RESIG and Member District 

Premium Charge and Transfer Authorization Form

District Name:  _________________________________________________________
Superintendent Name:  ___________________________________________________
Phone Number:  _____________________  Email:  _______________________

Benefit Manager Name:  __________________________________________________

Phone Number:  _____________________  Email:  _______________________

Payroll Contact:  ________________________________________________________
Phone Number:  _____________________  Email:  _______________________

Implementation Date (allow at least 30 days):__________________________________
Kaiser:
District’s SCOE Account Code:  _________________________________
Kaiser HSA 

Contribution:
District’s SCOE Account Code:  _________________________________

SISC:

District’s SCOE Account Code:  _________________________________

Delta Dental:
District’s SCOE Account Code:  _________________________________
I authorize RESIG to charge and transfer premium funds effective on the implementation date listed above.  I understand that the charge and transfer will be made monthly through SCOE’s Escape software system.

This authorization will remain in effect until canceled by written notice to RESIG’s Benefit Department at least 45 days prior to the cancelation date.
______________________________________________________________________
Authorized Signature




Date

____________________________________________________________________

Printed Name





Title
Please return the signed form to RESIG by one of the following methods.

FAX:  707-836-8671
Email: rburcina@resig.org; cc: pbaumunk@resig.org
Mail: RESIG Benefit Department, 5760 Skylane Blvd., Suite 100, Windsor, CA 95492. 

If you have any questions or concerns, please call RESIG at 707-836-0779 (Patty ext. 120 or Rose ext. 124)

