WILLIAM PENN
SCHOOL DISTRICT

Self Enroll Guidelines

Login Here: https://app.thebeaconselect.com/enroll/Login.aspx?Path=WilliamPennSD

Username: Social Security Number (no dashes or spaces)

Password: Last 4 digits of SSN and last two of Birth Year (ex: If last 4 SSN is 1234 and YOB 1994, PIN is 123494)

WILLIAM PENN
SCHOOL DISTRICT

Your Benefits Enrollment

you have questions or need help, please contact your Human
Resources Department.

Employee ID or SSN:

agreeing to the Terms of Use.

FORGOT PASSWORD

-BEACON

nistration & Communication ONliny

ENROLLMENT SITE

To use this website, you must have your employee ID or Social Security
Number and your confidential Personal Identification Number (PIN). If

By entering your Employee ID or Username and Personal Identification Number, you are



https://app.thebeaconselect.com/enroll/Login.aspx?Path=WilliamPennSD

Once logged in, the welcome screen will display your available benefits. Click NEXT to review and update
your personal information.

l% 07/01/2026 - 06/30/2027 0]

WILLIAM PENN
SCHOOL DISTRICT

Home You & Your Family - My Benefits ~ Sign & Submit

Welcome to Your Benefit Enrollment for Plan Year 2026-2027 ¥ Your Available Benefits
At William Penn School District, we know that benefit requirements change. That's why we have an open enrollment period each year. M
Accident Insurance
For most benefits, Open Enrollment is the only time of year you are allowed to make changes in your benefits. Unless you experience some Hospital Indemnity,
qualifying life event, you will only be able to make benefit changes during the Open Enrollment period. During open enrollment, you should M
consider the benefits you have today and ask yourself if they will serve you and your loved ones well in the coming plan year. - -
Long Term Disability
Benefit enrollment is easy! Just follow these steps. Basic Life and AD&D
Critical lliness
* First, review and contact HR to update personal information about you or your covered dependents. Medical ESA
* Review each of your benefit elections and make your choices. Dependent Care FSA
* Sign the Enrollment Confirmation form to complete your enrollment. Trustmark Life + Care
) ) Trustmark Paycheck Protect
Click Next to begin. 403(b) Survey

Press Next to review personal information and begin enrollment.

Accessibility The BEACON Select




Review your personal information and make any necessary updates. Click NEXT to review and update your

dependents.

Home You & Your Family - My Benefits ~

Personal Information

™ if any personal information needs to be updated, please contact the HR Department. Click the Next button to continue.

* marked fields are required.

Personal Info

* Name:

* Date of Birth:
* SSN:

* Gender:

Contact Info

* Address:

Sign & Submit

61FemaleWilliamPenn

First Mi

02/05/1965
Rp—

() Male '@3‘ Female () Other

L L

USA

Country

100 Green Avenue

ESPA-12MonthBi-weekly24

Last

Suffix

£ =)



Review your current Dependents. To add a Dependent, click on the Add Dependent button. Note: SSN is
required for dependents who will be covered on your benefits. After all Dependents are added, click NEXT to
begin your enrollment.

Home You & Your Family ~ My Benefits - Sign & Submit -
Spouse & Dependents

™ Click Add ("Plus" icon at top right of table) to add your spouse or dependent children. Dependent children may only be covered in a plan if they meet the necessary requirements defined by the plan.
Click the Next button when you are finished.

Dependents
SpouseTest | "-B663 6/15/1965 Spouse
Child Test 10/21/2010 F Child 0 P

Add a Dependent

Ifyour dependent is not listed above or you would like to add an additional dependent, simply click the Add Dependent button below.

=+ Add Dependent

£ Back



The My Benefits page shows your available benefit options. To begin your enrollment, click Next in the upper right

corner of the screen.

Home You & Your Family - My Benefits - Sign & Submit

My Benefits

Below is a list of your current benefit elections. Click “Review™ for benefit information and to elect or decline coverage.

QO Medical 50.00
. O Accident Insurance 50.00
O MEdlcal G @] Hospital Indemnity 50.00
QO Dental 50.00
You have to complete enrollment in this plan. O Vision $0.00
Long Term Disability 50.00
O Basic Life and AD&D $0.00
Q critical lliness 50.00
) QO Medical FSA 50.00
O’ ACC| d ent | nsurance Review QO Dependent Care FSA 50.00
QO Trustmark Life + Care 50.00
You have to complete enrollment in this plan. QO Trustmark Paycheck Protect 50.00
Q 403(b) Survey $0.00
. . _ 0o

O Hospital Indemnity Review @ Total Cost 50

Per Pay Period
You have to complete enrollment in this plan.

