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REQUEST TO PARTICIPATE IN
IN-LIEU HEALTH CONTRIBUTION PROGRAM
I hereby request to participate in the In-Lieu Health Contribution Program in place of any and all entitlement(s) to
have the County of Yolo ("County") make available or make payments towards health insurance.  In fulfilling this
request, the County agrees to pay a cash benefit 24 pay periods per year. For the current benefit amount, please
refer to the appropriate Memorandum of Understanding (MOU). This amount is subject to applicable Social Security
and Medicare costs, plus applicable state and federal income taxes.
       I choose to take the cash payment less applicable taxes.
I understand that participation in the In-Lieu Health Contribution Program is contingent upon my demonstration of
satisfactory proof of sufficient health insurance coverage from other sources
.  I have attached documentation
of such coverage, and further understand that actual participation may be contingent upon verification
of this coverage.
I understand that my participation in the In-Lieu Health Contribution Program is contingent upon my not participating
in any County-sponsored health insurance plan.
I further understand that I may not enroll in any County provided health insurance coverage (for which a County
contribution is made) while participating in the In-Lieu Health Contribution Program, and in any event until an open
enrollment period is available, or unless in accordance with CalPERS regulations.
I waive, freely, knowingly and voluntarily, any and all claims and entitlement to health insurance coverage or
contributions by, from, or through the County.
I also release and hold harmless the County, its agents, officers and employees, from and against any and all
claims, demands, liability costs and expenses that may in whole or in part, arise from or be based upon the lack
of such coverage and/or contributions.
I understand a copy of this document will be placed in my official personnel file.
___________________________________
_____________________________________
Name of Employee
(Print)
Classification
    (Print)
___________________________________
_____________________________________
Signature of Employee
(Date)
Department
For Human Resources/Payroll Use
Effective Date of First In-Lieu Program Payment  _________________
Human Resources Approval  ________________________________
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