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Under the terms of the Buy-out program, eligible City employees and retirees who have comparable, as shown in the table below.
	Department
	Payable
	Calculation (based on the health insurance benefits for which you are eligible)

	Non-Union & Fire Officers
	Payable in equal monthly amounts throughout the enrollment year
	50% of Employer Share of Premiums for HDHP & 50% of HRA

	DPW A&B 
	Payable on the first pay date in August or in equal monthly amounts throughout the enrollment year
	50% of Employer Share of Premiums for HDHP & 50% of HRA

	Fire
	Lump sum cash payment, payable by first day in August
	50% of Employer Share of Premiums for HDHP & 50% of HRA

	Police
	Payable on the first pay date in August or in equal monthly amounts throughout the enrollment year
	50% of Employer Share of Premiums for HDHP



Definition of Employer Share: Premiums charged by BCBS for the insurance (Minus) what your Employee Contribution would be if you were enrolled in the City’s Plan 
I understand that the buy-out amount is subject to the terms and conditions of my union contract. Be advised that individual buyout amount will vary according to such factors as plan level premiums, individual salary and the cost sharing agreement negotiated by your contract.
To qualify for this plan, you must meet ALL of the following requirements:
1.) you have other non-City health insurance coverage that is comparable to the health insurance available to you through the City of Rutland and 
2.) you must continue to maintain basic life insurance.
You may not cancel your election to participate in this plan until an annual enrollment periods, or unless one of the following occurs:
1) the involuntary loss of your other health insurance coverage through no fault of your own;
2) there is a significant change in your other health insurance coverage; or
3) there is a change in your family status such as marriage, divorce, birth or adoption of a child, or the termination of your spouse’s employment causing you to lose health insurance coverage.
If you elect to participate in this plan and one of the above events occurs you will be able to re-enroll and resume your health insurance through the City of Rutland’s health insurance plan.
I understand this benefit is only available to certain full time employees and certain retirees who meet the eligibility of the health plan set forth by the City of Rutland. Further, if I no longer meet the eligibility requirements, I will be required to repay the City on a pro-rated basis and such repayment may be deducted from my paycheck.
To participate in this plan you must complete the form on the other side of this page and return it to the City of Rutland Human Resources Office or Payroll/Benefits Administration. Employees will receive their buyout in their paycheck with “Ins Buyout” listed on their pay advice. Plan participants on leave will receive a check monthly.
The effective date of this plan is July 1 and January 1 of fiscal year. This completed form must be received by the Human Resources Office or Payroll/Benefits Administration NO LATER THAN (June 7 for July 1st) or (December 7 for January 1st).
If you have any questions, please direct them to the Human Resources Director at 802 774-7811 or via email.
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Health Insurance Buy-Out Election Form
YOU MUST READ PAGE ONE BEFORE COMPLETING FORM – PRINT CLEARLY
	Employee Name:

	Address:                                                                            City:                                                                                State:                   Zip code:

	Email:                                                                                Home Telephone:                                             Other Phone:

	Department:              ___ Non-Union                      ___ DPW                       ___ Fire                      ___ Police

	 Type of coverage:    ___ Employee    ___ 2person/Employee with Dependent    ___ Family 
 ___ Lump Sum or ___ Monthly Payments (See Table on Page One for Eligibility)
Name of Health Plan in which you are now enrolled: _______________________________________________________________
List Dependent(s)	:								Date of Birth:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




I understand that I may cancel this election only:
· [bookmark: _GoBack]During annual enrollment periods; or
· After involuntary loss of my other coverage through no fault of my own; or
· If a significant change occurs in other health insurance coverage; or
· If a change occurs in family circumstances such as marriage, divorce, birth of a child, or end of spouse’s employment.
· I understand that forms received after due, will not be accepted.
_____ I elect the Health Insurance “Buy-Out” program stipend and decline coverage provided by the City of Rutland. Please attach a verification letter of current coverage from the other health insurance carrier or from the employer providing coverage with dependents information (if applicable).

By signing of this document, I attest that the information provided is truthful and accurate and understand that any false information and/or misrepresentation may result in me no longer being eligible for the Health Insurance Buy-out stipend. 
I hereby elect a monetary allowance in lieu of a City of Rutland sponsored group health insurance plan. I understand that taxes will be withheld from these payments. I understand that I must be a City employee or retiree to receive these payments.

____________________________________________________     ________________________
           Signature of Insured (original signature is required)				       Date
PLEASE RETURN THIS FORM TO HUMAN RESOURCES with a copy of Health Plan certification
NO LATER THAN (6/7 for June 1st) or (12/7 for January 1st) 
City of Rutland, Human Resources Office, City Hall, 52 Washington Street, PO Box 969, Rutland, Vermont 05702

For COR Human Resources – Payroll/Benefits Administration Use ONLY

Effective Date:____________________		Coverage changed to_______________   Processed by _____________________
Previous Health Plan Coverage:_______	Buy-out period: From_______________ To ____________________
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