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ENROLLMENT SITE

Welcome to
Aflac at Work (" ~

Your benefits enrollment
experience.

To use this website, you must have your employee ID or
Social Security Number and your confidential Personal

Identification Number (PIN).

Is this your first visit?

FORGOT PIN

Der, you are

Log in to the Benefit portal at:
www.daflacatwork.com/Enroll

Employee ID = your SS#

PIN # is the last 4 of your SS# plus
the last 2 of the year you were
born — ex. 525279

Click Log In


http://www.aflacatwork.com/Enroll

m
FORMS
DEEPER LEARNING KS ﬂ

Home Enrollment - Reports - Data Management « Session = a

nerally preferable to re-enroll by recording a life event on the enrollment site. e able re-e
cti ired plans and clicking 5

Warnir ent re w that you are not appointed to conduct business in IN by the foll
* Trustmark

Please click

ignore on

this page




Status
DEEPER LEARNING |

Home You & Your Family - My Benefits = Sign & Submit

Welcome to Your Benefit Enrollment for Plan Year 2021

At Bartholomew Consolidated School Corp, v v that benefit requirements change. That's:

open enrollment period each year.

For most benefits, Open Enrollment is the only time of year you are allowed to make changes in your benefits.
me qualifying life event, you will only be able to make benefit ch s during the Open
od. During open enrollment, you should - the benefits you have and ask
erve you and your loved ones well in the comir an year. If your spouse if offe enefits at their

place of employment then they cannot be covered under our plan.
Benefit enrollment is easy! Just follow these st

* First, review and contact HR to update personal information about you or your covered dependents.
* Review each of your benefit elections and mak

* Sign the Enrollment Confirmation form to complete your enr

xtto begin.

Your Be

Medical
Dental
Vision

Basic Life and AD&D
Dependent B

Lillness

al Indemnity

Click next

xtto review personal information and begin enrollment.

FORMS

Next




Personal Information

© |f any personal information needs to be updated, please contact the HR Department. Click the Next button to continue.

Optional items are in italics.

Personal Info

Marital Status:

Date of Birth:

Gender:

Contact Info

HEATHER

First

Married

e e 4467

"’_::' Male

@ Female

"?—::' Other

DOWMIN

Last

Suffix

Please check all personal
information very closely.
Enter a personal email to
get nofifications and
information. Click Next at
bottom of page when
complete.




Dependents

© Click Add ("Plus" icon at top right of table) to add your spouse or dependent children.
Dependent children may only be covered in a plan if they mest the necessary requirements defined by the plan.

Click the Next button when you are finished.
Please enter all dependents

even if they are not covered
Dependents under the health/dental/vision.
Click next when complete.

L N S N N Y

STEPHEN DOWMIN Spouse

Logan Partenheimer Child V.

ALEXANMDER DOWNIM . Child j x

Add a Dependent

If your dependent is not listed above or you would like to add an additional dependent, simply click the Add Dependent button below.

== Add Dependent




Home  YoukYourFamily =  MyBensfim - Sign & Submit

in Wellness HOHP Plam; FA ot s cost par pay period of §156.25

te enrolimentin thic plan.

oli=d in Delis Dental; FA st & cost par pay perind o

te enrollmentin this plan.

alksd in MSP Visicn; FA st s cost per pay pericd of 50.00

This is a summary of all of
your information and

current selections.
Please click next.




Back Mext

Home You & Your Family ~ My Benefits - Sign & Submit

eiving tf

e form may be refer

1095C is for ACA reporting. You need
this for your taxes. If you agree to
receive your 1095C electronically please
click yes, if not please click no. Click

next when complete.




Home You & Your Family -

Medical

No' to this

question.)

My Benefits -

HEATHER DOWHIN

Sign & Submit

ouse eligible for benefits through his/her employer? (If your spouse is employed with Bartholomew Consolidated School Ca

BCSC has a spousal exclusion. If your
spouse is offered benefits at their place
of employment they cannot be on the
BCSC plan. After answering yes or no
please click next.




