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Employee Enroliment Guide
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Website. www.aflacatwork.com

Login: Social Security Number (with or without dashes)

Pin. Last 4 digits of your SSN & the 2 Digit YEAR of your birth

| A — a———.
Af acC. AflacAtWork Login: Enrollment

Welcome to AflacAivyork. To use this website. you must have your
employee ID or Social Security Number and your confidential Personal
Identification Number (PIN).

Returning applicants, log in:

Employee 1D or Social Security Number: | ‘

Personal Iderntification Numbe: (PIN) l ‘

LOGIN
Is this vour first visit?

Have vou forgotten vour PIN?

Security Information Privacy Policy

Administrative users: login to the administrative site.

© 2007 American Family Life Assurance Company of Columbus (Aflac)
Portions © 2004-2014 Selerix Systems Inc_ All rights reserved

Once you click Log in, you will be taken to Beech Grove’s personal enrollment site where you will need to
click the NEXT button to begin your

Beech Grove %
City Schools

dE  YOU & YOUR FA

Welcome to Your Benefit Enrollment for Plan Year 2016

+ Your Benefit Options
At Beech Grove City Schools, we know that benefit requirements change. That's why we have an open
enrclimant pericd each year. Medical
For most benefits. Open Enrcllment is the only time of year you are allowed to make changes in your M
benefits. Unless you experience some gualifying life event, you will only be able to make benefit changes Yision
during the Cpen Enraliment period. During open enraliment, you should consider the bensfits you have Basic Life and AD&D
today and ask yourself if they will ssrve you and your loved onss well inthe coming plan year. Employee Voluntary Term Life
; Zpouse Voluntary Tenm Life
Benefit enroliment is eazy! fust follow these steps. e T I
c T Life: Ot
« First, review and contact HR to update personal information about you or your covered dependents. Childiren) Volunzary Term Life
» Review each of your benefit elections and make your choices. Childi{ren) Voluntary Term Life: Optian 4

= Sign the Enroliment Confirmation form to complete your enroliment.

Aflac Group Aocident
Click MNext to begin.

Aflac Group Crtical lliness - Employee
Aflac Growp Crtical Hiness - Spouse
Aflac Group Disability

Aflac individusl Cancer

Medical FEA

Limited Medical FSA (Dental & Vision
Cnivl

Diependent Daycars

Press Mext to review personal information and begin enrollment.



http://www.aflacatwork.com/

PERSONAL INFORMATION: You will need to verify all of the Personal Information on this page and click

NEXT. (If any of the information is listed incorrectly, please contact Eileen McManus)

HOME p UR FAMILY M y SIGN & SUBMIT LOGOUT

Personal Information

@ Please review your personal information to ensure it is correct and complete, Please carrect any errors and dlick the Next button when you are finished.

Optional items are in italics.

Personal Info

Name: |Test | |T$ter |
Mi Last Suffiv

First

Date of Birth: '12;25;1 982 b |

SSN: I***-**-4444 |

Gender: (@ Male () Female

DEPENDENTS. Please verify any dependents information or click the + sign to add dependents not
currently listed.

Dependents

o 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 meet the necessary reguirements defined by the plan.

Click the Next button when you are finished.

No Dependent Information Available

_

No data available in table




ADDING A DEPENDENT: Please enter ALL information on the dependent and click SAVE to proceed.

Continue the same process for each dependent that you need to cover. (Flease Note. Social Security Numbers ARE

REQUIRED for each dependent. You will not be able to SAVE and proceed without entering all of the REQUIRED information first)

Add Dependent

o Add information on your dependents below, Optional fields are marked in ifafics,

Relationship: |@T|

Mame: |

|
First M Last

Date of Birth: | .-|

5N | ‘

Gender: () Male (& Female

Full-time Student: ) ¥es @ No
Disabied: CYes @ Mo

Address; Same as employee

Suffic

Cancel

|U5A -

Country

| |
Street

| |
Street (cont.)

| | N v | |
City State Zip



EMPLOYMENT: On this page, you will need to verify your Employment information and click NEXT to

proceed. (If any of the information is listed incorrectly, please contact Eileen McManus)

€ Please review and correct your employment information shown here. Optional items are shown in ifalics.
Certain items require additional information from you. These items are highlighted and underlined. Click on the item to correct it, if necessary.

Press Next to continue.

Date of Hire: 5/15/2016
Eligibility Date: 5/15/2016

Location: ADMIN

Department: SECRETARY

Job Class: CLASSIFIED 1

Title:

Salary: $25.000.00

Pay group: 26 pay/24 deductions

Payroll Freguency: BiWeekly

Hours per Week: 40,00

Back H MNext ‘

MY BENEFITS: This page shows you all of the Benefits that you are eligible to enroll in for the current

Enrollment Period. Click on Review under each Benefit to either Enroll in the plan or Waive the plan.

LR FAMILY kY BEMEATS SIGM B SUBMIT
My Benefits
Below is a list of your current benefit elections. Click "Review™ for benefit information and to elect or dedine coverage.
& Medical = My Bensfits
Plan Mame: Medical Cowerage Lewel: Emnployes Only = Medical
M Dental
Last Mame Relationship = ision
& Basic Life and AD&D
Test Tester 12/26/1582 M Employes O Empi Voluntary Term Life
/™ Spouse Voluntary Term Life
" You have completed enroliment in thiz plan. Your cost per pay period will be $115.75 /% Spouse Woluntary Term Lifec Optic
/% Child{ren) Voluntany Term Life
/™ Child{ren) Voluntary Term Life: Of
Aflac G Accident
¢ Dental Beview 0 Aflac Graup
O Aflac Group Critical llimess - Emph
Tou have electsd to WAIVE coversge under thiz plan A Aflac Group Critical lliness - Spo
O aflac Group Disability
O Aflac Individual Cancer
= Vision Review DO Medical FSA
Plan Mame: Vision Cowverage Level: Employse Only /M, Limited Medical FSA (Dental & Vi
) Dependent Daycare
m“mﬂ L
Employer Cost §232 75
Test Tester 12/26/1982 [ Employes Troremer=n (GG
Post-tax cost: $0.00
" You have completed enroliment in thiz plan. Your cost per pay period will be 5312 Em 1 cost $118.97




(Flease Note: You will only be able to select the benetits for Employee Only if you have not yet entered your dependents)
Medical

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

* To enroll or continue your current coverage, click on the option next to the cost which represents your election.
» When you are finished, click on the "NEXT" button to continue.

- Employee Only Employee + Spouse Employee + Children Employee+Family 0 Medical
XK Dental

Plan 2 (@) $115.75 ) $371.25 ) §333.25 ) $478.42 & Vision
[# Basic Life and AD&D

My Benefits

Plan 3 49.25 () $229.25 () 8183.16 ) $312.42
oS 0§ 0 $ 0§ O Employee Voluntary Term Life
Pland (O $30.34 ) $144.66 ) 89216 ) $198.92 £\ spouse Voluntary Term Life
/A Spouse Voluntary Term Life: Optic
Plans (O $19.92 () $439.00 ) $414.50 ) $515.50 /A Child(ren) Voluntary Term Life
/A child{ren) Voluntary Term Life: O
@1 wish to apply for this coverage O Aflac Group Accident

(O WISH TO WAIVE THIS COVERAGE O Aflac Group Critical lliness - Empl

a -

If you need to go back to enter your Dependents information, click on the You & Your Family on the top of
the page and scroll to Dependents. This will bring you back to the DEPENDENTS page. Once you have
entered your Dependents information, you can click on the MY BENEFITS tab at the top and scroll to the

benefit that you need to enroll in.

MY BENEFITS SIGN B SUBMIT  LOGOUT

Medical

Listed below are the optiorl§ and coverage choices available to you.

= To enrcll or continue your current coverage, click on the option next to the cost which represents your election.
= When you are finished, click on the "NEXT" button to continue,

- Employee Only Employee + Spouse Employee + Children Employee+Family 0 Medical
X Dental

Plan 2 @ $115.75 ) $371.25 ) $333.25 ) $478.42 [ vision
& Basic Life and AD&D

My Benefits

Plan 3 $49.25 () $229.25 ) $183.16 ) $312.42 .
© ) ) ) O Employee Voluntary Term Life
Plan4 (0 $30.34 ) $144.66 ) %92.16 ) $198.92 /\ Spouse Voluntary Term Life
A Spouse Voluntary Term Life: Optic
Plans () $19.92 ) $439.00 () $414.50 ) $515.50

£\ child(ren) Vol untary Term Life
£\ child(ren) Vol untary Term Life: Of

(®) | wish to apply for this coverage O Aflac Group Accident
WIS AIBTHISICOVERSGE O aflac Group Critical lliness - Emple

/\ Aflac Group Critical lliness - Spou:

By clicking NEXT after each benefit, you will be taken through the entire enrollment process. Please click
APPLY or DECLINE for each benefit to proceed to the next benefit.



There will be notes in RED throughout the enrollment process for some of the benefif offerings, please pay
close attention fo those noftes as there may be some additional paperwork that you will need fo print off,

sign and turn in fo Eileen McManus fo finalize your enrollment.

T g i e e e e i e R 1 e Ay Farees e

@ HOTE At age 70, the benefit amount reduces by 50%.

Short Term Disability

Plezse select the desired waiting pericd (7 or 14 days) and then zelect the desired benefit amount.

o MOTE: If you are are applying for this coverage for the first time and are not newly hired. you will be subject to
health guestions in order to recieve this benefit.

o MOTE: If you currently have coverage and wiould like to increaze your benefit amount greater than the annual
$100 guaranteed issue amount (based on salary), you will be subject to health questions in crder to recieve the
caverage elected.

SIGN & SUBMIT: Once you have reviewed each benefit, you will be brought to the Sign & Submit page.
Here, you will need to review each benefit, the cost per pay and the totals.

Beech Grove %

Status

City Schools

E YOU B YOUR FAMILY MY BENEATS SIGM & SLIBMIT

Sign and Submit

Here iz 3 recap of your enraliment electicns. The summarny below shows your slection for each benefit and includes your pre-tax and post-tax contributions per
pay period for each plam
» Are You Satisfied With Your Elections? If you are satisfied with your choices, dick on the "NEXT™ button at the bottom of this screen to sign your

Enroliment Yerification Form electronically using your PIM.
« Meed to Make Some Changes? |7 you wish to make any changes to your elections, click on the benefit plan name in the menu at the |sft.

Medical Plan 2; ECY $115.75 £0.00 $23125
Dentzl Waived
Visicn ‘ision; EC §3.12 50.00 $0.00
Basic Life and AD&D $20,000 50.00 $0.00 §1.50
Employee Valuntary Term Life Waived
Spouse Voluntary Term Life Watved
Spouse Voluntary Term Life: Opticn 4 Watved
Child(ren} Voluntzry Term Life Waived
Childiren) Valuntary Term Lifec Oiption 4 Warved
Afiac Group Acddent ‘Wanied
Aflzc Growp Critical lliness - Employee Wahved

You will have an option to change any and all benefits at this point by going to the top of the screen and
click MY BENEFITS. Scroll to the benefit that you need to make changes to and click on it.



HOME ¥YOU & YOUR FAMILY MY BENEFITS SIGN & SUBMIT LOGOUT

Medical

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

* To enroll or continue your current coverage, click on the option next to the cost which represents your election.
= When you are finished, click on the "NEXT" button to continue,

- Employee Only Employee + Spouse Employee + Children Employee+Family 0 Medical
X Dental

Plan 2 @ $115.75 $371.25 $333.25 $478.42 [ Vision
[# Basic Life and AD&D

My Benefits

Plan 3 49.25 229.25 183.16 31242
oS ’ ¢ ’ O Employee Voluntary Term Life
Plan4 () $30.34 $144.66 $92.16 $198.92 /\ spouse Voluntary Term Life
/\ Spouse Voluntary Term Life: Optic
Plan 5 (1 %19.92 $439.00 $414.50 $515.50

A Child(ren) Voluntary Term Life
£\ child(ren) Vol untary Term Life: Of

(®) | wish to apply for this coverage O Aflac Group Accident
WIS AIBTHISICOVERSGE O Aflac Group Critical lliness - Emph

/\ Aflac Group Critical lliness - Spou:

If you need to make changes, click UNLOCK and may desired changes to each plan. Make sure to click

NEXT once you have made your changes.

HOME YOU & YOUR FAMILY MY BENEFITS SIGN & SUBMIT LOGOUT

Medical

Plan Name: Medical Coverage Level: Employee Only

My Benefits
' Medical

Tast Tester 12/26/1982 M Employee ¥ Dental
# Vision
You will be brought back to the SIGN AND SUBMIT page after each change is made. Once you are ready to

complete your enrollment, click NEXT.

You will need to enter your PIN (Last 4 Digits of your SSN & the 2 digit YEAR of your birth) and click SIGN FORM to

proceed to the next form that will need to be signed.

Please enter your PIN below and click on "SIGN FORM™ to complete your enroliment and submit your elections. By entering your PIN, you are electronically

signing the Benefit Verification/Deduction Confirmation Form above. Please review it carefully before entering your PIN.

PIN: | Sign Form

Back



REVIEW / SIGN FORMS. Once you have reviewed your Benefit Verification / Deduction Confirmation, you
will need to enter your PIN and click SIGN FORM. This will finalize your enrollment choices and submit

them to the Benefits Carriers as well as your Payroll Dept.
Review / Sign Forms

Benefit Verification / Deduction Confirmation
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CONGRATULATIONS! You have now completed your enrollment!

You may now click LOGOUT or Scroll to the bottom of the screen to view all of your chosen benefits.



Should you have any questions, please contact.
Eileen McManus — Beech Grove City Schools
Michael Blink — Steele Benefits

S EELE |

BENEFIT SERVICES

Steele Benefit Services
9020 Crawfordsville Road
Indianapolis, IN 46234
317-286-6121



