January 2021 Open Enrollment Changes

The Board of Trustees for IBEW Local No. 236 Health and Benefits Fund has approved changing the medical,
prescription and dental insurance carriers to Empire Blue Cross Blue Shield and is also offering a new Voluntary
Yision benefit also through Empire Blue Cross Blue Shield. We want to make this transition as seamlass as
passible for you.

Depending on the health plan you are currently covered under please be sure to review the
following information:

CDPHP PPO $25/%25:
If you are currently covered by COPHP PPD $25/525, your coverage will automatically be transitionad to the same
tier (single/2 person/family) coverage under Empire Blue Cross Blue Shield’s PPO $25/%25 plan.

CDPHP HDPPO:
If you are currently covered by COPHP HDPPO, your coverage will automatically be transitioned to the same tier
(single/2 person/family) coverage under Empire Blue Cross Blue Shield’s HD PPO

Blue Shield of NENY EPO:
If you are currently covered by Blue Shield of NENY EPO, your coverage will automatically be transitioned to the
same tier (single/2 person/family) coverage under Empire Blug Cross Blue Shigld's PPO $25/525 plan.

SavR¥X prescription plan:
If you are currently covered for prescriptions through SavRX, your coverage will automatically be transitioned to the
prescription plan under your Empire Blug Cross Blue Shield's meadical coverage through their vendaor, IngenioRX

Blue Shield of NENY Dental:
If you are currently enrolled in Blue Shield of NENY dental plan, your coverage will automatically be transitioned to
the same tier (single/2 person,/family) coverage under Empire Blue Cross Blue Shield's denial plan

If you would like to change your coverage and/or elect the Voluntary Vision plan you will need to complete the
enrollment form included in this packet to select the coverage.

You will receive a new Empire Blue Cross Blue Shield 1D card that you will use for your medical, prescription and
dental coverage. All coverage on one 1D cardl

We have put together a FAQ for you to help with any gquestions. Please visit IBEW's website at www ibew236funds org
for assistance.

Fespeactfully yours,

The Board of Trustees, IBEW Local No. 236 Health and Benefits Fund
and Jagger & Flynn Associates, Inc. your Benefit Partners
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2021 FAQ

When will | receive my new 1D cards?
You will receive one card for your Medical, Prescription, and Dental coverage prior to January 1, 2021

How cdo | know if my doctor, dentist, or pharmacy participates with my new Empire Blua Cross Blue Shield
plan?

Visit Empire Blue Cross Blue Shields website at hittps-/www empireblue com/find-care/

Is my prescription still covered under my new Empire Blue Cross Blue Shield plan®
Yisit Empire Blue Cross Blue Shields website at
hitps:/Awsw_empireblue. comy/ms/ phamacyinformationhome.html

| have a prescription | need to get filled through mail order, do | nead to get a new script in January in order
to continue gatting them filled through mail order?

Yes, you will need to fill out a mail order form and submit it with your prascription to Empire’s prescription
vendor, IngenioRX

| have a prescription that has 3 refills left, will those refills transfer over to Empire after January 17
Yes, any refills let on your current prescription will transfer over to Empire's prescription vendor, IngenioRX

Will my prior authorizations for medial/prescriptions be transferred to Empire Blue Cross Blue Shield?
Yes, any prior authorizations will be transferred from COPHP and Blue Shield of MENY

Who do | call if | have a question about a claim for a date of service prior to January 1, 2021

If you had COPHP prior to January 1, 2021, contact them at 518-641-3100 or 877-724-2579

If you had Blue Shigld of NENY prior to January 1, 2021, contact them at 518-220-4600 or 800-888-1238
If you have a question about your PAP account, contact JFA at 518-373-0062 or B00-388-8538 axt. 350

Who do | call it | have a question about a benefit/claim for a date of service after January 1, 2021
Contact the Member Service team at 518-530-6045



Welcome to Open Enroliment January 20211

It is open enrallment time, which means that you may add, change, or waive your health and/or
dental coverage effective January 1, 2021, Any changes in insurance coverage must be received
no later than December 15% in the IBEW Local 236 Health & Benefit Fund Office.