O D e nta l Review

You have to complete enrollment in this plan.



Your coverage options will be displayed. If you wish to-

* Enroll in the benefit: Select your desired plan and tier. Then click NEXT to choose covered dependents.

e Decline the plan: Select the Waive button and click NEXT to go to the next benefit.

e NOTE: ALL benefits must be either elected or waived.

Home You & Your Family -

Medical

Keystone POS-HMO
Personal Choice-PPO

Waive Medical

£ Back

My Benefits ~

Employee Only
() 4683
() $54.03

T
() s0.00

Sign & Submit

Employee + Spouse
() $106.77

() $131.49

Employee + Child
() 58558

N
() $9s.46

Employee + Children
5103.10

5115.93

Employee + Family

£y
() 513885

(@ $150.35

3

My Benefits

© Medical
O Accident Insurance
O Hospital Indemnity
O Dental
O vision

Long Term Disability
O Basic Life and AD&D
O critical liness
O Medical FsA
O Dependent Care FSA
O Trustmark Life + Care
O Trustmark Paycheck Protect
O 403(b) Survey

Total Cost
Per Pay Penod

50.00
50.00
50.00
50.00
50.00
50.00
50.00
50.00
50.00
50.00
50.00
50.00
50.00

$000




When selecting coverage with multiple Dependents, verify which Dependents you want to be covered. To add or
remove a dependent from the coverage, click the check box next to their name.
Click NEXT to go to the next benefit.

IMPORTANT NOTE: Coverage tiers for Medical, Dental and Vision must all be the same. (Employee Only, Employee +
Spouse, Employee + Child, Employee + Children or Employee + Family)

Home You & Your Family ~ My Benefits ~ Sign & Submit

Medical

Application Details

™ Individuals to Be Covered
Click on the checkbox next to each person's name to be included for coverage. When you are finished, click on the "NEXT" button to continue.

Plan Name: Medical

Coverage Level: Employee + Family

To Be Covered? Name Age
6lFemaleWilliamPenn ESPA-12MonthBi-weekly24 61
Spouse Test 61
Child Test 15

£ Back



If you choose to select a Medical FSA, enter the amount you wish to contribute per pay period OR the total annual amount.
Then click CALCULATE. The system will calculate your contribution. Click NEXT

Home You & Your Family - My Benefits ~ Sign & Submit

Medical FSA

A flexible spending account allows you to set aside pre-tax money to pay for expenses not covered by your insurance. The minimum and maximum O Medical £0.00
contribution amounts for the next plan year are shown below. Please keep in mind that a Flexible Spending Account is "Use It or Lose It". If you do not use O Accident Insurance £0.00
the funds by the end of the year, you will forfeit the remaining funds in your account. Q Hospital Indemnity $0.00
¢ |fyouwould like to enroll in the F5A plan, enter the amount you would like to contribute for plan year. Then click on the button next to the text which Q pental 50.00
reads "l wish to apply for this coverage". Q vision $0.00
* |fyou do not want to enroll in the FSA, click on the button next to the text which reads "I wish to DECLINE this coverage". Long Term Disability 50.00
* When you are finished, click on the "NEXT" button to continue. o Basic Life and ADED 30.00
Q critical lliness 50.00
© Medical Fsa $0.00
@] Dependent Care FSA £0.00
Q Trustmark Life + Care 50.00
Q Trustmark Paycheck Protect 50.00
Maximum Annual Contribution: $3,400.00 O 403(b) Survey $0.00
Amount per pay period: 50.00 % Total Cost $000
Per Pay Period
Number of periods: 24
Total Amount: 50.00

@ | wish to apply for this coverage

O | wish to DECLINE this coverage

£ Back



If you choose to select a Dependent Care FSA, enter the amount you wish to contribute per pay period OR the total annual
amount. Then click CALCULATE. The system will calculate the contribution. Click NEXT to go to the next benefit.

