nondeductible
investment of $5,000 annually made into a taxable
investment account. In each case, the investrment is made
in equal monthly instaliments.

n Tax-Deferred Account
(after taxes)

10 $55,250 Tax-Deferred Account
Years $76,736 Taxable Account
$48,913
1 3
1) sm:ooa £300000 3450800 5600000

Assumptions:

- Annual contributions of 55,000, in equat monthly
installments,

- Hypothetical 8 percent investment return, cormpounded
monthly with reinvestment of dividends and capital gains.

-~ 28 percent assumed tax rate,

- The value of the tax-deferred account after a lump sum
withdrawat taxed at 28 percent, is 555,250 if taken after
10 years, $177,884 if taken after 20 years, and $450,088 if
taken after 30 years.*

Hypothetical results are for illustrative purposes only and are
notintended to represent the past or future performance of any
specific securities. Investrment retum and principal will fluctuate
so that shares, when redeemed, may be worth more or less than
their original value. Withdrawals before age 59 ¥/2 may be subject
to ordinary income tax and a 10 percent penalty.

Lower maximum tax rates on capital gains and dividends
would make the return of the taxabie investment more
favorabile; thereby reducing the difference in performance
between the accounts.

Changes In tax rates and tax treatment of investment earnings
may impact the comparative results. You should consider your
personal investment horizon and income tax bracket, both

How is the Foresters Financial 457(b)
Program different?

Foresters Financial™has built its reputation by
providing financial services with a personal touch,
managing assets effectively, and offering a wide variety
of quality products.

Unlike other 457(b) programs that limit your
investment choices to bank or insurance company
products, your Foresters Financial 457(b) account
offers you a choice of mutuatl funds with a wide
range of investment objectives and risk levels—from
conservative to aggressive.** In addition, you have
the flexibility to change from one fund to another
when you want to change your investment strategy.
There Is no tax consequence or early withdrawal
penalty for this exchange, and you don't have to
wait for one trustee to transfer your money to
another trustee ***

*

Your actual tax rate on the withdrawal of gainé from

a tax-deferred account could be more or less than

28 percent, depending upon the applicable tax rates
that are then in effect, and whether you make your
withdrawal in a lump sum or over time. Your effective
tax rate on gains from a taxable account could also be
more or less than 28 percent, depending upon your
adjusted gross income and the nature of the gains.
Currently, qualifying dividend income and long-term
gains from a taxable account are taxed at an individual's
capital gains rate, which is 15 percent or lower. Capital
gains taxation is not available for gains taken from a
tax-deferred account. The differences between the
tax-deferred and taxable returns shown in the example
would therefore be smaller if (3) your effective federat
tax rate on the gains from a taxable account were
lower than 28 percent or (b} your federal tax rate on a
withdrawal from a tax-deferred account were greater
than 28 percent.

** Mutual funds are not insured by the FDIC or any other
entity, are rnot guaranteed by any bank and are subject
to investment risks, including possible loss of principal.

*** If your needs and investment goals change, you may
exchange the assets from one First Investors fund into
your choice of many other First Investors funds without
a sales charge, Shares of a particular Class may be



IMPORTANT ROYICE: Before you begin o £l out this form, please semove it from Hhe enrollment book.
A Carefully tear perfomtion olong the left edge, keeping the parts fogether. @

Mm 457 Deferred Compensation Plan Employee Enrollment Form — Page 1 of 2

Complete this form o open an account with ICHMA-RC by carefully reading the atiached instructions on the badk of the form pages and printing legibly in bue or bluck ink.

Employer Plan Momber - Ewmployer Plan Hame
303234 CITY OF ASTORIA
Sacial Secority Number (or faxreporting purposes)
Foll Name of Partidpant
fas ~ T T T T T T T T T T e T T T T T T T T T T ML
Mailing Address/Sireet
Gty State Zip Cade
Date of Birth - Date Employed/Rekired
Rekire? (1 Chediit
i v e —— i — e — fre? L GedifYS

Job Title Department Daytime P&n,e ber
' Tt — T — ——
Evening Phone Number
o Vv Gender [ducte £ femcle Muritdd States L dogied U single
Area Code - '

i 4

Specity thetotl percentage nd/or dollaramounis you wish fo contibue each pay peiod, ontribfions will bgin s soon o dieistratively possble ullowing themorth i which s form ks signed.
Q3 Pre-tax defemuls of %or$ from my pay each pay petiod.

