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Retiree Benefit Guide 2025-2026
This guide contains information regarding the Medical, Dental, Vision and Life benefits offered to you as an 
under Age 65 Retiree of the Emmett School District. If you have any questions about the information 
provided, please contact our benefit consulting team at Acrisure for assistance at (208) 765-2620.

Not Making Changes:
o If you do not need to make changes to your current plans, you will not need to complete any of the forms

in this packet. All your plans will remain the same with new monthly rates beginning on September 1,
2025.

Making Changes:
o To change plans or add/remove dependents, you must complete the corresponding Medical, Dental, Vision

or Life forms included in this packet. Please be sure to include your signature and indicate the changes on
the top of the form.

* You are only able to make changes to medical, dental, vision and life benefits if you elected them at your
initial retirement.

o If you have your premiums deducted from your unused sick leave or PERSI retirement, please understand
that any changes you make to your enrollment are subject to PERSI review and eligibility. You may be
required to pay for your premiums by direct bill if you do not have funds available.

o Contact PERSI if you need to view your account balance.

o If you or your spouse are turning 65 this year, please contact Acrisure at (208) 765-2620 for more
information about the Retiree Benefits for Medicare-eligible Retirees.

All forms must be completed and returned to Human Resources by August 15, 2025.
You can mail, fax, or email the forms to Human Resources.

By Mail: Human Resources
119 N Wardwell Avenue
Emmett, ID 83617
(208) 365-2961
Attention: Cynthia Mecham

cmecham@isd221.net

By Fax:

By Email:

This booklet provides only a summary of your benefits. All services described within 
are subject to the definitions, limitations, and exclusions set forth in each insurance 
carrier or provider’s contract.

PLEASE NOTE:
› Independent School District of Emmett will continue using Regence for health coverage this year. Vision
will be switching over to United Heritage Life Insurance through VSP. No Changes to the dental plans.

mailto:cmecham@isd221.net


This booklet provides only a summary of your benefits. All services described within 
are subject to the definitions, limitations, and exclusions set forth in each insurance 
carrier or provider’s contract.

Insurance Premiums 

Vision
Retiree Premium

Employee Only $7.83
Employee & Spouse $15.69
Employee & Child(ren) $16.78
Fam. ily $26.81

Delta Dental
Retiree Premium

Employee Only $36.35
Employee & Spouse $80.60
Employee & 1 Child $69.85
Employee & 2+ Children $103.90
Family $139.05

Willamette Dental Dental Blue Connect

Retiree Premium

Employee Only $53.49
Employee & Spouse $115.76
Employee & 1 Child $102.82
Employee & 2+ Children $153.08
Family $205.01

Medical – Regence $500 Deductible PPO Plan

Retiree Premium

Employee Only $811.20
Employee & Spouse $1,539.00
Employee & 1 Child $1,109.60
Employee & 2+ Children $1,284.00
Family $1,767.60

Medical – Regence $3,200 Deductible HSA Plan
Retiree Premium

Employee Only $686.10
Employee & Spouse $1,273.00
Employee & 1 Child $918.30
Employee & 2+ Children $1,062.70
Family $1,462.40



This booklet provides only a summary of your benefits. All services described within 
are subject to the definitions, limitations, and exclusions set forth in each insurance 
carrier or provider’s contract.

Plan Highlights: Option 1:
Regence $500 PPO

Option 2:
Regence $3,300 HSA

Deductible (Calendar Year)
Individual $500 $3,300
Family $1,000 $5,000

Coinsurance (In-Network)
Cost-sharing after deductible is met Plan pays 70% / You pay 30% Plan pays 80% / You pay 20%

Out-of-Pocket Maximum
(Once member reaches this, plan will pay 100%

(Includes Deductible + Coinsurance + Copays) (Includes Deductible + Coinsurance)

for remainder of calendar year)
Individual 
Family

$5,000
$10,000

$5,500
$11,000

Physician Office Visit

No Deductible

Primary Care: $30 copay
Specialist: $45 copay

Primary Care: $15 (after deductible)
Specialist: $40 (after deductible)

