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Introduction

You are receiving this notice because you have recently become covered under a group health, dental and/or
vision plan. This notice contains important information about your right to COBRA continuation coverage,
which is a temporary extension of coverage through EGID. This notice generally explains COBRA
continuation coverage, when it may become available to you and your family and what you need to do
to protect the right to receive it. When you become eligible for COBRA, you may also become eligible for
other coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985. COBRA continuation coverage can become available to you when you would
otherwise lose your group health coverage. It can also become available to other members of your family who
are covered through EGID when they would otherwise lose their group coverage. For additional information
about your rights and obligations through EGID and under federal law, you should review your plan handbook
or contact EGID.

You may have other options available to you when you lose group health coverage. For example, you may be
eligible to buy an individual plan through the health insurance marketplace. By enrolling in coverage through
the marketplace, you may qualify for lower monthly premiums and out-of-pocket costs. Additionally, you may
qualify for a 30-day special enrollment period for another group health plan for which you are eligible, such as
a spouse’s plan, even if that plan generally does not accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of coverage when coverage would otherwise end because of a
life event known as a qualifying event. Specific qualifying events are listed later in this notice. After a qualifying
event, COBRA continuation coverage must be offered to each person who is a qualified beneficiary. You, your
spouse and your dependent children could become qualified beneficiaries if coverage is lost because of the
qualifying event. Qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA
continuation coverage.

If you are an employee, you will become a qualified beneficiary if you lose your coverage through EGID
because of these qualifying events:

e Your hours of employment are reduced.
e Your employment ends for any reason other than gross misconduct.

If you are the spouse of an employee (or former employee), you will become a qualified beneficiary if you lose
your coverage through EGID because of these qualifying events:

Your spouse dies.

Your spouse’s hours of employment are reduced.

Your spouse’s employment ends for any reason other than gross misconduct.

Your spouse (former employee) becomes entitled to Medicare benefits (Part A, Part B or both).
You become divorced or legally separated from your spouse.
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Your dependent children will become qualified beneficiaries if they lose coverage because of these qualifying
events:

You die.

Your hours of employment are reduced.

Your employment ends for any reason other than gross misconduct.

You become entitled to Medicare benefits (Part A, Part B or both).

You and your spouse divorce or legally separate.

The child stops being eligible for coverage under the plan as a dependent child.

Sometimes, filing a proceeding in bankruptcy under Title 11 of the United States Code can be a qualifying
event. If a proceeding in bankruptcy is filed with respect to your employer, and that bankruptcy results in the
loss of coverage of any retired employee covered through EGID, the retired employee will become a qualified
beneficiary. The retired employee’s spouse, surviving spouse, and dependent children will also become
qualified beneficiaries if bankruptcy results in the loss of their coverage.

When is COBRA continuation coverage available?

EGID will offer COBRA continuation coverage to qualified beneficiaries only after they have been notified in
writing that a qualifying event has occurred. When the qualifying event is the end of employment or reduction
of hours of employment, your death, the commencement of a proceeding in bankruptcy with respect to the
employer, or you become entitled to Medicare benefits (Part A, Part B or both), the employer must notify EGID

of the qualifying event.

You must give notice of some qualifying events.

For all other qualifying events (divorce or legal separation of you and your spouse or a dependent child losing
eligibility for coverage as a dependent child), you must notify EGID within 30 days after the qualifying event
occurs. You must provide this notice to the insurance/benefits coordinator at your employing agency. The
notification must be in writing; a telephone call is not sufficient. You may also be required to provide
documentation or other required information.

How is COBRA continuation coverage provided?

Once EGID receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered
to each of the qualified beneficiaries. Each qualified beneficiary will have a right to elect independent COBRA
continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of their
spouses, and parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due
to employment termination or reduction of hours of work. Certain qualifying events or a second qualifying event
during the initial period of coverage may permit a beneficiary to receive a maximum of 36 months of coverage.
There are also ways in which this 18-month period of COBRA continuation coverage can be extended:

Disability extension of 18-month period of continuation coverage

If you or anyone in your family covered by EGID is determined by the Social Security Administration
to be disabled and you notify EGID within 60 days of the SSA determination and before the end of
the first 18 months of continuation coverage, you and your entire family may be entitled to receive
up to an additional 11 months of COBRA continuation coverage for a total maximum of 29 months.
The disability would have to have started at some time before the 60th day of COBRA continuation
coverage and must last at least until the end of the 18-month period of continuation coverage.
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A copy of the Social Security disability determination must be sent to EGID, P.O. Box 11137,
Oklahoma City, OK 73136-9998 before the expiration of the 18 months of COBRA, and within 60
days from the later of:

1. The date of the Social Security Administration disability determination.

2. The date of the qualifying event.

3. The loss of coverage date.

4. The date the qualified beneficiary is informed of the obligation to provide the disability notice.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation
coverage, the spouse and dependent children in your family can receive up to 18 additional months
of COBRA continuation coverage, for a maximum of 36 months, if notice of the second qualifying
event is properly given to EGID. This extension may be available to your spouse and any
dependent children receiving continuation coverage if you die, become entitled to Medicare benefits
(Part A, Part B or both), get divorced or legally separated, or if the dependent child stops being
eligible as a dependent child, but only if the event would have caused the spouse or dependent
child to lose coverage through EGID had the first qualifying event not occurred.

Are there other coverage options besides COBRA continuation coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and
your family through the health insurance marketplace, Medicaid or other group health plan coverage options
such as a spouse’s plan through what is called a special enrollment period. Some of these options may cost
less than COBRA continuation coverage. You can learn more about many of these options at HealthCare.gov.