Home You & Your Family - My Benefits - Sign & Submit

Medical

o Listed below are the options and coverage choices available to you.
= Toenroll or continue your current coverage, click the option that represents your election.

My Benefits
adical 50,00
P

= You can edit which dependents will be covered by using the pencil icon next to the list of Covered People when avsilable.
= When you are finished, click on the Enrell button te continue.

WELLNESS PPO PLAN HDHP PLAN

0000000000000
ECRE 1 WS oo

Pre-troxccost

Pastteo cost
Coverad Peopls:

Mo Eligible Dependents @ Total Cost

FarPay Pariod

B «» Your current plan will have a little gold

CorndPoopie: - s ' banner and say current. If you choose to

. STERHEL QoM switch between plans please click the plan
you would like. You must hit enroll. If you

need to remove a covered person please

“ click the pencil next to the names and x
. - . out that person. If you need to add a

T person they will need to be entered on the
s D et dependent screen and will show up here.
If you did not complete the wellness steps
I then you cannot enroll in the wellness plan.
JeEishe R If you feel there is an error please contact
Heather Downin, Benefits Specialist.




Home You & Your Family - My Benefits - Sign & Submit

Health Savings Account

Your HSA Election My Benefits

A health savings account (H3A) iz a tax-advantaged medical savings acoount availsbls to taxpayers in the United States who are enrolled in 2 high deductiblzs health plan & iegical 415454
[HDHP). The funds contributed to an account are not subjected to federal income tax at the time of the deposit. Thers is @ 55 minimum contribution per payroll for BCSC ) Haalth Savings Secount
Please contact your Benefit Spedialist, Heather Downin at downinh @bosc k] 2inus to set up your H3A. () Dental

Benefit Levels: 'ié:' EmployesOnly () Employes + Dependants

L

Supplemental Life Insurance
Dependent Daycare

Aflsc Group Accident
Minimum Annual Contribution: Aflac Group Critical lliness
Aflsc Group Hospitsl Indemnity
Aflac Group Disability

i = = - Trustmark Universsl Life
Maximum Annual Contribution: %3,800.00

B Employer Cost 483023
Amount per pay period: 5500 o

Pre-tan: cost 216254
Prgt-tax cost 50,60

Humber of periods: Total Cost

Per Py Feriog

Total Amount:

To set up or make
() lwish to participate in this coverage chcmges TO a HSA
O 1dortvish o priciein i v you MUST contact
Heather Downin,
Benefits Specialist.
Changes made in
this portal do not
change your HSA in
payroll.




Dental

DELTA DENTAL DECLINE COVERAGE

Your Cost: r Fay Period

l::__.::l Employee Only: $8.12
" Employee + Spouse: 523.03
::_..:' Employee + Children:

(@ cmployee+Family:

Covered People:
HEATHER M. DOWRNIN
STEPHEN DOWNIN
ALEXANDER DOWMIN

¥ou should only dedine coverage if you are covered
alzewhera. Declining coverage may require you ta

answer guestions about your reasons for declining.

A ri” T v NN
four Cost: 50.00

Dentzl insurance is designed to pay a portion of costs associated with dental care. Choose your reguested options below to ennoll.

Your current
Dental coverage
will have a gold
banner and say
current. If you do
not currently
have Dental
Insurance then
you will not see
this screen. We
do not have
open enrollment
for dental.
Please click
enroll.

