McLean County Unit District No. 5

1809 West Hovey Avenue

Normal, IL 61761-4339

	
	Phone:  309.452.4476

	Office of the Superintendent
	Fax:  309.452.7418

	
	E-mail:  district@unit5.org


October 15, 2007
TO:

Insured Employees

FROM
:
J. Dawn Daghe, Administrative Assistant

RE:

Plan Change Request
Effective January 1, 2008
If you wish to make a Plan Change effective January 1, 2008, a Plan Change Form with a signature is required.  Please see instructions below:

Instructions 

· A Plan Change from one Plan to a different Plan can be made twice a year:

· July 1st prior to the July 1st renewal date and 
· January 1st of each year to coincide with the Flexible Benefit program. 
· Complete the Plan Change Request Form and submit it the Unit Office on or before the deadline which is December 1, 2007.
· E-mailed requests will not be accepted. 
· Failure to complete a Plan Change Request Form will be construed as no desire to make a Plan Change.

Plan Change Request Form
Group # P06548
Employee Name ________________________________________________________
Social Security Number (SSN) ____________________________________________
I elect the following coverage and request a Plan Change effective January 1, 2008.
From: ____________________
To:  $300 Deductible Plan_______
$500 Deductible Plan _______
H.S.A.________
	Benefits
	$300 Deductible Plan
	$500 Deductible Plan
	Health Savings Account

	Deductible
	$300 / $600
	$500 / $1,000
	$2,000/$4,000

	Co-insurance
	80% - 60%
	80% - 60%
	100%

	Out-of -Pocket Max
	$2,500
	$3,000
	$2,000/$4,000 

	Doctor’s Office Visit Co-pay
	$25 
	$25 
	Does Not Apply

	Rx Prescription Card
	$10/$25/$50
	$10/$25/$50
	Does Not Apply 

	
	
	
	

	Insurance Category
	Monthly Premium
	Monthly Premium
	Monthly Premium

	Employee Rate 
	$440.00
	$429.00
	$363.00

	To add Family (Spouse & Children)
	$581.00
	$562.00
	$475.00

	To add Spouse Only
	$303.00
	$293.00
	$248.00

	To add Children Only
	$278.00
	$269.00
	$228.00

	To add Family to Dual Spouse
	$208.00
	  $189.00
	  $102.00

	To add Dependent Dental
	 $62.00
	  $62.00
	 $62.00


Failure to complete a Plan Change Request Form will be construed as no desire to make a Plan Change.
My Employer and I agree that changing from one Plan to a different Plan can be done effective on:

· July 1st   and 
· January 1st 
Employee Signature ________________________Date _____________________
Educating Each Student to Achieve Personal Excellence