Please use whole percentoges le.g,, 50%, not 33Y3%) and be sure the percentages fofol 100 when designafing primary ond contingent benefidaries.

Primary Benefidaryfies): } :
RAME DATEQF BIRTH RELATIONSHIP TO YOU* SOCIAL SECURITY-NUMBER. forfexvepartiog puposes) % OF BEHEAT (v &)
ok o e
e e
_— R
Total = 100%
Cosnfingent Benefidaryfies), if eny:
Y S SE— —
S SR S e
Y Sy S e e T e
Total = 100%

“The beneficiary relafionship options ore spouse, non-spouse, frust, estafe, and dharity.

JMA-RC o Attre Workflow Menogement Team © P.0. Box 96220 © Washington, DC 20090-6220 © Toll Free 800-669-7400 © n Espaiol 800-669-8216 © wwwiemorc org @ Fox 202-682-6439
Prine date: 08/2672015 T#(0PY — ICHARCCOPY 24 (OPY — EMPLOYER COPY EK303234
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IMPORTANT NOTICE: Belore you begin to ffl out this form, please remove it from the enroliment book. ;
/A Corefully tear perforation olong the left edge, keeping the parfs togetfer. @

%ng 457 Deferred Compensation Plan Employee Enrollment Form — Page 2 of 2

Emplayer Plan Nember Sodial Security Number Name (please print]
303234 e e ™ e e ™ e e e e

1f you ore martied and kve in o community property stute {AZ, CA, 1D, LA, RV, NM, TX, WA, ar Wi, you must generally name your spouse as o primary beneficiary for ot feast 50% of the account unless your
spouse consents fo wuire hisright. Your spouse”s written consent must be witnessed by a notary public

SPOUSAL CONSENT {to be completed by parfidpant’s spouse}:
By signing below, { agres fo waive my right to af least 50% of my spouse’s socount upan bis o her death. | understand each benefidary designation is not valid unless | consentto it.

Signature of Participant's Spouse Month Day Yeor

Print Name of Parficipant's Spouse

Notary Peblic
Subsarihed and swomn before me this day of (month), 20 _____

Notary Public's Signature

Notary Public’s SEAL ' , My commission expires

Choose only one of the investment selections. Your seledion wil determine haw contribitions fo your accouat wil be invested. Ifthis section s ot complered, m make on invalid selection, your
e

cantrhutions will be tavestedin the default investment selected by the plon sponsor uniil you provide eddifional instrudtions. Please refer to the Jnvestment Opfions Sheetfor a list of ind codes. you ehed to

portidpate in the optional Monoged Accounls service, you are chorged an ongoing esset-based fec for the odditional servies provided,
nd diversify with one fund

(2 Mitestone Fend. You vil be invested in the Mlestone Fund, ofso known es o “Target Date” fund, which most dosely matches the year in whith you will each your plan's default refirement age. For maost plans
this s oge 60. The Milestone Fund & u diversfied fund designed for investors who expedt to retire and/or begin withdrawals around a farget yeor. Note that you may change this investmes! of eay fime.

2 Mode! Portfolio Fond, FndCode_____ =100%

OR INVESTMENT ALLOCATION

(1 Build your own investment portolia [ Fereend [ Perezal
mmwmmmm@a(ﬁwmmmmmmmmm& .
invested. A list of funds and codes con be found on the lnvestment Opfions Sheet. Read Section 5 of the form instrudions
for information on how cssels will be favested in the chsence of eecurate ond complete instrudions.

Hofes Please wse whole percentages etly.

TOTAL=100%

Submit this form to your employer promptly to avoid investment delay. If this form is faxed to ICMA-RC, please do not mafl the original.

___/___./l__m.__~ Employee 1D
Participont’s Siguature Month  Day Yeor For Employer Use Only

o ,

Authorized Employer Official’s Signature Menth  Day Year

ICMARC o Attn: Workflow Memogement Team  P.0. Bax 96220  Washington, DC 20090-6220 o Tol Free 800-669-7400 « En Espafiol 800-669-8216 © vww.iemarc org © Fi 202-682-6439
Print date: 08/26/2015 19 OPY — ICHARC COPY 2 (OPY — EMPLOYER COPY EK303734




Beneﬁéiary Designation for Death Benefits Form

I‘ Deferred Comp Plan - Certain Employees - City
of Astoria

TheStandard’ #409112

See reverse for instructions and explanarion,

PARTICIPANT Coniplete this. seczmn (é{iq* Spouse sév_'ciiq“ry?i 7{ﬁéées§éry){ a;j@i ‘s_ybiriit to your employer .

