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BOULDER VALLEY SCHOOL DISTRICT 
 

2011-2012 Health, Dental and Vision Monthly Rates 
July 1, 2011 – June 30, 2012 

 
Cigna Standard PPO   Employee Contribution 
Employee only    $0 
Employee plus 1    $516 
Employee plus Children   $658 
Employee plus family   $1,131 
 
Cigna Basic PPO 
Employee only    $0 
Employee plus 1    $192 
Employee plus Children   $285 
Employee plus family   $596 
 
Kaiser 
Employee only    $0 
Employee plus 1    $373 
Employee plus Children   $494 
Employee plus family   $895 
 
Delta Dental 
Employee only    $0 
Employee plus 1    $28 
Employee plus Children   $33 
Employee plus family   $60 
 
VSP Vision (Voluntary) 
Employee only    $7.49 
Employee plus 1    $14.98 
Employee plus Children   $16.04 
Employee plus family   $25.63 
 
 
In addition to the above employee contribution, the district will contribute $430 per 
month per employee for all health plans and $1.9 Million transfer from the general 
fund. Employee contributes above monthly amounts. 
 
In addition to the above employee contribution, the district will contribute $36 per 
month per employee for the dental plan and $100,000 transfer from the general fund. 
Employee contributes above monthly amounts. 



Boulder Valley School District 
P. O. Box 9011 
Boulder, CO 80303 
(720)561-5022 
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CIGNA    Group #359644 
     1-866-494-2111 
     Website:   www.mycignaforhealth.com 
 
EXPRESS SCRIPTS  (same ID card as Great-West) 
     1-877-531-4918 
     Website:   http://www.express-scripts.com/  
 
 
KAISER    Group #11000 
     303-338-3800 
     Website:   www.kaiserpermanente.org  
 
 
DELTA DENTAL  Group #1996 
     303-741-9305 
     Website:    www.deltadentalco.com  
 
VSP - Voluntary Vision  Group#30014375 
     1-800-877-7195 
     Website:  www.vsp.com 
 
PLANNED BENEFITS / COBRA        (303) 221-2783 
      Website:    www.cci-pbs.com  
 
Employee Assistance Program 
COMPSYCH    1-866-519-8359 
     Website:   www.guidanceresources.com  
     Company ID:   BVSDEAP 
 
 
Boulder Valley School District 
Employee Benefits  
720-561-5022 
FAX:  720-561-5098 
Website:   http://www.bvsd.org/benefits/Pages/default.aspx  

 



 
 
6500 Arapahoe, PO Box 9011 
Boulder, Colorado 80301 
720-561-5022  
www.bvsd.org 

 

AUGUST 2009  
 

Human Resources   

 
BOULDER VALLEY SCHOOL DISTRICT 

WAIVER OF MEDICAL/DENTAL COVERAGE 
CERTIFICATION FORM 

 
 
I have elected to waive medical/dental (circle one of both) coverage.  This waiver 
will continue until further notice.  If I choose to return to the medical/dental plan, I 
must re-enroll during the next benefit enrollment period.  Unless a qualifying even 
has occurred, I understand that I may not enroll my family until the open enrollment 
period. 
 
 
 
This is to certify that I have medical coverage through: 
 
 
(Name of insurance carrier) 
 
 
I understand that I will have no medical coverage through any other Boulder Valley 
School District RE-2 plan 
 
Effective: ______________________________________________ 
 
 
 
Employee Signature:  __________________________________________ 
 
 
Date:  ______________________________ 
 
 
Printed Name:  ________________________________________________ 
 
 
Social Security Number:  _________________________________________ 

 





6500 Arapahoe, PO Box 9011 INSURANCE BENEFITS ENROLLMENT/CHANGE FORM For BVSD Use:

Boulder, Colorado 80301 Read all Plan Summaries before completing this form.  This form is for BVSD benefit eligible employees HR Rep   ______________________

720-561-5031 enrolling in medical and / or dental  coverage OR making changes to their existing coverage.
http://www.bvsd.org Please use a pen to complete each section, sign the form, and return it to Human Resources. Date        ______________________

