Post-Employment Program

RIVCO HR LEMU, RCDDAA, RSA and RSG

retirement

Please complete all pages of this election form and either fax to (951) 955-8538, email to Retirement@rivco.org,
or mail to P.O. Box 1569, Riverside, CA 92502-1569 Attention: Retirement Division. Retain a copy for your
records and give the original to your Department Human Resources Representative. If you would like to
schedule a meeting to review your Post Employment Program options, please call (951) 955-4981, select
Option 2 for the Retirement Division or schedule your appointment online at http://rchr.checkappointments.com/.

Section 1 — Employee Information

O LEMU [0 RCDDAA 0 RSA/RSC

Employee ID# Last Name First Name Middle Initial

Social Security Number | Date of Birth Home Telephone Alternate Telephone

Home Mailing Address City State Zip Code

Email

Date of Hire Date of Termination/Retirement | Previously Employed with County? (Check one) o No o Yes
Dates of Service: From To

Section 2 — Post Employment Program Election

Please mark one of the boxes below to reflect the PEP option for which you are selecting to have your eligible
leave balances contributed. (Choose one option only):

[] 100% Special Pay Plan
[] 100% VEBA Health Savings Plan
[] 50% VEBA Health Savings Plan and 50% Special Pay Plan

Section 3 — Excess Leave Balances

Will you be deferring excess leave balances into the 457 Deferred Compensation Plans?

The 2024 maximum allowable contribution to the 457 Deferred Compensation Plan is $23,000 for regular deferrals and
$7,500 for Age 50 Catch-up deferrals or $23,000 for Age 50 Special Catch-Up. If your leave balance exceeds the annual
maximum allowable contributions, the amount you elected to defer will be reduced and any remaining balance will be paid
to you as cash, and subject to taxes.

[ ] YES Please complete the deferred compensation election in this publication.

[] NO 1 understand that if | do not elect to have any excess leave balances deferred into the 457 Deferred
Compensation Plan, that | will be taxed on the money that is paid to me and that no changes to this
decision will be allowed.

Access to 457(b) Deferred Compensation Plan money is granted 30 days after employment and if
Initial retiree has not returned to work for the County of Riverside in any capacity.

Employee Signature Date
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Post-Employment Program

Rlvco -|R Election Form

retirernent LEMU, RCDDAA, RSA and RSC

Section 4 — VEBA Health Savings Plan Investment Selections

Health Reimbursement Account

Upon retirement a Health Reimbursement Account will be established for you.

As a participant in the VEBA Health Savings Plan, your eligible leave balance accruals will default to the Plan’s
default investment Nationwide Fixed Account until you make a change to your investment selection. To make
investment selection changes log in at healthinvesthra.com and click Investments or call Healthinvest Customer
Care Center at (844) 342-5505.

Employee Signature Date

Section 5 — PEP Investment Selection for the Special Pay Plan

Special Pay Plan Investment Selection

The value of eligible leave balances will be allocated to the funding options on file with the 401(a) Money Purchase
Plan provider. My current 401(a) Money Purchase Plan provider is:

[] Nationwide Retirement Solutions [] Corebridge Financial

Access to 401(a) Special Pay Plan money is granted 30 days after separation of employment and if retiree has
not returned to work for the County of Riverside in any capacity. Initial Here:

| understand that investment returns are subject to market fund performances and are not guaranteed and that |
could choose to consult a financial advisor to review my fund selections. | further understand that if | do not make
a PEP election, that 100% of my eligible leave balance accruals will be contributed to the Money Purchase Plan
Fund allocation on file with the designated vendor.

Employee Signature Date
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Post-Employment Program

RIVCO H1R Election Form

retirement LEMU, RCDDAA, RSA and RSC

Deferred Compensation Election

Would you like to defer your Compensatory Leave and/or your excess leave accruals on final paycheck?
[ ] YES | would like my compensatory leave and/or excess leave accruals from PEP deferred.
[ ] NO I understand that no changes to this decision will be allowed.

