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Alaska State Legislature

Official Business P.O. Box V 
State Capitol 

Juneau, Alaska 99811
S P O N S O R  S T A T E M E N T

C S S B  381 (STATE AFFAIRS)

by

Senator Jay Kerttula

C S S B  381 (State Affairs) requires the administration to 
provide retiring employees with a statement explaining that 
there m a y  be differences between the health insurance 
coverage which they have had as employees and the insurance 
coverage which they will have as retirees. In addition, the 
administration must explain the time limits within which a 
retiree m a y  select optional health coverage (dental, visual, 
audio, and long-term care insurance).

The retiree must indicate in writing that he has received the 
information from the administration.

I have introduced this legislation because constituents have 
contacted m e  over the years and have said that they were 
unaware of s o m e  of the differences in insurance coverage 
and the limited windows of opportunity which were available 
to them.

For example, there is currently a one time only. 60 dav 
w i n d o w  during which retirees m a y  apply for optional 
coverage for dental, visual, audio and long-term care 

insurance.

S o m e  of m y  constituents had not applied within the proper 
time frame and as a result, were ineligible for this optional 
coverage.

The Division of Retirement and Benefits does provide 
explanations and forms to employees w h o  have applied for 
retirement. However, this information is not required in 
statute or by regulation; it is part of the Department's in- 
house procedure; but s o m e  retirees are failing to understand 
or get the necessary information.



I a m  requesting that this information be mandated in statute 
in order to ensure the continuation of the present procedure. 
With the potential decline in state revenues, I a m  concerned 
that another administration might choose to cut corners with 
its information and counseling services. Senate Bill 381 
would ensure that Alaskans w h o  have served in the public 
sector are provided with assistance as they m a k e  the 
transition from active to retirement status.

The original bill wa s  drafted to only cover employees within 
the public employees retirement system (PERS). It was felt 
that if a procedure were being codified for PERS, it should 
also be codified for the Teachers Retirement System(TRS), 
the Judiciary, and the Elected Public Officials Retirement 
System(EPORS). The State Affairs C S  has been expanded to 
include these groups and the title of the original bill has 
been changed to reflect this expansion.

I would urge the passage by this body of S B  381.



/A/C/ I D A  K l f ' D  ' Public Employees’ Retirement System (PERS)EmM w  vJ  I f  /Hi I V  £■ Teachers' Retirement System (TRS)
f  Judicial Retirement System (JRS)

H  /* *  f V i Z  f  /  /  C  Elected Public Officers Retirement System (EPORS)

E X C E P T I O N S

The following PERS and TRS benefit recipients are >iot 
automatically covered under the comprehensive medical 
insurance plan:

>■ PERS members who arc first hired under the PERS 
after June 30,1986, and their survivors; and

>  TRS members who are first hired under the TRS 
after June 30,1990, and their survivors.

These individuals may receive the coverage by paying'. 
X one-half of the monthly premium if  over age 60; or 
X the fu ll monthly premium if  under age 60.
PERS and TRS members and their survivors are auto­

matically covered w ithout cost, regardless of their hire 
dates, when they reach age 65. A ll PERS and TRS members 
are automatically covered w ithout cost when they begin 
receiving PERS or TRS disability benefits.

«C|£v
D e n t a l - V i s i o n - A u d i o  

( D V A )  I n s u r a n c e

jra

Comprehensive medical insurance coverage w ill be 
provided w ithout cost to you and your eligible dependents 
when you begin receiving benefits (see exceptions bciow). 
You w ill, however, be required to pay the annual deductibles 
and any expense that exceeds the usual, customary, and 
reasonable charges (UCR). Detailed information about this 
coverage is provided in the GHLB Information Booklet.

This coverage w ill continue as long as you or your 
survivors are eligible to receive monthly benefits from the 
system. Coverage w ill terminate when benefits are no longer 
payable.

Whenyou tumage65,Medicare willbecomeyourprimary 
carrier and coverage under this plan w ill supplement your 
Medicare coverage. I t  is important to enroll in Medicare as 
soon as you become eligible so tha t your medical expenses 
w ill be covered a t the maximum level. Contact the Social 
Security Administration for more information.

