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A.F.S.C.M.E. – Local 641-Dental plan 2026-2027 Payroll Deduction
Authorization – Pre –tax Form

NAME_______________________    EMPLOYEE ID & DEPT.___________________
                                    INDIVIDUAL PLAN                     FAMILY PLAN
Dental Coverage option:       ____                                  ____

I authorize the City of New Bedford to deduct the required contribution for the dental coverage level which I elected above.  I understand the contributions for dental coverage will be deducted from my pay on a pre-tax basis bi-weekly. Because of the dental plans pre-tax feature, I also understand that I may not change my coverage during the plan year, unless I have a change in family status as defined by the Internal Revenue Service. 
I also understand that I will be given the opportunity to review my coverage annually during an enrollment period in which I may make changes or terminate my coverage.
** such as marriage, divorce, birth or adoption, change in spouse’s coverage that affects benefits, ineligibility of a dependent or a change from part time to full-time status or vice versa for you and your spouse.

Employee Signature_______________________Date__________________






   