Preventive Care Covered 100% Covered 100%

Diagnostic Labs / Imaging No deductible up to $400, then 
applied to deductible + coinsurance Applied to deductible + coinsurance

Hospitalization/Maternity Applied to deductible + coinsurance Applied to deductible + coinsurance

Emergency Room 30% after $300 copay per visit (waive if admitted) $300 Copay + deductible + coinsurance
Pharmacy / RX
Preferred Generic: $10 (deductible waived)

Deductible & OOP combined w/Medical

$10 (deductible waived)

Preferred Brand Name: 25% $30 (after ded)

Non-Preferred Brand Name: 50% $60 (after ded)

Specialty: N/A $150 (after ded)

2025 – 2026 Medical Plans

Regence PPO vs. Regence HSA
Regence PPO

 Members pay flat copays for physician office visits and most prescriptions.

Regence HSA
 The Regence HSA is a high-deductible health plan. Members 

receive coverage for medical services once they reach their 
deductible.

 Great choice for members with minimal medical expenses each year 
who want to save money on health insurance premiums.

 Great choice for members who have ongoing medical costs and prefer 
copays and upfront coverage for services.

 Both plans include 100% coverage for Preventive Care Services with no copay and no deductible.



This booklet provides only a summary of your benefits. All services described within 
are subject to the definitions, limitations, and exclusions set forth in each insurance 
carrier or provider’s contract.

PROVIDER NETWORK PPO PREMIER
Annual Deductible
(Individual / Family) None None

Plan Pays: Plan Pays:

Preventive Care
(Exam, cleanings, x-rays) 70-100% 70-100%

Basic Procedures
(Fillings, extractions, root canal) 70-100% 70-100%

Major Procedures
(Crowns, bridges, dentures) 50% 50%

Annual Maximum Benefit
(Per Member) $1,000 $1,000

Visit www.deltadentalid.com to view network providers, claims, and member discounts

Delta Dental

Willamette Dental (Dental Blue Connect)

BENEFITS COPAY

General Office Visit $15 Copay

Annual Benefit Maximum No Annual Maximum

**Must go to the Willamette Dental Clinic for services**

Preventive (Cleanings, X-Rays, Exam) Covered 100% after Copay

Fillings $15 Copay

Extraction / Surgical Extraction $15 Copay / $75 Copay

Root Canal $50 Copay

Crowns & Bridges $150 Copay (each service)

Dentures $200 Copay

Orthodontia $1,500 Copay

Nitrous Oxide $20 Copay

Dental Implant N/A

**Must go to the Willamette Dental Clinic for services**

http://www.deltadentalid.com/


This booklet provides only a summary of your benefits. All services described within 
are subject to the definitions, limitations, and exclusions set forth in each insurance 
carrier or provider’s contract.

Vision

You do not need a card to access your VSP benefits. Simply give your Eye Clinic 
your Name and DOB. Dependents covered on vision will be accessed under the 
Employee’s Information.

FIND VSP PROVIDERS AT: WWW.VSP.COM

United Heritage Insurance
In Partnership with VSP®

http://WWW.VSP.COM/


This booklet provides only a summary of your benefits. All services described within 
are subject to the definitions, limitations, and exclusions set forth in each insurance 
carrier or provider’s contract.

Retiree Life Insurance

Employer Paid Life Insurance
Options Retiree Monthly Premium

$30,000 $105.30

$20,000 $70.20

$10,000 $35.10

$5,000 $17.55

Benefit Contact Information
Benefit Plan Carrier Name Website Phone Number

Benefit Advocates Acrisure acrisure.com/northwest 877.765.2620

Medical Regence regence.com 888.494.2583

Dental Willamette Dental willamettedental.com 855.433.6825

Dental Delta Dental of Idaho deltadentalid.com 800.356.7586

Vision VSP Vision Plan vsp.com 800.877.7195

Life /LTD United Heritage Life unitedheritage.com 800.830.1140

* Only available to Retirees who opted-in prior to retirement



Retiree Insurance Benefits Request Form (Rev 1/2020) 

Regence BlueShield of Idaho, Inc. 