Home You & Your Family ~ My Benefits - Sign & Submit

Dependent Care FSA

A flexible spending account allows you to set aside pre-tax money to pay for expenses not covered by your insurance. The minimum and maximum O Medical £0.00
contribution amounts for the next plan year are shown below. Please keep in mind that a Flexible Spending Account is "Use It or Lose It". If you do not use O Accident Insurance $0.00
the funds by the end of the year, you will forfeit the remaining funds in your account. O Hospital Indemnity $0.00
s |fyouwould like to enroll in the FSA plan, enter the amount you would like to contribute for plan year. Then click on the button next to the text which QO Dental $0.00
reads "l wish to apply for this coverage". O vision $0.00
s |fyou do notwant to enroll in the FSA, click on the button next to the text which reads "l wish to DECLINE this coverage™. Long Term Disability 50.00
* When you are finished, click on the "NEXT" button to continue. O 5““ Lite and AD&D 30.00
Q Critical lllness 50.00
QO Medical Fs $0.00
O Dependent Care FSA 50.00
O Trustmark Life + Care 50.00
O Trustmark Paycheck Protect 50.00
Maximum Annual Contribution: $7,500.00 Q a03(b) Survey $0.00
Amount per pay period: $0.00 @ Total Cost $‘DOG
Per Fay Period
Number of periods: 24
Total Amount: 50.00

@ | wish to apply for this coverage

—

'\_:' | wish to DECLINE this coverage

& Back



After completing your elections, the Sign and Submit screen will display your benefits for review. To make changes, click on
the specific benefit. If you are satisfied with your elections, click NEXT at the bottom of the screen.

Home  You &Your Family - My Benefits - Sign & Submit

Sign and Submit

Here is a recap of your enrollment elections. The summary below shows your election for each benefit and includes your pre-tax and post-tax contributions per pay period for each plan.

* Are You Satisfied With Your Elections? If you are satisfied with your choices, click on the "MEXT" button at the bottom of this screen to sign your Enrollment Verification Form electronically using your PIN.

* Meed to Make Some Changes? If you wish to make any changes to your elections, click on the benefit plan name in the menu on the left.

Your Benefits

Medical
Accident Insurance

Hospital Indemnity

Visior

Dependent C:

Trustrark Life + Care

Trustmark Pavcheck Protect

403(b] Survey

Signatures Required

Personal Choice-PPO; FA

Low; FA

Wellfleet Group Hospital Indemnity - Enhanced; FA

UCCI Dental; FA

Vision; FA

Long Term Disability; 52,000

Basic Life and ADED; 550,000

%20,000; EOQ

Waived

Waived

Waived

Waived

403 (b} Survey

To complete your enrollment, you must sign the following forms. Press Next to begin signing forms.

oot SignEdeEViem

M Confirmation Statement

Unsigned

_ Emplwee pretx Cost Employee postiax Cost

£0.00
5£0.00
£0.00
516.89
50.00
50.00

$0.00

50.00

$167.24

50.00
31336
33321

50.00

50.00

50.00

50.00

535.74

50.00

$86.31



Review and Sign the Benefit Confirmation/Deduction Authorization form for the 2026-2027 plan year. To view the second

page of the form, scroll down.

Home  You &Your Family ~  MyBenefits ~  Sign & Submit

Review / Sign Forms

ConfirmationStatement_SIGNFORMPAGE _PLANMINSTRUCTIONS

=¥~ ¥V ¢ DA - + & || 1

of2 | ) | id Q@ B &

[

William Penn School District

William Penn
Benefit Confirmation / Deduction Authorization
Mame Date of Birth Home Phone Work Phone Address
&1FemaleWilliamPenn ESPA-12MonthB| ozosM9es 100 Green Avenue
Employee I0 HirelElig Date Gender E-mail Address Lansdowns, A 19050
TEST15487 0210172025 F
Location Department Reason for Completing Form
Willkam Penn ADK Open Enrollment
Job Class Title
E5SPA-12 Monith
Ded Effective Benefit Requested Employee Cost Employer
Benefit Plan Option Cug Cycle | Date Armount Benefit Cost Predax Alter-tax | Cost
Medical Personal Cholce-PRO Fa 24 oFind/2024 150,34 ool 1.157.03
Accident Inaurance Lo FA 24 070172024 .00 13.36] (.00
Hospital Indemnity Welfleat Group Hospital Indef  FA 24 OFi01/2024 .o 33231 (.00
Drental UGCEI Dental FA 24 07012024 0.00 0.0 46.35
Wishon Wislon FA 24 OT01202 16.89 0.0 (.00
Long Term Deaability Long Term Disability EQ 24 ori2024 2,00 0.0 .00 412
Bassz Life and ADED Basic Life and ADED EQ 24 0701202 50,00 (.00 0,100 2103
Critical llness Wellflest Group Critical linesg  EOQ 24 07012024 20,00 .04 39.74 0.00
Medszal FSA Walved
Dependent Care FSA Wahed
Trustmark Life + Care Walved
Trustmark Paycheck Proted Wabhved
Total: 16724 BEA1| 120053

Page 1 of 2

rev. (4-11-2007



Page 2 displays your dependents, their coverages and your beneficiaries. To sign the form and complete your enroliment,
enter your PIN (last 4 of your SSN and last two of birth year) and select Sign Form.

