RETIREE SELF-PAY HEALTH AND WELFARE
PREMIUM DEDUCTION AUTHORIZATION

(Please Print)
Retiree’s Name:
(First) (MI) (Last) (SSH)
Address:
(Street) (City) (State) (Zip) (Date of birth)
Phone #:

List below al eigible dependents for whom premiums are or will be paid (see reverse side for benefit sdection). Eligible
dependents include Retiree’ s lawful spouse and his’her unmarried children over 30 days and under 21* years of age.

Last Name First SSH Date of Birth Relationship to Retiree

*|f dependent isafull-time student between ages 21-24 he/she must submit proof of enroliment.

1 Areyou presently enrolled in Medicare? YES NO
(If yes, please attach a copy of your Medicare Card)
2 Is your spouse and/or any dependents enrolled in Medicare? YES NO
(If yes, please attach a copy of his’her Medicare Card)
3 Are you covered under any other type of Group YES NO
Medical Insurance as a member?
As a Dependent? YES NO
(If yes, please write name of group providing medical coverage: )

You may waive this coverage if you are covered by another Group Plan.

4) Is your spouse covered under any other type of Group YES NO
Medical Insurance as a member?
As a Dependent? YES NO
(If yes, please write name of group providing medical coverage: )

| certify under penalty of perjury that all of the foregoing istrue and correct to the best of my knowledge. | understand that afase
statement may disqualify me for retiree welfare benefits, and that the trustees shall have the right to recover any payments made to me
because of any false statements.

| UNDERSTAND THAT MY PREMIUM(S) WILL BE DEDUCTED FROM MY MONTHLY PENSION CHECKS

Date: Signature:




SELF-PAY PREMIUMS

MEDICAL
MEDICARE NON-MEDICARE
Retiree $75.00 per month  YES NO $205.00 per month ~ YES NO
Spouse  $75.00 per month  YES NO $205.00 per month  YES NO
Children $75.00 per month  YES NO $50.00 per month YES NO

Kaiser Participants only: If you are eligible for Medicare and do not enroll in the Senior Advantage Program, your medical premium will
be $150.00 per month per eligible participant.

To All HMO Enrolled Participants Eligible for Medicare: If you assign your Medicare benefits to your HMO, your premium will be
reduced. For specific premium rates, please contact the member records department.

SELF PAY DENTAL

(Enrollment requirement isfor a minimum of 12 months)

United Concordia $25.66 per unit per month YES NO
Denticare $30.61 per unit per month YES NO
Fee-For-Service $41.00 per unit per month YES NO
United Dental Care

of Arizona $18.41 per unit per month YES NO

Theterm “unit” isused in reference to the entire family (spouse and eligible dependent children included)

SELF PAY VISION
(Effective July 1, 1999)

Vision ServicePlan ~ $9.96 per unit per month YES NO

Theterm “unit” isused in reference to the entire family (spouse and eligible dependent children included)

LIFE INSURANCE CONTINUATION

(This benefit is only available for those membersretiring on or after June 1, 1997)

Member $2.95 per month YES NO
($12,000.00 to beneficiary)

Dependent $0.41 per month YES NO
($1,500.00 to member)

SUPPLEMENTAL RETIREE BENEFIT
(Effective July 1, 1999)

If you checked “yes’ to any of the above, your account balance will be used to offset a portion of your required self-payments
to the Welfare Fund for continuation of Medical Coverage. In the event of your death, the benefit will be paid to your named
beneficiary or if married, the balance of the account may be used by your surviving spouse to offset a portion of his/her
required self -payments.

If you dected not to have wefare coverage, your SRP account will automatically be paid to you when no employer
contributions have been made to your account for a period of one-year. Please note that you will receive an IRS Form 1099 at
the end of the year in which the distribution is made.