Retiree Insurance Benefits 
Request Form

This form is to be completed and signed by both the Retiree and their participating school district. The school 
district needs to provide a copy to Regence BlueShield of Idaho and PERSI prior to the 10th of the month before 
retirement.     

Retirees under age 65 without Medicare:  Retirees who are under the age of 65 will have the same benefits 
offered to the Active school district employees. If at any time you acquire Medicare for any reason, you must notify 
Regence BlueShield of Idaho. Acquiring Medicare disqualifies you to remain on the active school district plan.       
If you had dental coverage through Regence BlueShield of Idaho as an active employee, you will be allowed to 
continue that dental coverage as a Retiree as long as your school district offers that benefit to their employees. 
Please note: If you have Medicare due to disability, you are not eligible to remain on the active school district plan.  

Retirees and/or Spouses over age 65:  Retirees and/or spouses over the age of 65 are eligible to be enrolled in 
Regence BlueShield of Idaho’s Public School Retiree plan. To be eligible for this plan, you and/or your spouse 
must have both parts Medicare A and B.   

Effective Date of Coverage _____________________________ 

Retiree’s Name  Date of Birth (mm/dd/yyyy) 

School District Retiring From School District Address 

Subscriber Identification Number Medicare Beneficiary Number 

Address City/State/Zip 

Phone Number (including Area 
Code) 

Date of Retirement (mm/dd/yyyy) Last Month of Coverage Paid by 
Employer 

Eligible Dependent Coverage 
Dependent Spouse Name Medicare Beneficiary Number Date of Birth (mm/dd/yyyy) 

Dependent Child’s Name Medicare Beneficiary Number Date of Birth (mm/dd/yyyy) 

Type of Coverage:     Retiree     Retiree/Dependent    Retiree/2+ Dependents  

Total Monthly Premium Charge:_________________ 



Retiree Insurance Benefits Request Form (Rev 1/2020) 

Please note the following about your plan options: 

Public School Retiree Preferred Plan: This is a medical only policy and does not include benefits for dental, vision or 
prescription drugs.  

Regence Medicare ScriptTM (PDP - Prescription Drug Plan): If you select the Public School Retiree Preferred Plan, 
you are eligible to apply for Regence Medicare Script prescription drug coverage. Retirees must be covered under the 
PSR plan in order to have this group Medicare Script plan. You must complete the Medicare Script (PDP) Enrollment 
Form for this coverage (one per applicant). Contact your Regence Membership Account Rep for an enrollment form. If 
you decline coverage on the PSR Preferred plan, you are not eligible for the group Medicare Script coverage, but can 
select an Individual Medicare Script plan through Regence.   

MedAdvantage + Rx Classic PPO Coverage: This option includes medical, dental, vision and prescription drug 
coverage and requires the completion of the group MedAdvantage (PPO) Enrollment Request Form (one per applicant). 
Contact your Regence Membership Accounting Rep for an enrollment form.  **NOTE: Not all Idaho counties are 
eligible for the MedAdvantage + Rx Classic PPO plan due to a lack of network coverage. Please check with your 
Regence account executive for eligibility** 

      Over 65          Over 65 
  Under 65             Over 65       Regence Medicare      MedAdvantage + 

  Health Plan        PSR Preferred    Script (Part D)      Rx Classic PPO Plan 

Employee                    

Spouse                          
Dependent Coverage                     

 I hereby DECLINE coverage on the Public School Retiree Preferred plan and the group MedAdvantage + Rx Classic
PPO plan offered through Regence BlueShield of Idaho. By declining coverage, I understand that I am no longer eligible
to enroll on these group plans at a future date.

Payment Options: 

 PERSI Pay – payment will automatically be taken from your PERSI sick leave account or monthly pension check
each month.

 PERSI sick leave account that premiums will be deducted from   Person Retiring   Spouse’s Account 

 If having your premium deducted from your Spouse’s PERSI sick leave account, please provide name on PERSI 
 account:______________________________________________ 

 Direct Pay – we will bill you for your premium (select one)     monthly    quarterly

 Deduct from your Bank Account – a completed Bank Draft form is required (enclosed).