DEPENDENT INFORMATION

Dependent Mame Relationship 55N Birth Date | Gender | Enroliment
Spousa Test Spouss OE/15/1965 7] Medszal, Accident Insurance, Hosgetal Indemasty, Dental
Child Test Child 12172010 F Medscal, Accident Insurance, Hosgatal Indemnéty, Dental

BENEFICIARY INFORMATION

Beneficiary Name Relationship Benefit Plan Beneficiary Type Percentage

All Living Children Accident Insurance Primary 100.00
All Living Children Basic Life and AD&D Primary 10000
All Living Children Critical lliness Primary 100,00

PAYROLL DEDUCTION AUTHORIZATION/CANCELLATION

By subrmilling ry berelil choices, | acknosdedge that | am auhanzing my emplayer 10 Lake | agree that in e evenl al any change in e reguired benelil plan comribuions pion o the
prestax andior, o the exlenl relevanl, alber-lax deduclions from my paychacks 1o pay far my nexl enraliment period, my payol deduwction eleclion wil automaticaly be revised b take
berelil costs., | wnderstand thal pursuant o Inermal Resenee Code seclion 125, this election such change nlo accoun. | also undersiand thal my contributions 10 Reimbursement

can only be made during he annual apen anrcllment period before the beginning of each Accaunls, i ary, can only be used 1o remburse quakied heakh andfor dependen) cane
plan year (rkess | am a new hire), and & rrevocable Tor the entire calendar year urkess | expenses nourred in the Same year a5 the contributions are deducted nam my paychecks.
incur a Cualifying Family Stale Change or ather parmissible mid-year change everl, as Any lunds remaining in my Reimbursement Accoun{s) nol w=ed for cumenl year expenses

deterrnined by the Pre.Tax Payment Plan and the onderdying benelil plan{s) | have chasen o will be forfeied alter all curent year reimborsements ane processad. | understand that | may
panticipate in [Collectively, the “Plans”). b reguired 10 provide Heman Resaurces with prool of dependent eligibility in arder 1o
recene coverage far my dependent{s).

| understand thal the maximum salary reductions | can make are 221 fanhin the Plars, and

Ll the Plans goven all isswes concerning my ekeclions, payoll deduclions, eigibilly, and Firaly, | am also auhorizing my employven 1o use and Send necessany personal information,
benefils. | acknowledge thal my alections (with the exceplion of contritietions o including Protected Health Information wder HIPAS, 1 my selecied banelil wendars and
Reimbursamant Accourts] will aulcenatically ralkaver frorm yaar Lo yaar unless | submil a providers in order Lsinkiale and supparl my coverage aleclions.

change during the annuad apen enrolment parod

Your total Tatal Deduction
deduction per
pay period £ 253565
Employes Sigralure Dale
Page 2 of 2

Download Form

Please enter your PIN below and click on "SIGN FORM™ to complete your enrollment and submit your elections. By entering your PIM, you are electronically signing the Benefit Verification/Deduction
Confirmation Form above. Please review it carefully before entering your PIN.

PIN:

q



CONGRATULATIONS you have completed your Open Enrollment! To download a copy of your Confirmation Statement, click

Confirmation Statement at the bottom of the screen.

Home  You & Your Fam My Benefits ~  Sign & Submit

Sign/Submit Complete

Congratulations!
Your enrollment is now complete. You may log-in to the system at any time during the year to review your benefit elections.

Recap of Your Elections

Listed below is a recap of your elections including who is covered under each benefit plan and your named beneficiaries. Serell down to the bottom of this screen to view a list of your completed enrellment

forms.

@ Medical

Enrollment Details

Product Name: Personal Choice-PPO

Coverage Level: Employee + Family

elFemaleWilliamPeann ESPA-12ManthBi-weekly24
Spouse Test 6/15/1965 M
Child Test 1042142010 F

04(}3[b] Survey

Enrolled

Completed Forms
Following is a list of forms reviewed and/or signed during the enrollment. Click on the form name to view or print.
Press Logout to exit the website.

Emplayee
Spouse

Child

_ e SiEnEdJIREViE“‘Ed

E Confirmation Staterment 05/15/2026
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