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HR-0426-0610 STATE OF NEW JERSEY

DEPARTMENT OF THE TREASURY
DIVISION OF PENSIONS AND BENEFITS

STATE HEALTH BENEFITS PROGRAM

SCHOOL EMPLOYEES' HEALTH BENEFITS PROGRAM
PO BOX 209 TRENTON, NEW JERSEY  08625-0299

RESOLUTION

A RESOLUTION to adopt the provisions of Chapter 48 (N.J.S.A. 52:14.17.38) under which a public
employer may agree to pay for the State Health Benefits Program (SHBP) and/or School Employees’
Health Benefits Program (SEHBP) coverage of certain retirees.

BE IT RESOLVED:
-TA . e el L A
1. The Dunship of Nenon- Sussey 0222 -0
COR TE NAME OF EMPLOYER - COUNTY SHEP/SEHBP ID NUMBER
hereby elects to adopt the provisions of N.J.S.A. 52:14-17.38 and adhere to the rules and regulations

promulgated by the State Health Benefits Commission and School Employees’ Health Benefits
Commission to implement the provisions of that law.

2. This resolution affects employees as shown on the attached Chapter 48 Resolution Addendum.

It is effective on the 1st day of Mavcin .__2DIR
MONTH YEAR

3. We are aware that adoption of this resolution does not free us of the obligation to pay for post-retire-
ment medical benefits of retirees or employees who qualified for those payments under any Chapter
88 Resolution or Chapter 48 Resolution adopted previously by this governing body.

4. We agree that this Resolution will remain in effect until properly amended or revoked with the SHBP
and/or SEHBP. We recognize that, while we remain in the SHBP and/or SEHBP, we are responsible
for providing the payment for post-retirement medical coverage as listed in the attached Chapter 48
Resolution Addendum for all employees who qualify for this coverage while this Resolution is in
force.

5. We understand that we are required to provide the Division of Pensions and Benefits complete
copies of all contracts, ordinances, and resolutions that detail post-retirement medical payment obli-
gations we undertake. We also recognize that we may be required to provide the Division with infor-
mation needed to carry out the terms of this Resolution.

I hereby certify that the foregoing is a true and
correct copy of a resolution duly adopted by the

‘TOLO sk © ‘( \[ eynon 2| C—';'LLL-L'"Q/U \ S{P_u,x\_
CORbDRATE NAME OF EMPLOYER ADDRESS
onthe /| _dayof Jewember ,20/8
7 2 2N 7 - | = 0
X o eaden '%/-/L%'n,bﬂ’ \NLVNON V8] 024¢
_' ~ SIGNATURE CITY STATE ZIP CODE
(Al 413 TlY-4055

QFFICIAL TITLE AREA CODE TELEPHOME MUMBER
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HB-0077-1213 STATE OF NEW JERSEY — DEPARTMENT OF THE TREASURY
DIVISION OF PENSIONS AND BENEFITS
STATE HEALTH BENEFITS PROGRAM

SCHOOL EMPLOYEES’ HEALTH BENEFITS PROGRAM
PO BOX 299 TRENTON, NEW JERSEY  08625-0299

RESOLUTION

A RESOLUTION to authorize participation in the State Health Benefits Program and/or School Employees’ Health Benefits
Program of the State of New Jersey.

BE IT RESOLVED:

1. The Township of Verman 22- b 001353
CORPORATE NAME OF EMPLOYER STATE SOCIAL SECURITY 1.D. NUMBER
hereby elects to participate in the Health Program provided by the New Jersey State Health Benefits Act of the State of New
Jersey (NLLS.A, 52:14-17.26 and N.J.S.A, 52:14-17.46.2) and to authorize coverage for all the employees and their depend-
ents thereunder in accordance with the statute and regulations adopted by the State Health Benefits Commission and/or
School Employees’ Health Benefits Commission.

2 A We elect to participate in the Employee Prescription Drug Plan defined by N.I.S.A. 52:14-17.25 et seq. and authorize
coverage for all employees and their dependents in accordance with the statute and regulations adopted by the State Health
Benefits Commission and/or School Employees’ Health Benefits Commission.