New for 20211
IBEW Local 236 is changing medical, prescription and dental carriers from COPHP, Blue Shield
of NENY, and SAVREX t0 Empire Blue Cross Blug Shield. You are also being offered an optional
voluntary wvision plan through Empire Blue Cross Blue Shield. If you are currently enrolled in the
IBEW Local 236 Health & Benefit Fund medical and/or dental insurance plans and you are not
making any changes, you do not need to take further action. Jaeger & Flynn Associates will
automatically transfer your enroliment from CDPHP, Blue Shield of NENY and SavRX to Empire
Blue Cross Blue Shield.

If you are enrolled in the COPHP PPO $25/%25 you will automatically be transferred to the
Empire Blue Cross Blue Shield Copay PPO $25/%25 plan.

If you are enrolled in the COPHP HDPPO you will automatically be transferred to the Empire Blue
Cross Blue Shield HD PPO plan.

If you are enrolled in the BSNENY EPO plan you will automatically be transferred to the Empire
Blue Cross Blue Shield Copay PPO $25/$25 plan

If you would like to enroll in the new voluntary vision plan through Empire Blue Cross Blue Shield
you will need to fill out an enrollment form and send to the Fund Office by December 15, 2020.

If you would like to make any changes to your medical and dental insurance plans effective
January 1, 2021, or if you want to enroll in the new optional vision plan then you will need to fill
out and return the enclosed IBEW Local 236 Health and Banefit Fund Enroliment Form to the
Fund Office prior to December 15, 2020.

If you are opting-out of coverage effective January 1, 2021 because vou have other medical
coverage through an employer sponsored plan, then you will need to fill out and return the
enclosed IBEW 236 Health and Benefit Fund Enrollment/0pt-0ut/Attestation Form, and proof of
your other medical coverage to the Fund Office prior to December 15, 2020. If you previously
opted out of coverage, you will need to complete this requirement again for 2021 as this is an
annual requirement.
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MNEW 2021 Health Insurance Offerings

Health Insurance: To review the complete benefit summaries for the 2021 health plans,
l[ogon to your HRA account at https://jfaflex lh Londemand.com and g0 to the “Tools &
Support” tab. To verify your doctor participates with Empire Blue Cross Blue Shield, visit their
website at https//www.empireblus com/find-care/

¥ Empire Blue Cross Blue Shield: 2 Health options -
1. PPO Co-pay Option: $25 co-pays for doctor visits and $240 for inpatient hospital stays.

2. High Deductible PPO Option: Deductible; Annual maximum of $2,500 for individuals,
$5,000 for two-person and $7,500 for family contracts.

Prescription Drugs: Please present yvour Empire Blue Cross Blue Shield medical card for all
prescription drugs. This coverage is included and is automatic once vou have chosen to
enroll in any of the |IBEW Local 236 Health & Benefit Fund health medical insurance options.
To verify your pharmacy is participating , visit their website at
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- or contact the Pharmacy
Member Semrvice department at (833) 271-2371

HRA Medical VISA Debit Cards: Once you have a balance in excess of your required
applicable minimum balance hold-back, “available reimbursement funds®, you will
automatically receive a VISA debit card from Jagger & Flynn.

HRA Opt-Out Farm: If you are newly opting out of medical coverage through the IBEW Local
236 Health & Benefit Fund effective 1/1/2021, you must complete an enroliment form and
the waiver form (included in this mailing) and provide proof of alternate employer coverage
to the Fund Office. The monthly HRA opt-out fee for 2021 will remain at $100 per month.

Empire Blue Cross Blue Shield Dental Insurance: Coverage is optional. If you are currently
enrolled in Blue Shield of NENY's dental plan and you are not making any changes you do
not need to do anything_ Your current elactions will be transitioned to Empire Blue Cross
Blue Shield. To verify your dentist participates with Empire Blue Cross Blue Shield, visit their
website at https//www. empirgblug com,/find-care/

Empire Blue Cross Blue Shield Vision Insurance: New for 20211 In addition to your medical
plan covering 1 routing eye exam every year, you can elect additional Vision coverage.
Coverage is optional and includes eye exams, lenses, frames, and contacts every 12
months. Included in the vision benefit is coverage for safety glasses. |n order to elect the
vision plan, you must complete the enrollment form and return it to the Fund Office no later
than December 15,

Beneficiary Card: If you are currently eligible, and do not already have a beneficiary card on
file or if you have a beneficiary card on file and would like to make any changeas to your
beneficiaries please contact the Fund Office. If you are not making changes, your beneficiary
card remains in effect. The cards cover the Annuity, Pension, and Life Insurance benefits.