Name of Parlicipant

Social Security Number Date of Birth

{ have read the explanation on the back of this form. | understand that if | am married, (1) and if | die before | retire, my Plan Benefits will be
paid to my spouse in the form of a Qualified Preretirement Survivor Annuity (QPSA, a life annuity), (2) | have the right to waive the form of
payment, provided my spouse consents to the waiver, (3} | have the right to waive payment to my spouse as sole beneficiary, provided my
spouse consents to the waiver, and (4) | can revoke these waivers at many time. If { am under age 35, | understand that this election will
become invalid when | reach 35; | may then make a new election. This designation supersedes any previous designation.

1 designate as my beneficiary for benefits from this plan:

Name of Primary Beneficlary (please print} Name of Contingent Beneficiary (please prnt)

Relationship Date of Birth Relationship Date of Birth

Current Address Current Address

lam Omarrled [Junmarried
If | am married and have designated someone other than my spouse as my primary beneficiary, this designation wili be effective
only if my spouse consents to it by signing in the spouse section below.

{1 choose to waive payment of death benefits in the form of a QPSA and instead choose payment in the form of
. (Consuit the Plan Administrator for alternate forms.) | acknowledge that this choice will be effective

only if my spouse consents to it by sfgmng below. (The beneficiary may elect ancther form at the time a death benefit is payable.)

X
Partlcipant Signature Date

Please keep a copy of this form for your records

SPOUSE Complete this section if the participant designated a non-spouse beneficlary or waived the QPSA. Your consent must
be witnessed by a Plan Representative or Notary Public.
| have read the explanation on the back of this form. | understand the terms of the QPSA and | understand that my consent is irrevocable













BLOODBORNE PATHOGENS EXPOSURE CONTROL PLAN

Facility Name: City of Astoria, Public Works
Date of Preparation: Agg_ug 23, 1993

We, the management staff of City of Astoria, are committed to the prevention of incidents or
happenings which result in employee injury and illness: and to comply with the Oregon OSHA
Bloodborne Pathogens Standard, Oregon Administrative Rule (OAR} 437-02-1910.1030; and
through this written expasure control plan share assigried responsibility to ensure performance
under that responsibility; and hereby adopt this exposure control plan as an element of the City of

Astoria Safety and Health Program.

A.  PURPOSE

The pﬁrpose of this exposure control plan is to:
1. Eliminate or minimize employee occupational exposure to blood or other body fluids;
Identify employees occupationally exposed to blood er other potentially infectious mat_en'als
while performing their regular job duties.

3. To ﬁrovide employees expdsed to blood and other potentially infectious materials*
information and training. A copy of this plan is available ta all employees during the work
shift at two loeations - the Shops at 550 - 30th Street, and the Public Works administrative

offices at 1095 Duane Street.
Comply with OR-OS}IA_ Bloodbome Pathogen Standard, Oregon Administrative Rules
(OAR) 437-02-1910.1030. .

2.

B. EXPOSURE DETERMINATION

The City of Astoria has performed an exposure determination for all common job classifications
which may. be expected to incur oceupational exposures ta bloed or other potentially infectious
maferials. This exposure determination is made without regard to use of personal protective
equipment (PPE).

The foﬂowihg is a list of job classifications in which some employees may have occupational

‘exposures. Not all of these employees are expected to incur exposure to blood or other potentially
infectious material. The job classification, tasks, and procedures are listed below:

Public Works




. Job Classifications

Category 2-Tasks involve no

exposure to blood, body fluids,

or tissues but employment tasks

may require performing unplanned Category
1 tasks.

Utility Worker (levels I, I, and Senior,)
Utility Technician including senior level,
Wastewater Treatment Plant Operator,
Assistant Wastewater Treatment Plant

Operator.

All  department classifications-mechanics,
servicer, utility workers and technicians, waste
water and water classes, administrative and

supervisory positions.

C. COMPLIANCE METHODS

' 1,._ . Umvgrsal Precautmns

Task Procedure

Contact with sewage potentially contairing
infectious materials and blood or blood

products.

Assisting injured persons and/or providing
CPR.

Routine environmental cleaning of materials,
surfaces and equipment.