If “Yes”, please complete the appropriate box(es) indicating amount to be deducted from final paycheck. | would
like my eligible leave accruals deferred in the following manner:

50+ Catch-Up Deferral

Regular Deferral Amount Special Catch-Up

AL Deferral Amount
457 Pre-Tax Contribution: $ $ $
457 ROTH Contribution: $ $ $
q:or_ebridgé.'j Regular Deferral Amount 50+ Caf;:r:-gupn{:)eferral Special Catch-Up Deferral
financial Amount
457 Pre-Tax Contribution: $ $ $
457 ROTH Contribution: $ $ $

| authorize my employer to reduce my salary by the above amount, which will be credited to my Employer’s
Deferred Compensation Plan. The withholding of my deferred amount by my employer and its payment to the

designated investment options will be reflected on my final paycheck. The deferral is to be allocated to the funding
options on file with the provider.

Authorized by:

Employee Signature Date
DISCLOSURES

e Contributions to an employee’s 401(a) account are subject to current annual tax limits. For 2024, the dollar limit is $69K. The IRS periodically increases the dollar limit to
reflect cost-of-living increases.

o Contributions to an employee’s 457 account are subject to certain annual tax limits. For 2024, the dollar amount is $23K, or $30,500 if age 50+ or older; a higher limit may

apply if the employee qualifies for special last three-year catch-up feature which can double the amount of contribution. The IRS periodically increases the dollar limits to
reflect the cost-of-living increases.

e Cash payments will be subject to applicable tax withholdings.

» All contributions to your 457(b) account, whether made by you or the County, are subject to applicable FICA taxes (i.e., Social Security and Medicare taxes), unless
exempted from Social Security (for local safety).
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& Gallagher | Healthinvest HRA

Automatic Premium Reimbursement
Ifge this form to est up a recuting reimbursement for your aligble pramiums

Set up or change your automatic premium reimbursement online. It's faster and more secure.
(1} Log in at HRAge® [mobile app) or KeatthinvestHRA com; () Click Clalms; and (3) Clck Set Up an Autcmatic Premium Reimbursemant
Cr. mail compsated form and supporting documentation to: Hezthirvest HRA, FO Box 4350, Clinten, 14 52733-4380

Ciaims-gligible participanis who are actively-employed and receiving monthly amployer contributions must have a minimum account
balance of 32,000 ko beginfrenew an automatic premium reimbursement

Make sure your documentation has everything we need!
The documentation you submit needs to contain all four of te following:

1. Mame of covered individualfz);

2. Coverage pedniod or efiective date;
3. Name of insurance carier, and

4. Premium amaunt.

Comman forms of documentation include vour staternent of insurance, cpen enrafiment nofice, or premium Biling statement. If you
are requesting reimbursement for tax-gqualified long-term care insurance premiums, be sure o include a copy of your palicys
Creclarations page. The Declarations page usually condaing confirmation that the poficy is tax-qu alified.

|5 my premium eligible?

The below list of qualified premiums is not  complete fist, but it does contain many examples of the types of premiums efigible for
reimbursement.

+ Medical® * Medicane
* Dental * Medicare supplement plans
+ Vision + TRICARE premiume (medical and dentad plans)

+ Long-ierm care (fax-gualified, subject to IRS limits)
* includes mavkelplace axchangs premiums thal are not or will not be subsidized by the premium fax credit

Ag areminder, premiums are nof eligibe for reimbursement if thay are

1. Paid by an employer,

2 Deducied pre-tax through a Section 125 caletena plan;

3. Eligible for pre-tax deduction from wour (the participant’s) paycheck through your employer’s
Section 125 cafeteria plan; or

4 Zubsidized by the premium tax credid.

What should | do next?

«  When your premium amount{s) change or stop, i is your respensibiliy to nobify us o adjust ar cancel your automatic premism
reimbursement. Failure toupdate this information may resultin your reimbursement’sh being cancelled andior excessreimbursement
amounts being reporied as taxable income.

«  Be sure to notify us if your direct deposit information or mailing address changes.