HIPAA Authorization Form: If you would like to make changes to your HIPAA authorizations,
please contact the Fund Office. Please remember we cannot discuss your account with
anyone you haven't authorized.

State and Federal Notice packet: This notice packet contains important information
regarding your benefits and will be provided on an annual basis. This packet can be found on
https://ifaflex lh londemand.com/Login.



In the event an active participant finds coverage through their spouse or emplover, has
insufficient funds in their Health and Benefit account, or has dependents “aging out”™ of
coverage, the following options are available to qualified participants:

« Waiver of coverage: If you are opting out of coverage through the IBEW Local 236 Health &
Benefit Fund, this completed waiver and proof of alternate coverage must be provided to the
Fund Office in order for reimbursements to be made from the IBEW Local 236 Health &
Benefit Fund and classification under the contribution adjustment levels.

« Note: If you lose that alternate coverage you should immediately seek coverage under the
IBEW Local 236 Health & Benefit Fund options. If you do not notify the Fund Office within 60

days of that loss you will not be able 1o get coverage through the plan until the “open
enrollment” period following the Fund Office’s receipt of all required documents.

» COBRA: is also an available option.

In addition, the following coverages apply to active participants in the Plan. Thase benefits are
included in the monthly insurance premiums and the monthly opt out fees.

Disability Insurance: Mutual of Omaha is our NEW carrier: Please contact the IBEW Local 236
Health & Benefit Fund Office for a disability benefits claim application and/or to determine if you
are eligible.

Life Insurance; Mutual of Omaha is our carrier: The benefit is $10,000 for our active
participants and $3,000 for a coverad Retiree

Questions? Contact information:

Wisit us online at: www.ibew236funds.org Wisit us onling at: www jasgerflynn.com
IBEW Local 236 Health and Benefit Fund Jaeger & Flynn Associates, Inc.

3000 Troy-Schenectady Road Group Semvice (518-373-0069 ext. 350)
Schenectady, NY 12309 jfagroupsernvice@jasgefiynn.com

Kim Fielding (518-782-5498 option 2) Lisa Lagon, GBA, PHR, SHEM-CF ext.
kfielding@zenith-american_com 121

Benefit related questions contact the Customer Lisa Peretti-DiSorbo, Acct. Manager ext.
Semvice department at 518-539-6045 200

Thank you for yvour attention to thesa items and we wish you the very best health and continued
prasperity in the coming years.

Respectfully yours,
The Board of Trustees, IBEW Local Mo. 236 Health and Benefits Fund
and Jagger & Flynn Associates, Inc. yvour Benefit Partners



The charts below detail the minimum balances and the Health and Benefit and Annuity contribution adjustment applicable for 2021.
Please note that the 1-year minimum balances show as “A” represents the minimum balance amount in your Health Reimbursement
Account (HRA) necessary in order to receive reimbursements for covered out of pocket medical expenses.

Effective lanuary 1, 2021
The following chart details the minimum balances, the Health & Benefit and the Annuity
contribution adjustment applicable for 2021. Please note that the one year minimum balances

shown as Level A represents the minimum balance amount in your Health Reimbursement
account (HRA) necessary in order to receive reimbursements for covered out of pocket medical

EXPENSES.
Single 2-Person Family
Classification |From To From To From To
Level & - 7 .660.00 - 12 aR0.00 - 14 40000
Level B 7.661.00 2298000 1268100 3804000 1440100 43 200000

Level C 22981.00 38,300.00 38,041.00 63,400.00 43,201.00 72,000.00

Level D 38,301.00 & Greater 63,401.00 & Greater 7200100 & Greater

The following chart details the allocation of contributions as shown belowr:

Total Admin Net to
Classification Annuity H&B Contribution Fee H&B
Level A 0.25 1475 15.00 0.35 1440
Level B 290 1210 15.00 0.35 11.75
Level C 3.25 1175 15.00 0.35 1140
Level D B.50 8.50 15.00 0.35 8.15

The Charts below are shown to provide an estimate of the work hours required to maintain
health insurance at the specified contribution levels and balance:
Empire BlueCross BlueShield Copay Plan Without Dental

Contribution Single 2-Person Family

Classification Rate in hours in hours in hours
Level A 1440 521.13 28062 1,002 28
Level B 1175 63867 107922 122832
Level C 11.40 B58.27 111236 1,266.03
Level D 8.15 92078 1555494 1,770.89

Empire BlueCross BlueShield High Deductible Plan Without Dental

Contribution Single 2-Person Family

Classification Rate in hours in hours in hours
Level A 1440 350.49 537.09 Ble.93
Level B 1175 42954 658.22 756.07
Level C 11.40 442 73 B78.43 77928

Level D 8.15 619.27 948.97 1,090.04




IBEW Local 236

Health and Benefit Fund
Monthly Premiums for 2021

2021
Monthly Premium Medical and Optional Dental Optional Vision Total With
Rates Prescription Drugs Insurance Insurance Optional Coverages
Empire BlueCross BlueShield Co-Pay PPO
Single 625.36 53.59 7.86 686.81
Two-Person 1,056.74 135.92 12.83 1,205.49
Family 1,202.73 153.23 18.42 1,3?4.38|
Empire BlueCross BlueShield High Deductible PPO
Single 420.39 23.39 7.86 432.04
Two-Person B644.51 135.92 12.83 793.26
Family 740.32 153.23 18.42 911.97
Monthly Opt Out Fees
Single 100.00 53.59 7.8b6 161.45
Two-Person 100.00 135.92 12.83 248.75
Family 100.00 153.23 18.42 271.65




IBEW LOCAL 236 HEALTH & BENEFIT FUND ENROLLMENT / CHANGE FORM

[PARTICIPANT NAME [FIRST MAME + Mi = LAST MAME) SOCIAL SECURITY # GENDER DATE OF BRTH {MM/DD/ )
[maiinG ADDRESS (STREET, APT NO.) CITY STATE TIP CODE TELEPHOME
{ | -
|emeuL apoRess: MARTAL STATUS: CLASSIFICATION:
__SINGLE __ MARRIED ACTIVE RETIREE

WHICH PLAN TYPE(S) & COVERAGE AMOUNT(|S] ARE YOU ENROLLING IN?

MEDCAL COVERAGE EMPIRE BLUECROSS BLUESHIELD VISION COVERAGE: EMPIRE BLUECROSS BLUESHIELD DENTAL COVERAGE: EMPIRE ELUECROSS BLUESHIELD

__ COPAYPLAN __ HIzH DEDUCTIBLE PLAN SNGOLE 2 PERION SIRGELE 2 PpEEOY

HRGLL L-PLIEOR FAMILY WATATY ENOFT OUT B WRRVE/ P CHUT FAMILY WAIVESOPT BUT

INFORMATION ABCUT FAMILY PARTICIPANTS YOU WANT ENROLLED UNDER YOUR PLAN: (for additional dependents please attach another page, Proof of
Marriaze and Birth Certificates are required if adding spouse or dependent child{ren])

A SOAL SECURITY
NAME ELECTING COVERAGE WANING COVERAGE DWTE OF BIRTH GEMDER
[First Mame = MI = Last Name) NUMBER

SPOUISE MAME: —

__\ISIOM __ HRA __WISION__HRA

HEALTH __ DEMTAL

|DEFENDENT NAME: HEALTH _ DENTAL

__\ISIOM __HRA __AISIOM __HRA

HEALTH __ DEMTAL

|DEFENDENT NAME:

__HEALTH __ DENTAL HEALTH __ DEMTAL

__\ISIOM __ HRA __WISION __HRA
|pEPENDENT NAME:
__ MEAITH _ DENTAL | _ HEAITH _ DEMTAL
__WISIOM __ HRA __WISIOM __HRA
|oEPENDENT HAME:
__ MEALTH _ DEMTAL | _ HEALTH _ DEMTAL
__VISIOM __ HEA __WISION __HRA
| PEPENDENT NAME: __ MEAITH _ DENTAL | _ HEAITH _ DEMTAL
__\ISION __HRA __WISION ___HRA
|oEPENDENT NAME:

__HEALTH _ DENTAL | _ HEALTH __ DEMTAL

__VISION ___HRA __WISION ___HRA

| hereby cartify that the abowe information is cormect. | further cartify that | howe recd and agree to these Terms ond Conditions: |, the sbove named particdpant, hereby authorize the
elecied benefit premivms noted above until such time 25 | should provide writien notice bo change or discontinue these deductions fredudtions. | also authorize the Plan
Administrator to make amy future sdjustments necessary should there be 2 dhange inthe premivm smounts for the coverage options | have selected. | sgree to notify the Plan
Administrator in writing of any changes o my personal information sbowe that may affect the administration of my reimbursement benefits. | understand that neither my employer
nior the Plan Administrator will be held liable for any delays or problems in the administration of miy Plan or issue of my reimbursements, in the event that | fad o provide themn with
this infonmiation in an aoourate and timely manner. | agree to be responsible for paying any fees associated with having the Plan Administrator reissue reimbursement checks to me,
in the event thatinitial payments issued to me are lost, solen, misplaced, or otherwise not received by me in 2 timely manner. f the Plan sdministrator detenmines that an expense |
submitted for reimbursement, or that the JEA Flex Debit Card was used fora non-qualifying expense under the Plan, | shall immediately reimburse the Plan for the entire amount of
the unguzlified expense. By signing this enrollment form, | sgree to have the amount of any over-reimbursed prescription claim deducted automatically from rmy HRA i my
prescription coverage pays for a claim after my coverage has ended.

IBEW LOCAL 236 PARTIIPANT NAME IBEW LOCAL 236 PARTICIPAMT SIGMATURE DATE SIGNED

For any questions you may have regarding cormpleting this form or additional information that may be required contact the IBEW Local 236 Health & Benefit Fund
(518} TE2-5499 or Jaeger & Flynn Assocates (JFA) (B200] 385-E538. Please forward the completed form to the IBEW Local 236 Health & Benefit Fund at 3000 Troy
Schenectady Rd., Schensctady, NY 12308-1614. Thank you.

TO BE COMPLETED BY IBEW LOCAL 236 HEALTH & BENEFIT FUNID OFFICE:

Eligibility Date: Benefit Effective Date: Classification: Insurance Code

Fumnd Office Signature Date Signed HRA Account: Individual 2-Person Family Wainved




IBEW LOCAL 236 HEALTH & BEMNEFIT FUND

HEALTH FLAN AND HRA PLAN ENROLLMENT,WAIVER/OPFT-OUT FORM AND HOLD HARMLESS AGREEMENT

Waiver Instructions: If you have other Affordable Care Act |ACA) Qualified Health Insurance coverage in effect through your spouse’s or other family member's
Ermployer-Sponsored Group Health Plan, you must complete and return Section One of this Form to the IBEW Local 236 Benefit Fund Office with either 1.) a copy of
your insurance card that specifically identifies you as a covered dependent or 2.) a letter of coverage verification [which includes your name and policy/participant
number) from your spouse's or other family member's insurance carrier.

Section One: Pleasa check all applicable bowxes below.

[]

Option 1: Participant OMLY Health Plan and HRA. 1 am enrolled in a health plan offered by IBEW Local 236 Health & Benefit Fund.

| elect to be enrolled in our Health Reimbursement Account (HRA] Plan. This HRA wall reimburse me for my personal qualified

medical, dental and/or vision Expenses. By choosing this option, | agree to have my IBEW Local 236 Health & Dental premiums deducted
from my HRA. Examgple: | have single insurance coverage through the IBEW Local 236 Health & Benefit Fund and | want to be eligible for
reimbursement.

