Welcome to the
City of Madison

Employee Orientation




v’ Associations Presentation

d City of Madison Mission, Vision, Values, and Service
{9 Promise
T . Racial Equity and Social Justice at the City
- d Administrative Procedure Memoranda (APMs)
(1 Employee Assistance Program (EAP)
J Employee Perks

A Initial Employment Forms

v’ Check it off as you go!
v’ Sign, date, and return

J Pay & Leave Benefits

 Insurance & Other Benefits to Human Resources by
required deadlines.




City of Madison Mission, Vision, Values, and Q&

Service Promise E'

Equity
We are committed to fairness, justice, and equal outcomes for all.

Civic Engagement
We believe in transparency, openness, and inclusivity. We will protect freedom of expression and
engagement.

1 .
. Well-Being
*  We are committed to creating a community where all can thrive and feel safe.

Shared Prosperity
We are dedicated to creating a community where all are able to achieve economic success and
social mobility.

Stewardship
We will care for our natural, economic, fiscal, and social resources.

When you think about the City of Madison’s
values, what do you think these might
look/sound/feel like for YOU in your new role?

Welcome to the City of Madison!



https://media.cityofmadison.com/Mediasite/Play/714e92f92c3147c6b1352007e04345bc1d

©@
Racial Equity and Social Justice at the City [ p [

Another great resource: the

Equity and Social Justice Booklet
from the Department of Civil
Rights (DCR)!

"“RESJI@CITYOFMADISON.COM

FOR MORE INFORMATION



https://media.cityofmadison.com/Mediasite/Play/c7905e3d254244ee95129a4a8f5d595f1d
https://www.cityofmadison.com/civil-rights/documents/ESJ_News_2025_web.pdf
https://www.cityofmadison.com/civil-rights
https://www.cityofmadison.com/civil-rights
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City Rules (APMs)
Employee Assistance Program
Employee Perks




Mayoral Administrative Procedure

Memoranda (APMs)

 APMs are rules that guide ALL City employees at work and ensure a
welcoming, safe, and fair environment for all employees and members of
the community.

* You can find all APMs on EmployeeNet. Copies of some core APMs are also
in your orientation bag.

* Also included in your orientation bag is information about:
* The City Ethics Code
* |T Records Management

* Worker’s Compensation KNOW

THE
RULES!



Employee Assistance Program (EAP)

* The City’s EAP provides confidential, free services designed to help City of
Madison employees, families of employees, and employee spouses or significant
others prevent or resolve personal, family, and workplace problems.

* Services
* Information, support, and resource referral
* Connections Newsletter

Critical Incident Stress Management

Free Trainings

Webpage: www.cityofmadison.com/employee-assistance-program

Email: EAP@cityofmadison.com

Phone: (608) 266-6561 (internal) | 1-800-236-7905 (external 24/7 EAP)



http://www.cityofmadison.com/employee-assistance-program
http://www.cityofmadison.com/employee-assistance-program
http://www.cityofmadison.com/employee-assistance-program
http://www.cityofmadison.com/employee-assistance-program
http://www.cityofmadison.com/employee-assistance-program
mailto:EAP@cityofmadison.com

City of Madison Employee Perks

* Free Tap Card Bus Pass

» Affinity and ldentity-Based Groups

* Trainings available through HR

* Madison Credit Union

* Well Wisconsin Program + S150 Wellness Incentive

* Discounts
* Nationwide Pet Insurance
e Select Overture Center Performances
e Cell Phone Plans (check with your provider)
* Dell Employee Purchase Program



https://www.cityofmadison.com/employeenet/toolkit/affinity-groups
https://www.cityofmadison.com/employeenet/toolkit/affinity-groups
https://www.cityofmadison.com/employeenet/toolkit/affinity-groups
https://www.cityofmadison.com/employeenet/toolkit/affinity-groups
https://etf.wi.gov/insurance/health-pharmacy/well-wisconsin-members
https://etf.wi.gov/insurance/health-pharmacy/well-wisconsin-members
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Initial Employment Forms




W-4 Federal Withholding Form

(d Complete all applicable sections of form

(d Make sure you sign and date the document
and put your SSN in box 1b!

d Utilize the Multiple Jobs worksheet (if
needed)

Note: You can make updates to tax withholding at any
time either via the Employee Self Service (ESS) portal or
by submitting a new form to your Payroll Clerk/HR!
Please ask your Payroll Clerk for more details about ESS.

w_‘ Employee’s Withholding Certificate S
fem Cemplets Ferm W-4 so thal your employer can sithiold e correct ledural ifcoms L from your pay. .
[— Give Fore W4 bo your employer.

[y — Wour withholdieg is subject i review by Be IRS.
slﬂl 1: ) Frxi name and mudle ndel Laxt nama [=]
Enter
= o —toh
Persaral e o four Acial SRR
i \cawet? B mct, i rvaeee v e
City or town, atate, and I code oucit lor pour saminga.
oorinct Sk 31 B0 71213
oF G 10 W I3,

[ e ————
|| marriect sk jitty o Cusliying mervieng spouse.
UMMMN."IH\D’b|s’llrrrr'\.—|d.liﬂrmhrhl1d‘|lmilw|“ﬂ"&lhm'wfﬂllllmlﬂ\-lmnﬁvﬂ.lh

Camatior: To claim certain credita or deduchions on your b ewius, you {andfor yoer spcuss H mamisd fing i) s nequined i haes & socel securiy
surnber valid for smploymant. Sem page: 2 for mors ricenaton.

TIP: Consider using the estmator at wiw.irs. gowWdApp bo determine the most accurabe withhalding far the rest of the year if you:
are comipleting this fom after tha baginning of the year; expect 0 work anly pant of the: year: or have changes dunng the year in your
marital stabus, numer of jobe far you (and‘or your spouse it mamed fiing jointly), dependents, other income fnat from jabs),
deductians, or credits. Have your mos recent pary stubjs) from this year awailable when using the estimator. Af the beginning of next
year, use the estimator again ta necheck your withhalding.

Compiete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 8. See page 2 for more infarmation on sach steg, who can
claim exemption from withholding, and when to use the estimator at www.irs. gov/Wddpp.

Step . Complete this sten # you (1) kald mane than cne job at a time, or (2} are marmied fling jointty and your spouss
Multiple Jobs also works. The cormect amount of withholding depends on income eamed fram ail of these jobs.
or Spouse 1B only one of the follkowing.
Warks fal Lise the estimator at www.irs.govWeiop for the most accurate withhoiding for this step fand Steps 3-4). if
¥Ou or your spouse have self-employment income, use this option; or
i} Uise the Muttiple Jobs Worksheet on page 3 and enter the nesult in Step 3(c) below; or
¥} ¥ thers are anly twa jobs tatal, you may check this box. Do the same on Form W-4 for the other job. This
option is genenily mone accurate than Step 2{bj if pay at the iower paying job is mone than haif of the pay at
the higher parying job. Citherwise, Step 2(b) s more accurate . .
Complete Steps 3-4[b) on Form W=4 for only OME of these jobs. Leave those steps biank for the other jobs. [Your withholding wil
e moest accurate if you complete Sieps 3-4(H) on the Form 'W-4 for the highest payying job)

3"‘,& ¥ your total income will be $200,000 ar less (400,000 or less if
miamied filing jirthyl:
Multiply the number of qu.unyng children under age 17 by
Dep-en:hnl al
and Other a0 . 713
Credits Moh Bdultiply the number of other dependents I:l'n’S!vDD - b [
Add the amounts from Slcﬂs 3fa} and 3(bj, plus the amount for ather credits. Enter the
italherm . . . ak
Step d: fa) Other mcame (not from h:msl. H you wamt tax withhedd for other income you
o expact this year that wont have withholding, enter the amount of ather ncome here.
Ad ™ This may include imerest, dividends, and retirement income:
b} Deductions. Use the Deductions Workshest on page 4 1o determine the amoun of
deductions you may claim, which wil reduce your withholding. [ you skip this line,
your withholding will be based on the standard deducSon ) Enor the result here . ]
o) Extra withhodding. Emer any additional tax you want withheid each pay period . . | 4o}
Exermpt bom I claim exenption from n'llhl!Dlr.irg for 2026, and | certity that | meet both of the conditions for exemnption for
withholding 126, See Exemption from withbokding on page 2. | understand | will need io submit a new Farm W-d for 2087 . ]
Step & Uindiar penalties of parjury. | declan that ihis cericaia, i the st of my kn celedge and babel, 5 e, comect, and compkta.
Sign
Here:
Ertigiiio"s $1{niird (This i & nob vl inkisd i Sgn i) Dbt
Emplopers | Emeoye’s name and addnss Fest daia of Ermplorpcr ortfication
Only Syt i [EIN)

Fur Privacy Ast amd Paperwerk Reduction Act Notice, see pages 4. Cat o, DEETOO Form W= (2000 Covatac 12078



WT-4 — Wisconsin Withholding Form

J Enter total exemptions on line 1(d)

J Make sure you sign and date the document and
put your SSN and DOB on the form!

Employee’s Wisconsin Withholding Exemption Certificate/New Hire Reporting ~ WT-4
Note: You can make updates to tax withholding e S T
Single
at any time either via the Employee Self Service R AR ot G e i
(ESS) portal or by submitting a new form to your U

FIGURE YOUR TOTAL WITHHOLDING EXEMPTIONS BELOW
Complete Lines 1 through 3

Payroll Clerk/HR! Please ask your Payroll Clerk for T {a) Exompton for yoursell—anter 1 ................... T B
(b) Exemption for your spouse —enter 1 .. ... ... ... ...coiiiiiann

m 0 re d Eta I I S a b 0 U t ESS . (c) Exemption(s) for dependent(s) — you are entilled 1o ciaim an exemplion for each dependent .

