Stratton Mountain School

Salary Reduction Plan (SRP)

Dental Enrollment and Contribution Worksheet
Enrollment date 7/1/2025-6/30/2026
Name ______________________________    

I. Salary Reduction Plan (SRP) Enrollment:

□ YES. I would like to enroll in the SRP. Reduce my salary by the elective amount to pay for my premiums on a pre-tax basis. Enrollment date: ____________

□ NO. I do not wish to enroll in the SRP at this time. 
I authorize the reduction of my salary as indicated in the contribution selection below by equally dividing the annual cost by the appropriate pay periods.
I understand that this authorization is irrevocable until the next election period, unless I have a specific change in family status (i.e., marriage, divorce, birth or adoption, death, termination of coverage provided by a spouse’s employer.)

II. Monthly Employee Contribution by Benefit: 






7/1/25- 6/30/26   
             




              


  Dental
Employee



$15.83
Employee & Spouse


$30.44

Family




$49.49
III. Coverage Level Selection:

Dental

      □  Employee Only

     □  Employee + Spouse

      □  Family
      □  Waive Dental Coverage

IV. Authorization 
I understand that if I choose to participate in the Stratton Mountain School section 125 premium conversion program the pre-tax authorized reduction will be in effect for the plan year and cannot be revoked unless I experience a qualifying life event.
______________________________________________                       __________________

Employee Signature





                   Date