Section 1:  Action

          NEW ENROLLMENT CHANGE                        CANCEL ALL COVERAGE  EFFECTIVE DATE OF COVERAGE / CHANGE  (MM/DD/CCYY)    _____/_____/______

COVERAGE OPTIONS: PLAN SELECTION: CHANGING INFORMATION:
  Medical 1     2              3 4     Dental  1             2             3               4            Transferring to a different plan

CIGNA  - STANDARD PPO     Delta Dental - PPO            Adding a dependent/spouse
   3     Myself & my children CIGNA  -  BASIC PPO            Deleting a dependent/spouse
   4     Myself & my family KAISER Plan 220

Reason for change: ____________________________

Section 2:  About You
Employee Name  (Last / First / MI)                                                                Employee ID Number Sex   Position   /   School or Department

Date of Hire

City      State        Zip Code

   2     Myself & my spouse OR one child
   1     Myself

NOTE:  Late enrollees are subject to a 12-month 
waiting period before getting full benefits.

Home Address   (Street)

CHOOSE AN OPTION CHOOSE AN OPTION

  Work Phone

  Social Security No.

Employee Date of Birth  (MM/DD/CCYY) Home Phone

Section 3:  List Dependents  (Attach additional sheet for more dependent children)

Sex
Add

              Medical       Dental Delete
Add

              Medical       Dental Delete
Add

              Medical       Dental Delete
Add

              Medical       Dental Delete

Section 4:  Conditions for Enrollment

Employee Signature Date
OR

Employee Signature Date

Child  

Last Name                                     First Name                                  M.I.

Child 

Check one

Child  

   Coverage Selection
Spouse  

  Social Security No.

  I authorize BVSD to make pre-tax payroll deductions to pay for the medical coverage I have elected.              Pre-Tax     _______________________________________________________________________

  I authorize BVSD to make post-tax payroll deductions to pay for the medical coverage I have elected.            Post-Tax   _______________________________________________________________________

Select one and Sign:

The information provided above is true and correct to the best of my knowledge.  I authorize any health care provider, insurance company, or other organization, institution, or person that has any 
information regarding my benefit eligibility or claims to release such information to the claims administrator.  A copy of this authorization shall be considered as effective and valid as the original.  I 
understand that any misrepresentation on this document may be cause for dismissal and may result in my coverage being void as of its effective date with no benefits payable.  Employees covering 
dependents have premiums deducted from each monthly paycheck.  This is part of the district's Section 125 plan.  Pre-tax deductions for Section 125 plans are not considered salary for PERA 
purposes.  Pre-tax deductions increase your take home pay but reduce your PERA eligible salary.  Post-tax deductions reduce your take home pay but maximize your PERA eligible salary.  If you are 
within 4 years of retirement, take time to evaluate whether or not you should participate in a Section 125 plan.   

Date of Birth

Employee Signature Date



 
 
 
Coordination of Benefits 
 

I hereby authorize Kaiser Permanente to bill my spouse’s or any other dependent’s primary group insurance carrier for all services provided or 
arranged by Participating Physicians and to coordinate benefits and/or reimbursements with other health or insurance companies.  I request that 
payment be made to Kaiser Permanente on any bills for services furnished for myself or any dependents on my plan.  I also authorize Kaiser 
Permanente to release any information regarding the medical treatment needed for this claim.  I further authorize this copy to be used in place of 
the original. 

 
 
Advance Directives 
 

Federal law requires Kaiser Permanente to tell you about your right to make healthcare decisions. 
 

Colorado law recognizes the right of an adult to accept or reject medical treatment, artificial nourishment and hydration, and 
cardiopulmonary resuscitation. 
 