B. O We will be maintaining as our prescription drug plan.’ This plan is comparable in

NAME OF PLAN
design to the State Employee Prescription Drug Plan.

C. O we will not have a stand-alone prescription drug plan and understand that prescription drug coverage will be provid-
ed based on the medical plan chosen by the subscriber.

3. A. O We elect to participate in the Employee Dental Plans defined by N.J.S.A, 52:14-17.25 et seq. and authorize coverage
for all employees and their dependents in accordance with the statute and regulations adopted by the State Health Benefits
Commission.

B. E'Jl We will be maintaining DC-H’& Den el as our dental plan.’
NAME OF PLAN

C. O We will not have a dental plan.

4. We elect _39 2 hours per week (average) as the minimum requirement for full time status in accordance with N..J.A.C.
17:9-4.6.

5. As a participating employer we will remit to the State Treasury all charges due on account of employee and dependent
coverage and periodic charges in accordance with the requirements of the statute and the rules and regulations duly
promulgated thereunder.

6. We hereby appoint Charles Voelker [ Business Administrtor to actas
NAMETITLE

Certifying Officer in the administration of this program.
vi 62
7. This resolution shall take effect immediately and coverage shall be effective as of F‘\fw ch | \ 20 &
DATI

E
or as soon thereafter as it may be effectuated pursuant to the statutes and regulations (can be no less than 75 or 90 days
pursuant to the provisions of N.J.S.A. 17:9-1.4).
NOTE: AN INDIVIDUAL 1S PERMITTED COVERAGE AS AN EMPLOYEE, RETIREE, OR DEPENDENT. MULTIPLE COVERAGE UNDER THE SHBP OR SEHBP IS PROHIBITED.
1t not electing preseription drug coverage andior dental plan participation through the State Health Benefits Program or Schaol Emplayees’ Health Benefits Program,
attach copies of the current prescriplion drug and dental plan contracls.
2 Asof 6/1/2010, may not be less than 25 hours per week for employees, or 35 hours per week for elected or appointed officials.

| hereby certify that the foregoing is a true and correct - . ~ =
copy of a resolution duly adopted by the: &53' G 'hNE‘;EER = EMPLO\:ZE?.S (eXgo00
i & ¥ .
lownship of \errf\("l-j 21 Chuwin Steeet
CORPORATE NAME OF EMPLOYER STREET ADDAESS
Ly th 7L ? \ : -
onthe _//  day of De o boor 20/7 . Vemon N3 O M2
7 > 7 ciTY STATE ZIP CODE
(e . . 1 -
el RANET z/ J,»g; N e %’7‘3 ToY - yos5 x2z238
SIGHATURE AREA CODE TELEPHONE
7 wns hi p Cler /z_‘, 12-p00L35§%
7 OFFICIALTITLE EMPLOYER'S STATE SOCIAL SECURITY IDENTIFICATION NUMBER
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FH-0170-0715

STATE OF NEW JERSEY
DEPARTMENT OF THE TREASURY
DIVISION OF PENSIONS AND BENEFITS
STATE HEALTH BENEFITS PROGRAM
SCHOOL EMPLOYEES' HEALTH BENEFITS PROGRAM
PO BOX 299 TRENTON, NEW JERSEY 08625-0299

RESOLUTION

A RESOLUTION to elect an employer premium delay option as selected below.
X One month delay (initial election)
7 Twomonth delay (initial election)

 Add additional one month delay for a maximum employer premium delay of two
months (for locations that have previously adopted a one month premium delay)

BE IT RESOLVED:

L F——
The Townshp of \ermon - Sussex 0%22-p0
NAME OF EMPLOYER - COUNTY SHBP/SEHBP #
hereby resolves to exercise its employer premium delay option under the State Health Benefits Program
and/or School Employees' Health Benefits Program as selected above, commencing with the

March 2018 premium.
MONTH YEAR

We understand that, should our group elect to terminate State Health Benefits Program and/or School
Employees' Health Benefits Program participation sometime in the future or the Programs cease to exist, any
delayed premiums will become due and payable immediately. We understand that this premium delay shall take
effect 60 days following receipt of this resolution by the State Health Benefits Commission or School Employees'
Health Benefits Commission. Since employee premium contributions are tax deferred, the submission of those
contributions cannot be delayed or used for any other purpose other than the payment of healthcare premiums.
Therefore, employee premium contributions must be remitted timely.

