Please mail this form to the City of Manchester HR Dept. NOT to NH State Retirement

New Hampshire Retirement System
54 Regional Drive, Concord, NH 03301

Phone: (603) 410-3500 - Fax: (603) 410-3501

New Hampshire Retirement System

ANNUITY DEDUCTION AUTHORIZATION — POLITICAL SUBDIVISIONS

Website: www.nhrs.org - Email: info@nhrs.org

SECTION | - INSTRUCTIONS

This form is to be used by individuals qualifiedrézeive a service retirement, disability retiretm@msurvivor annuity (the
“Annuitant”) to authorize the deduction of medicdéntal, and/or vision coverage premiums from tloatimy annuity payments.
If an Annuitant and his or her spouse are bothivewga retirement annuity from NHRS and will beveced under the medical
plan of only one of their former employers, thebrsit one form for both retirees signed by the Atawii policyholder. If an
Annuitant and his or her spouse are both recei@irgtirement annuity from NHRS and will be coveueder the medical plans o
the former employers of each retiree, then subrfotra for each retiree.

e The Annuitant must complete sections Il and V and eturn the form to the former employer

e The former employer must complete sections Il andV and submit the form to NHRS

e This is a two-page form — please complete both pagje incomplete forms will be returned and may restlin a delay
in processing

« Please type or print all entries

f

SECTION Il - ANNUITANT INFORMATION  (To be completed by the Annuitant)

Annuitant NaméLast, First, Ml): Om [JF | Social Security #:

Annuitant is[_] Member [_] Surviving Spouse[_] Surviving Child Annuitant DOB: Spouse DOB:

Status [] Single [] Married [] Widowed [] Divorced/Legally Separated

Spouse Nanfeast, First, MI): Om [JF | Social Security #:

Annuitant Mailing Addres§PO/Street, City, Sate, Zip):

Telephone Number: ( ) Email Address:

Member Retired as a Political Subdivision[ ] Employee [ ] Teacher [] Police [] Fire

SECTION Il - FORMER EMPLOYER INFORMATION  (To be completed by former employer)

Employer NameCity of Manchester Telephone Number:§03 624-6543

Mailing AddresgPO/Street, City, State, Zip): Attn: HR/Benefits, One City Hall Plaza, Manchester NH 03101

Delta Dental #3203;Under65 health Anthem #358279;

Group Number%:;esheanh United Amercan group < 3641 3642 Provider Name: N/A Employer Contaatie Laperle/Susan Figg

SECTION IV - PREMIUM DEDUCTION INFORMATION  (To be completed by former employer)

Effective Date of Request: Requested Action:
New, Change, No Change, Cancel, Subsidy O

1. Retired Member Premium, Health

2. Spouse Premium, Health

3. Dental Plan and/or Vision Plan (if applicable) $

N

. Qualified Children Premium, Health $

5. Total Monthly Rate (line 1 + line 2 + line Jime 4) $

6. Expected Medical Subsidy (if applicable) $

7. Retirement Annuity Deduction (line 5 minus lie $

y



SECTION V - PLEASE READ, SIGN, AND DATE BELOW (To be completed by the Annuitant)

LIFE EVENTS
If you are qualified for a Medical Subsidy, you rmastify NHRS within 30 days if any of the followgrevents occur:

* Any change in marital status of the Annuitant;

» The death of the Retiree or the Retiree’s spouse;

e The remarriage of a surviving spouse of a deceRs¢idee or deceased Member;

« A qualified certifiably dependent disabled childlbager resides in the household;

e Asurviving spouse of a member who died in the bhduty remarries or becomes eligible to receiwaital insurance
or health coverage from any employer-sponsored (gaen if the individual declines to enroll in syalan); or

e The attainment of 18 years of age (23 if a fulldistudent) by the surviving child of a member whexldn the line of
duty or if such child becomes eligible to receivedigal insurance or health coverage from any engolsponsored plan
(even if the individual declines to enroll in syalan).

ENTITLEMENT TO MEDICARE
The amount of the Medical Subsidy is reduced wheguoadified person becomes “entitled to Medicar&he reduction applies to
entitlement to both Part A coverage (hospitalizgtiand Part B coverage (supplementary medical #ma&) regardless of
whether the entitled individual actually enrollsgays for such coverage. Every annuitant is reguio notify NHRS within 30
days of when any person qualified for a Medical $ad§pbecomes entitled to Medicare because of atgge 65 or because of
the receipt of Social Security disability benefgenerally after receiving Social Security disabibenefits for 24 months).

Are you entitled to Medicare at this time? YES{] NO: []
Is your spouse entitled to Medicare at this time? YES[] NO: []
Is your dependent child disabled child entitledvtedicare a this time? YE] ] NO: []

CERTIFICATION AND SIGNATURE
| hereby authorize NHRS to deduct from my montlefyrement annuity the amount of monthly premiurosve with respect to
my coverage under the medical, dental, and/or wiplan of the former employer named above. The&lramount of such
deduction is provided above in Section IV. Thithauization shall apply, without further noticerte, to any change in the
amount to be deducted because of (a) any charremium costs or changes in coverage under thesfoemployer’s plan or
(b) any change in the amount of any Medical Sub&dyvhich I, my spouse or my children are quatifigursuant to RSA 100-
A:50-55. | understand that eligibility for the Medl Subsidy is conditioned upon my being coveredar the medical plan of
the former employer named above.

If it is determined by NHRS that | qualify for tivedical Subsidy, all subsidy amounts payable oralieti me, my spouse and
any qualified children will be paid directly to nigrmer employer and will be applied on my behalféduce the amount of
premium | owe each month. The balance of the prendue from the Annuitant as determined by the eygsl if any, will be
deducted from my monthly retirement annuity effeetas of the first of the month following attainmhefMedical Subsidy
eligibility.

Change in Eligibility Status: | understand that &mount of Medical Subsidy for which | am qualifiethy change due to a
change in life events described above or entitléneeMedicare as provided in RSA 100-A:50-55. tdi®y agree to notify
NHRS within 30 days following the occurrence of arfyhe life events listed above or if I, my spoaseany qualified child
becomes entitled to Medicare. In this regard réhg certify that | have read and understand tfa@nmation provided above
which describes when | am required to notify NHR®Iso agree to complete and timely file an aniligjibility Questionnaire
regarding my eligibility for the Medical Subsidy.

| understand that NHRS reserves the right to recalNéedical Subsidy amounts paid on behalf of mg,spouse or former
spouse, or any qualified child who has lost Med&absidy eligibility, and/or all overpayments rdgg from my failure to
report entittement to Medicare as described above.

| hereby attest, under penalties of perjury, that the information provided above istrue to the best of my knowledge and belief.

Annuitant SignatureRrint and sign - original signature required Date:

Spouse Signatur@rint and sign - original signature required Date:

SECTION VI - FOR NHRS USE ONLY
Med Sub: [ ] Yes [ No | Payroll Date: Process Date: Initials:

The New Hampshire Retirement System (NHRS) is governed by New Hampshire RSA 100-A, rules, regulations, and Federal laws including the Internal Revenue Code. NHRS also
implements policies adopted by the Board of Trustees. These laws, rules, regulations, and policies are subject to change. Even though the goal of NHRS is to provide information that is
current, correct, and complete, NHRS does not make any representation or warranty as to the current applicability, accuracy, or completeness of any information provided. The information
herein is intended to provide general information only, and should not be construed as a legal opinion or as legal advice. Members are encouraged to address specific questions regarding
NHRS with an NHRS representative. In the event of any conflict between the information herein and the laws, rules, and regulations which govern NHRS, the laws, rules, and regulations
shall prevail.
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