My Benefits

O Medical

) Heslth Savings Account
@ Dental

Q) Vision

& Basic Life and ADED

& Dependent Basic Life

& Long Term Dizability

& Supplementsl Life Insurance
() Dependent Daycare

() Aflac Group Accident

O Aflac Group Critical lliness

) Aflac Group Disability
Q) Trustmark Universal Life

Employer Cost
Pre-tax cost

Post-tax cost

Total Cost
Per Pay Period

(O Aflac Group Hospital Indemnity

3
-]

ool oo o o e

[=]

Ly LY WL LY OB L La LD
OO g £ fa B e
= =

Ao

s
=
=)
&

5830.23
5154.54
59.60




Vision

i i . . My Benefits
Listed below are the options and coverage choices available to you.

s Toenmoll or continue your current coverage, click on the option next to the cost which reprezents your election.
* When you are finished, click on the "MEXT" button to continue,

Medical 3164.54

Health Savings Account 50.00

=]
[

Dents 5

£ L

=
=)
=]

=)
=]

Vision

Basic Life and ADED

(5]

Dependent Basic Life

S— — Your current
Vision coverage

¥ou should only decline coverage if you are covered Wi | | h O Ve g O | d

elsewhere. Declining coverage may require you to

£ pa
oo
&

Long Term Dizability
Supplementsl Life Insurance

=T
-

[==]

& g

Dependent Daycars

=]
=
=1

Aflac Group Accident

]
Q
]
o
]
-]
-]
]
o
o
o

Q) Aflac Group Hospitsl Indemnity

answer questions about your reasons for declining. bO n ner O nd SOy O Aflac Group Disability
current. Please

=]
=
=1

Aflac Group Critical lllnezs

o
=]
[=1

L r\__.: LI T T T N T ST W S W S S
=]
[=1

=
=)
=]

O Trustmark Univerzal Life

Your Cost: Per Pay Pariod Click enrO”. Employer Cost 5853.26

Pra-tax cost 5187.57

() Employes Only:
) Past-tax cost 39.60

() Employee + Spouse: 0.00 o
o Total Cost o7l
() Employee + Children: = % Pir Fey Ferios S l = |

(@) Employee+Family: 50.00

Covered People: ra
HEATHER M. DOWMIN
STEPHEMN DOWRNIN
ALEXAMDER DOWNIN

e T oet
Ir 05l

“




Home You & Your Family = My Benefits - Sign & Submit

Dependent Daycare

My Beng
Your DEPE ﬂdEnt na!ﬂ:are Electrﬂﬂ

& Dependent Daycare benefit allows vou to zet aside pre-tax money to pay for daycare expenses expenses, The minimum and maximum contribution amounts for

i
I

Medical

R
P

=
&

the next plan year are shown below. Health Savings Account

L

¥ N s O U S [ S ]

=)
[}

s |fyou would like to enroll in the Dependent Daycare plan, enter the amount you would like to contribute per pay period or total amount annually and click Denta
"Calculate.” Then click on the button next to the text which reads "l wish to apply for this coverage.”
# |fyou donot want to enroll in the Dependent Daycare plan, click on the button next to the text which reads "I wish to DECLINE this coverage.”

* When you are finished, click on the "Next™ button to continue.

&

=
=1

Vision

=
=)
&

Basic Life and ADED

o

Dependent Basic Life

2 pa

o]
[=]

Lang Term Disability

Supplementsal Life Insurance

=BT
[

=]

= oW

Dependent Daycare

=
=)
&

Aflac Group Accident

=1
=)
&

Aflac Group Critical lllness

Q00000000000

Maximum Annual Contribution: 55,000.00

=
=)
=1

Aflac Group Hospital Indemnity
QO Aflac Group Disahility
O Trustmark Universal Life

o
=]
=1

=
=)
&

Amount per pay period:

Employer Cost 5860.92
Number of periods: 18 Pre-tax cost S187.57

Post-tax cost 59.60

Total Amount: 50.00 % Total Cost

Per Pay Pesiod

(® Iwishto participate in this coveraze

_' | do not wish to participate in this coverage FSA _ please Selec-l- | WiSh Or do
not wish to participate and click
next.

m




Home You & Your Family ~ My Benefits ~ Sign & Submit

Home  You &Your Family ~ MyBencfits ~  Sign&Submit

Aflac :
Group Accident Insurance Afiac.

Accident protection made for you.