I authorize Regence BlueShield of Idaho and PERSI to exchange my address and enrollment information for 
purposes of administering this plan. 

Retiree’s Signature:_______________________________   Date:______________________________ 

School District Official’s Signature:____________________________  Date:______________________ 

A Health plan with a Medicare contract 
A Medicare-approved Part D sponsor 



United Heritage Life Insurance Company 

A United Heritage Financial Group Company 

P.O. Box 7777, Meridian, ID 83680-7777 | (208) 493-6100 Toll Free (800) 657-6351 | unitedheritage.com 

RETIREE LIFE INSURANCE REQUEST FORM 

Emmett School District #221 

PLEASE PRINT 

Name of Retiree __________________________________________________________________________      Male       Female 

Social Security Number___________________________  Birthdate________________   Phone Number____________________ 

Address _________________________________________________________________________________________________ 
(City)    (State)  (Zip Code) 

Amount of Life Insurance (Choose One): 
Terminates at age 75 

$5,000   Monthly Premium:  $17.50 
      (Coverage amount of $20,000 or less prior to retirement) 
$10,000   Monthly Premium:  $35.10 
      (Coverage amount of $30,000 or less prior to retirement) 
 $20,000   Monthly Premium:  $70.20 
      (Coverage amount of $30,001 - $50,000 prior to retirement)       
$30,000   Monthly Premium:  $105.30 
      (Coverage amount of more than $50,000 prior to retirement) 

Date of Retirement _________________________________  Coverage Paid by District through ______________________________ 
School Number and Address:  Emmett School District #221 119 N Wardwell Ave Emmett, ID 83617
Signed-School District Office: ____________________________________________________________________________________ 

NOTE:  Eligible Retirees must have Sick Leave Funds available through PERSI 

Please pay my group life insurance premium in the total amount shown above until my sick leave entitlement is exhausted.   Rates, 
benefits, and eligibility of continued coverage of retirees are subject to the terms of the Group Policy issued to the School District by 
United Heritage Life Insurance Company. 

The premium is subject to change.  If the premium changes, I authorize the deduction of the premium amount.  After my sick leave 
entitlement has been exhausted, I request the Public Employee Retirement System of Idaho to continue my Life Insurance coverage 
by withholding the required premium from my retirement allowance until otherwise notified in writing.         Yes        No 

 I do not wish to continue coverage 

Beneficiary Designation (Please furnish name, relationship, and address) _________________________________________________ 
(Beneficiary Name) 

_________________________________________________________________________________________________ 
(Beneficiary Relationship) (Beneficiary Address) (City) (State)(Zip Code) 

 Retiree Signature___________________________________________ Date____________ 

Approved by United Heritage Life Insurance Company: 
Date______________________ Signature ______________________________________________________________ 

This form is to be completed and signed by the School District Official, signed by the Retiree, sent to United Heritage Life Insurance Company, PO Box 7777; Meridian, 
ID 83680,  and forwarded by United Heritage to PERSI. 



Group Insurance Benefits Request
Idaho School Retirees

Retirees Name 

Birth Date  

Address  

City/State/Zip 

Subscriber Number 

Phone Number 

Date of Retirement 

Coverage paid by School District through , 20

Signed, School District Official  

School District's Name and Number

School District's Address 

Total monthly dental premium: $  Total back premiums/adjustments: $

Sufficient sick leave available to cover 1st payment due? Yes No

Sufficient sick leave available to cover back premiums/adjustments? Yes 

Are you over the age of 65? Yes No

No

Please pay the Delta Dental premium of $ until my sick leave entitlement is exhausted. I 
understand that rates, benefits and continuing eligibility for coverage for me and my dependents are 
all subject to the Master Contract between the School District and Delta Dental of Idaho. I understand 
the School District will notify me of any rate changes. I realize that should the Contract between the 
School District from which I retired and Delta Dental of Idaho be terminated, my coverage through 
Delta Dental of Idaho will terminate.

Please include the following eligible dependents for coverage under Delta Dental. 