A health insurance identification card w ill be mailed to 
you as soon as we receive it from the insurance company.

I N S U R A N C E  13  (R e v . 1 / 9 1 )

You may purchase DVA group insurance coverage for:
O yourself only for $24.90 per month, or 
0  yourself and your spouse for $49.80 per month, or 
0  yourself and your child(ren) for $44.70 per month, or 
O yourselfandallofyoureligib!edependentsfor$69.60 

per month.
DVA coverage and premium rates are subject to change. 

Detailed information about this coverage is provided in the 
GHLB Information Booklet.

If  you want to receive DVA coverage, you m ust enroll 
w ithin  60 days following the date you are appointed to 
receive benefits by com pleting and re turn ing a DVA 
Enrollment/Waiver form.

If  you choose to enroll for DVA coverage, premiums w ill 
be deducted from your benefit warrants. DVA coverage w ill 
go into effect on the firs t o f the month after the first premium  
is deducted from your benefit warrant. DVA coverage does 
NO T go into effect on the fir s t day o f retirement.

r ------------------
| DVA co verage will be offered to you |
i only once. If your Enrollment/Waiver \
l Form is not received or postmarked

within the 60 days, your right to ,
participate will automatically be 

I waived and you will be unable to ‘
I enroll later. ’ I
V ____________________________________ J

L o n g  T e r m  C a r e  
(L T C ) I n s u r a n c e

You may purchase LTC group insurance coverage for 
yourself only,oryou may purchasecoverageforbothyou and 
your spouse. The LTC coverage and premium rates are sub­
ject to change. Detailed information about this coverage and 
current premium rates are provided in the GHLB Information 
Booklet. Continued on back *►



L o n g  T e r m  Care  - continued
'n sijsarx;'..,--,' -r

If you want to receive LTC coverage, you must enroll 
within 60 days following the date you are appointed to 
receive benefits by completing and returning the LTC 
Enrollment/Waiver form.

If you choose to enroll for LTC coverage, premiums w ill 
be deducted from your benefit warrants. LTC coverage w ill 
go into effect on the fir s t o f the month after the first premium  
is deducted from your benefit warrant. LTC coverage does 
N O T go into effect on the first day o f retirement.

By finding your age at retirement below, you can deter­
mine your cost for this coverage. LTC premiums do not 
increase due to age.

L i f e  I n s u r a n c e  1
 1

If you are participating in a State-sponsored optional life 
insurance plan and you want to continue that insurance, you 
must elect to do so w ith in 60 days following the date you are 
appointed to receive benefits by completing and returning a 
Continuation/W aiver card. Detailed information about the 
coverage is provided in the GHLB Information Booklet.

If you choose to continue the optional life insurance, 
premiums w ill be deducted from your benefit warrants. The 
premium rates w ill bebased on your age. By finding yourage 
below, you can calculate your current cost per $1,000 of 
insurance. Life insurance rates increase w ith age.

I

Age Premium

under50 $ 16.10
50-54 21.45
55-59 26.00
60-64 48.25
65-69 80.45
70-74 128.70
75-79 193.05
80-84 294.95

 -

LTC coverage will be . 
offered to you only once. j 
If your enrollment/waiver ' 
form is not received or I 
postmarked within the 60 I 
days, your right to partici- \ 
pate will automatically be 
waived and you will be , 

^  unable to enroll later. J

Age Premium 
Per $1,000

29 and under .11
30-39 .13
40-44 .22
45-49 .32
50-54 .50
55-59 .75
60-64 1.07
65-69 154
70-74 3.41
75-79 6.48
80-84 9.19
85 and over 14.15

r  \
| If your Optional Life Continuation/Waiver j 
j card is not received or postmarked within i 
I the 60 days, your right to continue insurance ( 

will automatically be waived and you will 
' be unable to enroll later. J

E N C L O S E D
□  Group Health and Life Insurance (GHLB) Information Booklet
□  Long Term Care (LTC) Enrollment/W aiver Card
□  Dental-Vision-Audio (DVA) Enrollment/W aiver Card
□  Optional Life Insurance Continuation/W aiver Card
□  GHLB Claim Forms

