City of Glendale
Retiree Medical Insurance Subsidy
Household Income Affidavit

April 2016
Name of Insured: Emp ID or SSN:
(Please Print)
Address:
Email Address: Phone Number:
City Medical Insurance Plan (Check One)
Anthem PPO (Early Retiree) Kaiser HMO (Early Retiree)
Anthem PPO (Medicare) Kaiser DHMO (Early Retiree)
Anthem HMO (Early Retiree) Kaiser Senior Advantage (Medicare)
Anthem Senior Secure (Medicare)
Dependent Coverage (Check One)
Single Two Party Family
Household Income Declaration
l, , hereby affirm that my total household income, including taxable

and non-taxable income, as defined by the California Revenue and Taxation Code Section 20803, for the calendar year of
2015, falls within one of the three general categories below. (Check One)

Below $50,000*

Between $50,000 and $100,000**

Over $100,000***

| certify under penalty of perjury under the laws of the State of California that the information provided herein is true
and correct. | understand that any misrepresentation of the information herein, either intentional or otherwise, may
subject me to penalties under the law, including, but not limited to, repayment of any and all subsidies; removal from
the subsidy program; and/or removal from the overall medical plan. | understand and consent to the information
provided being subject to verification and audit.

Signature Date

Please complete, sign, and return this form no later than Tuesday, May 10, 2016 to:

Teri Taylan, Benefits Manager

City of Glendale — Human Resources
613 E. Broadway, Room 100
Glendale, CA 91206

You may also scan and email the completed form to: benefits@glendaleca.gov

* Eligibility for Temporary Transitional Subsidy of up to $300 per month from June 1, 2016 through December 31, 2016 and Lower
Income Retiree Subsidy of up to $200 per month effective January 1, 2017.

** Eligibility for Temporary Transitional Subsidy of up to $300 per month from June 1, 2016 through December 31, 2016.

*** Eligibility for Temporary Transitional Subsidy of up to $200 per month from June 1, 2016 through December 31, 2016.
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