NEW HIRE
PACKET
FULL-TIME
EMPLOYEES
(Revised January 2020)

Form

W-4

Employee’s Withholding Certificate
▶

Department of the Treasury
Internal Revenue Service

Step 1:
Enter
Personal
Information

OMB No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.
▶ Give Form W-4 to your employer.
▶ Your withholding is subject to review by the IRS.

(a) First name and middle initial

(b) Social security number

Last name

Address

▶ Does your name match the
name on your social security
card? If not, to ensure you get
credit for your earnings, contact
SSA at 800-772-1213 or go to
www.ssa.gov.

City or town, state, and ZIP code

(c)

2020

Single or Married filing separately
Married filing jointly (or Qualifying widow(er))
Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the online estimator, and privacy.

Step 2:
Multiple Jobs
or Spouse
Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
also works. The correct amount of withholding depends on income earned from all of these jobs.
Do only one of the following.
(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3–4); or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; or
(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . . . . ▶
TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you (or your spouse) have self-employment
income, including as an independent contractor, use the estimator.

Complete Steps 3–4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3–4(b) on the Form W-4 for the highest paying job.)

Step 3:
Claim
Dependents

If your income will be $200,000 or less ($400,000 or less if married filing jointly):
Multiply the number of qualifying children under age 17 by $2,000 ▶ $
Multiply the number of other dependents by $500
Add the amounts above and enter the total here

Step 4
(optional):
Other
Adjustments

.

.

▶

$

.

.

.

.

.

.

.

.

.

.

.

3

$

(a) Other income (not from jobs). If you want tax withheld for other income you expect
this year that won’t have withholding, enter the amount of other income here. This may
include interest, dividends, and retirement income . . . . . . . . . . . .

4(a) $

(b) Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
enter the result here . . . . . . . . . . . . . . . . . . . . .

4(b) $

(c) Extra withholding. Enter any additional tax you want withheld each pay period

4(c) $

▲

Employers
Only

.

.

.

Under penalties of perjury, I declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
▲

Step 5:
Sign
Here

.

.

Employee’s signature (This form is not valid unless you sign it.)

Employer’s name and address

For Privacy Act and Paperwork Reduction Act Notice, see page 3.

First date of
employment

Cat. No. 10220Q

Date
Employer identification
number (EIN)

Form W-4 (2020)
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General Instructions

Specific Instructions

Future Developments

Step 1(c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.
Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.
Option (a) most accurately calculates the additional tax
you need to have withheld, while option (b) does so with a
little less accuracy.
If you (and your spouse) have a total of only two jobs, you
may instead check the box in option (c). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be cut
in half for each job to calculate withholding. This option is
roughly accurate for jobs with similar pay; otherwise, more tax
than necessary may be withheld, and this extra amount will be
larger the greater the difference in pay is between the two jobs.
Multiple jobs. Complete Steps 3 through 4(b) on only
! one Form W-4. Withholding will be most accurate if
CAUTION
you do this on the Form W-4 for the highest paying job.
Step 3. Step 3 of Form W-4 provides instructions for
determining the amount of the child tax credit and the credit
for other dependents that you may be able to claim when
you file your tax return. To qualify for the child tax credit, the
child must be under age 17 as of December 31, must be
your dependent who generally lives with you for more than
half the year, and must have the required social security
number. You may be able to claim a credit for other
dependents for whom a child tax credit can’t be claimed,
such as an older child or a qualifying relative. For additional
eligibility requirements for these credits, see Pub. 972, Child
Tax Credit and Credit for Other Dependents. You can also
include other tax credits in this step, such as education tax
credits and the foreign tax credit. To do so, add an estimate
of the amount for the year to your credits for dependents
and enter the total amount in Step 3. Including these credits
will increase your paycheck and reduce the amount of any
refund you may receive when you file your tax return.
Step 4 (optional).
Step 4(a). Enter in this step the total of your other
estimated income for the year, if any. You shouldn’t include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won’t have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.
Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2020 tax return and
want to reduce your withholding to account for these
deductions. This includes both itemized deductions and other
deductions such as for student loan interest and IRAs.
Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering an
amount here will reduce your paycheck and will either increase
your refund or reduce any amount of tax that you owe.

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form
Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. If too much is withheld, you will
generally be due a refund. Complete a new Form W-4 when
changes to your personal or financial situation would change
the entries on the form. For more information on withholding
and when you must furnish a new Form W-4, see Pub. 505.
Exemption from withholding. You may claim exemption from
withholding for 2020 if you meet both of the following
conditions: you had no federal income tax liability in 2019 and
you expect to have no federal income tax liability in 2020. You
had no federal income tax liability in 2019 if (1) your total tax on
line 16 on your 2019 Form 1040 or 1040-SR is zero (or less
than the sum of lines 18a, 18b, and 18c), or (2) you were not
required to file a return because your income was below the
filing threshold for your correct filing status. If you claim
exemption, you will have no income tax withheld from your
paycheck and may owe taxes and penalties when you file your
2020 tax return. To claim exemption from withholding, certify
that you meet both of the conditions above by writing “Exempt”
on Form W-4 in the space below Step 4(c). Then, complete
Steps 1a, 1b, and 5. Do not complete any other steps. You will
need to submit a new Form W-4 by February 16, 2021.
Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which will also
increase accuracy.
As an alternative to the estimator: if you have concerns
with Step 2(c), you may choose Step 2(b); if you have
concerns with Step 4(a), you may enter an additional amount
you want withheld per pay period in Step 4(c). If this is the
only job in your household, you may instead check the box
in Step 2(c), which will increase your withholding and
significantly reduce your paycheck (often by thousands of
dollars over the year).
When to use the estimator. Consider using the estimator at
www.irs.gov/W4App if you:
1. Expect to work only part of the year;
2. Have dividend or capital gain income, or are subject to
additional taxes, such as the additional Medicare tax;
3. Have self-employment income (see below); or
4. Prefer the most accurate withholding for multiple job
situations.
Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay these taxes through
withholding from your wages, use the estimator at
www.irs.gov/W4App to figure the amount to have withheld.
Nonresident alien. If you’re a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

▲

Page 3

Form W-4 (2020)

Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)
If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.
Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.
1

2

Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skip to line 3 . . . . . . . . . . . . . . . . . . . . .

4

$

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c below. Otherwise, skip to line 3.
a

3

1

Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that value on line 2a . . . . . . . . . . . . . . . . . . . . . . .

2a $

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
on line 2b
. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2b $

c

2c $

Add the amounts from lines 2a and 2b and enter the result on line 2c .

.

.

.

.

.

.

.

.

.

Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . .

3

Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . .

4

$

1

$

Step 4(b)—Deductions Worksheet (Keep for your records.)
1

Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)). Such
deductions may include qualifying home mortgage interest, charitable contributions, state and local
taxes (up to $10,000), and medical expenses in excess of 10% of your income . . . . . . . .

{

}

• $24,800 if you’re married filing jointly or qualifying widow(er)
• $18,650 if you’re head of household
• $12,400 if you’re single or married filing separately

2

Enter:

.

.

2

$

3

If line 1 is greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter “-0-” .

.

3

$

4

Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Schedule 1 (Form 1040 or 1040-SR)). See Pub. 505 for more information
. . .

4

$

Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 .

5

$

5

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
possessions for use in administering their tax laws; and to the Department of
Health and Human Services for use in the National Directory of New Hires. We
may also disclose this information to other countries under a tax treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law
enforcement and intelligence agencies to combat terrorism.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.
The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax return.
If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.
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Married Filing Jointly or Qualifying Widow(er)
Higher Paying Job
Annual Taxable
Wage & Salary
$0 - 9,999
$10,000 - 19,999
$20,000 - 29,999
$30,000 - 39,999
$40,000 - 49,999
$50,000 - 59,999
$60,000 - 69,999
$70,000 - 79,999
$80,000 - 99,999
$100,000 - 149,999
$150,000 - 239,999
$240,000 - 259,999
$260,000 - 279,999
$280,000 - 299,999
$300,000 - 319,999
$320,000 - 364,999
$365,000 - 524,999
$525,000 and over

Lower Paying Job Annual Taxable Wage & Salary
$0 9,999
$0
220
850
900
1,020
1,020
1,020
1,020
1,060
1,870
2,040
2,040
2,040
2,040
2,040
2,720
2,970
3,140

$10,000 - $20,000 - $30,000 - $40,000 - $50,000 - $60,000 - $70,000 - $80,000 - $90,000 - $100,000 - $110,000 19,999
29,999
39,999
49,999
59,999
69,999
79,999
89,999
99,999
109,999
120,000
$220
1,220
1,900
2,100
2,220
2,220
2,220
2,220
3,260
4,070
4,440
4,440
4,440
4,440
4,440
5,920
6,470
6,840

$850
1,900
2,730
2,930
3,050
3,050
3,050
3,240
5,090
5,900
6,470
6,470
6,470
6,470
6,470
8,750
9,600
10,170