"Universal precautions” recognizes all body fluids as though they are infected with
bloodbome pathogens. This method of infection conttol requires the employer and
employee to assume that all human blood and specified human body fluids aré infectious
for HIV, HBV, and other bloodborne pathogens. Where differentiation of types of body
fluids is difficult or impossible, all body ﬂwds are to be considered as potentially

infectious.

2. Engineering Controls and Work Practices .

Engineering and work practice controls will be used by all employees to eliminate or

minimize occupational exposures at this facility. The engineering controls are:

a

b,

Use of gloves where blood, blood products, or body fluids may be encountered.

Clean surfaces as soon as they become contaminated, or as soon as possible
thereafter using household bleach diluted at 1:100 parts water (1/4 cup bleach to one

gallon of water). Place potentially infective waste in impervious bags and dispose
of them in the garbage (for disposal of sharps, see item 6).

c. Employee training.
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d Prevention of cuﬁiﬁg or needle stick injures. Needles shall not be bent or re-
capped. Sharp instruments shall be placed in a specially designated puncture-

resistent container.

Use of mouthpieces and resuscitation bags to minimize

e
exposure to saliva during resuscitation procedure.

£ First Aid kits are kept in all public works vehicles.

The work practices are:

a. Hand washing is a major means of infection control. Hands should be washed
thoroughly after removing gloves, and immediately after contact with blood or body

fluids. Antiseptic towelettes will be provided if no hand washing facilities are

available and, if used, employees must wash their hands as soon as feasible.
b. Eating, drinking, smoking, applying cosmetics or lip balm, and handling contact
lenses are prohibited in work areas where there is a reasonable likelihood of
occupational exposure,
Eyes and mucous membranes shall be flushed with water immediately after any
exposure. '

Broken glass shall not be cleaned up by picking it up with bare hands. Gloves,
tongs, brooms or other protective devices shall be used.

3. Personal Protective Equipment (PPE)

The foﬂow{ng PPE will be provided at not cost to employees:

a. Body Protection such as full cover-up for working in or with untreated sewage.

b. Gloves for working in or with untreated sewage.

c. Resuscitation devices.

The Public Works Superintendent is assigned the responsibility to ensure that appropriate
PPE is available and readily accessible, without cost, to employees. Hypoallergenic glove,
glove liners, powderless gloves, or other similar alternatives shall be readily accessible to

those employees who are allergic to the gloves normally provided.

All PPE will be removed prior to leaving the work area.

Public Warks
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All PPE will be cleaned, laundered, and disposed of by the employer at no cost to the

employee.

PPE, when removed, shall be disposed of.

4. Housekeeping

This facility will be cleaned and decontaminated according to the following schedule:

Wastewater Treatment Plant

surfaces and equipment that
may be contaminated. .with

sewage.

AREA SCHEDULE CLEANER
Public Works Shops Monday-Friday, cleaning { As contracted by City,
tasks vary day to day currently with Coast
» Rehabilitation (effective
1 7/94).
Counter tops such as inJf Daily
employee lounge and kitchen Employees using soap and
areas water (environmental
{ disinfection used for any spill
Daily of blood or bodily fluid).-

- | WWTPQO, Supervisor - -using-§

gmvironmental disinfectant;
1:10 bleach per water
solution.

5. Contaminated Laundry

Contaminated laundry will be laundered on-site. Rinse will contain a bleach solution.

Such contaminated laundry shall be placed in a biohazard red bag and securely tide. Ifit
presents the possibility of soak through, it shall be double-bagged in a leak proof bag.
Employees handling such laundry shall wear protective gloves and any other needed

personal protective equipment.

6. R ted Waste

The following procedures will be followed:

- Any sharps visible on ground, water, or in garbage shall be placed in a puncture
resistent, disposable container, that is labeled and color coded. Such containers shall be

taken to Columbia Memorial Hospital for disposal.

Puhlis Warlra




In the event of any other unanticipated regulated wastes, the supervisor in charge shall

immediately call the Astoria Fire Department for advice and assistance.
Should they be unavailable, the Astoria Police Department should be contacted.

7. Hepatitis B Vaccine and Post-Exposure Evaluation and Follow-up

Hepatitis B vaccination

The Ciﬁr of Astoria will offer at no cost to exposed employees the hepatitis B vaccine and
vaccination series, within 10 working days after receiving the initial job assignment, and the
post exposure follow-up to those who have had an exposure incident.

The Public Works Superintendent is in charge of the Hepatitis B vaccination and is
responsible to send all records regarding this to the Human Resources Director for

maintenance in a confidential medical file.