Group Accident
Insurance

O Trak—ark Unverssl Uds

:t:-ag(mo':—nmmm i Theg ' =) Empleyer Caxt
2501 coralilute cOmprafieesae hAtiIM ISaorce taveroge aad & et . -- Sra-tar czat
ity e eamment of mmm setol covenge ande e . y - . Yy " LR
Altratitie Cave St TAIC covesaze 1 of et i ettt o e dssand 3o 1S - r 2 h Y ore)
e of s medasi coumage 1 it esagned tn spphemen| o o, 4 '

Confemmiat Aencan frsarance Compiwey KA 1 proud mente o De i e réna =L, 8 e re . & r 0=3 t { RarRey Tz
il i uf i, 1 2 whethy dvened basde of M Yessonid . a

and untiemstios s covenge CAX e het leemsed 10 Sulet buseess by

N York, G, P Ric, e Vg b,

Contswnmtut Aomican iuusence Compiry o Cnbn Seut Catng «
LU00 411 30%€ « shvwpmiuanie o

o, e, 0 sty

»  Guarseed-izsue covenags (which means you may gualify for coverape without having % enswer health cuestions).
« Eenefits are paid directly to you, unless cthenwize azzignad.

Listed befow are the options and coverage choices available to you.

»  Toenrcll or continue your curment covenase, click on the option next to the coverage type which represents your election.
»  Whenyou are finizhed, cliick on the "NEXT™ Sutton to continue.

4 AFLAC products will come up. T T T SRS T T
You will have to step through each

one and either choose | wish to

participate or | do not wish to Sy O, Ol avt i e
parficipate. Please click next.

T A 3 -,

D R

ABTUNIEIAZ D

Cost per Pay Period:

(O 1wishto participatein this coveraze

() 1 éio oot wish i paticiaata in this ¢




Group Critical
lliness Advantage

INSURANCE — PLAN INCLUDES BENEFITS
FOR CANCER AND HEALTH SCREENING Ny -
Group Critical

We help take care of your
expenses while you take
care of yourself.

lliness Insurance

next o the coverage type which reprasents you

4wy S, Bt Darm s - 4 BITAET DI b e - BRI e

Eenefit Amount:

Cost per Pay Period:




Group Hospital
Indemnity

INSURANCE

Even a small trip to the hospital can
have a major impact on your finances.

Here's a way to help make your visit a
little more affordable.

W%

Home  You & Your Familly - My Eznefits - Sign & Submit

Group Hospital
Insurance

type which represents your &

Haoapital Indemnity

HEA




Group Disability Advantage

INSURANCE PLAN — NONOCCUPATIONAL

A disabling illness or injury ' Group Disability
Insurance

may be unpredictable.

We'll help make sure they don't
affect your financial plans, too.

= Partial disabilit

< mvailable to you.

pe type which reprasents your election.

Benefit smount: 3

Cost per Pay Period:




Home You & Your Family - My Benefits - Sign & Submit

Trustmark Universal Life

Trustmark

© vou may apply for coverage for any of the individuals listed below. To view prices or apply, click the name of the person in the list below.

HEATHER M. DOWNIN Employee 11/17/1971

STEPHEN DOWNIN Spouse v T/26/19€6

AL EXANDER DOWMIN Child l 7/2/1998

@ | wish to participate

i ) I do not wish to participate

Trustmark is additional Life Insurance. Please
click I wish to participate or | do not wish to
parficipate and then click next.