Go Green! Sign up for e-communication and avoid the paper clutter.
Make vour election onfing. Log in at HealthinvestHRA com and click My Profile to update vour Account Preferences.
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Automatic Premium Reimbursement — M
It=a this form to sat up @ recuing remmbursement for your elighle premiums = %
=
Set up or change your automatic premium reimbursement online. It's faster and more sacure. =
[1} Log in at Hﬂﬁﬂﬂ' |robile )0 HeatthinwestHR A com (&) Click Clalms; and (3 Chok Sed ifp Br AUTomMEts Froamium Kedm bursamant E

Or, mail compdeted form and supporing documentation e Heafthireest HRA, PO Box 4300, Clinten, 18 527334380

Claims-glighle paficipants who are aclivedy-ampioyed and recesing monghly employer conlribuBors must have a minimum account balanca
ol $2,000 |o begrirenaw an aulomatc premium rembursament

1) PARTICIPANT INFORMATION [ ClwerForm

ff you ere clairs-algible under more Han one participant account, entsr the paricipent sccount number of B account from which you want your sutomat:
refmhorsement. Oferwise, your autcenatic reimbursemnant wil be teken fom the account wits the earliest clame-elipbilty date All infarmstian in this section |8
required to process your sutomatie premium reimburasment reguest.

ACCTUNT NUMEER or 5EM OATECF BFTH mom/ dd) ypy

LAET MAKME FIRST MANE Wl
WALMNSADDSESS, Iy STATE ap

AREN OODE ard PHOME WUMWBER EWE L ADOAREES |uee horee o personal ool addrass)

GO GREEN! Sign up for e-sommunieation and aved the paper clutiee. Make your election onling. Log n & HealthinvestHRA. som and click My Prafile o
updaie your Account Preferences.

[MPORTANT: Hawe you previously separated or retired from the employer that made or |2 making confributions to this account®
1 yes
[ ho DIRTE OF SERAAKTICN & RETHEWENT w3 7w EWALOYER FANE

2 : CERTIFICATIONS: READ BEFORE SUBMITTING

By coengdeting and submitting this form, you agree fo tha Terms and Conditions, as amended from tima to tene, which an e found in the Summary Flan
Deseription. To get & current copy of the Summary Plan Description, log in 8t HealiklnvesiHRA cam and click Resources or comtest our Custamer
Care Center at 1-044-342-5505

The following certification appSes anly to major medical premiums, |t does rot apply to dental, vision, and tax-gualified kng-term care pramiums:;

+ By major medical premium waes gither (a} for an amplover-sponsared group heshh plen (for coverage provided through an employer) end nof for indivdusl
kit coverage, of (1) ncumed whils you were sepanated of reGred [mof employed or re-empioyed) with the eepboyer el contributed Fands to your accowst.

3 | AUTOMATIC PREMIUM REIMBURSEMENT INFORMATION

Thisiea: | | NEW request Frequersy: || Mon | Chusster Due date of first reimbursement:
|| CHANGE b existieg reimbursamant ey [IMonthy [ ] d [Tl oz avo v, reguee! mos? be recaivad at sl 15 daye
3 P _ BEGIN meni ! wyyy: priat | e cte]
maunt af each refmbuarss ment: Ehm!'ml““ Emfm in-alfect for 1?imm or [ 1stor [T] 15 day of the manth
HEW EMOLNT % thraugh the end af your current palcy period, : " i
OLD AMAUNT wischever ceours first, We Tl eotiy you 'when its Lgh:ﬁwmrgzgﬂ:‘:t?&bmm1ﬂug:ﬂf
i i 8 i) gg‘cﬁum ’Ef"'?"'n'l"w APR sod submil updated the past, o iF this reguest & not recaived n fme
|8 ik pobicy imyour nema?  Hreimbursement is for a policy not in your neme {such & your spouse’s), please Ist hisdher name, Social Secorty number or
peokcy mumber, and dabe of bith
LIYES
I NO HEME EEN or POLACY WLMEBER [H3E CFEATH

4| DIRECT DEPOSIT ENROLLMENT (RECOMMENDED)

[irect deposit i faster and more copvenient them wabng fo receive paper check reimibursaments in the meil Information you proside below will superssds sy
previnds direct deposit errcdlment on file. A voided check iz pot required

1w [ | Cheshiyj S K
E raquast q Mariii .
; 5 ; o, SSEEEEANSTE CHECNL N L) Sanings [ IAINARTAY]:  HATLERIZLO 100t
| Usa direct deposit b : 1
already on fil T e =
SIGIT ADUTING KUMBER (sssamrps dusk| - SCCDUNT KUMBE R (e rat ingade cect aumber) 8igd rmulr g e Ao rebar [ R RS

Bore Information HealthirvestHRA com | Ask Questions 1-844-342-5505
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