The Hepatitis B vaccination series shall be offered to persons in the following job
classifications: Utility worker, Utility Technician, Wastewater Treatment Plant Opemtor

Water Source Operator, Water Technician, Sweeper Operator, and Mechanics.

The vaccination shall be made available after training and within 10 working days of
initial assignment uoless the employee has previously received the series, is immune, or
the vaccine i3 contraindicated for medical reasons.

The employee may decline the vaccination in writing and later accept it, and it shall be
made available. '

The Human Resources Director will ensure that all medical evaluations and procedures for
the post exposure follow-up, including prophylaxis are:

a Made available at no charge to the employee at a reasonable place and time.

Performed or supervised by a licensed health care professional according to the
recommendations of the CDC.

Post Exposure Evaluation and Follow-up

When an employee has an exposure incident, it will be reported to the immediate
supervisor, department head and Human Resources Director.

b.

Following a reported exposure incident, the exposed employee will immediately receive a
confidential medical evaluation including the following elements:
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Documentation of the investigation including routes of exposure, activity at time of
exposure, extent to which appropriate work practices and protective equipment were

used and a description of the source exposure.
Identification and documentation of the source individual unless infeasible or
prohibited by law.

Results of the source individuals testing shall be made available to the employer by
a health care professional. The employee shall be notified of applicable laws and
regulations concerning the disclosure of such information by same professional.

An exposed employee's blood shall be collected as soon as feasible and when
consent is given. If the employee consents to baseline blood collection but not to
HIV serologic testing such blood will be preserved for 90 days. If within 90 days
the employee elects to have the test, it will be doné as soon as feasible.

For exposure to a source individual found to be positive for Hepatitis B, a single
dose of Hepatitis B immune globulin will be given within seven days.

If exposed on the job, a workers compensation 801 form will be completed.

Counseling and medical evaluation will be provided by the §xﬁploy;e.

All employees who incur an exposure incident will be offered post exposure evaluation and
follow-up in accordance with the standard. All post exposure follow-ups will be performed

by Clatsop County Health Department.

Information Provided to the Health care Professional

The Human Resources Director will ensure that the health care professional responsible for
the employee's after exposure evaluation is provided the following:

a.

b.

Copy of bloodborne pathogens regulations.

A description of the exposed employee's duties as related to the exposure incident.
Results of incident investigation including routes of exposure.
Results of the source individual's blood testing if available.

Medical records relevant to the appropriate treatment of the employee.




Health Care Professional's Written Opinion

The Human Resources Director will obtain and provide the employee with a copy of the
evaluating health care professional's written opinion within 15 days of the completion of the

evaluation.

The health care professional’s written opinion for HBV vaccination will be limited to
whether HBV is indicated for an employee, and if the employee has received such

_ vaccination.
The health care professional's written opinion for post exposure follow-up will be limited to
the following information:

a That the employee has been informed of the results of the evaluation.

b. That the employee has been told about any medical conditions resulting from
exposure to blood or other potentially infectious materials which require further

evaluation or treatment.

8. Labels and Signs
The Public Works Superintendent will ensure biohazard labels are on each container of
regulated waste. IR

9. Information and Training

The Public Works Superintendent and appropriate department head will ensure that training
is provided at the time of initial assignment to tasks where occupational exposure may
occur, and that it shall be repeated with 12 months of the previous training. The training
program will be tailored to the education and language level of the employee, and offered
during the normal work shift. The training will contain the following information:

An accessible copy of the bloodborne standard and an explanation of its contents.

L

2. A general explanation of the epidemiology and symptoms of bloodbome diseases.

3. | An explanation of the modes of transmission of bloodborne pathogens.

4. Anexplanation of the employer's exposure control plan and the means by which the
employee can obtain a copy of the written plan.

5. An explanation of the appropriate methods of recognizing tasks and other activities

that may involve exposure to blood or other potentially infectious materials.

PuhbBa Wasden




10.

11.

120

13.

14.

An explanation on the use and imitation of methods that will prevent or reduce
exposure including appropriate engineering controls, work practices, and personal
protective equipment.

Information on the types, proper use, location, removal, handling, decontamination
and disposal of personal protective equipment.

An explanation of the basis for selection of personal protective equipment.

Information on the Hepatitis B vaccine, including information on its efficacy, safety,
method of administration, the benefits of being vaccinated, and that the vaccine and
vaccination will be offered free of charge.