Sign and Submit

Here iz 3 recap of your enrcllment elections. The summary below showes your election for each benefit and includes your pre-tax and post-tax contributions per pay period for each plan.
= Are You Satisfied With Your Elections? If you are satisfied with your cheices, click on the "NEXT" butbon at the bottom of this screen to sign your Enncllment Verification Form electronically using your PIN.
= Meed to Make Some Changes? IFyou wish to maks any changes to your elections, click on the benefit plan nama inthe manu on the lef

Your Benefits

Medical Wellness HDHF Plan; FA 50,00
Health Savings Account Waived

Dental Delts Dental; FA

Yision WEP Vision; FA

Biasic Life and ADED 550,000

Dependent Basic Life Dependent Basic Life; 5C

Long Term Disability Long Term Disakility; $2,273.08

Supplemental Life Insurance 5100,000

Dependent Daycare Waived

Aflac Group Accident Waived

Aflac Group Critical lllness Waivad

Aflac Group Hespitsl Indeminity, Waived

Aflac Group Disability Waived
Trustmiark Universal Life Waived

$187.57 $860.92

Signaturss Reguired

To complete your enrellment, you must sign the following forms. Press Next to bagin signing forms.

& E=nefit Summary Unsigned

This is @
summary
page of all
your
selections.
If you want
to go back
and look at
one just
click on the
name. To
confinue
click next.




Bartholomew Consolidated School Corp Benefit Summary

Home Phone Reason for Completing Form

Open Enroliment

MName | Birth Date Gender

171911 |F

| Address
3353 WOODLAND PEKWY

HEATHER M. DOWNIN COLUMBUS, IN 47203

(812) 371-7360

Location Employee ID Hira Date Job Class Title
Central Office DOWNIHEAD( | 04/19/2017  12-month Supp Support Staff 2018
This is your
| I ted Empbo Cost 1
. e benefit
‘ Effective Benefit Benafit Employer
Benefit Plan | Product Opt | Cvg | Ded Doate Amount Amount | Cost Pre-tax Afertax Cost
Medical Wallness HOHP Plan Fa 24 | 0012021 164.54 0.00 821.02 S U m m O ry
Health Savings Account ['Waiwd | | O n d Wh e re
Dental Delta Denta | FA 26 | 010172021 | 23.03 | 0.00 23.03 .
Vigion I VEP Vision | | Fi 26 | 01012021 | | 0.00 | 0.00 7.66 yo U S I g n Off
Basic Life and AD&D Basic Life & AD&D 1 EC 26 | 01012021 50.000 0.0 0.00 3.23 i
= ' o - | : to submif
Dependent Basic Life ] Dependent Basic Lile | | sC 26 | ouD021 | | oo | 268 0.00
Long Term Disability Long Term Disability | 6670 EO| 26 | 0012021 | 2273 | 000 | 000 5.98 yo U r
Supplemental Life Insurance Employes Voluntary Term Life | 1 | EQO| 26 | 01012021 | 100,000 | | 0.0:0 | 6.92 0.00
Dependent Daycare Waived e n rO | | m e n T .
Aflac Group Accident ] Waived Your PIN | S
Aflac Group Critical iliness Waived
Aflac Group Hospital Indemnity | Waived ‘I'h e |O S'I' 4 Of
Aflac Group Disability Waived
Trustmark Universal Life Walved | yo U r SS #
i 1 and the
Total: | 18757 | 960 | 86092 |C|S‘|' 2 Of 'I'he
year you
Page 1 of 2 rev, 02 28 2016 Were born
EX. 5556279
Pags1 - Download Form C | i C |< S i g n
Pl=az= enter your PIN below and click on "SIGH FORM" o complets yvour enrollment and submit your slections. By entering your PIN, you are electronically signing the Benefit Verification/Deduction Cenfirmation Form
above. Please review it carefully before entering your PIN. ) FO rm Wh e n

PIM:

B e

complete.




Sign/Submit Complete

!

Congratulations!

Your enrollment is now complete. You may log-in to the system at any time during the year to review your benefit elections.
Recap of Your Elections
Listed below is a recap of your elections including whe is covered under each benefit plan and your named beneficiaries. Scroll down to the bottom of this screen to view a list

of your completed enrollment forms.

You will want to be sure you see Congratulations and Your
enrollment is now complete.
This will end your enrollment session and you can log-off.

Thanks for enrolling!!!



Any questions please contact:

Heather Downin
Benefit Specialist

812-376-4203

downinh@pbcsc.k12.in.us