Each adult has the right to establish, in advance of the need for medical treatment, any directives and instructions for the 
administration of medical treatment in the event the person lacks the decisional capacity to provide informed consent to or refusal of 
medical treatment.  (Colorado Revised Statutes:  CRS 15-14-504) 
 

Kaiser Permanente will not discriminate against you whether or not you have an advance directive and will follow the requirements of 
Colorado law respecting advance directives.  If you have an advance directive, please give a copy to the Kaiser Permanente medical records 
department or to your provider. 
 

A healthcare provider or healthcare facility shall provide for the prompt transfer of the principal to another healthcare provider or 
healthcare facilities if such healthcare provider or healthcare facility wishes not to comply with an agent’s medical treatment 
decision on the basis of policies based on moral convictions or religious beliefs.  (CRS 15-14-507) 
 

Two brochures are available:  Your Right to Make Health Care Decisions and Making Health Care Decisions.  For copies of these brochures or 
for more information, please call the Customer Service at 303-338-3800. 

 
 
Terms and Conditions 
 

I expressly authorize any doctor or hospital to furnish Kaiser Permanente any records concerning me or any other member of my family. 
 
To the best of my knowledge, the information I have provided is complete and true and I understand that falsification by me will allow Kaiser 
Permanente to recover payments made, cancel my membership and/or refuse to pay claims. 
 
I hereby apply for enrollment for myself and my eligible family dependents listed.  I understand that if this application is accepted by Kaiser 
Permanente, the benefits for which we will be eligible will be in accordance with the master contract applicable to the type of plan for which we 
are enrolled. 
 
I authorize payroll deduction for whatever amounts are necessary to pay my health plan coverage. 
 
It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of 
defrauding or attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance, and civil damages.  
Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information 
to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a 
settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of 
Regulatory Agencies. 
 
COLORADO INSURANCE LAW REQUIRES ALL CARRIERS IN THE SMALL GROUP MARKET TO ISSUE ANY HEALTH 
BENEFIT PLAN IT MARKETS IN COLORADO TO SMALL EMPLOYERS OF 2-50 EMPLOYEES, INCLUDING A BASIC OR 
STANDARD HEALTH BENEFIT PLAN, UPON THE REQUEST OF A SMALL EMPLOYER TO THE ENTIRE SMALL GROUP, 
REGARDLESS OF THE HEALTH STATUS OF ANY OF THE INDIVIDUALS IN THE GROUP.  BUSINESS GROUPS OF ONE 
CANNOT BE REJECTED UNDER A BASIC OR STANDARD HEALTH BENEFIT PLAN DURING OPEN ENROLLMENT 
PERIODS AS SPECIFIED BY LAW. 
 
 
 
 

 



Boulder Valley School District‐Health Benefit Choices and Employee Contributions, 2011‐12 
       

Kaiser 
(HMO) 

Cigna Basic 
Open Access Network

including Boulder Valley Care Network 

Cigna Standard   
Open Access Network 

including Boulder Valley Care Network 
Annual Deductible (Individual/Family)  None $1,500/$3,000 $500/$1,000 

Annual Out‐of‐Pocket Maximum 
(Individual/Family)  

(includes deductible) 

$2,000/$4,500 $4,500/$9,000 $2,750/$5,500 

Primary Care Office Visit  $20 $25 $25 

Boulder Valley Care Network Primary 
Care Office Visit 

n/a $10 $10 

Preventive Services  No charge No charge No charge 

Specialist Office Visit  $40 20% after deductible up to $4,500
 (then 100% coverage) 

$50 

Outpatient Surgery  $200 20% after deductible up to $4,500
 (then 100% coverage) 

20% after deductible up to $2,750 
(then 100% coverage) 

Inpatient per admission  $500 20% after deductible up to $4,500
 (then 100% coverage) 

20% after deductible up to $2,750 
(then 100% coverage) 

Emergency Room visit  $150 20% after deductible up to $4,500
 (then 100% coverage) 

$200 (plus lab and x‐ray‐see below) 

Lab and x‐ray  Diagnostic‐no charge; Therapeutic‐$40; 
MRI/high tech‐$150 

Preventative‐no charge; 20% after 
deductible up to $4,500 
(then 100% coverage) 