D i v i s i o n  o f  R e t i r e m e n t  a n d  B e n e f i t s

P.O . Box CR
Ju n eau , AK 99811-0203
T elephone: (907) 465-4460

701 E ast T u d o r  R oad , S u ite  240 
A n ch o rag e , A K  99503 
T e lep h o n e : (907) 563-5885

I N S U R A N C E  13  (R e v . 1 / 9 1 )
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DEPARTMENT OF ADMINISTRATION
DIVISION OF RETIREMENT I  BENEFITS 

PLEASE REPLY TO

P O BOX CR
JUNEAU, ALASKA 99811-0203 
PHONE. (907)165-4460

L  701 EAST TUDOR ROAD. SUITE 240 
ANCHORAGE. ALASKA 99503-7445 
PHONE. (907) 563-5885

P u b l ic  I m o i o y M t  lU l i u n w n t  G ,a l * m  
la t c h * - *  M atua iT .> n t b * * l* < n  

Jud iC - t i H a iu a m a n i S ( t i * m  
i l a t )  P u b l ic  O H i c a i i  H # iii* w « n (  S * » l* m  

N a lio n *-  l i v a i o  M * t u * m tm  f iy t t a m  
la r n l iu - t l  l l a l i i a m a n l

• la iu w *  v o i u n i i i y  O a n u i  v - v u h  A u iu o  P la n  
S u b P W ff lb n ia i H a n a i- lt  S y t u m  

G io u P  M aa ith- l i l a  l n , u i * n c *  t lp i l a l i l *
O a h m a i i  ' . o m p a n w l io n  P la n  

P i . l n i i  E m p lo y * * *  S o c ia l  S a c u i- lf  l  o n i i ' lH i l n i n i

STEVE COWPER, G O V E R N O R

PERS:

Dear ________________ :
[ ] Your Application for Retirement Benefits was received on _________ .
[ ] Your Retirement Incentive Program (RIP) Application for Retirement

Benefits was received on ___________ .
Your retirement will be effective ________________, subject to:
[ ] Your eligibility to receive Public Employees' Retirement System (PERS)benefits in accordance with PERS statutes and verification of your 

credited service.
[ ] The administrator's approval of your employer's participation in the

Retirement Incentive Program.
Please read the insert, "Minimum Requirements for Retirement and Service Credit" for more information.
[ ] You indicated that you want to retire on ____  By law,

your retirement date will be the first of the month after the following requirements are met:
[ ] Your employer's participation in the RIP is approved.
[ ] You have terminated employment. You mgst submit a Notification of Termination (Form 02-1806) to your employer.
[ ] Your Application for Retirement Benefits is received by the

Division of Retirement and Benefits.
NOTE: If you terminate your employment on the first day of the month, you 
cannot be appointed to retirement until the following month.

[ ] To be eligible to retire Inlandboatmen's Union of the Pacific, Alaska 
Region (IBU) members must have at least five years of service after 
October 1, 1978, in addition to the "Minimum Requirement for Retirement."

APPLICATION 
8/6PERS/42.3 (06/89)

Not*: Ptoas* Inc*** Yotf Social S aajity  N jnbw  Sn Al Corrwxxxfcnca 4 RtquMts Concamkio You



Service from October 1, 1978, through September 30, 1983, will be used 
only to determine retirement eligibility; it will not be used to calculate benefits.

[ ] Information available to us indicates you will have ____  years of PERS
service on your planned termination date. This assumes that you do not have any leave without pay (LWOP) that was not reported to us, and thatyour employment continues through ____________ . Your employer is
required to verify your service before you are appointed to retirement.

[ ] If you are close to being vested (five paid-up years of service) or are
completing other retirement requirements, you should not leave employment until you are certain that you are eligible to retire.

[ ] Your retirement application indicates that you plan to terminate
employment on   If you terminate on that date, your19__  earnings will not be included among your three highest years. Youmust be employed at least 115 days during 19__  to include it as one ofyour three highest.