$900
2,100
2,930
3,130
3,250
3,250
3,440
4,440
6,290
7,100
7,870
7,870
7,870
7,870
8,200
10,950
12,100
12,870

$1,020
2,220
3,050
3,250
3,370
3,570
4,570
5,570
7,420
8,220
9,190
9,190
9,190
9,190
10,320
13,070
14,530
15,500

$1,020
2,220
3,050
3,250
3,570
4,570
5,570
6,570
8,420
9,320
10,390
10,390
10,390
10,720
12,320
15,070
16,830
18,000

$1,020
2,220
3,050
3,440
4,570
5,570
6,570
7,570
9,420
10,520
11,590
11,590
11,590
12,720
14,320
17,070
19,130
20,500

$1,020
2,220
3,240
4,440
5,570
6,570
7,570
8,570
10,420
11,720
12,790
12,790
13,120
14,720
16,320
19,070
21,430
23,000

$1,020
2,410
4,240
5,440
6,570
7,570
8,570
9,570
11,420
12,920
13,990
13,990
15,120
16,720
18,320
21,290
23,730
25,500

$1,210
3,410
5,240
6,440
7,570
8,570
9,570
10,570
12,420
14,120
15,190
15,520
17,120
18,720
20,320
23,590
26,030
28,000

$1,870
4,070
5,900
7,100
8,220
9,220
10,220
11,220
13,260
14,980
16,050
17,170
18,770
20,370
21,970
25,540
27,980
30,150

$1,870
4,070
5,900
7,100
8,220
9,220
10,220
11,240
13,460
15,180
16,250
18,170
19,770
21,370
22,970
26,840
29,280
31,650

Single or Married Filing Separately
Higher Paying Job
Annual Taxable
Wage & Salary
$0 - 9,999
$10,000 - 19,999
$20,000 - 29,999
$30,000 - 39,999
$40,000 - 59,999
$60,000 - 79,999
$80,000 - 99,999
$100,000 - 124,999
$125,000 - 149,999
$150,000 - 174,999
$175,000 - 199,999
$200,000 - 249,999
$250,000 - 399,999
$400,000 - 449,999
$450,000 and over

Lower Paying Job Annual Taxable Wage & Salary
$0 9,999
$460
940
1,020
1,020
1,870
1,870
2,020
2,040
2,040
2,360
2,720
2,970
2,970
2,970
3,140

$10,000 - $20,000 - $30,000 - $40,000 - $50,000 - $60,000 - $70,000 - $80,000 - $90,000 - $100,000 - $110,000 19,999
29,999
39,999
49,999
59,999
69,999
79,999
89,999
99,999
109,999
120,000
$940
1,530
1,610
2,060
3,460
3,460
3,810
3,830
3,830
4,950
5,310
5,860
5,860
5,860
6,230

$1,020
1,610
2,130
3,130
4,540
4,690
5,090
5,110
5,110
7,030
7,540
8,240
8,240
8,240
8,810

$1,020
2,060
3,130
4,130
5,540
5,890
6,290
6,310
7,030
9,030
9,840
10,540
10,540
10,540
11,310

$1,470
3,060
4,130
5,130
6,690
7,090
7,490
7,510
9,030
11,030
12,140
12,840
12,840
12,840
13,810

$1,870
3,460
4,540
5,540
7,290
7,690
8,090
8,430
10,430
12,730
13,840
14,540
14,540
14,540
15,710

$1,870
3,460
4,540
5,720
7,490
7,890
8,290
9,430
11,430
14,030
15,140
15,840
15,840
15,840
17,210

$1,870
3,460
4,720
5,920
7,690
8,090
8,490
10,430
12,580
15,330
16,440
17,140
17,140
17,140
18,710

$1,870
3,640
4,920
6,120
7,890
8,290
9,470
11,430
13,880
16,630
17,740
18,440
18,440
18,450
20,210

$2,040
3,830
5,110
6,310
8,080
8,480
10,460
12,420
15,170
17,920
19,030
19,730
19,730
19,940
21,700

$2,040
3,830
5,110
6,310
8,080
9,260
11,260
13,520
16,270
19,020
20,130
20,830
20,830
21,240
23,000

$2,040
3,830
5,110
6,310
8,080
10,060
12,060
14,620
17,370
20,120
21,230
21,930
21,930
22,540
24,300

Head of Household
Higher Paying Job
Annual Taxable
Wage & Salary
$0 - 9,999
$10,000 - 19,999
$20,000 - 29,999
$30,000 - 39,999
$40,000 - 59,999
$60,000 - 79,999
$80,000 - 99,999
$100,000 - 124,999
$125,000 - 149,999
$150,000 - 174,999
$175,000 - 199,999
$200,000 - 249,999
$250,000 - 349,999
$350,000 - 449,999
$450,000 and over

Lower Paying Job Annual Taxable Wage & Salary
$0 9,999
$0
830
930
1,020
1,020
1,870
1,900
2,040
2,040
2,040
2,720
2,970
2,970
2,970
3,140

$10,000 - $20,000 - $30,000 - $40,000 - $50,000 - $60,000 - $70,000 - $80,000 - $90,000 - $100,000 - $110,000 19,999
29,999
39,999
49,999
59,999
69,999
79,999
89,999
99,999
109,999
120,000
$830
1,920
2,130
2,220
2,530
4,070
4,300
4,440
4,440
5,060
5,920
6,470
6,470
6,470
6,840

$930
2,130
2,350
2,430
3,750
5,310
5,710
5,850
5,850
7,280
8,130
8,990
8,990
8,990
9,560

$1,020
2,220
2,430
2,980
4,830
6,600
7,000
7,140
7,360
9,360
10,480
11,370
11,370
11,370
12,140

$1,020
2,220
2,900
3,980
5,860
7,800
8,200
8,340
9,360
11,360
12,780
13,670
13,670
13,670
14,640

$1,020
2,680
3,900
4,980
7,060
9,000
9,400
9,540
11,360
13,480
15,080
15,970
15,970
15,970
17,140

$1,480
3,680
4,900
6,040
8,260
10,200
10,600
11,360
13,360
15,780
17,380
18,270
18,270
18,270
19,640

$1,870
4,070
5,340
6,630
8,850
10,780
11,180
12,750
14,750
17,460
19,070
19,960
19,960
19,960
21,530

$1,870
4,130
5,540
6,830
9,050
10,980
11,670
13,750
16,010
18,760
20,370
21,260
21,260
21,260
23,030

$1,930
4,330
5,740
7,030
9,250
11,180
12,670
14,750
17,310
20,060
21,670
22,560
22,560
22,560
24,530

$2,040
4,440
5,850
7,140
9,360
11,580
13,580
15,770
18,520
21,270
22,880
23,770
23,770
23,900
25,940

$2,040
4,440
5,850
7,140
9,360
12,380
14,380
16,870
19,620
22,370
23,980
24,870
24,870
25,200
27,240

IMPORTANT BENEFIT AND ENROLLMENT INFORMATION
BENEFITS DEPARTMENT:
Email: benefits@dcsms.org

�

Follow us on Twitter @dcsbenefits

Remind 101: To receive important benefit information via text message, text @a26gc4 to the number 81010
Employee Benefits Website: htt12:Lwww.desotocountyschools.orgL?DivisionlD=15690
Phone: 662-449-7173 / 662-449-7112 / 662-449-7296

Fax: 662-429-4198

Contact the Benefits Department or access Employee Benefits Website for all necessary forms.

Note: Contact in[ormation below is e.rovided to locate e_roviders, benefjt details, [orms and individual e_lan
documents. Eme_loy_ees must contact the Benefjts Dee_artment to make ALL changes to insurance coverage.