Option 2- Participant and Family Health Plan and HRA. wy family and | are enrolled in a health plan offered by the 1BEW Local 238 Health and
Benefit Fund and | elect myself and roy family to be enrolled in miy Health Reimbursement Account (HRA) Plan. This HRA will reimburse

neyself and ry covered dependents' for our personal qualified medical, dental, and/or vision expenses. By choosing this option, | agree to

hiave my IBEW Local 236 Health & Dental premiums deducted from my HRA. Exampde: | have 2-Person or family insurance coverage through
the IBEW Local 236 Health & Benefit Fund and 1 want myself and my dependents to be eligible for reimbursement.

Option 3: Participant Health Plan Opt-0Out with HRS Enrollment. | am enrolled in a health plan offered by another employer (e, your
spouse's employer or ather family member's employer or a retires plan) and | elect to Opt-Out of the IBEW Local 236 Health Insurance but
wish to be enrolled in the IBEW Health Reimbursement &ccount [HRA] Plan. This HRA will reimburse me (and any dependents who are also
enrplled in a Qualified Health Plan) for qualified medical, dental and/for vision expenses and post-tax deductions for the employer

sponsored health plan that | am enrolled in. Example: | am opting out of insurance coverage through the IBEW Local 236 Health & Benefit
Fund berawse | have other employer sponsored health insurance and | want miyself and my dependents to be eigible for reimbursement.
Proof of other health plan enrollment is required. Please see the attestation form.

Option 4: Participant DMLY enrolled in the IBEW Local 236 Health Plan with a 'or other enrclled in the HRA: | am
enrolled in 3 health plan offered by the IBEW Local 236 Health & Banefit Fund and my spouse and/or my dependents are not enrclled ina
health plan offered by the IBEW Local 236 Health & Benefit Fund, but are enrolled in a health insurance plan offered by another employer
(L. wour spouse's ermployer or other family member's employer or a retiree plan). | elect myself, my spouse, and my other dependents to

be enrodled in rmy Health Reimbursement Account [HRA] Plan. This HRA will reimburse myself, miy spouse and my other dependents for

our personal qualified medical, dental and/or vision expenses. By choosing this option, | agree to have my IBEW Local 236 Health & Dental
premiums deducted from my HRA. Example: | have single coverage through the IBEW Local 236 Health & Benefit Fund, my spouse and
children have health insurance through another employer sponsored plan and 1 want myself, my spouse and my dependents to be eligible
for reimbursements. Proof of other health plan enrollment is required. Please see the attestation form.

Option 5: Participant 'or enrolled in the IBEW Lol 236 Health Plan or other sponsored health plan and waiver: | and
ney spouse are enrolled in a health plan offered by the IBEW Local 236 Health B Benefit Fund or ancther employer sponsored

health plan and my dependents are NOT enrolled in a health plan offered by the IBEW Local 236 Health & Benefit Fund or a health insurance
plan offered by another employer and | choose to wakee my dependents from my Health Reimbursement Account (HRA) Plan. Example: my
children are enrolled in Child Health Plus, or Medicaid and not eligible for reimbursement under my plan. 1 want mysedf and for my spowss
to be eligible for reimbursement. Proof of other health plan enrcliment is required. Please see the attestation form.

Option 6 Dependent Waiver: My dependents are enrolled in a health plan offered by the IBEW Local 236 Health £ Benefit Fund or a Health
Insurance Plan offered by another ermployer and | choose to waive my dependents from my Health Reimburserment Account [HRA) Plan.
This HRA will mot reimburse me for my dependents' qualified medical, dental and/or vision expensas. Example: My children are on my
insurance plan or my spousa's plan but | 00 NOT want them to be eligible for reimbursement. Proof of other health plan enrcllment is
required. Please see the attestation form.