Dependent Spouse's Name Birthdate  

Dependent Child's Name and Birthdate:

Name Birthdate  

Name Birthdate  

Name Birthdate

I understand that if coverage is voluntarily terminated for myself, it can never be reinstated. I may add or 
terminate my dependents only when a status change has occurred.  Dependent additions are subject to the 
contractual limitations stated in the contract between Delta Dental and the School District.

Signature: Date: 

Instructions:
Complete this form, including signatures by the School District Official and Retiree, and monthly premium amount. Send to 
Delta Dental of Idaho, 555 E. Parkcenter Blvd, Boise, ID, 83706 by the tenth of the month preceding retirement. Delta Dental 
of Idaho will send notification to the Public Employee Retirement System.

deltadentalid.com

DELTA DENTAL OF IDAHO 555 E. Parkcenter Blvd Boise, Idaho 83706DDI PERSI 0117



Statewide Schools Retiree Application
Requested Effective Date 
❏ Retiree Deferral Request

SCHOOL DISTRICT INSTRUCTIONS:  Please have the Retiree complete and sign this form, then complete your portion on the back. 
Have your participating school district or school related group official sign and return the form to Blue Cross of Idaho.

RETIREE INSTRUCTIONS:  Please complete the information below and sign and date the back of the form.

* A Medicare Supplement enrollment form is required to enroll in Blue Cross of Idaho's Medicare Supplement plans.
Call 1-888-GO CROSS (1-888-462-7677) toll free to request a form and plan information.

**A Medicare Advantage enrollment form is required to enroll in Blue Cross of Idaho's Medicare Advantage plans. 
Call 1-888-492-2583 toll free to request a form and plan information.

FOR OFFICE USE ONLY

Street Address: 3000 E. Pine Ave., Meridian, ID 83642-5995 • Mailing Address: P.O. Box 7408, Boise, ID 83707-1408 • (208) 345-4550

© 2019 by Blue Cross of Idaho, an independent licensee of the Blue Cross and Blue Shield Association
Form No. 4-150 (11-20)

Group Number Subgroup Effective Date Plan ID Class Reason Code

M D V

❏ ❏ ❏ ❏ ❏ ❏

❏ ❏ ❏ ❏ ❏ ❏

❏

Applicant Information (Retiree)
First Name Last Name Middle Initial Marital Status

❏ Single ❏ Married
❏ Divorced ❏ Widowed

Gender
❏ Male
❏ Female

Address City, State, Zip Code Phone Number

Social Security Number Blue Cross of Idaho Identification Number Blue Cross of Idaho Group Number

Medicare Beneficiary Number Date of Retirement Birthdate

Dependent Information –  Please include the following eligible dependents who are currently covered under my program and 
will continue to be covered under my Retiree Program. List all eligible dependents you wish to enroll, including any child who 
is under the age of 26; or who is medically certified as disabled and dependent on parent for support (copy of certification 
required).

Dependent Spouse's Name Spouse's Social Security Number Medicare Beneficiary Number Birthdate

Dependent Child's Name Child's Social Security Number Medicare Beneficiary Number Birthdate

Dependent Child's Name Child's Social Security Number Medicare Beneficiary Number Birthdate

Medical Coverage –  Please choose appropriate coverage from the selections below. 
Retiree enrollment may be equal to or lesser than active employee enrollment.

UNDER 65 OVER 65

Health
Dental

(if applicable)
Vision

(if applicable)
Retiree Plan 

with RX
Retiree Plan 
without RX

Dental Coverage 
(if applicable)

Vision
(if applicable)

Medicare 
Supplement*

Medicare 
Advantage**

Employee
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect Employee ❏ PPO Dental Plan

❏ Dental Blue Connect

Spouse
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect Spouse ❏ PPO Dental Plan

❏ Dental Blue Connect

Child
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect

Child
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect ❏



Current/Prior Coverage
(For Coordination of Benefits, please complete the section below. Use extra paper if necessary).

Name Name of Carrier Policy Number Type of Policy 
(Group or Individual)

Date of Policy
Will Current Policy 

Continue?Start Date 
(mm/dd/yy)

End Date 
(mm/dd/yy)

Benefits offered to Retirees under age 65, under the Blue Cross of Idaho School Insurance Program, are to be the same benefits offered to 
active employees. If you had dental coverage through BCI while an active employee, you will be allowed to continue that dental coverage 
as a Retiree, as long as the group offers that benefit to its employees.