HEALTH: State and School Employees' Health Insurance Plan (BCBS of MS)
Website: htt12s:LLknowyourbenefits.dfa.state.ms.usL

Enrollment: New Employee Orientation or Open Enrollment (see Health Rates for premium information)

Customer Service: 1-800-709-7881

Pharmacy Help Desk: 1-855-457-0408

LIFE: State and School Employees' LIFE Insurance Plan (MINNESOTA LIFE)
Website: https://myblue.bcbsms.com

New Employee Orientation or Late Enrollee - See Employee Benefits Department

Customer Service: 1-877-348-9217

DENTAL AND VISION: Guardian Insurance

(effective 1-1-2011)

Website: www.GuardianAnytime.com

Enrollment: New Employee Orientation or Open Enrollment (see application for premium information)

Customer Service: 1-888-600-1600

'

OTHER BENEFITS:
AMERICAN FIDELITY:

Website: htt12s:LLwww.afadvantage.comLfor-individualsLafes-landing-QagesLdesoto-county-schools-district.as12x

Enrollment: New Employee Orientation or Open Enrollment (see American Fidelity Rep for premium information)

Customer Service: 1-800-654-8489
AFLAC:

Website: htt12:LLwww.aflac.comL

Enrollment: Open Enrollment (see AFLAC Rep for premium information)

Customer Service: 1-870-394-4845
TELAMED:

Enrollment: New Employee Orientation or Open Enrollment (see application for fee information)

New Benefits Customer Service: 1-855-847-3627 or 662-349-2021
LEGALSHIELD AND IDSHIELD:

Enrollment: New Employee Orientation or Open Enrollment (see application for fee information)

Security Benefits Solutions Customer Service: 1-844-534-2515 - [1-844-LEGAL15]

OPEN ENROLLMENT DATES:
SEPTEMBER & OCTOBER: Add, change or terminate all benefits effective January 1st
ONLINE SELF-ENROLLMENT DATES: SEPTEMBER 1st - SEPTEMBER 23rd
Login: www.afenroll.com/enroll - PIN#- last 4 of SSN and last 2 of birth year
**Example: SSN: 123-45-6789 and birth year 1987 -- PIN# is 678987**

STATE OF MISSISSIPPI
STATE AND SCHOOL EMPLOYEES’ HEALTH INSURANCE PLAN
APPLICATION FOR COVERAGE
PLEASE PRINT
Section A: Enrollee Information (all fields are required)

Employer Name

Home Address

City

Social Security Number

First Name

MI

Last Name
State

Primary Telephone Number

Secondary Telephone Number

Personal Email Address

Marital Status
Single

Gender
Male

Date of Birth (mm/dd/yyyy)

Married

Female

Were you ever a full-time employee of a covered entity under the Plan prior to 1/1/2006?

ZIP

Date of Employment/Retirement

No (Horizon)

Yes (Legacy)

If yes, please list your most recent (pre-1/1/06) employer and dates of employment: ________________________________________________________
_________________________________________________________________________________________________________________________________________
If married, is your spouse a Plan participant?
Yes
No If yes, Spouse Name and SSN: ________________________________________________

Section B: Health Insurance Membership Agreement Authorization (CHECK ONLY ONE BOX, SIGN AND DATE)
I hereby apply to ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/or my dependents named on this Application For
Coverage form through the State and School Employees' Health Insurance Plan (PLAN). I certify that all information provided by me on this
application is complete and accurate, and is the basis for providing coverage herein. I understand that any misrepresentation by me or my
dependents may result in the cancellation of my/our coverage under the PLAN. I understand that the coverage applied for is subject to all
exclusions, provisions, and limitations set forth by the Plan Document. I agree to be bound by all terms and conditions of the PLAN. I understand
and agree that if my application for coverage is approved, any requested coverage changes will be effective the date fixed by the PLAN or
its Administrator. I understand that if the requested coverage is approved, I am responsible for payment of the appropriate premiums and
hereby authorize for such payments to be payroll deducted, or as appropriate, withheld from my State of Mississippi retirement benefits.
I hereby WAIVE COVERAGE in the State and School Employees’ Health Insurance Plan. I have been offered coverage (or am eligible for
continuation of coverage) through the PLAN, but I elect not to be covered. I understand that by waiving coverage at this time, I may only
request coverage for myself or myself and eligible dependents at an Open Enrollment Period or during a Special Enrollment Period. I understand
that if I am a retiree and I waive coverage, I will not be allowed to re-enroll or have my coverage reinstated at a later date. If you are waiving
coverage because you are currently covered under another health insurance policy, please complete Section D.

Enrollee Signature: _________________________________________________________

Date: ______________________________________

Section C: Coverage
Enrollee Type:

Coverage Type:

Employee - Legacy
Employee - Horizon
Retiree
COBRA
Surviving Spouse
Are you a tobacco user?

Enrollee Only
Enrollee + Spouse
Enrollee + Child
Enrollee + Children
Enrollee + Spouse & Child(ren)
Yes

No

Do you have Medicare?
Yes
No
Medicare Number: ___________________________
“A” Effective Date: _________________________
“B” Effective Date: _________________________

Coverage Option:
(Choose Only One)

Select

Reason for Entitlement:
Age
ESRD

Base (HIGH DEDUCTIBLE)

Disability

If yes, are you interested in participating in the Plan’s free cessation program?

Yes

No

Section D: Other Coverage Information
Do any of the persons listed on this application have other health insurance coverage?
Name of Individual Covered: 1.____________________
Policyholder’s Name:
_______________________
Policyholder’s Date of Birth:
_______________________
Policyholder’s Insurance
Effective Date:
_______________________
Policy Number:
_______________________
Policyholder’s Employment
Active, Retiree or COBRA
Status:
Insurance Company Name
address & phone #:

Coverage Type:

Application for Coverage

_______________________
_______________________
_______________________
_______________________
Group

Non-Group

2.____________________

__________________________
__________________________
__________________________
__________________________
Active, Retiree or COBRA

Yes

No

If yes, please provide the following:

3.______________________ 4.___________________
__________________________
__________________________

_______________________
_______________________

__________________________
__________________________
Active, Retiree or COBRA

_______________________
_______________________
Active, Retiree or COBRA

__________________________ __________________________ _______________________
__________________________ __________________________ _______________________
__________________________ __________________________ _______________________
__________________________ __________________________ _______________________
Group

Non-Group

Group

Non-Group

Mississippi State and School Employees’ Health Insurance Plan

Group

Non-Group

Health1 (1/17)

Enrollee Last Name:

First Name:

Section E: Dependents

Dependents to be Covered

Relation to
Enrollee

1.

Spouse
Male
Female

(Last Name, First Name, MI)

2.
3.
4.

Enrollee SSN:

Social Security
Number

Date of Birth
(mm/dd/yyyy)

Current Status

(if different from Enrollee)

Employed?
Yes
No

Son
Daughter

Child under 26
Disabled

Son
Daughter

Child under 26
Disabled

Son
Daughter

Child under 26
Disabled

Are any of the dependents listed above covered by Medicare Part A or Part B?
If yes, please provide the following:
Name
_______________________
_______________________
_______________________

Address

Medicare Number
______________________
______________________
______________________

Part A Effective Date
___________________
___________________
___________________

Yes

Part B Effective Date
___________________
___________________
___________________

No

Medicare Reason
_____________________
_____________________
_____________________

Section F: Change Information
Add Enrollee:
 Add Enrollee:
Add Dependent(s):

Open Enrollment

Marriage

Birth

Adoption

Loss of Coverage due to Divorce

Other: _______________________________ Requested Effective Date: _________________________________
Open Enrollment

Marriage

Birth

(List all dependents in Section E.)
Change Coverage:

Base Coverage

Drop Dependent(s):

Divorce

Adoption

Other: ____________________________________

Qualifying Event/ Effective Date: ___________________________

Select Coverage

Deceased

Other: ________________________________________________________________

Provide information below for dependents to be dropped:
Name

___________________________________
___________________________________
___________________________________
___________________________________

Social Security Number

______________________
______________________
______________________
______________________

Requested Termination Date

_____________________________________
_____________________________________
_____________________________________
_____________________________________

Other Changes (Explain):

FOR EMPLOYER / ADMINISTRATOR USE ONLY:

GROUP NUMBER:___________________________

New Legacy Employee, Requested Effective Date: _____________________________________________
New Horizon Employee, Requested Effective Date: _____________________________________________
Retiree, Requested Effective Date: ____________________________________________________________
COBRA, Requested Effective Date: ___________________________________________________________
Surviving Spouse, Requested Effective Date: ___________________________________________________

ENTERED BY: __________________
DATE: _________________________
VERIFIED BY: ___________________
DATE: __________________________

Change(s), Requested Effective Date: _________________________________________________________

Print
Application for Coverage

Mississippi State and School Employees’ Health Insurance Plan

Health1 (1/17)

EMPLOYEE
EMPLOYEE + SPOUSE
EMPLOYEE + SPOUSE + CHILDREN
EMPLOYEE + CHILD
EMPLOYEE + CHILDREN

LEGACY

EMPLOYEE
EMPLOYEE + SPOUSE
EMPLOYEE + SPOUSE + CHILDREN
EMPLOYEE + CHILD
EMPLOYEE + CHILDREN

$3,500

$4,000

$2,000

$20
$490
$706
$185
$351

SELECT

$40
$510
$726
$205
$371

SELECT

$13,000

$6,500

$10 Co-Pay

$75

$2,500

$2,000

$1,000

InOut-ofNetwork Network

Base Coverage meets the federal government's criteria of a qualifying high deductible health plan under Section 1201 of the Medicare Prescription Drug
Improvement and Modernization Act of 2003 in regard to establishing a Health Savings Account.

**Preventive Medications: 2019 Plan Document pgs. 5 and 6

*Legacy: An active employee initially hired prior to January 1, 2006. This
includes new hires employed full-time by a MS state agency before January 1,
2006.
*Horizon: An active employee initially hired on or after January 1, 2006. This
employee has never worked full-time for a MS state agency.