[ ] The document you provided for evidence of birth date î  enclosed.
[ ] The enclosed forms should be completed and returned to us as soon aspossible:

[■ ] A££l ication for Retirement Benefits. This completed form must be
received by the division before the first of the month in whichyou want to retire.

[ ] Beneficiary Designation, Revocation or Change.
[ ] Evidence of Birth Date. This form must be accompanied by a

document showing evidence of your birth date. Because the document will not be returned, you should send us a copy instead of the original. Please make sure that your social security number is included on the birth document.
[ ] Evidence of Birth Date for Spouse. This form must be completed by

your spouse if you choose a joint and survivor benefit. It must
be accompanied by a document showing evidence of your spouse's birth date. Because the document will not be returned, you should 
send us a copy instead of the original. Please make sure that your social security number is included on the form as well as the birth document.

[ ] Application for Alaska Cost of Living Allowance. This form should
be completed only if you reside in Alaska.

[ ] Withholding Certificate for Pensions or Annuity Payments (W-4P).
PERS benefits are taxable by the federal government as soon as they are received. If we do not receive a W-4P specifying one of the tax withholding options by the time you are appointed to 
retirement, federal income tax will be withheld from your monthly

APPLICATION

8/6PERS/42.4 (06/89)



benefits. The tax rate for a married person with three allowances 
will be used to determine the withholding amount.

[ ] If you will provide the following information, your warrants will be sentto____________________________. In the meantime, they
will be sent to your residence address.
[ ] Full Name of the Bank [ ] Post Office Box Number
[ ] City, State and ZIP Code [ ] Account Number

Please read the insert, "Taxes and Your Retirement Benefits" for information about tax liability.
Please read the insert, "Alaska Cost of Living Allowance" for details about 
the additional benefit payable to retirees who reside in Alaska.
For information about medical, long term care, and life insurance available to 
retirees, please read the insert on "Insurance Benefits."
[ ] If you want to enroll in the optional Dental-Vision-Audio (DVA) or LongTerm Care insurance plans, the enclosed enrollment forms must be received before _______________.
If you are participating in a State-sponsored optional life insurance plan and 
you want to continue that coverage, the enclosed Continuation/Waiver form must be received by us or postmarked before_______________.
[ ] Your Retirement Incentive Program (RIP) indebtedness will be equal to

  percent of your annualized salary for the year that you terminate
employment to participate in the RIP.

If you have any questions, please contact me. Include your social security 
number on your correspondence.
Additional comments:

Sincerely,

Inserts:
Insurance 13 ___Taxes 17PERS Minimum Requirements 1 PERS Service Credit 2 COLA 15 ___

[ ] Enclosure(s)

APPLICATION

8/6PERS/42.5 (06/89)
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DEPARTMENT OF ADMINISTRATION
DIVISION OF RETIREMENT A BENEFITS 

PLEASE REPLY TO:

□  P.O.BOX CR
JUNEAU. ALASKA 99811-0203 
PHONE: (907)465-4460

□  701 EAST TUDOR ROAD. SUITE 240 
ANCHORAGE. ALASKA 99503-7445 
PHONE: (907) 563-5885

P u b l ic  E m p lo y e e s '  R e l i r e m e n l S y s t e m  
r e s e l le r s  R e t ir e m e n t  S y s t e m  

J u d ic ia l  R e t ir e m e n t  S y s t e m  
E le c t e d  P u b l ic  O l l i c o r s  R e t ir e m e n t  S y s t e m  

N a t io n a l G u a r d  R e t ir e m e n t  S y s tem  
T e r r ito r ia l R e t ir e m e n t  S y s t e m  

R e t ir e e s  v o lu n t a r y  C e n t a t  V is io n  A u d io  P la n  
S u p p le m e n t a l  B e n e f it s  S y s t e m  

G r o u p  H e a i l t u L i lo  in s u r a n c e  B e n e f it s  
D e fe r r e d  C o m p e n s a t io n  P la n  

P u b l ic  E m p lo y e r s  S o c ia l  S e c u r it y  C o n t r ib u t io n s

STEVE COWPER, G O V E R N O R

PERS: _______________
Dear________________ :

You are appointed to retirement effective
You are appointed to retirement under the Retirement Incentive Program (RIP) effective____________ .
Your______________________monthly benefit will be
$_________, based on an average monthly salary of $________
and ________ years of credited service.
You will receive that Level Income benefit until age 65. In
   , after age 65, your monthly benefit will be reducedto $ .
Your benefit has been actuarially reduced by $_________  for

Since you elected the_______% Joint and Survivor Option, your
spouse will be entitled to a monthly benefit of $_________  should
you die.
Since you elected the 66-2/3% Joint and Survivor Option, if either you 
or your spouse dies, the survivor will be entitled to a monthly benefit of $__________ .

lease read the insert, "Alaska Cost of Living Allowance" for details about 
he additional benefit payable to retirees who reside in Alaska.
he estimated tax excludable portion of your benefit is roughly $_each month. For more details, please read the insert on "Taxes and Your Benefits."

] Your completed W-4P has not been received. Therefore, federal income tax is being withheld from your monthly benefits based on the tax rate
Not#: Ptoaeo India# Your Sodet Security Number In Al Ccrreepoodence A Requests Concerning Your Benefits.

APPOINTMENT (06/89)

8/6PERS/44.3



for a married person with three allowances. You may change that 
withholding at any time by submitting a W-4P to us specifying a different withholding option.

For information about medical, long term care, and life insurance available to
retirees, please read the insert on "Insurance Benefits." If you enroll in
the optional Dental-Vision-Audio (DVA) cr Long Term Care (LTC) insurance plans, your coverage will not go into effect at the same time as your medical 
coverage. Instead, it will go into effect on the first of the month after the
first premium is deducted from your retirement warrant.
[ ] If you want to enroll in the optional DVA plan, the enclosed enrollment

form must be received by us or postmarked before______________.
[ ] Since you selected DVA coverage for _____________________,

$________ will be deducted from your retirement warrant each month.
[ ] If you want to enroll in the optional LTC plan, the enclosed enrollment

form must be received by us or postmarked before______________.
[ ] Since you selected LTC coverage, the following amount(s) will be

deducted from your retirement warrant each month:
[ ]___ $___________ for your premium.
[ ]___ $__________  for your spouse's premium.

If you are participating in a State-sponsored optional life insurance plan 
and you want to continue that coverage, your Continuation/Waiver form must be received by us or postmarked before_______________ .
[ ] You should receive a $___________ supplemental warrant in thenear future for benefits due you for________  .
[ ] Retroactive premiums) will be deducted from yourwarrant for:

[ ] DVA coverage for the month(s) of _____________
$__________will be deducted"] Your coverage is effects

[ ] LTC coverage for the month(s) of
$ will be deducted. Your coverage is effective

[ ] Optional life insurance for the month(s) of
$   will be deducted.

APPOINTMENT (06/89)

8/6PERS/44.4



[ ] If you provide the following information, your warrants will be sent to___________________     . In the
meantime, they will be sent to your residence address.

[ Post Office Box Number [ ] Account Number
If you have any questions, please contact me. Include your social security 
number on all correspondence.
Under the PERS statutes, you are not entitled to receive PERS benefits if you 
become reemployed in a PERS covered position. It is your responsibility to notify us if you become reemployed under the PERS.
Additional comments:

Sincerely,

Inserts:
Insurance 13 
Taxes 17 COLA 15

[ ] Enclosure(s)

C
APPOINTMENT (06/89)

8/6PERS/44.5
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S T AT E  O F  A L A S K A  

Enrollment/Waiver for Retiree/BeneP Recip ient
D e n t a l - V i s i o n - A u d i o  G r o u p  C o v e r a g e

This is to acknowledge that the Dental-Vision-Audio Group Coverage has been offered to me. I understand that this form Is 
my only opportunity to enroll. If I choose to participate, the coverage will begin on the first day of the month following the first 
deduction from my benefit warrant. My choice is indicated below.

□  Coverage for myself only.

D  Coverage for myself and my spouse.

D  Coverage for myself and my children.

EH Coverage for myself, my spouse and children.

□  I do not choose to purchase the Dental-Vision-Audio Group Coverage and hereby waive my right to participate now and 
in the future.

Social Security No. _________________________________  Date   — -----------

Print Name ______________________________________ S igna tu re_________________________________

Please indicate your retirement system: □ PERS D TRS □ EPORS D JRS
Please return this form to:

State of Alaska; Division of Retirement and Benefits 
P.O. Box CR; Juneau, AK 99811-0203

n o . n o r t i  / c/oo\



DIVISION OF RETIREMENT AND BENEFITS 
RETIREE INFORMATION FORM

N a m e ____________________________________________________ S S N : ___________________________

E m p l o y e r :______________________________________

O u r  g o a l  is t o  p r o v i d e  y o u  t h e  b e s t  c o u n s e l i n g  s e r v i c e s  p o s s i b l e .  
I n  o r d e r  f o r  u s  t o  a c c o m p l i s h  t h i s  g o a l ,  w e  w o u l d  a p p r e c i a t e  it 
if y o u  w o u l d  t a k e  a c o u p l e  o f  m i n u t e s  t o  c o m p l e t e  a n d  r e t u r n  t h i s  
q u e s t i o n n a i r e  b e c a u s e  w e  w a n t  t o  m a k e  s u r e  y o u  h a v e  r e c e i v e d  

i n f o r m a t i o n  o n  t h e  f o l l o w i n g  t o p i c s :

Y E S  N O

( ) ( ) M i n i m u m  r e q u i r e m e n t s  f o r  r e t i r e m e n t ,  i n c l u d i n g  c r e d i t e d
s e r v i c e .

( ) ( ) N o r m a l  a n d  e a r l y  b e n e f i t  o p t i o n s .

( ) ( ) S u r v i v o r  a n d  d e p e n d e n t  b e n e f i t  o p t i o n s  a n d  r i g h t s .

( ) ( ) I n d e b t e d n e s s  p a y m e n t  o p t i o n s .

( ) ( ) A l a s k a  C o s t  o f  L i v i n g  A l l o w a n c e  ( C O L A ) .

( ) ( ) R e t i r e e  a n d  d e p e n d e n t  m a j o r  m e d i c a l  b e n e f i t s  (note:
r e t i r e e  c o v e r a g e  is d i f f e r e n t  f r o m  y o u r  a c t i v e  p l a n ) .

( ) ( ) R e t i r e e  a n d  d e p e n d e n t  d e n t a l ,  v i s i o n  a n d  a u d i o  b e n e f i t s

( ) ( ) R e t i r e e  a n d  d e p e n d e n t  l o n g  t e r m  c a r e  b e n e f i t s .

( ) ( ) C o n t i n u i n g  l i f e  i n s u r a n c e  f o r  p a r t i c i p a t i n g  e m p l o y e e ' s .

( ) ( ) F e d e r a l  i n c o m e  t a x  w i t h h o l d i n g  r e q u i r e m e n t s .

S I G N A T U R E ________________________________________ D A T E : _________________________

P l e a s e  s e n d  m e  i n f o r m a t i o n  o n  t h e  f o l l o w i n g  r e t i r e m e n t / b e n e f i t  

i s s u e s :  __________

REV: 2/.4/92



H o u s e  S t a t e  A f f a i r s  C o m m i t t e e  

R e p r e s e n t a t i v e  G e n e  K u b i n a ,  C h a i r

D A T E :  M a r c h  2, 1992 PLACE: C a p i t o l  R o o m  102

SUBJECT  OF  MEET ING:
HIS 22 - R e l a t i n g  to C e r t a i n  L e g i s l a t i v e  I n f o

C o n f i d e n t i a l

IIIS 3 2 7  - R e l a t i n g  to P r i m a r y  E l e c t i o n s  

III1 4 04 - R e l a t i n g  to F i l i n g  D e a d l i n e  f or Certaii 
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