Preventative‐no charge; 20% after 
deductible up to $2,750  
(then 100% coverage) 

Prescriptions 
 
 

Selected Prescriptions 

$15 generic/$30 brand up to 60 day 
supply / mail‐order  available for up to a 

90‐day supply for two copayments 
(certain drugs limited to 30 days) 

$5 generic/$25 preferred/$50 non‐
preferred for 30 day supply

Mail order available
$0 

$5 generic/$25 preferred/$50 non‐
preferred for 30 day supply 

Mail order available 
$0 

 
 

 
Examples of approximate costs for an individual (in‐network)  in the three different plans 

Boulder Valley Care Network Primary 
Care Office Visit 

n/a  $10  $10 

Primary Care Office Visit  $20  $25  $25  
Specialist Visit ($200)  $40  $200 (20% after deductible) $50  

Out‐patient Surgery  ($10,000)  $200  $3,200  $2,400  
In‐patient Hospital   ($50,000‐$100,000+)  $500  $4,500  $2,750  

 

Employee Monthly Contributions 
  Dental 

Plan 
Kaiser
(HMO) 

Cigna Basic 
PPO Plan 

Cigna Standard  
PPO Plan 

Employee Only  None  None None None 
Employee plus one dependent  $28  $373 $192 $516 

Employee plus children  $33  $494 $285 $658 
Employee plus family  $60  $895 $596 $1,131 

 



                                          Delta Dental PPO  
                                 Boulder Valley School District- Group #1996                     

 
MAXIMUM BENEFIT  (Calendar Year) 

Orthodontic Lifetime- to age 19 

TMJ- Lifetime 

 
$1,500 per person  Combination of in and out of network 

$1,250 per person   Combination of in and out of network 

$1,000 per person   Combination of in and out of network. 

 
CALENDAR YEAR DEDUCTIBLE 

Orthodontic Deductible 
 

 
None 

$100 Lifetime Deductible on Orthodontic Services if Non-PPO Dentist 
 
WHO CAN BE COVERED 

Employee, Spouse and Dependent Children to age 26.  Orthodontics for 

Dependent Children to age 19. 

 

IN- NETWORK 

Out of 

Network 
 

 

COVERED SERVICES BENEFIT INFORMATION (subject to Delta Dental guidelines)  

*PPO 

Dentist 

**PREMIER 

Dentist 

***NON-

PAR 

Dentist 

 
 

 

PREVENTIVE AND DIAGNOSTIC SERVICES 
 

100%* 

 

  75%** 

 

 75%*** 

 

 
Oral Evaluation 

 
Limited to 2 evaluations in a 12 month period 

 
Bitewing X-rays  

 
Limited to 1 sets in a 12 month period 

 
Full Mouth X-rays or 

Panoramic 

 
Limited to 1 in a 60 month period 

 
Routine Cleaning  

 
Limited to 2 cleanings in a 12 month period  

 
Fluoride Treatments 

 
Limited to 1 treatment in a 12 month period- to age 16 

 
Space Maintainers  

 
For posterior primary teeth- to age 14 

 
Sealants 

 
1 per tooth in 36 months- to age 15 on unrestored molars 

  

BASIC  SERVICES  (Fillings, Endodontics (Root Canal), Periodontics (Gum Disease) and Oral Surgery (extractions) 

 

   

80%* 

 

     

75%** 

 

  

75%*** 

 

 
Amalgam Fillings 

 
Benefits on the same surface limited to 1 in 12 months 

 
Resin or Composite Fillings 

 
Benefit for anterior teeth only- allowance for amalgam on 

posterior teeth 
 
General Anesthesia 

 
Benefit with covered Oral Surgery only 

 
Surgical Periodontal (gums) 

 
Benefit once every 36 months 

 
Root Canal Therapy 

 
 

 

MAJOR SERVICES    (Crowns, Bridges, Partials, Dentures) 

 

  60%* 

 

 50%** 

 

 50%*** 

 

 

 
Crowns 

 
Benefit 1 in 60 months on same tooth- not a benefit under age 12 

 
Dentures, Partials, Bridges 

 
Benefit 1 in 60 months- not a benefit under age 16 

 

ORTHODONTICS   (Braces) 

 

60%* 

 

50%** 

 

50%*** 

 
 
Complete Orthodontic Evaluation.  Active Orthodontic Treatment. For dependents to age 19 only. 

