
 

Revised 8/26/2022         Benefits office: AF □  BM □  PD □  125 □ 

SAN JUAN UNIFIED SCHOOL DISTRICT 
CERTIFICATE OF UNDERSTANDING – EMPLOYEE BENEFITS 

Please Complete and Return to Benefitshelpdesk@sanjuan.edu 
 
______ (Initial) I acknowledge receipt of the Employee Benefit Guide which explains benefit eligibility and the insurance 
options available to me and my eligible dependent(s). I understand my elections must be made on the AFenroll platform 
and I may schedule my virtual benefit election meeting online https://americanfidelity.com/SanJuan or by calling 800-365-
8306, ext. 7 
 

_______ (Initial) I understand that it is my responsibility to either waive coverage or enroll in the plans of my choice within 
30 days of my start date. If I do not make my elections within 30 days of my start date, I will be enrolled in Western Health 
Advantage (WHA) HMO (employee only) coverage and the WHA plan would become my primary insurance coverage. I 
will not be able to change the WHA coverage until a qualifying life event or during an open enrollment period. 
  
_______(Initial) I understand that if I wish to decline medical coverage through the District, I must provide proof of other 
medical coverage to the Benefitshelpdesk@sanjuan.edu.  I understand that if I have other group insurance coverage, I 
am eligible for a cash waiver payment as specified on the premium cost schedule for my employee group. 
 

_______(Initial) I understand that if I waive medical coverage, my election is for the current calendar year and that I must 
re-elect during open enrollment in the fall for the upcoming calendar year to continue to waive coverage.  
 

_______ (Initial) I understand that my enrollment elections are for the entire calendar year and I cannot change my 
elections unless I have a qualifying life event as defined by the IRS. I understand that I have 30 days from a qualifying life 
event to make a change to my benefit elections and I need to provide proof of the qualifying event in order to make a 
change to my benefit elections.  I understand that I may also change my elections during the annual open enrollment 
period in the fall which would take effect the 1st of the new calendar year. 
 

_______ (Initial) I understand if I fail to maintain current and accurate health enrollment information, it may impact 
dependent eligibility for health care continuation under COBRA and may result in incurring liability for the reimbursement 
of health premiums or health care services incurred during the entire ineligibility period. 

 

_______ (Initial) I understand that Flexible Spending Account elections are for the current year and a new election must 
be made during the open enrollment period in the fall for each subsequent calendar year. 
 

_______ (Initial) I UNDERSTAND THAT SJUSD DOES NOT PARTICIPATE IN STATE DISABILITY INSURANCE (SDI). 
I understand that there are two Insurance providers (Info below) that offer disability policies for which I can pay through 
voluntary payroll deductions and it is my responsibility to research and contact the carriers to enroll within a short eligibility 
enrollment period. 
 

American Fidelity (all employees)  CTA Standard Life Insurance (CTA membership required) 
916-683-8306      800-522-0406  

 

_______ (Initial) Tax Sheltered 403b/457 Information Received (Page 21 of Guide):  If I elect a Tax-Sheltered Plan, I 
understand that I must open my account with an approved vendor prior to turning in the Salary Reduction Agreement 
(SRA) form.  I understand that SRA elections must be submitted in the month prior to the effective deferral date. 
 
 

_______ (Initial) I have received the Notice of Right to Continue Coverage under COBRA  (Page 28 of Guide) 
 
 

Employee’s Name___________________________________________      Job Title:_____________________________ 
(please print) 

Address ___________________________________________________________       Phone _____________________  
 
City/State __________________________________________________________       Zip Code ___________________  
 
SS#:_XXX-XX-__________ SJUSD Start Date:_________________ Benefit Enrollment Appointment Date: ___________ 
 
Employee’s Signature ____________________________________________________            Date _____/_____/_____ 
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