Information on the appropriate actions to take and persons to contact in an
emergency involving blood or other potentially infectious materials.

An explanation of the procedure to follow if an exposure incident occurs, including
the method of reporting the incident and medical follow-up that will be made

available.

Information on the post-exposure evaluation and follow-up that the employer iz
required to provide for the employee following an exposure incident.

An explanation of the signs and labels and/or color coding.

An opportunity for interactive questions and answers with the training instructor.

Additional training will be given to employees when there are any changes of tasks or
procedures affecting the employee's occupational exposure.

- 10.

Recordkeeping

The Human Resources Director is responsible for maintaining the following records for

exposure incidents.

These records will be kept in a confidential medical employee file in

Human Resources.

The record shall contain:

a

b.

Name and social security number of employee.

Any pertinent Hepatitis B information, such as vaccination dates.
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c
OAR 437-02-1910.1030 (H)(3).

d The employee's copy of the health care professional's opinion as required by the
above statute paragraph (£)(5); and

e. A copy of the information provided to the health care professional as required by the

above statute, paragraphs (£)(4)(i))(B)(C) and (D).

The records shall not be disclosed without the employee's written consent except as -

required by law.

The records shall be maintained for length of employment plus 30 years in
accordance with 29 CFR 1910.20.

11.  Training Records

The Public Works Director or designee is responsible for maintaining the following records.
These records will be kept in the Public Works Department in City Hall.

Training records shall include the following information:
a. Dates of training sessions.
b. Contents or summary of training sessions.

c. Names and qualifications of persons conducting the training; and

d. Names and job titles of all persons attending the sessions.

Training shall be maintained at least three years from the date held.

All employee records will be made available to the employee.

D. EVALUATION AND REVIEW

The Public Works Director is responsible” for annually reviewing this program, and its
effectiveness, and for updating as needed.

Adopted this August 23, day of 1993, by Public Works.

Reviewed _(2/7/95) Reviewed
Reviewed (8/97) Reviewed
Reviewed Reviewed

A copy of all medical tests, examinations, and follow-up procedures as required by

PN
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We’ve got you and

David Reid
your employees covered. o0 Rl s

Astoria, OR 97103
(503) 3382909

PRODUCT OVERVIEW

.
fiac
f °
We've got you under our wing=
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AFLAC HELPS YOU

" adjusted per inpatient stay." .-

The nurmber of visits to hospital

emergency departments dus -

- toinjuresin2007.2.

 The ifetimé risk of U.S. men
- for developing cancer.

* For women the risk is a fittle
more than one-in-three.®.

“cash benéits to help with unexpected medical
“expenses and dalily living expenses.

PROTECT YOUR EMPLOYEES’ INCOME
Like most people today, your employees rely heavily
on their paychecks. So, what happens if they get sick
or hurt and have to be out of work for an extended
period—without a regular income?

By offering individual insurance policies from
Aflac, you'll be helping employees get cash benefits—
that can be used to help cover rent, groceries, and
other daily living expenses—if they're out of work.

And the best part is you can offer your employees

these benefits with no direct cost to you or your
company.

SUPPLEMENT YOUR MAJOR

 MEDICAL PLAN

f’You may already offer major medical insurance to
B your employees. But in the event of an illness or injury, =
" there may be out-of-pocket medical expenses that
aren’t covered by your major medical coverage. Our | "
~ insurance pelicies are designed to help with those too.. :

Which means your employees can use those

INDIVIDUAL BRODUCTS:

« Sheri-Term:
Disability
- Life

INDIVIDUAL PRODUCTS

- Hospital Confinement
indemnity

- Hospital Confinement
Sickness Indemnity

- Dental

. Vision

INDIVIDUAL PRODUGTS

- Accident

. Cancer/Specified-
Disease

. Critical lliness

- Specified Health
Event




HOSPITAL CONFINEMENT INDEMNITY

Policy Series A48000
Helps with the noncovered expenses of a hospital slay.

HOSPITAL CONFINEMENT SICKNESS INDEMNITY

Policy Series A-45000
Provides a physician feature that helps cover sickness, accident, and wellngss visits
in addition to the plan’s basic sickness-only benefits.

DENTAL
Policy Series A82000
A portable, no-deductible plan that offers freedom of choice and no coordination of benefits.

VISION

Poficy Serles VSH100
Helps defray the cost of regular eye exams and trealment of eye diseases.