(d) Total-addBnes (a)through (C) ...........c.iviuiiiiiiinanrinnans P RA SRS AR 4l

2. Additional amount per pay period you want deducted (if your employer agrees) . .......c.o.viiiiarraa

3, | claim complete exemption from withholding (see instructions), Enter *Exempt” ... ... ... ..o, —

1| CGERTIEY that the number of withholding exemplions dalmad on this cerificate does not exceed the number to which | am antitied. if clalming complete exemplion from
withholding, | certify that | incurred no liability for Wiscansin income tax for last year and that | anticipate that | will incur no liabikty for Wisconsin Income tax for this year.

Signature = Dale Signed




-9 Employment Eligibility Verification

(J Not necessary for current employees*®

(d Complete the top portion — it is not necessary to include your social
security number on this page

(J Must have 1 document from List A, or 1 document each from Lists B and C
J Section 1 must be completed on the day of hire

d Section 2 (Verification) must be completed within 3 business days of hire to
comply with Federal regulations

*A rehired employee who last worked less than 1 year prior to the rehire date is not required to complete a new I-9.



-9 Form

Employvment Eligibility Verification LSCIS
Firm 1-9

Department of Hemeland Security B Ho IS L5.0047

LS. Citzenshap and Immigration Services

START HERE: Esplo'yars miisl ifdiift thi ki insirelSoed. i Sviailah i o ampligeds whis ing this foms. 5 aird lisks for
tading 1o comply with tha guiremants fof complaling this fors. S40 bidew and i InSIFecBan.

ANTI-DISCRIMNATION ROTICE: AN aimpkpisis tan chisiss which stospiabhe documeniaion o presen for Fom L0 Emplopens canniol ask
amphriss for documariation io wily infermation in Bection 1, of spacily which acoepiabie dosumantation emplyees Mt pesent for Seetion 2 or
Supplement B, Reveriication and Roehine. Trsting employess difarenty based on thisr ciizenship, immigration siatus, o national ongin may be Begal.

[Section 1. Employoe ink and & an: Employess must complete and sign Section 1 of Form <8 no laber than the first
day of smploymsent, but not before accepsng a jab offer.

[Tr=—T—r— Frat Mama {Gves Harra; MickS invtial f moy) | Dbt Lt Mo Uisacd (F sy

[ e ———T— l gt Marber (¥ mey l City o Town [ State [ I Coce

Dwta of Bah (mmicSdiyryy) UE Socsl Securily Nurmbes: Empioyes’s Email Ad<man Engioyesn Telaphons Numba:

1 aim aware T federal law Chach orm of e folowing taes b sl o pour clsershe or mngretion sisles [Sas zage 2 end 1 of ha ealreciom. |

mll?:qmmmmmnm:::r 1. A& clien of e LUsisd States

wiha of Talsa d wt 2. A rnotzen retional of the Unied Stel |See instructiona. |

& ion wilh the pk ol 3. A bewhil parmanest ricert (Enter UECIS o Ahumbar| |

ks foemn. | aitasi, under penalty

of pasjury, that this infomation, L| 4 &naen ssthorimd io work sntl [mp. cmba, f mry]

inciuding my salicton of B boa

Ing bo my hips oF ¥ ou chack Bam Mumier &, snier one of Bese

nmlqr;hm:mu. is brug and | USCIS A-Mumier |M| Form k34 Adm s ion Mumiser |M| Foreign Passport Kumbar snd County o hsuance
corrct. [

Sigeatre of Employss | Todmy's Dwle jrwmvdd'yyyyl

 u preanar andior ranalsinr ensdsied you i comgleling Section 1, fiat parson MUST complaie Sis Preparer ander Tranalsior Cafficsson on Pags 3
—_—
w and I Employens of sl authof2ed rephsent b musi compisie and Baction 2 within three

5 frst ﬂmw and st SR, O EXETHNE COnSEEnt Wi msglnrmmnprmmwa
OHE, ritaticen fom List & OR & of documentation from List B and List © Enfer arry additisnal
i IO e —
o 2] RHD et
Cocumant THe 1
g Auhority
Crocummnl Kumbar §f syl
Exziratias. Duta i sy
Dscumant Tie 2 (6 any] Additaial il mhates
g Ausoy
oo hiumbar |8 mmgl
Exzaratoas Duba (! mrryi
Documant TEe 1 ¥ any|
g Auhority
Crocummnl Kumbar §f syl
Exzaraison Dule (6 srry) |:|r.'-r barw f you seed an slmmasites Erocecusy ssihorioed by OHS i axamine docsmants
Cortfication: | atissl, under panaky of perjury, St {1} | h e by Fha above-nemad Pueait Dy of Employraa—t
mmeicyes, [T) e above-lted documentsfion spesrs do ba genuing and & relete o the emplopes named, and [} & the [ e/l
bast of my e L o work in the United SSatan.
Lt Harre, Firal Mame and Tils o Employsr or Authariosd Hepressntaiss Sgraium of Engioyer or Acthoriosd Mepnmesisies T oday's Oisie (mméSdtryry |
Emizboye s Bimumens o Crgenasbon hame Ermpiover's Boaness or Degancsdicn Aodrom Uty or Town Seie 211 Code

For rwuurfcton o s, comsiot SgglianL B, e sclaien and Sahiy on Page &

Form 1-9 Editson OL200Z5

Paps 1 of 4



-9 Form — List of Acceptable Documen

LISTS OF ACCEPTABLE DOCUMENTS
All documenis containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired,
Employees may present one selection from List A or g
combination of ane selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LIST & LISTE LISTC
Documaents that Establish Both [dentity Documants that Establish Employment

and Employmant Autherlzstian OR Dacumenis that Establish laentity AND Authorzation
. 1. A Social Security Account Mumbsar card,
1. U.5. Passpon or ULS. Pesspon Card 1, Driver's boensa or ID card |Eﬁlll:|l‘| oy Skale ar ileas Ihacar{}’l:nuudesmunha falkring
oullying possession of tha Uniled States rashictions:
2. Parmanent Rasidam Card or Alien proiced it containg & phatagraph ar .
Ragistration Receipt Card (Ferm B551) infammatian such as name, date of bifh, (1) NOTWaLID FOR EMPLOYMENT

gender, height, aye calor, and eddress

3. Foreign passpor that conbains a [2) WALID FOR WORK OHLY WITH

temporany |51 stam;: of bamparary 2 10 card Issued by fadaral, state or local WE AUTHORIZATION
1-551 '|.|rt|!n|.l nulamn_m a maching- pavemment agendies or antifies, provided i [3) VALID FOR WORK ONLY WITH
readahile mmigrant visa ing a phalagraah of informalian such &s OHS AUTHORIZATION
4. Emplayment Auorization Document reaimi, dabs of kith, gendar, height, eye colar,
that containg a phatograph {Form |-765) and sddrass | 2. Carlification of rapart of Birh issund by the
Deparment of Siate [Fomms DS-1350,
8, For an indwvidual tamgorarnly aulkarized 3. School ID card wilh a phatograph F5P5.45 FS-240) ¥
to wiek Bor & specific amployer bacaise R :
o Fis of her BLals of pardke; AL Voters rapisiralion cand 3, Original or ertified copy of birth certficale
] issued by a Slake, sodnty, Puicipal
&, Forsign passpor; and §. 1.5, Milhary card ar draft vacord | autharity, o temitory of the United Stetas
b, Foem HB4 ar Fom HI44 that has 8. Military dependents 10 cand Learing an affieal seal
the fellowing: 4. Mative Americen tribal documant

) ™ tha 7. U5 Casst Guard Merchant Mariner Card
B 53ME Nam &R ——

8. LL3. Gilizen 1D Cand (Fofm -197)

DREREROMN; 8. Mativa Arnarkcan tibel document

2) An endorserent af the —— - 6. Identification Card for Use of Rasiden:
individual's status or perale 88 4, Dwiver's license isswad by 8 Canadizn Citizen in the United States (Farm 1-179)
long as that panod af povermrnent authorily

endarsement has not yel
copirad and tha proposed

T. Emgloyment sulhorization document

For persons under age 18 who are faaused by the Daparimant of Homaland

smplayment ie nal in sonfict unable to present a document Sacurity

wilh any rastrictions or abowvea:

"nlmﬂurg.m idanidad on the form, fisted Far sxamples, sae Ssction ¥ and

' 48, Schaol racard or rapart cand Seation 13 of the M-274 on
6. Passport fram tha Federaled States al — - uscis.gowli-S-central.

Micronesia (FSM) e (he Republic of ha 11, Cliris, docar, of hospital record The Ferm 1768, Emglaymant
Miarshall lstands (RMI) with Form H54 or D P Autharization Document, I8 & List A, ltam
Feem 144, indicating nonkmenlgrant - Daycond of nLinary schadl rec Numiber 4, document, nat a List G

sdmigsion under the Campact of Froa
Assaciation Between the United Stabes
and tha FEM ar RMI

documant,




Selt-ldentification Form & Emergency

Contact

Self-ldentification Form

d Allows for reporting requirements to be met in compliance
with Federal Law i g
A

J Disclosure is voluntary

Emergency Contact Form
d Complete entire form
J Sign and date



Declaration of Disability Form

Please complete the entire form
whether you are declaring a
disability or not

Allows Accommodations
Specialist to initiate discussions
about reasonable
accommodations

v Self ification of Di i
Form CC-305 OMB Control Number 1250-0005
Page lof 1 Expires D4/30/2020
Name (Print): Date

Signature:

Why are you being asked te complete this form?