If you have questions

Questions concerning your coverage or your COBRA continuation coverage rights should be addressed to the
contact or contacts identified below. For more information about your rights under the Employee Retirement
Income Security Act, including COBRA, the Patient Protection and Affordable Care Act and other laws
affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s
Employee Benefits Security Administration in your area or visit DOL.gov/ebsa. Addresses and phone numbers
of regional and district EBSA offices are available through EBSA’s website. For more information about the
marketplace, visit HealthCare.gov.

Keep your plan informed of address changes

To protect your family’s rights, keep EGID informed of any changes in the addresses of family members. You
should also keep a copy of any notices you send to EGID.

Plan contact information

Please contact the insurance coordinator at your employer. If you have additional questions about COBRA,
send written questions to OMES EGID, Attention: Member Services, P.O. Box 11137, Oklahoma City, OK
73136-9998:; or call 405-717-8780 or toll-free 800-752-9475. TTY users call 711. You can also visit the website
at Oklahoma.gov/omes, and in the menu under Services, select Employees Group Insurance Division.
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| have been provided with and have read the General Notice of Cobra Continuation Coverage Rights by
Pauls Valley Public Schools.

Employee Signature

Spouse Signature

Date
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P> Beneficiary Designation Form

MEMBER INFORMATION
Member name:

SSN or Member ID:

First Ml Last
Address:
[] New address Street City State ZIP
Phone: ( ) Alt Phone: ( )

Important: Please ensure the Share percentage in both Primary Beneficiary(ies) and Contingent Beneficiary(ies) add up to
100%. Payment will be made in equal shares to all surviving beneficiaries unless otherwise indicated.

PRIMARY BENEFICIARY(IES)
Primary beneficiary’s name and address SSN Phone Relationship Date of birth Share
percentage
100%
CONTINGENT BENEFICIARY(IES)
Proceeds are paid to the contingent beneficiary(ies) identified below only if there is no surviving primary beneficiary(ies).
Contingent beneficiary’s name and address SSN Phone Relationship Date of birth Sl
percentage
100%

I have named the above beneficiary(ies) to receive my life insurance benefits from HealthChoice. |
understand this form replaces and cancels all prior beneficiary designations and will become effective

only when it is received by EGID.

Member signature (original signature required) Date

Mail this form to EGID at P.O. Box 11137, Oklahoma City, OK 73136-9998

Revised September 2024
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“h Teachers’ Retirement System of Oklahoma

] OKLAHOMA P.O. Box 53524

» Teachers’ Retirement System Oklahoma City, OK 73152-3524
mytrs.trs.ok.gov

405-521-2387

\/

TRS NONCLASSIFIED OPTIONAL
EMPLOYEE PARTICIPATION OPT-OUT

IMPORTANT: Please read instructions on page 2 before completing form.
SECTION ONE - to be completed by employee. Please complete ALL sections.

Employee’s First, Middle, Last Name Employee’'s SSN

Employee’s Telephone Employee’s Date of Birth Employee’s Position

Have you ever been a member of TRS working in any classified position listed below? Yes[ | No[ |

e Teacher e College Professor

e Principal e College President, or

e Superintendent e Supervisory/administrative employee

e Supervisor/Manager/Director whose function is primarily dedicated to
e Administrator public education of any state

e Certified Librarian department, board, board of regents, or
e Certified/Registered Nurse board of trustees

If the answer above is YES 1! You will not be allowed to opt out.

| certify that the information above is true and complete to the best of my knowledge. | understand that by
completing this form, | am electing NOT TO PARTICIPATE in TRS and that | can never change this
decision. This election follows me to all future eligible nonclassified optional employment at participating
TRS employers. | understand this means | will not be allowed to participate in TRS at any TRS employer
that | may work for in the future as a nonclassified optional employee. | understand this election is only
valid if | am eligible to elect, have no prior classified service, and when completed timely.

Employee’s Signature Date

SECTION TWO - to be completed by employer. Please complete all sections.

Employer Employer’s District Code Employee’s Date of Hire
or Initial Eligibility
Is the employee listed above employed solely in an optional position? Yes D No

If the answer above is NO, I The employee will not be allowed to opt out.

| certify that the above-named is an optional employee in the listed position and acknowledge their election.

Signature of Superintendent/Payroll Officer Date

7/1/2025 TRS ELECTION FORM
STATE OF OKLAHOMA + TEACHERS’ RETIREMENT SYSTEM « 301 NW 6374 ST., SUITE 500 | OKC, OK | 73116 * OKLAHOMA.GOV/TRS



PAULS VALLEY PUBLIC SCHOOLS

Brett Knight, Superintendent
PO Box 780, Pauls Valley, OK 73075
Phone (405) 238-6453
Fax (405) 238-9178

Rec Center Payroll Deduction Form

Name:

Please circle the plan you want:

¢ Single adult rate: $30/month $15/check
e Senior 62+ rate: $25/month $12.50/check
e Family rate: $50/month $25/check

Are you currently a member of the Rec Center?

By signing below, I agree that Pauls Valley Schools may deduct one-half the
monthly Rec Center membership from my payroll check, coinciding with my
payroll calendar. I understand that this membership will remain in effect until a
written request to cancel is received by PVPS Payroll Department.

Signature:

Date:




PAULS VALLEY PUBLIC SCHOOLS
P.O. Box 780
Pauls Valley, OK 73075
405/238-6453

Verification and Lovyalty Oath

I do solemnly swear or affirm that I am not aware of any reason why I cannot properly
fulfill the terms of my contract and that I will support, obey and defend the Constitution
of the United States and the laws of the State of Oklahoma.

Employee Signature Date