 

TMJ  (Temporomandibular Joint Dysfunction) 

 50%* 50%** 

 

50%***   

 *The PPO percentage of benefits is based on the PPO Schedule of Allowance. **The Premier percentage of benefits is limited to the Premier Maximum 

Plan Allowance. ***The Non-Participating percentage of benefits is limited to the non-participating plan allowance.  You will be responsible for the 

difference between the non-participating Maximum Plan Allowance and the full fee charged by the Dentist.     

  

To Find a Dentist- www.deltadentalco.com    Customer Service Phone # is 800 610-0201    

      LATE ENROLLMENT BENEFIT RESTRICTION There is no annual open enrollment period for dental.  Those who do not enroll in the dental plan 

when initially eligible, or re-enroll, will be considered Late Enrollees and will be subject to a 12 month waiting period on all services except Preventive 

and Diagnostic. The "Late Enrollee" penalty does not apply to those covered by another group dental plan who enroll within 31 days of loss of the other 

dental coverage and to children who are enrolled on any anniversary prior to the 4th birthday. 

Important Note: This form provides only a brief description of services covered under your contract and does not list those services which are limited or 

    excluded from coverage.  Your Employee Benefit Booklet provides a more complete explanation of your coverage, including limitations and exclusions.    

    If differences exist between this Summary of Benefits and your Employee Benefit Booklet, the Benefit Booklet will govern. 



Boulder Valley School District and VSP provide you 
with an affordable eyecare plan. Sign up for VSP 
today. 

Doctor Network…………………………... VSP Choice 

Your Coverage with a VSP Doctor 
WellVision Exam® focuses on your eye health and 
overall wellness 
• $10.00 copay ................................. every plan year  

Prescription Glasses 
• $25.00 copay 

Lenses..................................................... every plan year 
• Single vision, lined bifocal, and lined trifocal lenses 
•   Polycarbonate lenses for dependent children 

Frame...................................................... every plan year 
• $130.00 allowance for a wide selection of frames 
• 20% off the amount over your allowance 

~OR~ 
Contact Lens Care 
• No copay ...................................... every plan year 

$130.00 allowance for contacts and the contact lens 
exam (fitting and evaluation).  
Current soft contact lens wearers may qualify for a special 
program that includes a contact lens exam and initial 
supply of replacement lenses. 

Extra Discounts and Savings  
Glasses and Sunglasses 
• Average 20-25% savings on all non-covered lens 

options 
• 20% off additional glasses and sunglasses, including 

lens options, from any VSP doctor within 12 months of 
your last WellVision Exam 

Contacts 
• 15% off cost of contact lens exam (fitting and 

evaluation) 
Laser Vision Correction 
• Average 15% off the regular price or 5% off the 

promotional price. Discounts only available from 
contracted facilities.  

Your Contribution 
Employee Only ........................................................$7.49  
Employee + One Dependent ................................$14.98  
Employee + Children ............................................$16.04 
Employee + Family ...............................................$25.63 

Your Coverage with Other Providers  
Visit vsp.com for details, if you plan to see a provider 
other than a VSP doctor. 
 
Exam.............................................................Up to $45.00  
Single vision lenses ......................................Up to $30.00  
Lined bifocal lenses ......................................Up to $50.00  
Lined trifocal lenses ......................................Up to $65.00 
Frame............................................................Up to $70.00  
Contacts ......................................................Up to $105.00  

VSP guarantees service from VSP doctors only. In the 
event of a conflict between this information and your 
organization's contract with VSP, the terms of the contract 
will prevail. 

 



For BVSD Use Only 
 
HR Rep: 
 
Date:

                                                 
 

VSP ENROLLMENT FORM FOR VISION COVERAGE 
 

PLEASE PRINT 
               
EMPLOYEE’S NAME: ________________________________________ DATE OF BIRTH: _____/_____/_______ 
 
 

EMPLOYEE’S SOCIAL SECURITY NUMBER:  ________ ‐________ ‐________  OR  BVSD EMPLOYEE I.D.#   ________ 
 
 

EMPLOYEE’S ADDRESS: _________________________________________________________________ 
 
 

CITY: ______________________________________________  STATE: ______  ZIP: ________________ 
 
 
 

PLEASE CHECK ENROLLMENT CHOICE BELOW:   

 
  New Enrollment                             Change                             Cancel Coverage  
 

  Employee‐Only ($7.49/month) 
           

    Employee Plus one Dependent ($14.98/month) 
     

    Employee Plus Children ($16.04/month) 
 

    Employee Plus Family ($25.63/month)   
 

The information provided above is true and correct to the best of my knowledge.  I authorize any health care provider, insurance 
company, or other organization, institution, or person that has any information regarding my benefit eligibility or claims to release 
such information to the claims administrator.  A copy of this authorization shall be considered as effective and valid as the original.  I 
understand that any misrepresentation on this document may be cause for dismissal and may result in my coverage being void as of 
its effective date with no benefits payable.  Vision premium will be deducted from each monthly paycheck.  This is part of the 
district's Section 125 plan.  Pre‐tax deductions for Section 125 plans are not considered salary for PERA purposes.  Pre‐tax 
deductions increase your take home pay but reduce your PERA eligible salary.  Post‐tax deductions reduce your take home pay 
but maximize your PERA eligible salary.  If you are within 4 years of retirement, take time to evaluate whether or not you should 
participate in a Section 125 plan. 
 
 

Select only one and Sign: 
 

     Pre‐Tax         I authorize BVSD to make pre‐tax payroll deductions to pay for the vision coverage I have elected. 
 
                            ________________________________________________________________________________ 
                            Employee Signature                                                                                                  Date 
OR 
 
     Post‐Tax       I authorize BVSD to make post‐tax payroll deductions to pay for the vision coverage I have elected. 
 
                            ________________________________________________________________________________ 
                            Employee Signature                                                                                                  Date 

 

 



SI 7533D-657892  (9/10)       1 of 2 (10/09) 

Standard Insurance Company                                                                Enrollment and Change 

To Be Completed By Human Resources Maintain completed form for your records. 
Group Number 

647892 
Date of Employment 

To Be Completed By Applicant Check all boxes and complete all sections that apply. Return completed form to your Human 
Resources Department. 

Your Name (Last, First, Middle) Employee ID Number 

 
Birth Date   Male      Female 

Your Address 
 

City 
 

State ZIP Phone Number 
 

Employer Name 

Boulder Valley School District 

Hours Worked Per Week 

Change Use this section only when you wish to make a change after insurance becomes effective. Complete all boxes and sections that 
apply. 

 Beneficiary Change Fill out the Beneficiary Section below. 
 Name Change   Former name _______________________________________________________________________________ 
 Add or  Delete Dependent Date of add/delete ___________________  Reason  _________________________________ 
 Other _________________________________________________________________________________________________________ 

Coverage Check with your Human Resources Department about coverage options available to you and Evidence Of Insurability requirements. 

Life Insurance 
 Life with AD&D (Employer Paid)  
 Additional/Optional Life with AD&D     Your requested amount $_______________ 

Dependents Life Insurance 
Spouse Life with AD&D    $10,000    $20,000    $30,000 
      Spouse Name______________________________________________________  Date of Birth_______________________ 
Child(ren) Life    $10,000    
Long Term Disability  Employer Paid LTD    
 
Beneficiary This designation applies to Life with AD&D Insurance available through your Employer, if any. Designations are not valid 
unless signed, dated, and delivered to the Employer during your lifetime. See page 2 for further information. 
          Primary - Full Name            Address                             Soc. Sec. No.                            Relationship     % of Benefit 

     

     

         Contingent - Full Name            Address                             Soc. Sec. No.                            Relationship     % of Benefit 

     

     

Signature  I wish to make the choices indicated on this form. If electing coverage, I authorize deductions from my wages to cover my 
contribution, if required, toward the cost of insurance. I understand that my deduction amount will change if my coverage or costs change.  

 

Member/Employee Signature Required __________________________________________ Date (Mo/Day/Yr) _________________ 

 



 

SI 7533D   2 of 2 (5/09) 

 
 

Beneficiary Information 
 
 

• Your designation revokes all prior designations. 
 
• Benefits are only payable to a contingent Beneficiary if you are not survived by one or more primary 

Beneficiary(ies). 
 
• If you name two or more Beneficiaries in a class: 
  

1. Two or more surviving Beneficiaries will share equally, unless you provide for unequal shares. 
 
2. If you provide for unequal shares in a class, and two or more Beneficiaries in that class survive, we will pay 

each surviving Beneficiary his or her designated share.  Unless you provide otherwise, we will then pay the 
share(s) otherwise due to any deceased Beneficiary(ies) to the surviving Beneficiaries pro rata based on the 
relationship that the designated percentage or fractional share of each surviving Beneficiary bears to the 
total shares of all surviving Beneficiaries. 

 
3. If only one Beneficiary in a class survives, we will pay the total death benefits to that Beneficiary. 

 
• If a minor (a person not of legal age), or your estate, is the Beneficiary, it may be necessary to have a guardian 

or a legal representative appointed by the court before any death benefit can be paid.  If the Beneficiary is a trust 
or trustee, the written trust must be identified in the Beneficiary designation.  For example, “Dorothy Q. Smith, 
Trustee under the trust agreement dated   .” 

 
• A power of attorney must grant specific authority, by the terms of the document or applicable law, to make or 

change a Beneficiary designation.  If you have any questions, consult your legal advisor. 
 
• Dependents Insurance, if any, is payable to you, if living, or as provided under your Employer’s coverage under 

the Group Policy. 
 
 



 
    
 
 
 

BVSD FLEXIBLE SPENDING PLANS FOR 2012 
 

¿Preguntas en español? Llame a Susana Aguirre en Recursos Humanos al 720-561-5022 
 
Open Enrollment for participation in the Flexible Spending Accounts,  Health, Dependent Care, and (Public) 
Transportation Accounts is once a year during the month of November.  These plans are also referred to as Section 125 
Plans. The plan year is January 1 ‐ December 31.  New employees starting mid‐year may enroll for the reminder of the 
calendar year.  Employees must re‐enroll every year. 
 

Employees sign up for one of these plans to reduce taxable income through pre‐tax deductions that are then used to pay 
for eligible expenses. These deductions reduce your current taxes and your PERA eligible salary. Because these 
deductions reduce your PERA eligible salary, employees within six years of PERA retirement may not want to participate.  
 
BVSD offers three Flexible Spending Plans: 
 

Health Care Flexible Spending Account allows you to contribute a portion of your salary (up to $3,000) into a tax‐free 
spending account which is used to pay for eligible medical, dental, and vision expenses for you and your eligible 
dependents. You will be able to use a debit card for some expenses (you still need to retain receipts).  
 

Dependent Care Flexible Spending Account allows you to contribute a portion of your salary (up to $5,000) into an 
account which is used to reimburse eligible daycare expenses.  
 

Transportation Flexible Spending Account allows you to pay for certain public transportation expenses. Eligible 
expenses are for work‐related mass transit expenses. The limit is $230/month. 
 

If you choose to enroll, we recommend being conservative when estimating your election so that you are sure to spend 
your entire election amount. Any unused funds at the end of the year are forfeited. You cannot change your election 
during the plan year unless you have a qualifying change in status (i.e. change in marital status, change in number of 
dependents, change in employment status of participant or spouse). The change you elect must be consistent with the 
status change. 
 