$0
$413
$629
$107
$274

BASE

HORIZON & LEGACY

EMPLOYEE
EMPLOYEE + SPOUSE
EMPLOYEE + SPOUSE + CHILDREN
EMPLOYEE + CHILD
EMPLOYEE + CHILDREN

Out-of-Pocket Limit - Family Coverage

$13,000

Out-of-Pocket Limit - Family Coverage

HORIZON

Out-of-Pocket Limit - Individual

AMWELL - Online Primary Care Visit

$6,500

$10 co-pay; subject to
deductible

Individual Prescription Drug Deductible

Individual Coinsurance/Co-Pay Maximum

Out-of-Pocket Limit - Individual

AMWELL - Online Primary Care Visit

$75

$7,000

$5,000

Family Coinsurance/Co-Pay Maximum

**Preventive Medications Deductible

$3,500

$2,500

Individual Coinsurance/Co-Pay Maximum

Calendar Year Deductible - Family Coverage

$3,000

Calendar Year Deductible - Family Coverage

SELECT COVERAGE
Calendar Year Deductible - Individual Coverage

Out-ofNetwork

$1,800

In-Network

Calendar Year Deductible - Individual Coverage

BASE COVERAGE

HEALTH INSURANCE COVERAGE AND PREMIUM RATES - JANUARY 2020

Coverage Period: 01/01/2019 – 12/31/2019
Coverage for: Individual + Family | Plan Type: HDHP

You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket
limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Yes. Preventive care network is
covered before you meet your
deductible.

Yes. Preventive prescription drugs:
$75/individual. There are no other
specific deductibles.

Network providers: $6,500/individual;
$13,000/family.
Out-of-network providers: no out-ofpocket limit.

Premiums, balance-billing charges,
health care this plan doesn’t cover
and penalties for failure to obtain
prior approval.

Yes. Go here for a list of network
providers or call 1-800-294-6307.

No.

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?
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You can see the specialist you choose without a referral.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware your
network provider might use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the policy, the overall family deductible must be met
before the plan begins to pay.

Network and Out-of-network:
$1,800/individual; $3,000/family.

What is the overall
deductible?

Why This Matters:

Answers

Important Questions

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://KnowYourBenefits.dfa.ms.gov or call
1-800-709-7881. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can also view the Glossary at www.cciio.cms.gov.

The Summary
of Benefits and
(SBC)Base
document will help you choose a health plan. The SBC shows you how you and the plan would share the cost for
Summary
of Benefits
andCoverage
Coverage,
covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
Coverage

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Mississippi State and School Employees’ Health Insurance Plan: Base

Generic drugs

Diagnostic test (X-ray, blood
work).
Imaging (CT/PET scans, MRIs)

immunization

Preventive care/screening/

Primary care visit to treat an injury
or illness
Specialist visit

Services You May Need

20% coinsurance
20% coinsurance

Emergency room care

Emergency medical transportation

Urgent care

40% coinsurance

40% coinsurance

$50 copay/1st visit; $200
copay/each additional visit
plus 20% coinsurance.

$50 copay/1st visit; $200
copay/each additional visit
plus 20% coinsurance.

Provider/surgeon fees

40% coinsurance

20% coinsurance

Facility fee (e.g., ambulatory
surgery center)

Mississippi State and School Employees’ Life and Health Insurance Plan Document – Revised 1/1/2019

If you need immediate
medical attention

If you have outpatient
surgery

Not covered.

You pay 100% then request
reimbursement of the innetwork amount, less the
applicable deductible or copay.

40% coinsurance

Not covered.

40% coinsurance

Out-of-Network Provider
(You will pay the most)

Retail: $100 copay

Mail order: $200 copay

Retail: $100 copay

Retail: $45 copay
Mail order: $90 copay

Mail order: $24 copay

Retail: $12 copay

20% coinsurance

No charge. Deductible
does not apply.

20% coinsurance

Network Provider
(You will pay the least)

What You Will Pay

Specialty drugs

If you need drugs to
Preferred brand drugs
treat your illness or
condition, or information
about prescription drug Non-preferred brand drugs
coverage. Additional
information is available
at www.MyPrime.com

If you have a test

If you visit a health care
provider’s office or
clinic

Common
Medical Event

Copayment waived if admitted.

| Page 2

Certain prescriptions require prior approval.

If you choose a brand drug for which a generic
version is available, you will pay the difference in
cost between the brand drug and generic drug
plus the generic copayment.

No charge for FDA-approved generic
contraceptives or brand name contraceptives if a
generic is medically inappropriate or unavailable.

$75 individual preventive prescription drug
deductible (for certain preventive medications) if
the Base Coverage deductible has not been met.
Mail Order quantity 60-90 day supply.

You may have to pay for services that aren’t
preventive. Ask your provider if the services
needed are preventive, then check what your
plan will pay for.

Online provider visit: $10 (Subject to deductible)

Limitations, Exceptions and Other Important
Information

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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If your child needs
dental or eye care

If you need help
recovering or have other
special health needs

If you are pregnant

If you need mental
health, behavioral health
or substance abuse
services

If you have a hospital
stay

Common
Medical Event

20% coinsurance

20% coinsurance

Inpatient services

Office visits

20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance
Not covered.
Not covered.
Not covered.

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses

Children’s dental checkup

Not covered.

Not covered.

Not covered.

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

You must pay 100% of this service, even in network.

You must pay 100% of this service, even in network.

You must pay 100% of this service, even in network.

Certification Required. Benefits available for up to
six months.

Coverage is limited to allowable charge for basic
equipment. Prior approval recommended.

Certification required.

Maintenance or exercise therapy is excluded.

Certification required.

Certification required.

Delivery expenses are not covered for dependent
children. Delivery expenses are covered at no
charge for employees and covered spouses who
complete the Maternity Management Program.

Cost sharing does not apply for preventive
services. Preventive services are subject to
frequency limitations. Prenatal/postnatal care
(other than ACA-required preventive screenings)
is not covered for dependent children.

Prior approval required to avoid penalty. Penalty
for no prior approval: $500. Penalty for prior
approval less than five days before admission (or
more than 48 hours after emergency admission):
$250.

Prior approval required to avoid penalty. Penalty for no
prior approval: $500. Penalty for prior approval less
than five days before admission (or more than 48
hours after emergency admission): $250.

Limitations, Exceptions and Other Important
Information

Mississippi State and School Employees’ Life and Health Insurance Plan Document – Revised 1/1/2019

20% coinsurance

Home health care

Childbirth/delivery facility services

20% coinsurance

20% coinsurance

Outpatient services

Childbirth/delivery professional
services

20% coinsurance

Out-of-Network Provider
(You will pay the most)

What You Will Pay

Network Provider
(You will pay the least)

Facility fee (e.g., hospital room)
Provider/surgeon fees

Services You May Need

Mississippi State and School Employees’ Life and Health Insurance Plan Document – Revised 1/1/2019

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this plan meet the Minimum Value Standards? Yes

| Page 4

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the requirement that you
have health coverage for that month.

Does this plan provide Minimum Essential Coverage? Yes

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For
more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal,
or a grievance for any reason to your plan. For more information about your rights, this notice or assistance, call the claims administrator at 1-800-709-7881. Additionally, a consumer assistance
program can help you file your appeal. Contact Health Help Mississippi at 1-877-314-3843 or healthhelpms@mhap.org.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the Department of
Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you
too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit https://www.healthcare.gov/ or call 1-800318-2596.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Bariatric surgery (prior approval required)
• Non-emergency care when traveling outside the U.S. • Private-duty nursing (prior approval required)
• Chiropractic services (limited to 30
visits/individual/year)

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
• Dental care (Children)
• Acupuncture
• Routine eye care (Children)
• Cosmetic surgery (except after mastectomy or due to • Hearing aids
• Routine foot care
defect from traumatic injury or disease)
• Infertility treatment
• Weight loss programs (except as required by ACA)
• Dental care (Adult)
• Routine eye care (Adult)

Excluded Services & Other Covered Services:

$1,800
20%
20%
20%
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The total Peg would pay is

In this example, Peg would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

Total Example Cost

$3,992

$0

$1,800
$60
$2,132

$12,800

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

(9 months of in-network prenatal care and
a hospital delivery)

Peg is Having a Baby
$1,800
20%
20%
20%

$2,050

$0

$1,250
$800
$0

$7,400

$1,800
20%
20%
20%

The total Mia would pay is

In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

Total Example Cost

$1,880

$0

$1,800
$50
$30

$1,900

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)
Diagnostic test (X-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

(in-network emergency room visit
and follow-up care)

Mia’s Simple Fracture

Mississippi State and School Employees’ Life and Health Insurance Plan Document – Revised 1/1/2019

The total Joe would pay is

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

Total Example Cost

This EXAMPLE event includes services like:
Primary care provider office visits (including
disease education)
Diagnostic test (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

(a year of routine in-network care of
a well-controlled condition)

Managing Joe’s type 2 Diabetes

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under
different health plans. Please note these coverage examples are based on self-only coverage.