HOSPITAL INTENSIVE CARE

Policy Series A18400
Helps cover expenses related to confinement in a hospital intensive care unit {iCU),

ACCIDENT
Policy Series A35000
Helps provide a financial cushion if an accident ocours,

CANGER/SPECIFIED-DISEASE
Policy Series A78000 -
Helps with medical expenses related to cancer treatment.

LUMP SUM CRITICAL ILLNESS

Policy Series A72000
Provides a single cash benefit to your employees if they're diagnosed or freated for eritical
ifingss svents.

CRITICAL CARE AND RECOVERY (SPECIFIED
HEALTH EVENT)

Policy Series A71000
Helps with the medical expenses related to a covered seripus health event.

HIGHLIGHTS

« Selection of:
- Monthly benefit amount
- Elimination period
- Benefit period
« Guaranteed-renewable to age 75

« Can provide up to $250,000 of
whole life insurance or term fife
insurance

~ Waiver of Premium Benefit

- Acceierated Death Payment

« Annual Hospitalization Confinement
Benefit

« Daily Hospital Confinement Benefit

- Surgical Benefit

« Physician Visits Benefit
« Initial Hospitalization Benefit
- Major Diagnostic Exams Benefit

- No network restrictions

- Portable

« Guaranteed-renewable

- Pays regardless of any other
insurance your employees have

- Eye Examination Benefit

- Vision Correction Benefit

- Specific Eye Diseases/Disorders
Benefit

- Daily Hospital Intensive Care Unit
Confinement Benefit

« Daily Step-Down Intensive Care
Unit Confinement Benefit

- Emergency Treatment Benefit
« Specific-Sum Injuries Benefit
« Accidental-Death Benefit

« Initial ‘Diagnosis Benefit
» Hospital Confinement Benefit

« Benefits paid directy fo your employees,
unless they choose otherwise

« Benefits paid regardless of any
other insurance

« Optional Spouse and Child Term
Life Insurance Riders

« Optional Accidental-Death Benefit
Rider

- Rehabilitation Unit Benefit
« Invasive Diagnostic Exams Benefit

- Surgical Benefit
« Hospital Confinement Benefit

- No deductible
- Easy to understand

- Eye Surgery Benefit
- No network restrictions

- Ambulance Benefit
« Major Human Organ Transplant
Benefit

« Initial Hospitalization Benefit
« Hospital Confinement Benefit

» Ambulance, Transportation, and
Lodging Benefits

- Radiation and Chemotherapy Benefits » Cancer Wellness Benefit

« Surgical/Anesthesia Benefit

« Pays a lump sum benefit up to
$30,000 for a crifical iflness
event: heart attack, stroke, coma,
paralysis, major human organ
transplant, end-stage renal failure

« Pays a First-Occurrence Benefit, as
well as Hospital Confinement and
Continuing Care Benefits for heart
attack, stroke, sudden cardiac
arrest, coronary artery bypass

- Pays a bengfit for a recurrence of
the same critical illness event or
an oceurrence of a different critical
illness event with no lifetime
maximum .

surgery, end-stage renal failure,
major human organ transplant,
major third-degree bums, coma,
paralysis

This is a brief policy overview only. Policies may not be available In all states. Benefits and coverage are Cefermined by state and plan level selected. Please see vour Aflac insurance agent for poficy benefits, fimitations. and exclusions.




We’ve got you under our wing:

aflac.com/business | 1.800.99.AFLAC (1.800.992.3522)
Worldwide Headquarters: 1 1932 Wynnton Road: | Ce!umb’us, Georgia 31998

Individual coverage underwritten and offered by:
American Family Life Assurance Company of Columbus

In New York, individual coverage Is underwritten and offered by American Family Life Assurance Company of New York.

*Hospital Statistics® 2010 Edition, Health Forum LLC, an afiiliate of the American Hospital Association.
2fnjury Facts, 2011 Edition, National Safety Council.
*Cancer Facts & Figures 2012, American Cancer Society.




Employee Assistance Program

The EAP provides services to help people privately resolve
problems that may interfere with work, family, and life.

The EAP is provided for FREE (no out of pocket cost),
and confidential services cover employees and their
dependents, living at or away from home, and all
household members, related or not.

Counseling
+ Confidential Counseling - up to 5 face-to-face

counseling sessions for each new issue, including family,
relationship, stress, anxiety, and other common challenges.

+ 24-hour Crisis Help - toll-free access for you or a family
member experiencing a crisis.