We are a federal contractor or subcontractor. The law requires us to provide equal employment opportunity to qualified peaple with
disabilities. We have a goal of having at least 7% of our workers as people with disabilities. The law says we must measure our
progress towards this goal. To do this, we must ask applicants and employees if they have a disability or have ever had one. Peaple
can become disabled. 50 we need to ask this question at least every five years.

Completing this form is voluntary. and we hope that you will choose to do so. Your answer is confidential. No one who makes hiring
decisions will ses it Your desision to complete the form and your answer will not harm you in any way. If you want to leam more about
the law or this form, visit the U_S. Department of Labor’'s Office of Federal Contract Compliance Programs (OFCCP) website at

www dol goviofeep.

How de you knew if you have a disability?

A disability is a condition that substantially limits one or more of your ‘major life activities.” If you have or have ever had such a
condition, you are a person with & disability. Disabilities include, but are not limited to:

* Alcohol or other substance use  #  Disfigurement, for example, disfigurement  #  Nervous system condition, for example,

disorder (not currently using drugs  caused by bums, wounds, accidents, or migraine headaches, Parkinson's disease,
illegally) congenital disarders multiple sclerasis (MS)

* Autsimmune disorder, for * Epilepsy or other seizure disorder *  Neurodivergence, for example, attention-
example, lupus, fibromyalgia, * Gastrointestinal digorders, for example, deficithyperactivity disorder (ADHD). autism
rheumataid arthritis, HVIAIDS Crohn's Disease, imtable bowsl syndrome spectrum disorder, dyslexia, dyspraxia,

* Blind or low vision * Intellectual or developmental disatility other leamning disabilities

* Cancer (past or present) * Mental health conditions, for example, * Partial or complete paralysis (any causs)

* Cardiovascular or heart disease depression, bipolar disorder, anxisty * Pulmonary or respiratory conditions, for

+ Celiac dissase disorder, schizophrenia, FTSD example, uberculosis, asthma, emphysema

« Cersbral palsy * Missing imbs or partially missing limbs * Shart stature (dwarfism)

 Deaf or serious difficulty hearing  ®  Mokility impaimment, benefiting from the use * TTaumatic brain injury

Diabetes of a wheelchair, scooter, walker, leg
brace(s) andior other supports

Please check one of the boxes below:

[ ‘es. I have a disability.

[ 1 have had a disabiity in the past.

[ Me. | donothave a disability and have not had one in the past.
D | do not want to answer

If you have declared a current disability, please answer the guestions below:

Have you received reasonable accommaodations in the past to help you be successful in work or school?
Ore [ ves: (please specify)

If you haven't received accommodation in the past, is there any accommodations that would help you in the werkplace going forward?
(For ideas on petential accommodations, check out the Job Accommodation Metwork)

CNe [ Yes: (please specify)

The Dccupational Accommodation Specialist is hers to assist you with the accommedation process. Would you like to be contacted by
the Occupational Accommaodation Specialist? [ Yes [ Ne

PUBLIC BURDEN STATEMENT: According to the Paperwork Reduction Act of 1995 no persons are required to respond
toa i [ ion unless such ion displays a valid OMB control number. This survey should take about 5
minutes to complete.




Direct Deposit Authorization Form

J May use up to 3 accounts, but must have set amounts with the remainder
into 1 account

(d Changes can be made at any time via ESS or by submitting a new form

d May terminate through ESS or fill out a Direct Deposit Termination paper
form

d In ESS you do not need to list previous account information
* Paper Form: You will list previous account information for termination of Direct Deposit

1 Fill out account information
* Avoided check is not required if you know your account and routing numbers

d Sign, date, and provide your email address at the bottom!



Direct Deposit Authorization Form

City of Madison
Direct Deposit Authorization Agreement

| hereby authorize the City of Madison to initiate credit entries and to initiate, if necessary, debit entries
and adjustments for any credit entries in error to my account(s) indicated below and the financial
institution(s) named below to credit and debit the same entries to such account(s). If this is changing
banking information, please provide the previous account information.

This authority is to remain in full force and effect until the City of Madison Payroll Office has received

PREVIOUS FINANCIAL

NEW FINANCIAL

written notification from me on its termination in such time and in such manner as to afford the City of

INSTITUTION 1: INSTITUTION 1: Madison a reasonable time to act on it. | understand that, due to circumstances that are beyond the City's
PREVIOUS ROUTING NEW ROUTING control, there may be instances that may delay this deposit.
NUMBER 1: NUMBER 1:
PREVIOUS ACCOUNT NEW ACCOUNT
NUMBER 1: NUMBER 1: MUNIS EMPLOYEE NUMBER REQUIRED: NAME:
PREVIOUS NEW
AMOUNT 1: Net Check NET CHECKING: D SAVINGS [] EMAIL: EMAIL:*
SIGNATURE: DATE:
PREVIOUS FINANCIAL NEW FINANCIAL . . . ) -
INSTITUTION 2: INSTITUTION 2: As a participant in Direct Deposit, Joe Smith . 1234
PREVIOUS ROUTING NEW ROUTING you will no longer receive a printed 1234 Anystreet Court 7,
NUMBER 2: NUMBER 2: check. You will receive an Anycity, AA 12345
PREVIOUS ACCOUNT NEW ACCOUNT electronic Direct Deposit advice via ., '
. . Pay to the order of
NUMBER 2: NUMBER 2: the email address you provide. 4
AMOUNT 2: AMOUNT 2 § cHECKING [ ] savines [] Dollars
Bank Anywhere o
|' 123456780, 123456780123 11234
PREVIOUS FINANCIAL NEW FINANCIAL } +— ——

INSTITUTION 3: INSTITUTION 3: 1 1 1
PREVIOUS ROUTING NEW ROUTING Routing No. Accoonh WMo, Check No.
NUMBER 3: NUMBER 3:

PREVIOUS ACCOUNT NEW ACCOUNT

NUMBER 3: NUMBER 3:

AMOUNT 3: AMOUNT 3: § CHECKING [] sAviNGs [(]




Pay and Leave Benefits




Getting Paid!!!

(d Paychecks are issued every two weeks
1 Shaded dates on the Payroll Calendar are paydays

(1 Step increases after 6, 18, 30, and 42 months

 Salary schedules found online at:
http://www.cityofmadison.com/finance/salarySchedule/

(1 Longevity increases begin in your 5t year
* Longevity pay schedule found in the Employee Benefits Handbook €]


http://www.cityofmadison.com/finance/salarySchedule/

Sick Leave

* Paid Sick Leave
e Earn 0.5 day of sick leave per pay period (13 days/year)

* Accrues to a 150-day carryover limit; balances over 150 days may
cash out at the end of the year
* Please see your Handbook/contract (where applicable) for details
* You must be in paid status for at least 60% of a given pay period to
earn sick leave that pay period

* Can be used for the illness or injury of the employee or an eligible
family member

e Department rules for reporting absences apply



https://www.cityofmadison.com/human-resources/benefits/employee-handbooks

Floating Holidays

* Floating Holidays
* 3.5 days per year (Teamsters receive 5 days after one year of service; none in
the first year)
e Can be used during probation (unlike vacation)

 Typically, you are not allowed to carry these over — the only exception is if
your start date is on or after November 1

* Some contracts may allow payout
* Department rules apply to use of leave

* If you have questions about sick leave or floating holidays, please
refer to your Handbook and/or labor contract (if applicable).



https://www.cityofmadison.com/human-resources/benefits/employee-handbooks
https://www.cityofmadison.com/human-resources/labor-contracts

Vacation

e Paid Vacation Leave

Most employees begin with 10 days per year

* Prorated for part-time employees
Earn additional days every few years

e See vacation schedule in Employee Benefits Handbook
Some time can be used upon successful completion
of the 3-month onboarding report — ask your
supervisor about this when you do your 3-month
report!
Department rules apply to use of leave



https://www.cityofmadison.com/human-resources/benefits/employee-handbooks

Holidays and Paid Leave

 Paid City Holidays
* New Year’s Day, Martin Luther King Jr. Day, Memorial Day, Juneteenth,
Independence Day, Labor Day, Thanksgiving, Christmas
e Sunday holidays celebrated Monday

e Saturday holidays results in an extra vacation day for the year (can be used
after the holiday for which it is earned)

 City Paid Leave Days
* Ho-Chunk Day (day after Thanksgiving)

e Christmas Eve
* New Year’s Eve



Paid Parental Leave (PPL)

* 6 weeks paid leave to care for and bond with a newborn or newly
adopted child, as outlined in the PPL APM and Policy

* Must be employed by the City for at least 12 months to be eligible
for full PPL

 Partial/prorated PPL is possible after at least 3 months of employment!
* Not granted automatically — an application is required

e Questions about PPL, including any questions about the application
process, should be directed to the Leave and Benefits Assistant at
FMLA@cityofmadison.com



https://www.cityofmadison.com/mayor/apm/2-49.pdf
https://www.cityofmadison.com/mayor/apm/hr/APM2-49PaidParentalLeavePolicy.pdf
mailto:FMLA@cityofmadison.com

Insurance and Other
Benefits




Returning Completed Forms

* HR must be in receipt of the following Benefit Enrollment Forms
within 30 calendar days of your first workday in your new position:

Health Insurance

Dental Insurance

Vision Insurance

Life Insurance

Wage Insurance (aka Short-/Long-Term Disability Insurance, Income
Continuation Insurance)

d Flex Spending

OO0 0

* Benefit forms must be received in the Human Resources
Department by the deadline. Failure to submit forms timely will
result in waiting periods and/or underwriting.



Health Insurance

* The City participates in the Group Health Insurance Program (GHIP) through the
Department of Employee Trust Funds (ETF). Our Program Option (PO) is PO 14 -
Local Deductible Without Dental.

* PO 14 has uniform benefits. This means that deductibles, prescription coverage,
copays, etc. are all the same across health plans. The primary differences between
health plan options are 1) service area(s), 2) covered providers, and 3) monthly
premiumes.

* The ETF Decision Guide provides information on health benefit coverage and includes a
summary of uniform benefits on pages 4 and 5.

* The most commonly-selected health plans are listed on the ratesheet in your orientation bag.
All health plan options are listed in the Decision Guide and on page 3 of the health form.

OF EMPLOYEE TRUST FUNDS



Health Insurance

* Employees can sign up for any of the ETF health plan
options. Only three of the HMO options have coverage in
Dane County. These are:

e Dean Health Plan by Medica
* GHC-SCW Dane Choice
* Quartz-UW Health

* All health plans have the same deductibles and the same
two coverage levels (Single or Family).
 Single deductible: $500
* Family deductible: $1,000

 Qut-of-network emergency/urgent care are covered by all
plans as long as the health plan/primary care provider is
contacted within 24 hours following the visit.

2026 Insurance Benefits
Decision Guide

Local Deductible Plan Insurance
for Employees, Retirees, ) .
and COBRA Continuants " Vet'f

00000000

uuuuuuuuuuuuuuuuuuu
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Health Insurance

* Once you are enrolled in health insurance, coverage continues with
your chosen health plan automatically year-to-year unless you
request to cancel (or change plans) either 1) during Open Enroliment
or 2) within the deadline for an eligible qualifying event.

* Qualifying events: Midyear enrollment, change(s), or cancellation all require
an eligible qualifying event. Deadlines apply for all qualifying events (usually
30 calendar days), and documentation is required.

* Open Enrollment: Each fall, there is an annual Open Enrollment period for
enrollment, change(s), or cancellation without a qualifying event.
* Open Enrollment changes are effective January 15t of the upcoming year.

OF EMPLOYEE TRUST FUNDS



Prescription Pharmacy Manager

* The Prescription Pharmacy Manager for all health plans is Navitus.

e Navitus is a third-party administrator of your prescription drug program, which negotiates rebates and
discounts on behalf of the City’s Group Health Insurance Program

* The Navitus member card is different from your health plan membership card

* The pharmacy benefit includes co-payments for most prescriptions

* Based on a formulary established by a committee of physicians and pharmacists and revised each
year

* Includes four levels of co-payments:
e Level 1: S5
* Level 2: 20% of Navitus negotiated cost (S50 max per fill) W
* Level 3: 40% of Navitus negotiated cost (5150 max per fill) 7
* Level 4: $50 Copay (must be filled at Lumicera or UW specialty pharmacies) w.®'%s =
* More information can be found on page 5 of the Decision Guide

7

NAVITU



New system announcement!

 ETF is in the process of transitioning to a new (and improved!) online health
insurance system! This system is set to go live on July 1st. After July 1%, all

health insurance enrollments, changes, and cancellations will be made via ETF’s
My Insurance Benefits portal online.

 Good to know:

* There is an ongoing health insurance processing freeze for employers through mid-June.
This does not impact deadlines to turn in paperwork to HR.

* To access My Insurance Benefits, you will need a MyWisconsin ID. If you do not already
have one, we’d recommend setting it up before July!

 Starting in July, health premiums will shift to month-of billing. If you elect to enroll in City
health insurance, you will see your July health premium deducted on the first paycheck in

July. Q"’

nnnnnnnnnnnnnnnnnnn
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Health Insurance Application

C’e‘{-f Health Insurance Application/Change Pa ge 1

F. 4543
eff.
ertain times throughout the year when you may enroll in health in: ange your coverage. Visit M °
ﬂ\mg fben fits-by-employer to learn more about choices available to you d howlo enroll. Return this . ec Io n
completed form to your employer. Print clearly. Please read the terms ar dc‘.o dn n page 6. Sign on page 4. L
Your health insurance deductions will be taken pre-tax unless you request they be laken pnst-lax Contact your

T ————— [ Fillin all boxes, including date (if applicable) for marital

1. Appli Inft ion Only the applying for coverage/making a change should complete this form.

Check here if your name, phone, address, email, or marital status has changed: || List updated information below
MName First ‘ M. | Last Former/Maiden (if applicable) St a t u S

:ML \ d  Make sure you include your Social Security Number (ETF ID
= may not have been assigned yet)
OMale []Female

T et saaseg | e DOt s e Section 2:

(MWD
Please check which applies to you (this determines your eligibility)

Y d Complete if applicable (only required if spouse will be

Birth date ‘ Primary care physician or elinic Health plan may also ask

2. Sp Inf ion (Only complete if you are on a family plan; not required for single caverage) . . . .

et s [ e[ covered) — documentation required if covering spouse
Birth date ‘ SDB];,qah O] Femsie Primary care physician or clinic Heaith plan may aiso ask °

Check here if your spouse's i ion has [l . Se ct I o n 3 :

7 ﬁiu“zwmw d Complete if applicable (only required if child(ren),
stepchild(ren), or permanent legal ward(s) will be covered)
— documentation required if covering any dependent(s)

1 Ensure all details are included in Dependent Information

| | (e.g. legal name, Social Security Number,
Is any dependent listed here your or your spouse’s grandchild? [] Yes [ Mo . . . b
ifyes nameofparent- date Of blrth’ SeX’ relat|0n5h|p’ etc-) v etf

£r-201 (REV ar132020) (0O 0 Page 100

nnnnnnnnnnnnnnnnnnn
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Health Insurance Application

Hame: ETF ID:
4. Are you eliglble to enroll or make a change?

You can modify your benefits during the annual I'YC open envollment, your initial hire period and in response fo an [
eligible life event change. Eligible life changes are listed below. [ ] Sectlon 4. Pa e Z
Reason for Application: Select a reason for lling or your ge or health plan: ]

[[] Annual health benefits open enroliment (coverage effect January 1).

] New hire {Choose date your coverage will be effective, see below).

_| Rehired annuitant. D C h k N H M
| Eligible life event change (select change below). Life event change date: e C e W I re

] Eligible move to a new service area {(may only change health plan). Move dale:

New hires or employees returning from leave (lapsed coverage) enly: Choose your coverage to be effective: .
] When my employer contributes to my premium_ D Check One Of the fOIIOWIng:
[ As soon as possible {you will pay the entire monthly premium until you are eligible for your employer contribution).
] 1 choose to decline/waive coverage (to decline heaith insurance and elect the opt-out incentive, go to section 12).
11 choose to decline/waive coverage because | have other health insurance coverage (go fo section 13 and sign). D

Eligible life event changes, which allow you to make a change outside of the annual health benefits open enroliment {or
your initial hire period), include birth/adoption, marriage and divorce. \Visit etf wi govinsurance/life-events-guide for more.

When my employer contributes to my premium (first box)

it o et s 8  Assoon as possible (second box) — coverage starts on the next

e et s 1t of the month; employee must pay total premium (employee
[ Birth or adoption® [ Disabled dependent disability end or

0 7€ e it o S e o S0 + employer portions) for that month’s coverage

[ Envollin COBRA (Continuation-Conversion Notice (ET-2311) [ Grandchild's parent age 18
required) [J Adult dependent eligible for other coverage|

I g s Domer Q I1choose to decline (fourth box)

] Loss of employer contributions or loss of other coverage®
[ Paternity acknowledgment*

o
] Legal wardiguardianship* [ J S e ct I O n 5 L
] Disabled dependent, age 26+* *You may be required to provide supporting L
. o

] Dependent not on initial judes adult

See etf wi.gowlife-change-event-d

] other

T O Indicate Individual or Family

Compare factors like monthly payments, coverage levels, out-of-network benefits, and provider availability. See your health
benefits materials or your empioyer for specific aptions available fo you, and descriptions of each plan design. If you are not
ing the oplions balow. you do not need o this section.

Lo i chonn m et g Do s P BT v D I The City’s Health insurance program does not include HDHP

Individual or family coverage? [ |individual [T] Family

With or without Uniform Dental? [_]With dental  [_|Without dental Or Dental, SO thOse boxes dO nOt apply

If you choose with dental, your dental plan will be Delta Dental.
State amployees: I you elect HDHP, you must alse enroll in the stale-sponsored health savings account (HSA). You are not j

eligible for an HOHP if you have other coverage. You may enroll in an HDHP if your dependents have other coverage.

Local Wi in Public (WPE) employ : You can only enroll in the plan designs your employer offers, including
dental. Check with your emplayer.

If you want to enroll in dental, make sure you submit the 1
separate dental application!