Coverage Period: 01/01/2019 – 12/31/2019
Coverage for: Individual + Family | Plan Type: PPO

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/
You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket
limit has been met.
Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware your
network provider might use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.
You can see the specialist you choose without a referral.

Yes. Preventive care and primary care
network provider office visits are covered
before you meet your deductible.

Yes. Prescription drugs: $75/individual.
There are no other specific deductibles.

Network providers: $6,500/individual;
$13,000/family.
Out-of-network providers: no out-of-pocket
limit.

Premiums, balance-billing charges, health
care this plan doesn’t cover and penalties
for failure to obtain prior approval.

Yes. Go here for a list of network
providers or call 1-800-294-6307.

No.

Are there services
covered before you
meet your deductible?

Are there other
deductibles for
specific services?

What is the out-ofpocket limit for this
plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a network
provider?

Do you need a referral
to see a specialist?

|Page

Generally, you must pay all of the costs from providers up to the deductible amount before this plan begins
to pay. If you have other family members on the policy, the overall family deductible must be met before
the plan begins to pay.

Network: $1,000/individual; $2,000/family.
Out-of-network: $2,000/individual;
$4,000/family.

What is the overall
deductible?
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Why This Matters:

Answers

Important Questions

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://KnowYourBenefits.dfa.ms.gov or call
1-800-709-7881. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can also view the Glossary at www.cciio.cms.gov.

Summary
of Benefits
Select
The Summary
of Benefitsand
and Coverage,
Coverage (SBC)
document will help you choose a health plan. The SBC shows you how you and the plan would share the cost for
covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
Coverage

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Mississippi State and School Employees’ Health Insurance Plan: Select
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If you need immediate
medical attention

If you have outpatient
surgery

Emergency medical transportation
Urgent care

Emergency room care

Provider/surgeon fees

Facility fee (e.g., ambulatory
surgery center)

$50 copay/1st visit; $200
copay/each additional visit
plus 20% coinsurance
40% coinsurance
40% coinsurance

$50 copay/1st visit; $200
copay/each additional visit
plus 20% coinsurance
20% coinsurance
20% coinsurance

Copayment waived if admitted.

Certain prescriptions require prior approval

If you choose a brand drug for which a generic
version is available, you will pay the difference in
cost between the brand drug and generic drug plus
the generic copayment.

No charge for FDA-approved generic
contraceptives (or brand name contraceptives if a
generic is medically inappropriate or unavailable).

$75 individual prescription drug deductible
Mail Order Quantity: 60-90-day supply.

You may have to pay for services that aren’t
preventive. Ask your provider if the services needed
are preventive, then check what your plan will pay
for.

Online provider visit: $10 copayment

Limitations, Exceptions and Other Important
Information
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40% coinsurance

Not covered.

You pay 100% then request
reimbursement of the innetwork amount, less the
applicable deductible or copay.

40% coinsurance

Not covered.

20% coinsurance

Retail: $100 copay

Retail: $12 copay
Mail order: $24 copay
Retail: $45 copay
Mail order: $90 copay
Retail: $100 copay
Mail order: $200 copay

20% coinsurance

Diagnostic test (X-ray, blood
work)
Imaging (CT/PET scans, MRIs)

Generic drugs

No charge. Deductible
does not apply.

What You Will Pay
In-Network Provider
Out-of-Network Provider
(You will pay the least)
(You will pay the most)
$25 copay/visit.
Deductible does not
40% coinsurance
apply.
20% coinsurance
40% coinsurance

Preventive care/screening/
immunization

Specialist visit

Primary care visit to treat an injury
or illness

Services You May Need

If you need drugs to
Preferred brand drugs
treat your illness or
condition, or information
about prescription drug Non-preferred brand drugs
coverage. Additional
information is available
at www.MyPrime.com
Specialty drugs

If you have a test

If you visit a health care
provider’s office or
clinic

Common
Medical Event

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

20% coinsurance

Office visits

Not covered.

Not covered.

Children’s eye exam

Children’s dental checkup

20% coinsurance

Hospice services

Not covered.

20% coinsurance

Durable medical equipment

Children’s glasses

20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance

Home health care
Rehabilitation services
Habilitation services
Skilled nursing care

Childbirth/delivery facility services

20% coinsurance

20% coinsurance

Inpatient services

Childbirth/delivery professional
services

20% coinsurance

20% coinsurance

Not covered.

Not covered.

Not covered.

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

What You Will Pay
In-Network Provider
Out-of-Network Provider
(You will pay the least)
(You will pay the most)

Outpatient services

Provider/surgeon fees

Facility fee (e.g., hospital room)

Services You May Need

Mississippi State and School Employees’ Life and Health Insurance Plan Document – Revised 1/1/2019

If your child needs
dental or eye care

If you need help
recovering or have other
special health needs

If you are pregnant

If you need mental
health, behavioral health
or substance abuse
services

If you have a hospital
stay

Common
Medical Event

| Page 8

You must pay 100% of this service, even
in-network.
You must pay 100% of this service, even
in-network.
You must pay 100% of this service, even
in-network.

Certification Required. Benefits available for up to
six months.

Certification required.
Certification required.
Maintenance or exercise therapy is excluded.
Certification required.
Coverage is limited to allowable charge for basic
equipment. Prior approval recommended.

Delivery expenses are not covered for dependent
children. Delivery expenses are covered at no
charge for employees and covered spouses who
complete the Maternity Management Program.

Prior approval required to avoid penalty. Penalty for
no prior approval: $500. Penalty for prior approval
less than five days before admission (or more than
48 hours after emergency admission): $250.
Cost sharing does not apply for preventive services.
Preventive services are subject to frequency
limitations. Prenatal/postnatal care (other than
ACA-required preventive screenings) is not covered
for dependent children.

Prior approval required to avoid penalty. Penalty for
no prior approval: $500. Penalty for prior approval
less than five days before admission (or more than
48 hours after emergency admission): $250.

Limitations, Exceptions and Other Important
Information
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––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Does this plan meet the Minimum Value Standards? Yes

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the requirement that you
have health coverage for that month.

Does this plan provide Minimum Essential Coverage? Yes

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For
more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal,
or a grievance for any reason to your plan. For more information about your rights, this notice or assistance, call the claims administrator at 1-800-709-7881. Additionally, a consumer assistance
program can help you file your appeal. Contact Health Help Mississippi at 1-877-314-3843 or healthhelpms@mhap.org.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the Department of
Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you
too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit https://www.healthcare.gov/ or call 1-800318-2596.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Bariatric surgery (prior approval required)
• Non-emergency care when traveling outside the U.S. • Private-duty nursing (prior approval required)
• Chiropractic services (limited to 30
visits/individual/year)

Excluded Services and Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
• Dental care (Children)
• Acupuncture
• Routine eye care (Children)
• Cosmetic surgery (except after mastectomy or due to • Hearing aids
• Routine foot care
defect from traumatic injury or disease)
• Infertility treatment
• Weight loss programs (except as required by ACA)
• Dental care (Adult)
• Routine eye care (Adult)

$1,000
20%
20%
20%

$3,357

$0

$1,075
$0
$2,282

$12,800

$1,000
20%
20%
20%

The total Joe would pay is

$1,075
$810
$0

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

$1,885

$0

$7,400

Total Example Cost

This EXAMPLE event includes services like:
Primary care provider office visits (including
disease education)
Diagnostic test (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

(a year of routine in-network care of
a well-controlled condition)

Managing Joe’s type 2 Diabetes

Mississippi State and School Employees’ Life and Health Insurance Plan Document – Revised 1/1/2019

The total Peg would pay is

In this example, Peg would pay:
Cost Sharing
Deductibles (Medical and Rx)
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

Total Example Cost

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

(9 months of in-network prenatal care and
a hospital delivery)

Peg is Having a Baby

$1,000
20%
20%
20%

The total Mia would pay is

In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

Total Example Cost

|Page 10

$1,230

$0

$1,000
$50
$180

$1,900

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)
Diagnostic test (X-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

(in-network emergency room visit
and follow-up care)

Mia’s Simple Fracture

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.
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Preventive Wellness Guidelines are based on recommendations from the following:
U.S. Preventive Services Task Force (USPSTF)
Centers for Disease Control and Prevention (CDC). Advisory Committee on Immunization Practices (ACIP)
U.S. Health Resources & Services Administration (HRSA), Preventive·Care and Screenings of Infants, Children and Women
National Medical Societies
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Call your primary care network provider to schedule your
wellness visit. To locate a network provider, call
800 -294-6307 or go to the "Provider Search" tab at
http://KnowVourBenefits.dfa.ms.gov/provider-search/.

I

I

3. Lipid screenings beg in at age 20.
4 . Pap s mears are recommended only for women age 2 1 to 6E
once every 3 years, or for women ages 30-65 who wish tc
lengthen the screening interval, screening with a combination
of cytology and H PV testing every 5 years.
5. Pelvic and breast exams are available for females beginning
at age 1 2 if medically appropriate.
6. HIV s creenings are for adolescents and adults aged 1 5 le
65 years. Younger adolescents and older adults who are al
increased risk should also be screened.
7 . Hepatitis C screening is a one-time screening for adults born
between 1 945 and 1 965.
8. The U SPSTF recommends biennial screening (once every 2
years} for women aged 50 to 74 years.
9. Bone density studies are covered for women once every 2
years beg inning at age 60.
1 0.Flexible sigmoidoscopy and colonoscopy screenings beg ir
at age 50. Additional screenings for individuals considered
to be at h ig h-risk for colorectal cancer may be covered unde1
the medical portion of the Plan. Hig h-risk individuals are
defined as a:
Strong family history of colorectal cancer or polyps (in
fi rst-degree relative younger than 60 or two first-degree
relatives of any age). A first-degree relative is defined as
a parent, sibling or child.
Known family history of colorectal cancer syndrome
)
)
Personal history of colorectal cancer polyps.
A gastroenterology consult prior to a colonoscopy is nol
covered under a wellness visit.

2. Hemoglobin, hematocrit, CBC, only once between 6-24 months.
Females, only performed if pregnant, once per pregnancy.

1 . Eleven visits within the first 23 months of life; two visits pe1
year ages 2-3 ; one visit per year ages 4 through 1 7 ; twc
visits per year ages 1 8 and over.

Beginning at age 20, the following biometrics are required to be collected for a compliant wellness visit: height, weight, blood pressure, Ale, total cholesterol (HDL, LDL), triglycerides and tobacco usage.

Abdominal aortic aneurysms screening men ages 65-75,
once per lifetime

Lung cancer screening, once per year for smokers with
a history of at least 30--pack years and who have quit
within the previous 1 5 years, ages 55-80

Stool for occult blood once per calendar year

Flexible sigmoidoscopy once every five years or
colonoscopy once every ten years

Breast a n d ovarian cancer susceptibility, genetic risk
assessment and BRCA mutation testing, once per
lifetime

Osteoporosis in post-menopausal women screening

Mammogram once per calendar year

Hepatitis C (HCI/) screening

Hepatitis B screenin[J, for non-pregnant adolescents and
adults at high-risk for infection

HIV screening

Sexually transmitted disease screenings (chlamydia
infection [age ·JB-24], syphilis, gonorrhea)

Pelvic and b reast exam once per calendar year,
included in wellness visit

Pap smear once every three or five years

Lipid proiile once per calendar year

Glucose once per calendar year (only for high-risk
individuals) beginning at age 3

Diabetes screening (A 1 c) once per calendar year

TB skin testing as needed

1

Birth io
2 years

Wellness visits, preventive medicine evaluations or
re-evaluations including blood pressure, dental caries
screening, vision and hearing screening for ages 3-5.
and counseling as appropriate for risk factors, age or
stage oi development.

Wellness/Preventive Services and
Screen ings Covered at 100%

Mississippi State and School Employees' Health Insurance Plan Wellness/Preventive Coverage
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Mississippi State & School Employees'
Life Insurance Plan
Group term life and accidenlal deolh & dismembermenl
(AD&D) benefir
Active full-time employees
Insurance products issued by:
Minnesota Life Insurance Company

te y ur
efici ry

SI n

t day!

We strongly encourage you to designate your beneficiary as soon as possible, even
if you believe the selected individual may receive the benefit by default. Designating
a beneficiary speeds payment and ensures the proceeds from your policy will be
distributed according to your wishes.
To designate your beneficiary online:
1. Log into Blue Cross & Blue Shield of
Mississippi: bcbsms.com
2. Click on the "My Benefits" tab
3. Click on the "Life Benefits" section

ii. Click on the link "Click here to update
your beneficiary information"
5. Click "I agree" to go to Securian
Financial's LifeBenefits to add, view or
update your beneficiary

6. Click "View details or make changes"
7. Enter the name(s), address and the
respective benefit percentages for
each beneficiary
8. Securian will mail you a confirmation
letter after you complete
your designation

Instructions and/or
forms for designa!'ing a
beneficiary may be found
on Securian Financial's
websil'e: lifebenefits.com/
plandesign/misslssippi or
coll 877-348-9217.

Your basic coverage
s�sic
c�i/era
�.<�utomatic�riv
enrotied�
,,... ·i.
',.;.,, �9 ......,:.1. ;>·
_
.,.,; •. '•
- •

Basic term life and AD&D

2x base annual pay

I•

Maximum coverage: $1�0,000
• Includes matching AD&D benefit

This is a summary of plan provisions related to lhe insurance policy issued by Minnesota Life Insurance Company lo Mississippi State and School Efllployees'
Life Insurance Pion. In the event of o conflicl between this summmy and the policy and/or certificate, the policy and/or certificate shall die tole 1·he insurance
provisions, exclusions, all limitotions, and terms of coverage. All elections or increases are subjed to the "actively at work" reqviremenl of the policy.
Insurance products ore underwritten by Minnesota Life Insurance Company, an affiliate of Securian Financial Group, Inc. Products offered under policy iorm
series MHC-96-13180.
Securian Financial is the marketing name for Securian Financial Group, Inc., and its affiliotes.

Securian Financial Group, Inc.
securian.com

1.,QO R•,berl Street· North, St Paul, MN 55101-2096

{?.'·2018 Se.::urlon Flncmclal Grvup, Inc. All r1g11t� re.serv0d.
F7722:1-66 R.ev 6-2018
5179"9

DOFU 6-2018

EXAMPLES OF BENEFICIARY DESIGNATIONS
Example 1: If a primary beneficiary is to receive the benefit, followed by a contingent beneficiary, if the primary
beneficiary is deceased.

PRIMARY BENEFICIARY(IES) -The person orpersons named will receive the.benefit
Date of
Beneficiary Full Name
Address and Phone Number
Birth
Mary Doe

01·01-1980

.

123 4th Street, Anywhere, MN 12345, 651-665-1234

r·

Social Security
Number

xxx-xx-xxxx

Relationship
Daughter

CONTINGENT BENEFICIARY(IES) If thepnmary. ben�f1c1ary
·
Cres).1s no I onger .1vmg, the,benefT
1 1s pa,·ct·t0 th"1sperson()
s

Beneficiary Ful I Name
Nancy Doe

Date of
Birth

02-02-1980

Address and Phone Number

5 Main Street, Anywhere, MN 45685, 651-665·2345

Social Security
Number

xxx-xx-xxxx

Relationship
Sister

S hare ¾ (must
total 100¾)
100%

Total= 100%
Share% (must
total 100¾)
100%

Total= 100%

Example 2: If more than one primary beneficiary(ies) are to receive the benefit first, followed by the contingent
beneficiary(ies) if all of the primary beneficiary(ies) are deceased.
PRIMARY BENEFICIARY([ES • Theperson or persons named will receive thebenefit
Date of
Beneficiary Full Name
Address and Phone Number
Birth
Mary Doe

03-03-1980

Mary Smith

05-05-1980

Jim Doe

04-04-1980

1234thStreet, Anywhere, MN 12345, 651-665·3456

123 4th Street, Anywhere, MN 12345, 651-665-4567

45 Oak Street, Anywhere, MN 56789, 651-665-5678

Social Sec urity
Number

Relationship

S hare% (must
total 100¾)

xxx,xx-xxxx

Husband

40%

xxx-xx-xxxx

XXX·XX-XXXX

Daughter
Friend

.
('1es) ,l s no ongerT1vnig,
CONTINGENT BENEFICIARY(·IES) - If the pr marYbenefic1ary
·
th.ebenef1t1spa1
·
'd toth",s person()
s·
Date of
Social
Security
Relationship
Beneficiary Ful I Name
Address and Phone Number
Birth
Number

Nancy Jones

Jack Williams

06·06-1980

07-07•1980

5 Main Street, Anywhere, MN 45685, 651·665-6789
10 Elm Street, Anywhere, MN 58978, 651·665-7890

xxx-xx-xxxx

Sister

John Doe - Trustee, his successors or successor in trust under the John Doe Revocab\e Trust
Agreement. Executed by the insured on June 1, 2008.

20%

Total= 100%
Share % (must
total 100%)
50%

XXX·XX·XXXX

Brother

Social Security
Number

Relationship

Share% (must
total 100%)

N/A

Trust

1 00%

Example 3: If the beneficiary is a formal trust.
PRIMARY BENEFICIARY(IES) • The person or persons named wr·11 receive thebenef1t
Beneficiary Fu/ I Name J Dateof I
Address and Phone Number
Birth

40%

50%

Total= 100%

Total= 100%

Beneficiary Designation
Securian Financial Group, Inc.
Minnesota life Insurance Company·
Securian Life Insurance Company, a New York authorized insurer
400 Robert Street North • St. Paul, Minnesota 55101-2098

Group Customer Service
Fax (651) 665-4827

SECURIAN ®

Visit www.lifebene1its.com/plandesign/n'1ississippi to designate your beneficiary.