Option 7: Permanent HRA Waiver: (This option is required to be offered however it is highly unlikely that you would choose this option,
uniless you are in the instance of where you wish to only use the exchanged and be eligible for the federal subsidies associated and
available on the marketplace ] 1 am not enrolled in a health plan offerad by the IBEW Local 236 Health & Benefit Fund or a health insurance
plan offered by another employer i.e. your spouse's employer or another family participant's employer plan) and 1| elect to waive mysalf
and my dependents from the IBEW Local 236 Health Reimbursement Account (HRA] Plan permanently. Proof of other health plan
enroliment is required. Please see the attestation form.



ATTESTATION OF ENROLLMENT IN EMPLOYER SPONSORED GROUP HEALTH PLAN AND HOLD HARMLESS

AGREEMENT
| certify by listing my name (and covered dependents names) below that each name listed has qualified health insurance coverage through (check all
that apply):
BEW Local 236 Health & Benefit Fund or Another Employer or Ky spouse’s (or other family member's employer or

Other Government sponsored plan that meets the Aca definition of Minimum Essential Coverage [MEC*).

IBEW Local 236 Participant Mamse: Spouse's Mame:
Dependent: Dependent:
Dependent: Dependent:
Dependent: Dependent:

Mame of other insurance carrier [if not enrolled in IBEW Local 236 Health & Benefit Fund):

Policy # or Participant Identification #: Effective Date of Coverage:

IBEW Local 236 Participant Sodial Security Mumber: IBEW Local 236 Participant Date of Birth:

Marital Status: single Married Widowed Divorced

| hereby electnottohave:  myown _ my spouse's andfor my child{ren}'s [please check all boxes that apply] health insurance

premiums withdrawn from my personal HRA account. | understand that by making this election, my own and/or my spouse’s and/or my child[ren)'s
health coverage under the IBEW Local 236 Health & Benefit Fund (the "Fund") will terminate on the effective date of other coverage [please provide
dated proof of other coverage). | was given the apportunity to enroll mysef and/or my spouse, and/or my child{ren) in the IBEW Local 236 Health &
Benefit Fund's Group Health Benefits. By waiving my own and,/or my spouse’s and/or my child{ren)'s Health Insurance Benefit, | am not waiving any
other Benefit offered by the IBEW Local 236 Health & Benefit Fund.

| wnderstand that if | later wish to enroll myself and/or my spouse and/or my child(ren) for any coverage(s) waived, | can do so only during Open
Enroliment or upon inveluntary loss of coverage. | further understand that | must complete the proper enrcllment forms at such time.

| have attached the following "Proof of Current Coverage™ *:

Employer/insurer letter of coverage Insurance I Card other [Please describe):
*please note if this i your first time opting out you will also need to complete the IBEW Local 236 Health & Benafit Enrollment [change] form and
supply proof with the exact date that your new coverage began.*

In cansideration of my being allowed to make this election, | hereby agree, for myself and,/or my eligible dependents, to indemnify the Fund, the
Trustees of the Fund and their participants, agents and representatives, and hold them harmless, against any damages, costs or expenses which they
may suffer or incur, including reasonable attorney's fees, arising out of any actions, causes of action or claims for or relating to benefits to which | or
amy of my eligible dependents would have been entitled had | not made this election. This Agreement shall be binding upon my heirs, executors,

administrators and assigns, and shall inure to the benefit of the Fund, its Trustees, Participants, 2zents and Representatives, and their successors and
ASTiENS.

Participant's Signature Print Mame: Date:

SPOUSAL SIGNATURE MUST BE NOTARIZED - IBEW Local 236 Participant's signature does not.

spousa’s Acknowledgement: (required i waiving coverage) | certify that | am the spouse of:
and | hereby consent to the foregoing Election and Hold Harmless Agreement.

Spousal Signature Print Name Date
BOTARY FUEASE COMM FTE: STATE OF: Motary Stamp or Seal:

COUNTY OF;

on the day of in the year 20

before me, the undersigned personally appearad {name of person you are notarizing)

who is parsonally knowm to me or proved to me on the basis of satisfactory evidence to be the individual(s) whose name are/is subscribed to the within instrument
and acknoededzed to me that he/she executed the same in his,her/their capacity[ies), and that by his/her signature on the instrument, the individual (5], or the
person upon behalf of which the individual (5] acted, executed the instrumeant.

Motary Signature:




