California Community Colleges

Part-Time Faculty Health Insurance Program

Faculty Participation Form

Fiscal Year      2011 - 2012


District:  

ANTELOPE VALLEY COLLEGE




Employee 










Assignment Load: 



Name of Health Insurance Plan 







Beginning and Ending Date of Coverage:       -      -           
     -      -
 
District share


$





%
Employee share


$ 





%
Total Premium


$ 




   100%
Certification by Employee:    
I hereby certify that I have no other access to group health insurance.
Signed

Name 








Printed

Name 








Social Security Number 
       -  
       -


Date  





CCFS-361 (Ch 738/99) 01-00
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This form, or equivalent prepared by the District, is to be kept available for audit at the district office.  A copy is to be given to the signing faculty member.               