EMPLOYER NAME: Mississippi State & School Emp

POLICY NUMBER: 33683

lnsured's name (last, first, middle initial)

ID

Address (street, city, state, zip)
l nsured's date of birth

Policyowner's phone number

Policyowner (ifdifferentthan the insured)

Email address

This beneficiary designation applies to all eligible coverages.
INSTRUCTIONS:
1. Clearly print or type the information below.
2. Sign and date the completed form,
3. Return to Securian at address above.
, ,:'

:·· ·:.

The primary and contingent beneficiary(ies) determines the order in which beneficiaries become eligible to receive a
death benefit. Surviving beneficiaries in any category share equally with beneficiaries in the same category unless
otherwise specified. Use of the word "Children", without modification, includes only your biological children of first
generation and adopted children. For revocable designations, this signed beneficiary designation, when accepted by the
underwriting company, is the only form needed to elect or change a designation under this policy. No other documents
are required.
Name beneficiaries by category. To receive a death benefit, a beneficiary must survive the insured. In the event a
beneficiary does not survive the insured, that beneficiary's portion shall be equally di�tributed to the remaining
beneficiaries within that category. In the event of simultaneous death of the insured and a beneficiary, the death benefit
will be paid as if the insured survived the beneficiary.
The same per$on cannot be named as a primary and a contingent beneficiary.

Date of
Birth

Beneficiary Full Name

Address and Phone Number

Social Security
Number

Relationship

Share% (must
total 100%)

Total:.:;: 100%

CQ:l\l.TI�¢'E&.t: �1S�E��t;I1,ii�Y::QE'.$.l�)f:�iii'�JMifi¥.�§W'��1lpl�ij,:�(e:s)::�i:i�If@ti;st.e':r:l�i:1ii.9;,i�\f�:��'.e/4J:��;P:ie".Jf1t�\�j:�f>;�·rscb:ri�sJ ./: · :: : .. : ..: · . . .
Beneficiary Full Name

Date of
Birth

r@tiWWliliM%13 ·I
Policyowner's signature

X

F83345 11-2015

Address and Phone Number

Social Security
Number

_,
::·

Share% (must
.
Relationship· total iOO%)

-,

Total-= 100%

/"o

: I '. o '',

'•.;! � ,., ' ',, '•; • ',,•




New Health Insurance Marketplace Coverage
Options and Your Health Coverage

Form Approved
OMB No. 1210-0149
H[SLUHV5312020

PART A: General Information
ΈΙΖΟ͑ΜΖΪ͑ΡΒΣΥΤ͑ΠΗ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΔΒΣΖ͑ΝΒΨ͑ΥΒΜΖ͑ΖΗΗΖΔΥ͑ΚΟ͑ͣͥ͑͢͡͝ΥΙΖΣΖ͑ΨΚΝΝ͑ΓΖ͑Β͑ΟΖΨ͑ΨΒΪ͑ΥΠ͑ΓΦΪ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ:͑ΥΙΖ͑ΖΒΝΥΙ͑
ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅Π͑ΒΤΤΚΤΥ͑ΪΠΦ͑ΒΤ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΠΡΥΚΠΟΤ͑ΗΠΣ͑ΪΠΦ͑ΒΟΕ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͑͝ΥΙΚΤ͑ΟΠΥΚΔΖ͑ΡΣΠΧΚΕΖΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑
ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΥΙΖ͑ΟΖΨ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΖΞΡΝΠΪΞΖΟΥνΓΒΤΖΕ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟
͑

What is the Health Insurance Marketplace?
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΤ͑ΕΖΤΚΘΟΖΕ͑ΥΠ͑ΙΖΝΡ͑ΪΠΦ͑ΗΚΟΕ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΪΠΦΣ͑ΟΖΖΕΤ͑ΒΟΕ͑ΗΚΥΤ͑ΪΠΦΣ͑ΓΦΕΘΖΥ͑͟΅ΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΠΗΗΖΣΤ͓͑ΠΟΖ͞ΤΥΠΡ͑ΤΙΠΡΡΚΟΘ͓͑ΥΠ͑ΗΚΟΕ͑ΒΟΕ͑ΔΠΞΡΒΣΖ͑ΡΣΚΧΒΥΖ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΠΡΥΚΠΟΤ͑͟ΊΠΦ͑ΞΒΪ͑ΒΝΤΠ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΟΖΨ͑ΜΚΟΕ͑ΠΗ͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑ΣΚΘΙΥ͑ΒΨΒΪ͑͟ΡΖΟ͑ΖΟΣΠΝΝΞΖΟΥ͑ΗΠΣ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑
ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΓΖΘΚΟΤ͑ΚΟ͑ΔΥΠΓΖΣ͑ͣͤ͑͢͡ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΤΥΒΣΥΚΟΘ͑ΒΤ͑ΖΒΣΝΪ͑ΒΤ͑ͻΒΟΦΒΣΪ͑͑ͣͥ͑͢͢͟͝͡

Can I Save Money on my Health Insurance Premiums in the Marketplace?
ΊΠΦ͑ΞΒΪ͑ΦΒΝΚΗΪ͑ΥΠ͑ΤΒΧΖ͑ΞΠΟΖΪ͑ΒΟΕ͑ΝΠΨΖΣ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΓΦΥ͑ΠΟΝΪ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͝ΠΣ͑
ΠΗΗΖΣΤ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΕΠΖΤΟ͘Υ͑ΞΖΖΥ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟΅ΙΖ͑ΤΒΧΚΟΘΤ͑ΠΟ͑ΪΠΦΣ͑ΡΣΖΞΚΦΞ͑ΥΙΒΥ͑ΪΠΦ͘ΣΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑ΕΖΡΖΟΕΤ͑ΠΟ͑
ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͟

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
ΊΖΤ͑͟ͺΗ͑ΪΠΦ͑ΙΒΧΖ͑ΒΟ͑ΠΗΗΖΣ͑ΠΗ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΗΣΠΞ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͝ΪΠΦ͑ΨΚΝΝ͑ΟΠΥ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΞΒΪ͑ΨΚΤΙ͑ΥΠ͑ΖΟΣΠΝΝ͑ΚΟ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͘Τ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑͟ΠΨΖΧΖΣ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑
ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΠΣ͑Β͑ΣΖΕΦΔΥΚΠΟ͑ΚΟ͑ΔΖΣΥΒΚΟ͑ΔΠΤΥ͞ΤΙΒΣΚΟΘ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑
ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΒΥ͑ΒΝΝ͑ΠΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟ͺΗ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑Β͑ΡΝΒΟ͑ΗΣΠΞ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΨΠΦΝΕ͑ΔΠΧΖΣ͑ΪΠΦ͙͑ΒΟΕ͑ΟΠΥ͑ΒΟΪ͑ΠΥΙΖΣ͑ΞΖΞΓΖΣΤ͑ΠΗ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͚͑ΚΤ͑ΞΠΣΖ͑ΥΙΒΟ͖͑ͪͦ͑͟ΠΗ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑
ΚΟΔΠΞΖ͑ΗΠΣ͑ΥΙΖ͑ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΥΙΖ͑ΔΠΧΖΣΒΘΖ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΡΣΠΧΚΕΖΤ͑ΕΠΖΤ͑ΟΠΥ͑ΞΖΖΥ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͓͑ΤΥΒΟΕΒΣΕ͑ΤΖΥ͑ΓΪ͑ΥΙΖ͑
ͲΗΗΠΣΕΒΓΝΖ͑ʹΒΣΖ͑ͲΔΥ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑͟͢
͑
ͿΠΥΖͫ͑ͺΗ͑ΪΠΦ͑ΡΦΣΔΙΒΤΖ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟΤΥΖΒΕ͑ΠΗ͑ΒΔΔΖΡΥΚΟΘ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑͝ΥΙΖΟ͑ΪΠΦ͑ΞΒΪ͑ΝΠΤΖ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͙͑ΚΗ͑ΒΟΪ͚͑ΥΠ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͟ͲΝΤΠ͑͝ΥΙΚΤ͑ΖΞΡΝΠΪΖΣ͑
ΔΠΟΥΣΚΓΦΥΚΠΟ͑͞ΒΤ͑ΨΖΝΝ͑ΒΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΖ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͑ΥΠ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͞ΚΤ͑ΠΗΥΖΟ͑ΖΩΔΝΦΕΖΕ͑ΗΣΠΞ͑ΚΟΔΠΞΖ͑ΗΠΣ͑
ͷΖΕΖΣΒΝ͑ΒΟΕ͑΄ΥΒΥΖ͑ΚΟΔΠΞΖ͑ΥΒΩ͑ΡΦΣΡΠΤΖΤ͑͟ΊΠΦΣ͑ΡΒΪΞΖΟΥΤ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΣΖ͑ΞΒΕΖ͑ΠΟ͑ΒΟ͑ΒΗΥΖΣ͞
ΥΒΩ͑ΓΒΤΚΤ͑͟

