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INSURANCE PREMIUM PAYMENT PLAN ELECTION FORM

You can have your share of health insurance premium under Grant County’s health insurance plan paid with pre-tax dollars under the Grant County Insurance Premium Payment Plan (the “Plan”).  Simply check the first box in Section 2 and return this Election Form to the Human Resources Office.  Your compensation will be reduced before tax to pay your share of the health insurance premiums.

If you do not want to pay your premiums with pre-tax dollars, your share of the premium for your health insurance benefits will be paid outside the Plan using after-tax dollars that will be deducted from your pay.  Please check the second box in Section 2 if you wish to elect the after-tax option.

Irrevocable Election.  Whether you elect the pre-tax option or the after-tax option, you cannot change or revoke your election until the open enrollment period for the next Plan Year.  The primary exception that would allow you to change your election would be due to a change in status as described in the Plan.  The election change must be requested within 30 days of the event, and must be on account of and consistent with the change in status as defined in the Plan.


1. Employee Information

Name: ________________________________________ SS# ________-______-________

Address: __________________________________________________________________ 

2. Election Options (Check one)

_____	I elect to participate in the pre-tax option of the Grant County Insurance Premium Payment Plan for the 2011 Plan Year.  I authorize Grant County to reduce my annual compensation during the Plan Year on a pre-tax basis to pay for my share of the premium for those health insurance benefits for which I have enrolled on a separate benefit enrollment form(s).    

_____	I elect to pay for my health insurance plan premiums on an after-tax basis outside of this Plan, and I authorize appropriate after-tax payroll deductions.

3. Employee Statement and Signature

A Summary of the Grant County Insurance Premium Payment Plan has been furnished to me.  I have read and understand the important information in the Summary about the effect of my election.  I further understand that execution of this Salary Reduction Agreement does not initiate coverage under health insurance plan and that Pre-Tax Premiums paid pursuant to this Salary Reduction Agreement reduce my compensation for Social Security tax purposes.  This means that my Social Security Benefits could be decreased because of the decreased amount of compensation, which is considered for Social Security purposes. My election on this Election Form revokes any prior election relating to the same matter under the Plan.  Before the beginning of each Plan Year, I will be offered the opportunity to change my election for the following Plan Year.  If I do not make a change in my election, this election will remain in effect for subsequent Plan Years.  I authorize the Administrator to adjust my salary reductions to cover my revised share of the premium, or to meet IRS discrimination requirements. 

This Election Form is subject to the terms of the Plan as in effect from time to time and shall be governed by and construed in accordance with the laws of the State of Washington to the extent not superseded by Federal law.


__________________________________ 				  	___________________
Employee’s Signature							Date