For employees covering dependents on the health, dental, or vision plans: 
All employees who have dependent coverage are automatically enrolled in the Section 125 Pre‐Tax Premium Deduction 
Plan. Pre‐tax deductions reduce your current taxes and your PERA eligible salary. Most people in the district have their 
deductions done this way. However, people within six years of retirement may want to opt out of the Pre‐tax Premium 
Deduction plan in order to maximize PERA eligible salary rather than reducing current taxes. Opting out of this benefit 
means your premiums are deducted post‐tax. In order to opt out, you need to complete the BVSD Section 125 – Opt 
Out Form during November. If you are already opted out, you don’t need to fill out the form again. 
 

You cannot drop health or dental coverage for your dependents mid‐year if you are enrolled in the Section 125 Pre‐Tax 
Premium Deduction Plan unless you have a qualifying change in status (change in marital status, change in number of 
dependents, change in employment status of participant or spouse). The change you elect must be consistent with the 
status change. If you are considering individual or private coverage for dependents, you may want to opt out during 
November by completing the BVSD Section 125 – Opt Out Form 
 

Enrollment forms are available at: http://bvsd.org/benefits/Pages/flex.aspx; questions: please call Susana Aguirre in HRD 
at 720‐561‐5022. 



Boulder Valley School District 

2012 Flexible Benefits Plan Enrollment (Section 125 Plan) 
 

For calendar year January 1, 2012  –  December 31, 2012 
 
_______________________________________  _______________________________________________ 
      Name (please print)     School/Worksite 
 
_______________________________________________________________________________________________ 
 Home Address     City   State  Zip 
 
 
_________/________/__________         or      (       )                               
            Social Security Number  Employee Number      Phone Number 
 
 
Enrollment in any of these plans is required each year. 

 
PLEASE FILL IN AMOUNTS AS APPLICABLE FOR THE FLEX PLAN(S) YOU WISH TO PARTICIPATE IN: 

 
1.   Health Care Reimbursement Account: 
       Maximum $3,000/calendar year 
 a.     Total annual (calendar year) contribution    $ _________________ 
 b.     Number of monthly payroll deductions (1-12)       _________________ 
 c.     Monthly payroll deduction (a divided by b)    $__________________ 
 
 
2.   Dependent Care (e.g., daycare) Reimbursement Account: 
       Maximum $5,000/family/calendar year 
 a.     Total annual (calendar year) contribution    $ _________________ 
 b.     Number of monthly payroll deductions (1-12)       _________________ 
 c.     Monthly payroll deduction (a divided by b)    $__________________ 
 
 
3.   Transportation (mass transit) Reimbursement Account: 
       Maximum $120 per month  
 a.     Total annual (calendar year) contribution    $ _________________ 
 b.     Number of monthly payroll deductions (1-12)       _________________ 
 c.     Monthly payroll deduction (a divided by b)    $__________________ 
 
 

Employees who participated in the Health Reimbursement Account in 2007 or later can receive the $120 District contribution 
without making any contribution themselves. This feature is intended for employees who are within four years of retirement. 
Check the box if you want to receive the $120 district contribution without making a contribution of your own. 

 
 
I have read the information about the flexible benefits plan and wish to participate in at least one of the BVSD Flex Plan reimbursement accounts, as I have 
indicated above.  I understand that election in one or more of these options is irrevocable during the plan year except in case of certain qualifying events 
(contact Human Resources for details).  In addition to reducing my state and federal taxable gross salary and Medicare wages, BVSD Flex will reduce the 
amount on which eligible PERA benefits are calculated.  If I have elected one or more of the reimbursement accounts, I understand that I will forfeit any 
amounts not claimed for reimbursement and must furnish complete information to the plan administrator.  I understand reimbursement may be denied due to 
Internal Revenue Service restrictions (i.e., non-allowable expenses).  
 
 
 
 

 _______________________________________________ ______________________________ 
           Signature               Date 
 
  
Benefits Office use only: 
 
 
Enrollment:   New    Change  Effective Date:    _______/_______/_______ 