B
ET-2301 (REV 9/13/2023) Page 20f 8 v et
or tunio

v
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Health Insurance Application

Mam:

ETF Member iT

6. Select Your Health Plan

AN haakth plans provide the same in-nafwork banefits. mmam consider where you live or werk, health plan

quality radings and fe manthiy L. See powr i far your opffans. Heallfy plan prowider
direciorias are avaisbiz aniine.
[ AcesssPlan ] Medical Assaciales Heallh Plans

] Aspirus Heallh Plan

] CareSource with GHC of Eau Claire

] Dean Heallh Pian by Medica

] Medica West and Mayo Clinic Health System
[ GHC of Eau Claire Grealer Wisconsin

[ GHC of Eau Claire River Region

[ GHC of Scuth Central Wisconsin Dane Choice
[ GHC of South Ceniral Wisconsin Neighbars
[ HeatmPartners Healh Plan Southesst

[0 HeammPartners Healh Plan West

10001

oopooi

MercyCare Health Plans
Metwork Heallh

Prevea3ol Easl

Quartz Cenlbral

Quartz UW Health

Quartz Wesl

Raobin with HealthPariness
Security Health Plan

State Mainlenanos Plan (SMP)

7. Bﬂnﬂmﬂwumuwdvnurﬂunmdumamlﬂmmdlwﬂudm
yoursaf. Elgibiliy reasons inciude age, disabiity ar end-stage renal

for af persons covensd by Medicave, inciuding
rESRﬂ.I

Mame (First, ML, Lasfy

Mzdicane ramber (see your |Par A PariB
Medicane 1D cand) effedive date |efledive date

Wity elighie

O Age
O Disabiity
[ ESRD

O Age
1 Disabiity
O ESRD

O Age
O] Disabiity
[0 ESRD

&. Remove a Spouse or Dependent(s)

Mame of person(s) you are removing (First, AL, Las)

Birth date

iddress [ diflzrent than your address on page 1}

9. Cc if you are Changing from Family to Individual Coverage

Il your employes maonthly premium share is pre-las, IRC Seclion 125 reslricls midyear changes (o your coverage. For morne
nfarmation on IRC Seclion 125 Emilalons, visil www. s gov.

My employes-required monthly premium contribution is deducted [check ane):
[ Pre-tax and my employes premium contibulion has increased significantly

] Pri-ta ebgibhe ife event change
What was the eveni?

[ Pre-tax change o individual dusing anmual open enmoliiment pesod (Januany 1)
] Post-tax (ridyear changes 1o coverage level can be mads al any Gime)

Ewveni dabe:

Page 3

Section 6:

 Check the box of the health plan that you selected

Section 7:

O Fill out all of Section 7 if applicable; skip if not applicable

Section 8-9:
O Skip these Sections

vet

WISCONSIN DEPARTMENT
OF EMPLOYEE TRUST FUNDS



Health Insurance Application

12. State Employees Only: Decline Health Insurance & Elect the Opt-Out Incentive

Are you electing to receive the opt-out incentive for 2023? [ ] Yes [ |No

If yes, you certify you are eligible for the opt-out stipend and are not currently, nor will be this program year, a covered dependent
under the State of Wisconsin Group Heaith Insurance Program, and that you did not decline or waive coverage in 2015.

13. Signature Required If not signed, ETF cannot accept your application

By signing this application, | apply for the insurance under the indicated health insurance contract made available to me through
the State of Wisconsin and | have read and agreed to the Terms and Conditions (see page 6). A copy of this application is
considered as valid as the original. In addition, to the best of my knowledge, all statements and answers in this application are
complete and true. Providing false information is punishable under Wis. Stat. § 943.395. Additional documentation may be
reguired by ETF at any time to verify eligibility.

Signature Date (MMIDDYYYY)

This form must be turned in directly to Human Resources
within 30 calendar days from date of hire even if you are
waiving coverage!

Page 4

Section 10: skip

Section 11:

d Complete this Section if you
have additional coverage that
will overlap with the
insurance provided by the
City; otherwise, check “no”

Section 12: skip, does not
apply to City employees
Section 13:

d Sign and date Q"’ £

nnnnnnnnnnnnnnnnnnn
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Dental Insurance

* Provider: Delta Dental

* Available to all permanent City Employees with no waiting period after the
effective date

* Preferred Provider Organization (PPO)/Premier Plan — See Delta’s website for
PPO and Premier Network Providers
* Three levels of benefits available
* Highest level of benefits if you choose a Preferred (PPO) network Dentist

e Second highest level of benefits if you choose a Premier network Dentist
e Qut of network Dentists result in lowest level of benefits

* Premium taken out of second biweekly paycheck of the month (for the
following month’s coverage)

2026 Monthly Delta Dental Premiums
» Employee Only: $38.25 (Single) Employee + Spouse: $87.50

__________________________________________________________________________________________________________________________________



Dental Insurance Application

Delta Dental of Wisconsin

Enrollment/Change/Waiver Form - Dental

PLEASE NOTE THAT COMPLETING THIS FORM DOES NOT GUARANTEE COVERAGE.

— * Application

502

GROUP NUMBER . EFFECTIVE DATE

° °
COMPLETE THIS SECTION IF YOU ARE ACCEPTING, CHANGING, OR TERMINATING COVERAGE L4 ( O I I l p I ete p a p e r a p p I I Cat I O n a n d ret u r n
EMPLOVEE LUST HAME First m SSN OR EMPLOVERASSIGNED 10 | DATE OF sex

BRTH om0 o w [ Foom

= to HR within 30 calendar days of date of

EMPLOYER NAME

EMPLOYVER LOCATION ary ST DarE OF

woe | e w [Ty hire even if you are waiving coverage!
e City group number is 502

* Enrollment only upon hire, in the annual
Open Enrollment period, or with a

City of Madison

ojogoooo
o | o o o

[_INEw ENROLLEE | |REHIRE (Date: ) WHAT TYPE OF COVERAGE ARE YOU APPLYING FOR?

IF THIS IS FOR CHANGE, WHAT IS THE REASON? Date [ Employee Only Oemployee & Spouse ° . .
Queutted [ Employee & Childiren) [JEntire Family

[ sirth/adoption (Name: )

[ marriagej [ Divorce YOUR MARITAL STATUS. Osingle  [Married

[ add [ brop Dependent (Hame ) If you are not accepting coverage for your spouse or dependents,

[ Termination of Benefits (Reason: )

are they covered by another dental plan? [JYes [Jno
[J Loss of Dental Benefits

; — * Dental cannot be terminated mid-year
R ——— - except with an eligible qualifying event

[ coera Application
L8 ‘ S5M OR EMPLOYER-ASSIGHED 10 PLEASE CHECK ONE:

EMPLOVEE LIST HAME FIRST

1 have coverage through my spouse

s e Deadlines apply to all qualifying events

| ] WAIVE COVERAGE ~ x

Signature is Required Date

Acceptance of Coverage Waiver of Coverage

| accept the insurance provided by my employer's group insurance plan. | authorize | understand that if | decide not to apply for caverage, or if | apply anly lor single coverage

deductions fram my eamings lor the required contribulions toward the cost of insurance.  even hough | am eligible for family coverage. any subsequent application will be subject
o the applicable terms and conditians of the Master Agreement ta Pravide Dental Benefits,

which may require additional limitations and wailing pedads. | also understand that Delta

make an elective change in the coverage selected until the next open enrollment period, if  Dental of Wisconsin, Inc. reserves the ight to reject such an application

®




Vision Insurance

* Provider is DeltaVision

* Available to all permanent City employees with no waiting period after the
effective date

e City group number is 43429

* Network Benefit/Non-Network Reimbursement — See Delta’s website for
Network providers

* Premium taken out of second biweekly paycheck of the month (for the
following month’s coverage)

2026 Monthly DeltaVision Premiums
: Employee Only: $5.97 (Single) Employee+Spouse: $11.94
: Employee+Child(ren): $12.19 Employee+Spouse+Child(ren): $18.16 (Family)

DeltaVisiory



Vision Insurance Application

m Delta Dental of Wisconsin
Enrollment/Change/Waiver Form - DeltaVision

PLEASE NOTE THAT COMPLETING THIS FORM DOES NOT GUARANTEE COVERAGE.

EMPLOYER USE ONLY

43429 L4 L4
GROUP NUMEER EFFECTIVE DATE . p I Ca t I O n

COMPLETE THIS SECTION IF YOU ARE ACCEPTING, CHANGING, OR TERMINATING COVERAGE

EMPLOYEE LAST NAME FiRsT ML | 55N OR EMPLOYER-ASSIGNED 16 | DATE OF BIRTH (M/B/Y) | GENDER
F u
|_‘ L] L]
* Complete paper application and return to HR
EMPLOYER NAME EMPLOYER LOCATION Ty stare DATE OF KIRE (M/D/Y)
City of Madison Madison W

LIST ALL ELIGIBLE FAMILY MEMBERS TO BE COVERED
SROUSE LAST NAME (IF DIFFERENT) FIRST i

within 30 calendar days of date of hire even if
waiving coverage!
* Enrollment only upon hire, in the annual Open
Enrollment period, or with an eligible midyear
Il = == sy qualifying event

[ Marriage/[JDivorce YOUR MARITAL STATUS Osingle [OMarried

GENDER
M DATE OF BIRTH (M/D/¥)

c

a

ooodoo. |a

CHILO/DEPENDENT LAST NAME (IF DIFFERENT)

[ g [ (|
[y (]

N FOR SUBMITTING THIS FORM C GET

D NEW ENROLLEE D REHIRE (Date: ) 'WHAT TYPE OF COVERAGE ARE YOU APPLYING FOR?

[ addA]Drep Dependent (Name: » If you are not accepting coverage for your spouse or

| g e * Vision insurance cannot be terminated

] Name Change (Former Name: ) D ACCEPT COVERAGE

[ Address Change ¢ b}

o = midyear except with a qualifying event

\ ONLY IF YOU ARE WAIVING

EMPLOVEE LAST NAME FIRST 5N OR EMPLOYER-ASSIGNED |0 | PLEASE CHECK ONE:

—— T * Deadlines apply to all qualifying events

1 ga net have other vision coverage

[ |WAIVE COVERAGE X

Signature is Required Date

Acceptance of Coverage Waiver of Coverage

| accept the insurance provided by my employer's group insurance plan. | authorize:
deductions from my eamings for the required contributions toward the cost of
Insurance. (This authorl lies only if employee b are required.)
I understand that by accepting insurance, | am required to remain enrolied as a
covered employee and cannot make an elective change in the coverage selected
until the next open enrollment period, If there is one provided for in the Master
Agreement to Provide Vision Benefits

1 understand that If 1 decide not to apply for coverage, or if | apply enly for
single coverage even though | am eligible for family coverage, any subsequent
application will be subject to the applicable terms and conditions of the Master
Agreement to Provide Vision Benefits, which may requive additional limitatiens
and waiting periods. 1 also understand that Delta Dental of Wisconsin, Inc. reserves.
the right to reject such an applicaticn.

DeltaVision s administered by Wyssta Insurance, a Delta Dental of Wisconsin Cempany, in cenjunction with EyeMed Vision Care.

DeltaVisiory



Life Insurance

* Provided through The Hartford
 Employee Coverage is available in four levels:

e Basic (highest annual earnings of record rounded up)
* Basic + 50% Supplemental (Basic x 1.5)
e Basic + 100% Supplemental (Basic x 2)
e Basic + 200% Supplemental (Basic x 3)

* The City’s coverage is group term insurance, meaning coverage for the term of
which the premium is paid

* The initial Basic coverage amount is determined by your annual starting pay
rounded up to the next highest thousand (if not already an even multiple of
$1,000)



Life Insurance

* Dependent coverage is available in 1-2 units (51.75 each):

* 1 unit: $10,000 coverage for child(ren), $10,000 coverage for spouse
2 units: $15,000 coverage for child(ren), $20,000 coverage for spouse

* In order to enroll in dependent coverage, you must be enrolled in at least the
Basic level of employee coverage.

e Each unit of dependent coverage is an “umbrella” that covers any/all eligible
dependent(s), which for dependent coverage purposes includes spouses to age 65
and/or dependent child(ren) to age 26.

* Because the Hartford prohibits dual/double coverage on the City's plan, unit(s) of dependent
coverage only apply to a spouse/child(ren) who do not have their own City life insurance
coverage, and eligible child(ren) can only be covered by one set of City dependent coverage
unit(s) at a time.



Life Insurance

* Enrollment/Changes:

» After the initial new hire enrollment window, enrollment (and/or increasing coverage)
requires either:

1. An eligible qualifying life event, such as birth/adoption, marriage, or divorce (limitations
and deadlines apply), or
2. Approval via the medical underwriting process

 Life insurance coverage can be reduced or cancelled at any time.

 Beneficiaries:

* Can be a person/people, trust(s), or organization(s); you cannot designate
animals/pets as beneficiaries.

* Your beneficiary designation is in effect until you actively change it — qualifying events
do not negate prior designations.



Life Insurance

e Life Insurance Premium Coverage

* Based on age and benefit amount; premiums and Under 25 05

coverage are recalculated annually each summer 2o e —

* Inexpensive —increases over time 30-34 08

e Taken from 15t paycheck of mo. 32°39 09

. . . 40-44 10

* Payments can continue into retirement 1519 o

* No premium after 70 if working, 65 if retired, and '

) ) ) 50-54 23

still get 25+ percent of Basic coverage paid! e co 4s

* Application must be received in HR within 30 60-64 7

calendar days of date of hire whether 65-69* 57
enrolling in or waiving coverage Over 69* Free - basic

coverage only
*Over age 65 rates and coverage apply only if working



Group Term Life Insurance

City of Madison
GROUP TERM LIFE INSURANCE, DEPENDENT LIFE, and
ACCIDENTAL DEATH AND DISMEMBERMENT PAGE 2 of 2
ENROLLMENT/CHANGE FORM

Submit completed form to: IN S-THUCTIDHS

City of Madison Human Resources Department
215 Martin Luther King Jr Blvd Suite 261, Madison, Wl 53703

Check all applicable boxes: 1. Complete all sections of the form that are relevant to the enroliment/change that you are making.

] Initial =] Coverage [] Reduce g o D Coverage 2. The Signature of the Insured must be in non-erasable ink. Typed signatures, including DocuSign, are not

[]Increase Coverage* [ Information Change [ | Beneficiary Change [[JwWaive/Cancel Coverage ac“Eﬂd,

e tioloms aPhlys o o cppraved Eokinrin o igraiitty (Eon Avphcatton T e s hls sus(ying susnt (deedlines sad 3. Ifthe proposed beneficiary iz a married woman, fill in her own given first and middle names, not those of

SECTION 1 Employee Information and Coverage Eleciions [COMPLETION GF THIS SECTION TS REQUIRED] her husband.

PRINT NAME (Last, First. Middle Initial) DATE OF BIRTH (mm/delyyyy) 4. Ifyou have named more than one banaflclary and have not designated the share for each, the benafits
will be paid equally or to the survivor.

List any Former Name(s) {Last. First, Middle Initial) (Separate multiple former names with a semicolon (;)) 5. If your benaficlary I= a minor (under age 18 in the State of Wisconsin), banafits will not be releasad

directly to the minor, but instead to the court-appointed guardian of the estate (or property) of the minor.

DEPARTMENT NAME DATE OF PERMANENT HIRE MUNIS ID # (EMPLOYEE ID #) Guﬂl‘dllﬂship of a minor's "parsnn“' i= not the same as guardlarlshl p of a minor's pmpﬂrty.

SELECT EMPLOYEE COVERAGE: SELECT DEPENDENT COVERAGE:
[[] BASIC COVERAGE only (units of coverage for employee’s spouse and/or child(ren))
[] BASIC plus SUPPLEMENTAL COVERAGE: CJ1UNIT or [J2UNITS or []NONE EXAMPLE WORDING OF TYPICAL BENEFICIARY DESIGNATIONS
[JpLus s0% [JPLUS 100% [ ] PLUS 200% Beneficiary for Dy Ci is the Ei
SECTION 2: Beneliciary Designation 1. One beneficiary only: Mary E. Doe, Wife. (& marmied woman should not be designated as Mrs. John Doe)
BENEFICIARY DESIGNATION: FRINT (See reverse sids for suggested wording] 2. Two baneficiaries (aqual amounts): John H. Doe, Father, and Mary E. Doe, Mather, equally or the surviver
Primary: 3. Three or more beneficiaries (equal amounts): John H. Doe, Father, Mary E. Doe, Maother, and Stella Doe,
Sister, equally or the survivons).
4. Unequal amounts: 75% to John H. Doe, Husband, 25% to Elizabeth M. Jones, Mother.
: 5. Primary and Contingeant banaficiaries: John H. Doe, Hugband, if living, otherwise to Jeff W. Doe, Son, and
Jame M. Smith, Daughter, equally or the survivor.
SECTION 3: A of Coverage andlor A dgment of Beneficiary D 6. Partnership beneficlary: Smith, Jones, and Brown, a parinership consisting of John A. Smith, Elizabeth M.
[11 hereby request the amount of life insurance for which | am eligible and authorize the deduction from my
earnings of the amount required to cover my share of the premiums. | reserve the right to revoke this JDHB!E, and Hﬂnﬁ' D. Brown.
daduction autharization and tharaby undarstand that covarage ceasas at any tima on written notica. 7. Common Disaster Clause: John H. Doe, Husband, if living an the 15 day after the death of the insured;
o o e B B e e o slgnation of Benficary by otherwise to Jeff W. Doe, Son, and Jane M. Smith, Daughter, equally or the surviver.
cignature 8. Estate of the Insured (certified estate papers issued by the Court are required)
9.

Trust (a Charitable, Living, or Testamentary trust may be named. Employvees are strongly encouraged to seek
Date Signed professional advice to correctly provide this option. )

SECTION 4: Waive or Cancel Coverage (COMPLETE THIS SECTION ONLY IF WAIVING/CANCELING COVERAGE)
[C11do pat wish to participate in the City of Madison's Group Life Insurance, Dependent Life, and AD&D Plan.

Signature For additional information on this plan, visit https/fswww.cityofmadison.comhuman-resources/benefits/life-insurance

Date Signed
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Income Continuation (Wage, Disability)

Insurance

* Also called Wage Insurance, Short/Long-Term Disability Insurance
* Provided through The Hartford
Insures employees up to 65% of regular salary (51,875 maximum weekly benefit)
Benefits cover non-work-related injury and illness
Provides short (3 years) and long-term benefits (up to retirement)
Must exhaust all available sick leave before payments start

* Enroliment
e Coverage begins on date of enrollment

e After the initial enrollment window ends, enrollment in wage insurance is only possible
through medical underwriting approval. There is no other opportunity to enroll without
underwriting.

* Application must be received in HR within 30 calendar days of date of hire whether
enrolling in or waiving coverage



Income Continuation (Wage, Disability)

Insurance

* Wage Insurance Premiums:
e Taken out of the second check of each month

* The percent of the premium paid by the employee vs. City is based on a combination of bi-
weekly wages, accumulated sick leave, and sick leave used/accrued per annual tracking
period (Sept-Sept), and is adjusted annually

* 100% of the premium is paid by the City if accumulated sick leave is over 100 or 120 days,
depending on comp group

* An employee must be employed for 6

Sick Leave Used Sick Leave Accrued Employee Pays

. 0-3.00 days 10.00-13.00 days 0%
months as of the annual recalculation 3.01-4.00 days 9.00-9.99 days 20%
in order to be eligible for their premium 4.01-5.00 days 8.00-8.99 days 40%
to change. If employment begins after 5.01-6.00 days 7.00-7.99 days 60%
April, the first recalculation will be 6.01-7.00 days 6.00-6.99 days 80%

October of the following year. 7.01+ days 0-5.99 days 100%



Income Continuation

Insurance

Wage, Disability

City of Madison
SHORT TERM & LONG TERM DISABILITY INSURANCE
(WAGE INSURANCE) ENROLLMENT/CHANGE FORM

Submit completed form to:
City of Madison Human Resources Department
215 Martin Luther King Jr Blvd Suite 261, Madison, Wl 53703

Check all applicable boxes:
[ initial [ Beneficiary Designation Change ] Name Change || Walve/Cancel Coverage
* Enroliment beyond 30 calendar days from date first eligible requires an approved Evidence of Insurability (EOI) Application

SECTION 1: Employee Information (COMPLETION OF THIS SECTION IS REQUIRED)

PRINT NAME (Last, First, Middle Initial) DATE OF BIRTH [mm/adyyyy)

List any Former Name(s) (Last. First. Middle initial) (Separate multiple former names with a semicolon (:))

DEPARTMENT NAME DATE OF PERMANENT HIRE MUNIS ID #

SECTION 2: Beneficiary Designation

BENEFICIARY DESIGNATION (See reverse side for suggested wording)

Primary:

SECTION 3: A tance of Coverage and/or Acknowledgment of Beneficiary Designation

[ 1 hereby request the amount(s) and form(s) of insurance coverage for which | am or may become eligible
under the insurance policy or policies. | authorize the deduction from my of the amount required to
cover my share of the premiums, If any. | reserve the right to revoke this deduction authorization at any time
on written notice.

[[] Under and subject to the terms of the Group Policy, | hereby annul and revoke any former Designation of
Beneficlary by me made, and | now desi; my Beneficlary or Beneficlaries as indi d above.

Signature

Date Signed

SECTION 4: Waive or Cancel Coverage (COMPLETE THIS SECTION ONLY IF WAIVING/CANCELING COVERAGE)

[11 do not wish to participate in the City of Madison's Group Short Term & Long Term Disability Insurance Plan.

Signature

Date Signed

FOR EMPLOYER USE ONLY

EFFECTIVE DATE OF COVERAGE /mm/dd/yyyy)

PAGE 1 0of 2

PAGE 2 of 2
INSTRUCTIONS

1. Complete all sectlons of the form that are relevant to the enrollmentichange that you are making.

2. The Signature of the Insured must be in non-erasable ink. Typed signatures. including DocuSign, are not
accepted.

3. If the proposed beneficiary is a married woman, fill in her own given first and middle names, not those of
her husband.

4. If you have named mora than one beneficiary and have not designated the share for each, the benafits
will be paid equally or to the survivor.

5. If your beneficiary is a minor, benefits will not be released directly to the minor child but instead to the

court-appointed guardian of the estate (or property) of the minor child. Guardianship of a minor child's
“parson” i& not the same as guardianship of a minor child's property.

EXAMPLE WORDING OF TYPICAL BENEFICIARY DESIGNATIONS

@ ;A W

One beneflclary only: Mary E. Doe, Wife. (A married woman should not be designated as Mrs. John Doe)
Two beneficiaries (equal amounts): John H. Doe, Father, and Mary E. Doe, Mother, equally or the survivor
Three or more beneficlaries (equal amounts): John H. Doe, Father;, Mary E. Doe, Mother; and Stella Doe,
Sister, equally or the survivor(s).

Unequal amounts: 75% to John H. Doe, Husband; 25% to Elizabeth M. Jones, Mother.

Primary and Contingent beneficiaries: John H. Doe, Husband, if living; otherwise to Jeff W. Doe, Son; and
Jane M. Smith, Daughter, equally or the survivor.

Partnership beneficiary: Smith, Jones, and Brown, a partnership congisting of John A. Smith, Elizabeth M.
Jones, and Henry D. Brown.

Common Disaster Clausa: John H. Doe, Husband, if living on the 15" day after the death of the insured:
otherwise to Jeff W. Doe, Son; and Jane M. Smith, Daughter, equally or the survivor.

Eztate of the Insured (certified estate papers issued by the Court are reguired)

Trust (a Charitable, Living, or Testamentary trust may be named. Employees are strongly encouraged to seek
professional advice to commectly provide this option_)

For additional information on this plan, visit https://www . cityofmadizon commhuman-resources/benefitswage-insurance



Flex Spending

 Flexible Spending Accounts (FSA) allow you to defer funds from your paycheck pretax
for use towards eligible expenses. City FSA is administered by Total Administrative
Services Corporation (TASC).

* Annual Enrollment is required each year if participating.
* If you enroll, your contributions will be deducted in equal amounts from each paycheck
pretax throughout the Plan Year.

* Two types of accounts are available: Healthcare Flexible Spending Accounts (also
known as Medical FSA) and Dependent Care Flexible Spending Accounts (DCAP).

Healthcare Flexible Spending Account (Medical FSA): $3,400 maximum allowed annually (2026)
Dependent Care Flexible Spending Account (DCAP):
* $7,500 maximum allowed annually per household (regardless of number of dependents)

* $3,750 maximum allowed annually for married individuals filing separately ‘ITLTASC




Flex Spending

* Healthcare Flex Spending:

* You will have access to your total Healthcare FSA annual contribution at the start of the Plan Year

(or once your election is processed, if enrolling as a new hire).

* Healthcare Flex Spending funds cannot be used toward employee health, dental, or vision

premium contributions, but can be used for the annual deductibles.

* |If your spouse has a Health Savings Account (HSA) through their employer, you are ineligible to

participate in Healthcare Flex Spending. (You can still participate in DCAP if you have eligible
dependents.)

* Dependent Care (DCAP):

Dependent Care (DCAP) FSA funds are available up to the current account balance only.

DCAP is not for dependent or spouse medical expenses — it is only for the cost of care for eligible
dependent(s) that enables you to work, such as daycare expenses.

The TASC card can only be used for Healthcare FSA expenses; DCAP claims must be submitted for

reimbursement.



Flex Spending

* Process:

Your TASC Card can be used to make eligible purchases directly from vendors for
Healthcare FSA

Requests for reimbursement for Healthcare FSA or DCAP can be made via the TASC
Mobile App, online, or paper form (fax or mail)

Reimbursements can be directly deposited in your checking/savings account

Funds cannot be transferred between Healthcare FSA and DCAP accounts

Eligible claims must be incurred during the Plan Year (with grace period through
March 15t) and submitted by March 315t

For more information, including information on eligible purchases, go to
www.tasconline.com



http://www.tasconline.com/

Flex Spending Enrollment Form

EMPLOYEE ENROLLMENT FORM
Flexible Spending Account (FSA)

City of Madison ° Enrollment Form

Instrisctions: Fease sign, dete, and complets each line on the enrollment form, Enter zaro (0) where no amaunt is baing
elected. Retumn the mmlhedanulsnedfa 0 your emnlwwf procassing,

otmperton: oo e — * Complete paper application and return to HR within 30

[ Participant Flen Effective Date: | [ First Payrall Date: |

R R calendar days of date of hire if enrolling

LTASC

vl

Al il are required for ecount setup, Information ks confldentlal and fs nat used for marketng purpos

e : - — * Enrollment only upon hire, in annual Open Enrollment
v e | i period, or with a midyear qualifying event

S ' [onomaicoin | [ | . . .
s ] i L * Once the first payroll with your Flex election has been
D processed, neither coverage, election, nor contribution
SR T can change without a qualifying event
Pl L Lt * Flex spending contributions cannot be terminated or

TASC CARD

[ e ————r————— changed midyear except with an eligible qualifying

dapendent frae afcharge. Cards are mailed ta your home addrass 7-10 days after your enrollment has been processed.

To request an odditlanal TASC Card for your spolse or dependent, print theie nama below for request vin TASC web portall:

. event — deadlines and restrictions apply

1 | Spouse or Depencent Mame (First, M, Last):

Dependent Nama {First, M, Last):

[ | * Examples of qualifying events

. *EpUTHORIZATION SIGNATURE REQUIRED DN PAGE 2%%

LTASC

TASC | 2302 intermational Lane | Madisen, W1 53704-3180 | 1-800-422-4661 | wew tasconline.com | To-zoos-1imiiz
Thee Iryformation contaied i this communiogtion b conffomtiaf oo be ced by TASC fer coly ‘ I
. ETASE



Pension

* Defined Benefit Plan through the Department of Employee Trust
Funds (ETF) — Wisconsin Retirement System (WRS)
 Participation is mandatory and automatic if eligible
* Comes out of paycheck each pay period pre-tax
* Eligibility
* Must be 60% full-time equivalent or more for permanent employees
expected to work at least 12 months and hired after July 1, 2011
* Hourly employees must work 12 months and 1,200 hours

* Employees hired after July 1, 2011, become vested after 5 years of WRS
creditable service

nnnnnnnnnnnnnnnnnnn
OF EMPLOYEE TRUST FUNDS



Pension

e Contributions

 Mandatory

 City pays employer portion of 7.2% (2026 rate)
* Employee pays employee portion of 7.2% (2026 rate)

* Voluntary

Additional contributions can be made after taxes to supplement regular WRS contributions
Additional contributions are subject to federal limits

e Service Credit Purchase

You left WRS employment, took a separation benefit and returned to WRS employment. You
may be eligible to buy Forfeited Service.

You are not a teacher and you began your WRS service before January 1, 1973. You may be
eligible to buy Qualifying Service.

You have worked for a non-WRS public employer at the federal, state, or local level. You may
be eligible to buy Other Governmental Service.

http://etf.wi.gov/publications/et4121.pdf QA’

nnnnnnnnnnnnnnnnnnn
OF EMPLOYEE TRUST FUNDS


http://etf.wi.gov/publications/et4121.pdf
http://etf.wi.gov/publications/et4121.pdf

Pension

 Funds

e Contributions are automatically placed in the Core Trust Fund, which is
more stable and invested in a combination of bonds, fixed income
securities, and common stock.

* Employees can opt to place 50% of contributions into the riskier Variable
Trust Fund (VTF), which is invested in a diversified equity portfolio.

* Employees can opt into the VTF at any time. If the enrollment form is
received more than 30 calendar days after the date WRS participation
begins, VTF participation will not start until the next January 15t

* VTF enrollment may be effective on the first day of WRS coverage if ETF receives the
form within 30 calendar days after the date WRS participation begins.

* If an employee enrolls in the VTF and then elects to stop VTF -9
contribution, there is no re-entry to the VTF. ﬁ etf

OF EMPLOYEE TRUST FUNDS




Pension

* Retirement
 Normal age is 65, or 54 for protective service employees
* Minimum age is 55, or 50 for protective service employees

* No age reduction factor for monthly benefit if employee has 30
years creditable service and retires at age 57 or later

* Intent is that benefit will provide total retirement income of
between 50% and 85% of salary for career employee when added
to Social Security

* More details are available from ETF here:
https://etf.wi.gov/retirement/saving-retirement/when-can-i-retire

nnnnnnnnnnnnnnnnnnn
OF EMPLOYEE TRUST FUNDS
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https://etf.wi.gov/retirement/saving-retirement/when-can-i-retire

Pension

Wisconsin Department of Employee Trust Funds

Ticiisen, W £a707-7001 . . . Complete if applicable
sthwigoy Beneficiary Designation Beneficiary of:

1-877-533-5020 (1ol free)

Fauc: (608) 2674540 Wis. Stat. § 40.02 (8) (a) and 40.74
Do not submit to your empiloyer Alternais Payee of:
" e ‘ Refer to Instructions on reverse

T Do not alter this form
Type or print in ink

Your
Name First Middle . Last Formerimaiden Social Security number or ETF ID f. ° ° °
Address (Streef number and street name) Birth date (MWDDYYYY) B e n e I c I a ry D e S I g n a t I o n
City State ZIP Code Weekday telephone number (Include area code)
( ) - . . hd

Primary Beneficiary Designation - Any benefits payable by the Wisconsin Retirement System and Life Insurance program at my death shall be . I I I O O r I I I I S I ‘ O u t E I F W I O O W t ‘
paid in EQUAL SHARES, unless specified, to the following primary beneficiary(ies) who survive me. )

Name (First, Middle I, Last) or Birth date or

Relationship It dote SSNorTIN Phone Address (sireet, city, state, ZIP code)

S standard sequence

N * Incomplete forms will not be considered valid

L * No white outs, cross outs, or changes are allowed
e e S e T Rejected forms will be returned to you

Name of trust AND frustee Relationship Trust dte SSNorTIN Phone Address (sireet, city, state, ZIP code)

Name of trust AND trustes

/ | - -

. « Remember it is in effect until you change it! It is
— your responsibility to ensure it remains up-to-
S date and accurate

If you want this designation to apply only to specific benafit plan{s) or account(s), use this space to specify the benefit plan(s) or account(s) to
which you want this designation to apply. See “Effective for all benefit plans and accounis” section on the reverse side befo pleting this section.

Signature | understand that Wis. Stat. § 943.385 provide criminal penalties for making false or fraudulent claims on this form and hereby certify to

the best of my kr and belief, the above i 1 is true and comect.
Signature (Do not print) Date signed MMDDYYYY) B3
SIGN T
Note: The date the form is signed is not the date it becomes efiective. A Beneficiary Designation form does not become effective until received and approved by v
the Department of Employee Trust Funds. The person filing the designation must still be alive when ETF receives the form. An acknowledgment will be sent WISCONSIN DEPARTMENT
when this designation has been reviewed and accepted. Invalid designations will be rejected. OF EMPLOYEE TRUST FUNDS

o/
(I Page 113

ET-2320 (ReV 11612022) (i



Deferred Compensation

* 457(b) Plans
» Similar to 401k but for public employees, with no City match to employee
contributions

* Voluntary investment opportunity offered through outside providers
* Mission Square
* Fidelity
Contribution limit of $24,500, or age 50 or over up to $32,500 (2026 limits)

Contributions can be started, stopped, or changed at any time, and minimum
contribution usually $25

While working for City, funds can only be withdrawn if approved through
Emergency Withdrawal process

Contact MissionSquare or Fidelity for more information Missis<n

&5 Fidelity Savare

NNNNNNNNNNN RETIREMENT



Mandatory Paperwork

= I
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Initial Employment Forms to HR within First

Week and I-9 within 3 business days.

(d Orientation Checklist — items checked off, Return to Human Resources

signed + dated * In-Person at MMB Suite 261
d W-4 and Wisconsin Withholding Forms (215 Martin Luther King Jr.
(Direct Deposit (if enrolling) Blvd, Madison, WI 53703)
d 1-9 Form e Inter-D

1 Self-Declaration of Disability Form
(d Emergency Contact Form
1 Self-Identification Form



Return Completed Benefit Forms

to HR by (within 30 calendar days).

As enrollments or waivers:

J Health Insurance

( Dental Insurance

[ Vision Insurance

J Life Insurance

J Disability (Wage) Insurance

Only if enrolling:
J Flex Spending

Failure to submit forms timely may result
in waiting periods and/or underwriting.

Return to Human Resources

* [n-Person at MMB Suite 261
(215 Martin Luther King Jr.
Blvd, Madison, WI 53703)

* I[nter-D



Lovgrats: ¢ welcomel

What questions do you have?

Tory Larson or Katarina Klafka
608-266-4615
benefits@cityofmadison.com



Calculation Assistance

Due dates, health insurance start dates, and life
Insurance costs




Benefits Paperwork Due Dates

 When is my benefits paperwork due?
* Does the month of hire have 30 days? If so, 30 calendar days is the same date
in the next month = April 2"9 start date = May 2" deadline
* Does the month of hire have 31 days? If so, 30 calendar days is the date in the
next month minus one = May 2" start date = June 15t deadline
* Did you start in February? If so, 30 calendar days is the date in the next month
plus two for a non-Leap Year, or plus one for a Leap Year.

HR strongly recommends you return your benefits paperwork within 1-3 weeks
of your hire date to ensure we receive it before the deadline!




Health Insurance Start Dates

* When will my health insurance begin?

* |f your start date is on or before the first Monday of a given month, then the
employer contribution to your health insurance will start on the first day of the
following month. = April 15t start date = May 1%t health insurance start date.

* |If your first day is after the first Monday of a given month, then the employer
contribution to your health insurance will start on the first day of the month after
next. 2 April 81 start date = June 15t health insurance start date.

* In this scenario, you can opt to start your health insurance “As soon as possible” instead. If you
opt for ASAP coverage, your health insurance will begin on the next 15t of the month, and you
will be responsible for the total cost of the premium for that first month of coverage before
the employer contribution begins. Please contact HR for more details.



Life Insurance Premiums — New Hires

Age Cost per $1000 | Cost per $1000
Group | Coverage (Basic) | Coverage (Supp.)

* How do | calculate my life insurance premium?
For Basic Coverage:

1. Take your annual salary and round up to the next highest Under 25 $0.05 $0.035
Sl,OdOOI.OTh;s is your Basic Coverage amount. 25.29 $0.06 $0.042
2. Divide by $1,000.
30-34 0.08 0.056
3. Multiply the divided number by the “cost per $1,000 > >
coverage” factor for your age group. The result is your 35-39 $0.09 $0.063
premium for Basic Coverage. 40-44 $0.10 $0.07
For Supplemeptal Coverage: | AEWis $0.15 $0.105
1. Take your highest annual salary of record and multiply by 0.5
(+50%), 1 (+100%), or 2 (+200%). 50-54  50.23 50.161
2. Round up to the next highest $1,000. This is your 55-59 $0.43 $0.301
Sgpplemental Coverage amount. 60-64 $0.57 $0.399
3. Divide by $1,000.
65-69* $0.57 $0.399

4. Multiply the divided number by the “cost per $1,000
coverage” factor for your age group. The result is your over 69* Free (basic only) $0.399

premium for Supplemental Coverage. _ :
*Over age 65 rates and coverage apply only if working



Life Insurance Premiums — New Hires

Age Cost per $1000 | Cost per $1000
Group | Coverage (Basic) | Coverage (Supp.)

* Example: A new employee has a $49,500

annual salary and is 40 years old. Under 25 $0.05 $0.035
 Basic Coverage: $49,500 rounded up: $50,000 Basic 25-29 $0.06 $0.042
« $50,000 / $1,000 = 50 30-34 $0.08 $0.056
* 50 x $0.10 = $5.00 per month Basic premium 35-39 $0.09 $0.063

* Supplemental Coverage: + 50% Level chosen 40-44 $0.10 $0.07
' $49'5§°d" 0-5 =$$24'750 | | 45-49  $0.15 $0.105

* Rounded up =$25,000 Supplemental Coverage

. $25.000 / $1,000 = 25 50-54 $0.23 $0.161
e 25x50.07 = $1.75 per month +50% Supplemental premium 55-39 50.43 50.301
60-64 $0.57 $0.399
 Total coverage: $50,000 + $25,000 = $75,000 65-69*  $0.57 $0.399
* Total premium: S5 + $1.75 = $6.75 per month over 69* Free (basic only) $0.399

*Over age 65 rates and coverage apply only if working
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