CERTIFIED EMPLOYEE WAIVER

You must have an alternative insurance OR be covered by an IHS plan (such as YKHC) to complete this form. 
LOWER KUSKOKWIM SCHOOL DISTRICT 

ELECTION CONCERNING WAIVER OF DISTRICT PROVIDED HEALTH INSURANCE COVERAGE BY LK-NEA BARGAINING UNIT MEMBERS

I.  INTRODUCTION

Article XVII, Paragraph A.6. of the Negotiated Agreement between the District and the Lower Kuskokwim-NEA (representing the Certificated Employees), July 1, 2017 through June 30, 2020, allows for LK-NEA Certified bargaining unit members to waive their entitlement to the District provided health insurance coverage pursuant to a buy-back option.

An alternative form of insurance is required to be considered for this option.
Article XVII, Paragraph A.6. of the Negotiated Agreement between the District and the Lower Kuskokwim-NEA, July 1, 2017 through June 30, 2020, alternative health coverage shall not include District provided health coverage.
II.  EMPLOYEE STATEMENT 

I understand that as a member of the LK-NEA bargaining unit, I may elect to waive the District’s health insurance coverage.  I also understand that if I do not waive my entitlement to such coverage, the District provided health insurance coverage continues without any action on my part.  I also understand that if I elect to waive such coverage, the District will only allow such waiver if I have satisfactory alternative health coverage.  I furthermore understand that if I elect to waive District provided coverage and the waiver is allowed by the District, I will receive additional compensation in the amount of $416.67 for each month that I am employed by the District in an LK-NEA bargaining unit position that is entitled to District provided health insurance coverage. 

I also understand that whether or not I elect to waive District provided coverage is entirely my voluntary decision.  I understand that once my waiver takes effect, I will have no District provided health insurance coverage as an employee and will not be able to claim reimbursement under the District’s coverage for any health expenses incurred by me or my family. 

I have satisfied myself that my alternative health coverage is adequate for the needs of myself and my family and I have totally relied on my own judgment in making this decision.  I understand that there may be out-of-pocket expenses and/or health care costs that have been reimbursable or directly paid under the District’s coverage.

III.  ALTERNATIVE HEALTH CARE COVERAGE

My alternative health care coverage is through  






.  

I understand that the District may request additional information concerning the benefits and/or health care services covered by my alternative health care coverage in order to determine whether or not to consent to my waiver.  

- I have attached a copy of proof of an alternative form of health insurance.
- I understand if I am a Native Beneficiary and choose YKHC as an alternative form of insurance, a copy of proof of native quantum must be attached to this waiver (such as a tribal card).
- I understand that if my Spouse/PARENT(S) is employed and insured w/ the LKSD, I can not choose my spouse’S/PARENT’S coverage as another form of insurance. 
IV.  WAIVER OF HEALTH INSURANCE 

I understand that this election shall continue in effect until revoked, and that it can only be revoked effective January 1st of each year, provided that my written notice is received by the District by December 1st.  

I understand that this election shall become null and void upon my written notification to, and acceptance by, the District’s Payroll & Accounting Manager when the alternative health care coverage that I have relied upon in making this election is no longer available to me or is no longer adequate for the needs of myself and my family.  It shall be my responsibility to notify the District, in writing, immediately if that occurs. 

NAME OF EMPLOYEE






SOCIAL SECURITY NUMBER

I want my District provided Health Insurance coverage to end on 

 or as soon thereafter as possible.









DATE
Address of Employee:  









SIGNATURE OF EMPLOYEE





DATE

ACKNOWLEDGMENT
STATE OF ALASKA


)






)  ss.

FOURTH JUDICIAL DISTRICT
)

THIS IS TO CERTIFY that before me, the undersigned Notary Public for Alaska, duly commissioned and sworn as such, personally appeared 



, to me known to be the individual described in and who executed the foregoing instrument, and acknowledged to me that he/she signed and sealed same as his/her free and voluntary act and deed for the uses and purposes therein mentioned.


WITNESS my hand and official seal this 

 day of 

, 

.


















NOTARY PUBLIC in and for Alaska 










My commission expires:  


V.  DISTRICT ACTION 

The District consents to the employee’s waiver EFFECTIVE  








Payroll & Accounting Manager






DATE

The District does not consent to the employee’s waiver for the following reasons:

Payroll & Accounting Manager


 



DATE

IMPORTANT - THIS FORM MUST BE RECEIVED BY THE PAYROLL & ACCOUNTING MANAGER PRIOR TO THE FIRST DAY OF A MONTH WHEN THE WAIVER IS TO BECOME EFFECTIVE.  WAIVERS ARE ALWAYS EFFECTIVE ON THE FIRST DAY OF A MONTH.  AFTER ACTION BY THE DISTRICT ON PART V ABOVE, A COPY OF THE FORM SHALL BE SENT TO THE EMPLOYEE. 

Forward all pages of this waver, and/or any questions/correspondence directly to:





Lower Kuskokwim School District 





PAYROLL & ACCOUNTING MANAGER




PO Box 305





Bethel, Alaska 99559-0305
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