We understand, in accordance with N.J.S.A. 17:9-5.3(b), that full payment of health benefit charges must be
received on or before the due date printed on the bill and that interest shall be applied to the total transmittal of
health benefit charges from the day following the due date until the day payment is received. Coverage for
employees and retirees may be terminated for amounts 90 or more days past due.

I hereby certify that the foregoing is a true and
correct copy of a resolution duly adopted by the

Towndwi, of Vetnon

CORPORATE NAME OF EMPLOYER

; J_f.l,.,l;; -y + 3 T i -
onthe_// __dayof__J/ciens ber 2077 . 21 Chicrch Steeet
' : STREETADDRESS
74 N \ ;
X b .4,2{ t/f}’/ﬂéff’ \Jernon A 0742
SIGNATURE cITY STATE ZIP CODE
e | i f TP - = -
[own Shy ) ¢ J“f-f’ /{' C( [ ?(RL" o tf'O‘J—l:)
OFFICIAL TITLE AREA CODE TELEPHONE NUMBER
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STATE OF NEW JERSEY
DEPARTMENT OF THE TREASURY
DIVISION OF PENSIONS AND BENEFITS

STATE HEALTH BENEFITS PROGRAM
PO BOX 299 TRENTON, NEW JERSEY 08625-0299

RESOLUTION

A RESOLUTION for Local Government Employers to limit the medical plans offered under the State
Health Benefits Program. Employers must offer at least one plan from each category.

BE IT RESOLVED:

The Towaship of Vernon (43300

COHF‘OH}\TE NAME dF EMPLOYER SHEP/SEHBP EMPLOYER LOCATION NUMBER

WILL NOT OFFER THE FOLLOWING PLAN(S) (CHECK THE PLANS YOUR LOCATION WILL NOT BE
OFFERING — YOU MUST OFFER AT LEAST ONE PLAN FROM EACH CATEGORK)

HA-0892-1015

CATEGORY 1 CATEGORY 2
iﬂ AETNA FREEDOM 10 |0 NJ DIRECT10 O AETNA FREEDOM 1525 [O NJ DIRECT1525
0O AETNA FREEDOM 15 |0 NJ DIRECT1S O AETNA FREEDOM 2030 (O NJ DIRECT2030
O AETNA HMO O HORIZON HMO
CATEGORY 3 CATEGORY 4

O AETNA LIBERTY PLAN | O OMNIA HEALTH PLAN | O AETNA FREEDOM 2035 |0 NJ DIRECT2035

CATEGORY 5

O AETNA VALUE HD 4000 O NJ DIRECT HD4000
0O AETNA VALUE HD 1500 O NJ DIRECT HD1500

Upon receipt of this resolution, the Health Benefits Bureau will schedule a Special Open Enrollment for active
employees currently enrolled in any plan that will no longer be offered. These employees must submit a
Health Benefits Application to change medical plans during the Special Open Enrollment or will otherwise be
terminated from coverage. Resolutions may be filed once in a calendar year.
| hereby certify that the foregoing is a true and correct
copy of a resolution duly adopted by the:

(.

Townswp 0L Vernon

COHPC‘)RATE MAME OF EMPLOYER
1A -’ |
onthe _// day of //ﬁ’f.,m leer 20 /7

/%Z, {AALN r/{?{/?,,zuov‘

| SIGNATURE

Townsh, p (Ulevrk
!

QFFICIAL TITLE

82 Achye | 75 Reticers

NUMEéR OF EMPLOYEES
21 Crchn Steoeet
STREET ADDRESS
\e non M3 07462
CITY STATE ZIP CODE
Q73 -UYy-4055~
AREA CODE TELEFPHONE NUMEER

22~ (,m235%

EMPLOYER'S STATE SOCIAL SECURITY IDENTIFICATION NUMBER
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