» RBH eAccess™ convenient access to on-line consultations
with licensed counselors.

o

" Life Balance

Legal Services - a free, half-hour consultation, by phone or in person, followed with a 25% discount in legal fees.
Legal services are not provided for any employer related issues.

Will Preparation - a free, simple kit for member completion, returned for review by a legal professional.

Mediation Services - free consultations for personal, family, and non-work related issues such as divorce, neighbor
disputes, or real estate. A discount of 25% is available if a professional mediator is retained.

Financial Services — free telephone consultations for financial issues such as debt counseling, budgeting, and college
or retirement planning. A discount of 25% is available if a CPA is retained.

.

.

Home Ownership Program ~ free support and information about making smarter choices when shopping for a new
home; making financing and/or refinancing decisions; relocating; or selling a home.

Identity Theft Services - support in planning the recovery process for restoring your identity and credit after an incident.

Personal Advantage - a life balance website with current articles on health conditions, tools for parenting, health
assessments, health-topic movies, and other interactive tools including access to more than 50 on-line trainings.

.

+ Worksite Services ~ telephonic supervisor consultations, on-site orientations, topical trainings, critical incident response,
and on-line supervisor resources.
>y

R B H www.MyRBH.com
1-866-750-1327 Access Code:

the road to better health oregon

Using Your EAP {Core) ta-10




CITY OF ASTORIA
PERSONNEL RULES

Any action which is a hindrance to the effective performance of City functions or reflects
discredit upon the City will be considered just cause for disciplinary action. By way of
illustration and not limitation, the following list provides examples of just cause for disciplinary

actions:

1. Buying, selling, consuming, distributing or possessing drugs or alcohol while on City
property, in City vehicles or equipment or during working hours, including rest and meal
periods.

2. Reporting for work or being at work under the influence of alcohol or drugs.

An employee is considered “under the influence” of alcohol if his/her alcohol
concentration is .02 or greater by weight of alcohol in the breath or by volume of breath
expressed in terms of grams of alcohol per 210 liters of breath on an evidential breath
test. An employee is considered “under the influence” of drugs (excluding lawfully

* prescribed substances which are being vsed in a manner consistent with a physician’s
instructions) if the employee tests positive for having such substances present in his/her

body.

“Drugs” refers-to the following five substances: opiates, cocaine, marijuana (THC),
phencyclidine (PCP) and amphetamines.

3. Insubordination, including intentional failure or refusal to follow supervisory directives.

4, Violation of the provisions of City rules or any rules, regulations and policies prescribed
by the City or department head.

5. Being absent from work without permission. -

6. Unsatisfactory attendance, including unauthorized or excessive absenteeism or tardiness,
failure to notify your supervisor of intended absence or tardiness or to comply with other
reporting policies.

7. Abuse of sick leave (using sick leave for unauthorized purposes).

8. Careless, inaccurate, unreliable or otherwise unsatisfactory work performance or
productivity.

9. Abusive language or conduct toward the public or fellow employee or other conduct
unbecoming a City employee.

10.  Being wasteful of material, property or working time.




11.

12.

13.

14.

15.

16.
17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Conducting a private business or excessive personal activities on City time.

Failure or inability to get along with employees that interferes with work performance,
productivity or cooperative working relationships.

Being convicted or pleading guilty to a crime which brings discredit to the City or
hinders the employee’s ability to successfully perform their job.

Using religion or political or family influence to obtain favorable employment terms or

conditions.

Non-compliance or disregard of established safety policies or failure to promptly report
injuries, accidents, and unsafe conditions.

Theft or unauthorized removal of City property.
Release of confidential information regarding the City or City business.

Falsification or material omission of facts of forms, records, or reports including time
cards, and other, employment-related records.

Engaging in a violation of City’s equal employment opportunity policy or policy
prohibiting sexual, racial, religious and other forms of harassment.

Unauthorized possession of firearms, weapons, explosives or other hazardous devices on
City property, including parking lots or in City vehicles or equipment.

Threatening another employee, provoking or instigating fights or fighting during work
time or on City property or engaging in horseplay that results in injury or property

damage.

Sleeping on the job.

Gambling on City property or during work time.

Using City property, vehicles, equipment or facilities for personal use or financial gain.
Destroying or damaging City property, tools, vehicles or equipment.

Engaging in other conduct which is serious enough to justify discharge or other
disciplinary action.

I have read and understand the above

Printed Name Signature

Date