Retirees and/or spouses over the age of 65 will be enrolled in our Blue Cross of Idaho School Insurance Over 65 Medicare Program and 
must be enrolled in Parts A  and B. You are eligible for dental benefits if the participating school district or school related group you retired 
from participates in BCI’s school program and you were enrolled in a dental plan through your participating school district or school related 
group for 12 months prior to enrolling in this retiree program.

Please note that Blue Cross of Idaho cannot guarantee billing or payment of all policies selected by PERSI. If for any reason your premiums 
cannot be paid by PERSI, Blue Cross of Idaho will bill you directly.

RETIREE’S signature:  Date: 

I authorize the Public Employee Retirement System of Idaho (PERSI) and Blue Cross of Idaho to ex- 
change my address and enrollment information for the purpose of administering this plan.

RETIREE’S signature:  Date: 

Sign for Deferment Only

I choose to defer my enrollment in the retiree program as well as my draw on unused sick leave 
entitlement with PERSI. I understand if I choose not to continue coverage at the time of retirement I may 
not be able to enroll at a later date. Later enrollment is possible only if your school district or school 
related group remains with Blue Cross of Idaho and you maintain continuous coverage. If your school 
district chooses another carrier, you will not be able to enroll in the program.

RETIREE’S signature:  Date: 

TO BE COMPLETED BY THE PARTICIPATING SCHOOL DISTRICT OR SCHOOL RELATED GROUP:
Not necessary for currently enrolled retirees

Coverage paid by the Participating School District or School Related Group through the month of:  , 20

Signature of Participating School District or School Related Group Official

Name of Participating School Group or School Related Group Group Number

Form No. 4-150 (11-20)



origin, age, disability or sex. Blue Cross of Idaho does 
not exclude people or treat them differently because of 
race, color, national origin, age, disability or sex.
Blue Cross of Idaho:

o Qualified sign language interpreters
o Written information in other formats (large  

print, audio, accessible electronic formats, other 
formats)

• Provides free language services to people whose 
primary language is not English, such as:

o Qualified interpreters
o Information written in other languages

If you need these services, contact Blue Cross of Idaho 
Customer Service Department. Call 1-800-627-1188 
(TTY: 711), or call the customer service phone number 
on the back of your card. If you believe that Blue  
Cross of Idaho has failed to provide these services or

discriminated in another way on the basis
of race, color, national origin, age, disability or sex,

complies with applicable Federal civil rights laws and you can file a grievance with Blue Cross of Idaho’s 
does not discriminate on the basis of race, color, national  Grievances and Appeals Department at:

Manager, Grievances and Appeals 
3000 E. Pine Ave., Meridian, ID  83642 
Telephone:  1-800-274-4018
Fax:  208-331-7493

• Provides free aids and services to people with Email:  grievances&appeals@bcidaho.com
disabilities to communicate effectively with us, such as:  TTY: 711

You can file a grievance in person or by mail, fax, 
or email. If you need help filing a grievance, our
Grievances and Appeals team is available to help you.
You can also file a civil rights complaint with the U.S. 
Department of Health and Human Services, Office for 
Civil Rights electronically through the Office for Civil 
Rights Complaint Portal, available at https://ocrportal. 
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services, 200
Independence Avenue SW., Room 509F, HHH Building, 
Washington, D C  20201, 1-800-368-1019, 800-537-7697
(TTY). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

DISCRIMINATION IS AGAINST THE LAW
Blue Cross of Idaho and Blue Cross of Idaho Care Plus, 
Inc., (collectively referred to as Blue Cross of Idaho)

ATTENTION: If you speak Arabic, Bantu, Chinese, Farsi, French, German, Japanese, Korean, Nepali, Romanian, 
Russian, Serbo-Croatian, Spanish, Tagalog, or Vietnamese, language assistance services, free of charge, are 
available to you. Call 1-800-627-1188 (TTY: 711).

