— BULLETIN

SUBJECT: TEACHER RETIREE OPT OUT PLAN 2023-24 NO. BS-18
TO: All Eligible SCTA Retirees

DATE: September 28, 2023

PREPARED BY: gfr\éift‘gplll\/larshall, DEPARTMENT:

Effective January 1, 2024, SCTA retirees may elect to participate in the Retiree Opt Out option, which
allows retirees to purchase other insurance coverage of their choice. Examples of other insurance



Sign into your account and submaitisupport BASICPOBox 7308

request gelectContact Us). 608-245-3623 Madison,WI 53704-7308

Important: A new form must be submitted each year when your policy rate changes (beginning of new plan ygalioyend
date)to update your recurring reimbursementswith your newrate. Referto Additional Instructionson page?2.

PARTICIPANT INFORMATION

Employer Name:
(FormerEmployerfor Retirees)
FirstName: MI: ‘ ‘ LastName: ‘
BASIOD: EmailAddress:
PrimaryPhone: Mobile Phone:
PrimaryAddress: Addressl: ‘ Apt: ‘
(cannotbe POBox) Addres®:
City:
State: ‘ ZIPCode: ‘ ‘ +4: ‘

INDIVIDUAIPOLICYNFORMATION. REQUESHORREIMBURSEMENT

Nameof InsuredPerson:
Nameof InsuranceCarrier:
Typeof Coverage:

Start Date foPremium End Date for this Premium
Reimbursement:




RECURRING INDIVIDUAL PREMIUM
REIMBURSEMENT REQUEST FORI

AUTHORIZATIONSectionl

Initial nextto eachline belowto indicate you acknowledgethe terms of this recurringpremium reimbursement request.

| understand that (1) | will be set up for a monthly recurring reimbursement as requested above and this recurring
reimbursement will continue through the “End Date for this Premium Reimbursement Amountatediabove. (2) If no end
date is listed, the reimbursements will stop at the end of my employer’s premium benefit plan year and will not continue until a
new Recurring Individual Premium Reimbursement Request Form is submitted. (3) The amount reimbursed is limited to my
current available account balance.

I understandthat insurancepremiumsare considered tdbe incurred on thefirst day of the month ofcoverageand
that | cannotbe reimbursed for expensgsrior to that, regardless ofhe datethe insurancebill waspaid.

| have attached a proof of my insurance coverage that includes the type of coverage, premium amount, and contract
period. Acceptable documents include a letter from the insurance company that includes the above information,od &opy
contractrenewalletter, or aletter from the former employersponsoring thelan.

| understand that | am required to complete a new Recurring Reimbursement Request form for each plan year and
sendoroof of insurance coverage when my insurance prtens change (at the start of the new plan year, the end of the policy
contract,orfor any otherreason).

lunderstandthat | amrequiredto havedirect depositsetup with BASIGo receivereimbursements.

In the event thatmy coverage is terminated for any reason, | am required to inform BASIC within five (5) days of the
termination so thatfuture reimbursements cabe stopped.

| certify the above information is correct and the expenses claimed will incur on a regular basis by me or my eligible
dependents after my effective date of coverage in my employer’s benefit plan. | certify these expenses are not eligible for
reimbursementunderanyother plan and complyvith the requirementsof this plan. [ havenot andwill not claimtheseexpenses
onmy personal income tax return and | certify, to the extent required by federal law, that | will file the designated forttmewith
IRS byApril 15 of theyear after theexpensesvereincurred.

AUTHORIZATIONSection2

BASIA PO Box308 | Madison WI537047308 | 800-372-3539 | www.basiconline.coml BA6313050923

Theinformationcontainedn thisdocuments confidentialandto be usedby BASI@mployeesndrepresentativefor onlyits intendedpurpose.
©BASIC
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