Form No. 3-1187 (09-20)

mailto:grievances%26appeals@bcidaho.com
http://www.hhs.gov/ocr/office/file/index.html


 
  

United Heritage Life Insurance Company 

A United Heritage Financial Group Company 

P.O. Box 7777, Meridian, ID 83680-7777 | (208) 493-6100 Toll Free (800) 657-6351 | unitedheritage.com 

 

UNDER 65 RETIREE VISION INSURANCE REQUEST FORM 
 
 
 

PLEASE PRINT 
 
 

Name of Retiree __________________________________________________________________________      Male      Female 
 

Social Security Number___________________________  Birthdate________________   Phone Number____________________  
 

Address _________________________________________________________________________________________________ 
       (City)    (State)  (Zip Code) 
 
 
 

 

Vision Tier:      Employee ($7.83),      Employee + Spouse ($15.69),      Employee + Children ($16.78),       Employee + Family ($26.81)  
 
 
 

Dependents Name Relationship Date of Birth Gender 

    

    

    
 

Total Monthly Premium: _____________ 
 
 
 
 

Date of Retirement _________________________________  Coverage Paid by District through ______________________________ 
School Number and Address:   
Signed-School District Office: ____________________________________________________________________________________ 
 

NOTE:  Eligible Retirees must have Sick Leave Funds available through PERSI 
 
 
Please pay my group vision insurance premium in the total amount shown above until my sick leave entitlement is exhausted.   
Rates, benefits, and eligibility of continued coverage of retirees are subject to the terms of the Group Policy issued to the School 
District by United Heritage Life Insurance Company. 
 
 
The premium is subject to change.  If the premium changes, I authorize the deduction of the premium amount.   
 
 
     I do not wish to continue coverage 

 
 
Retiree Signature___________________________________________ Date____________     
 
 

Approved by United Heritage Life Insurance Company: 
Date______________________   Signature ______________________________________________________________ 
 
 
 
This form is to be completed and signed by the School District Official, signed by the Retiree, sent to United Heritage Life Insurance Company, PO Box 7777; Meridian, 
ID 83680,  and forwarded by United Heritage to PERSI. 



 
  

United Heritage Life Insurance Company 

A United Heritage Financial Group Company 

P.O. Box 7777, Meridian, ID 83680-7777 | (208) 493-6100 Toll Free (800) 657-6351 | unitedheritage.com 

 

65 & OVER RETIREE VISION INSURANCE REQUEST FORM 
 
 
 

PLEASE PRINT 
 
 

Name of Retiree __________________________________________________________________________      Male      Female 
 
Social Security Number___________________________  Birthdate________________   Phone Number____________________  
 
Address _________________________________________________________________________________________________ 
       (City)    (State)  (Zip Code) 
 
 
 

 

Vision Tier:      Employee ($12.24),      Employee + Spouse ($24.41),      Employee + Children ($28.75),      Employee + Family ($28.75)  
 
 
 

Dependents Name Relationship Date of Birth Gender 

    

    

    
 

Total Monthly Premium: _____________ 
 
 
 
 

Date of Retirement _________________________________  Coverage Paid by District through ______________________________ 
School Number and Address:   
Signed-School District Office: ____________________________________________________________________________________ 
 

NOTE:  Eligible Retirees must have Sick Leave Funds available through PERSI 
 
 
Please pay my group vision insurance premium in the total amount shown above until my sick leave entitlement is exhausted.   
Rates, benefits, and eligibility of continued coverage of retirees are subject to the terms of the Group Policy issued to the School 
District by United Heritage Life Insurance Company. 
 
 
The premium is subject to change.  If the premium changes, I authorize the deduction of the premium amount.   
 
 
     I do not wish to continue coverage 

 
 
Retiree Signature___________________________________________ Date____________     
 
 

Approved by United Heritage Life Insurance Company: 
Date______________________   Signature ______________________________________________________________ 
 
 
 
This form is to be completed and signed by the School District Official, signed by the Retiree, sent to United Heritage Life Insurance Company, PO Box 7777; Meridian, 
ID 83680,  and forwarded by United Heritage to PERSI. 
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