͑
How Can I Get More Information?
ͷΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΡΝΖΒΤΖ͑ΔΙΖΔΜ͑ΪΠΦΣ͑ΤΦΞΞΒΣΪ͑ΡΝΒΟ͑ΕΖΤΔΣΚΡΥΚΠΟ͑ΠΣ͑
ΔΠΟΥΒΔΥ͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͟
Employee Benefits Department (Email: benefits@dcsms.org)
͑
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΔΒΟ͑ΙΖΝΡ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΡΥΚΠΟΤ͑͝ΚΟΔΝΦΕΚΟΘ͑ΪΠΦΣ͑ΖΝΚΘΚΓΚΝΚΥΪ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΚΥΤ͑ΔΠΤΥ͑͟ΝΖΒΤΖ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΗΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͝ΚΟΔΝΦΕΚΟΘ͑ΒΟ͑ΠΟΝΚΟΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΙΖΒΝΥΙ͑
ΚΟΤΦΣΒΟΔΖ͑ΔΠΧΖΣΒΘΖ͑ΒΟΕ͑ΔΠΟΥΒΔΥ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΗΠΣ͑Β͑ΖΒΝΥΙ͑ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟ͑ΪΠΦΣ͑ΒΣΖΒ͑͟

͑͢ͲΟ͑ ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͑ ͓ΞΚΟΚΞΦΞ͑ ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ ΚΗ͑ ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑
ΓΪ͑ ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ ΟΠ͑ ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ ΤΦΔΙ͑ΔΠΤΥΤ͑͟

PART B: Information About Health Coverage Offered by Your Employer
΅ΙΚΤ͑ΤΖΔΥΚΠΟ͑ΔΠΟΥΒΚΟΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΒΟΪ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΔΠΞΡΝΖΥΖ͑ΒΟ͑
ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΪΠΦ͑ΨΚΝΝ͑ΓΖ͑ΒΤΜΖΕ͑ΥΠ͑ΡΣΠΧΚΕΖ͑ΥΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͟΅ΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΚΤ͑ΟΦΞΓΖΣΖΕ͑
ΥΠ͑ΔΠΣΣΖΤΡΠΟΕ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑͟
3. Employer name

4. Employer Identification Number (EIN)

DeSoto County Independent School District
5. Employer address

64-6000320
6. Employer phone number

5 East South Street

662-429-5271

7. City

Hernando

8. State

9. ZIP code

MS

38632

10. Who can we contact about employee health coverage at this job?

Employee Benefits Department
11. Phone number (if different from above)

͑

12. Email address

benefits@dcsms.org

ΖΣΖ͑ΚΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΥΙΚΤ͑ΖΞΡΝΠΪΖΣͫ͑
x ͲΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΨΖ͑ΠΗΗΖΣ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΠͫ͑
ͲΝΝ͑ΖΞΡΝΠΪΖΖΤ͑͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑
͑
͑
͑
͑
͑
΄ΠΞΖ͑ΖΞΡΝΠΪΖΖΤ͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑͑
͑
Full-time employees who receive compensation directly from DeSoto County Schools. An employee making
͑
contributions
to a retirement plan approved by the Mississippi Public Employees' Retirement System is considered
͑
a full-time employee.
͑
͑
x ΈΚΥΙ͑ΣΖΤΡΖΔΥ͑ΥΠ͑ΕΖΡΖΟΕΖΟΥΤͫ͑
ΈΖ͑ΕΠ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟ͶΝΚΘΚΓΝΖ͑ΕΖΡΖΟΕΖΟΥΤ͑ΒΣΖͫ͑
͑
The employee's legal spouse as defined by Mississippi law, unless the spouse is also an eligible employee on
͑
same plan.
Natural child, stepchild, legally adopted or anticipating adoption, foster, employee is legal guardian or
͑
has legal
custody,
or employee is required to cover by reason of Qualified Medical Child Support Order up to age
͑
26. Dependent ΈΖ͑ΕΠ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟
children who are permanently mentally or physically disabled, so incapacitated as to be incapable
of self-sustaining
employment, and dependent upon the employee for 50 percent or more support may be covered
͑
ͺΗ͑ΔΙΖΔΜΖΕ͑͝ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΞΖΖΥΤ͑ΥΙΖ͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͑͝ΒΟΕ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΚΤ͑ΚΟΥΖΟΕΖΕ͑
regardless
of their age, so long as they otherwise continue to meet dependent eligibility requirements and their
ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΓΒΤΖΕ͑ΠΟ͑ΖΞΡΝΠΪΖΖ͑ΨΒΘΖΤ͑͟
incapacity
began before their 26th birthday.
͑
͛͛͑ ͶΧΖΟ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΚΟΥΖΟΕΤ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑
ΕΚΤΔΠΦΟΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΨΚΝΝ͑ΦΤΖ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͝ΒΝΠΟΘ͑ΨΚΥΙ͑ΠΥΙΖΣ͑ΗΒΔΥΠΣΤ͑͝
ΥΠ͑ΕΖΥΖΣΞΚΟΖ͑ΨΙΖΥΙΖΣ͑ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟ͺΗ͑͝ΗΠΣ͑ΖΩΒΞΡΝΖ͑͝ΪΠΦΣ͑ΨΒΘΖΤ͑ΧΒΣΪ͑ΗΣΠΞ͑
ΨΖΖΜ͑ΥΠ͑ΨΖΖΜ͙͑ΡΖΣΙΒΡΤ͑ΪΠΦ͑ΒΣΖ͑ΒΟ͑ΙΠΦΣΝΪ͑ΖΞΡΝΠΪΖΖ͑ΠΣ͑ΪΠΦ͑ΨΠΣΜ͑ΠΟ͑Β͑ΔΠΞΞΚΤΤΚΠΟ͑ΓΒΤΚΤ͚͑͝ΚΗ͑ΪΠΦ͑ΒΣΖ͑ΟΖΨΝΪ͑
ΖΞΡΝΠΪΖΕ͑ΞΚΕ͞ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΪΠΦ͑ΙΒΧΖ͑ΠΥΙΖΣ͑ΚΟΔΠΞΖ͑ΝΠΤΤΖΤ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΦΒΝΚΗΪ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟
͑
ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΤΙΠΡ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ ΨΚΝΝ͑ΘΦΚΕΖ͑ΪΠΦ͑ΥΙΣΠΦΘΙ͑ΥΙΖ ΡΣΠΔΖΤΤ͑͟ΖΣΖ͘Τ͑ΥΙΖ͑
ΖΞΡΝΠΪΖΣ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΪΠΦ͘ΝΝ͑ΖΟΥΖΣ͑ΨΙΖΟ͑ΪΠΦ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΥΠ͑ΗΚΟΕ͑ΠΦΥ͑ΚΗ͑ΪΠΦ͑ΔΒΟ͑ΘΖΥ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΠ͑ΝΠΨΖΣ͑ΪΠΦΣ͑
ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞΤ͑͟
͑

΅ΙΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΓΖΝΠΨ͑ΔΠΣΣΖΤΡΠΟΕΤ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ͶΞΡΝΠΪΖΣ͑ʹΠΧΖΣΒΘΖ͑΅ΠΠΝ͑͑͟ʹΠΞΡΝΖΥΚΟΘ͑ΥΙΚΤ͑ΤΖΔΥΚΠΟ͑ΚΤ͑ΠΡΥΚΠΟΒΝ͑ΗΠΣ͑
ΖΞΡΝΠΪΖΣΤ͑͝ΓΦΥ͑ΨΚΝΝ͑ΙΖΝΡ͑ΖΟΤΦΣΖ͑ΖΞΡΝΠΪΖΖΤ͑ΦΟΕΖΣΤΥΒΟΕ͑ΥΙΖΚΣ͑ΔΠΧΖΣΒΘΖ͑ΔΙΠΚΔΖΤ͑͟
͑
13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?
■

Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the
employee eligible for coverage? Hire Date
(mm/dd/yyyy) (Continue)
No (STOP and return this form to employee)

͑
14. Does the employer offer a health plan that meets the minimum value standard*?
■ Yes (Go to question 15)
No (STOP and return form to employee)
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.
a. How much would the employee have to pay in premiums for this plan? $ 0
■ Monthly
b. How often?
Weekly
Every 2 weeks
Twice a month
Quarterly
Yearly
ͺΗ͑ΥΙΖ͑ΡΝΒΟ͑ΪΖΒΣ͑ΨΚΝΝ͑ΖΟΕ͑ΤΠΠΟ͑ΒΟΕ͑ΪΠΦ͑ΜΟΠΨ͑ΥΙΒΥ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΡΝΒΟΤ͑ΠΗΗΖΣΖΕ͑ΨΚΝΝ͑ΔΙΒΟΘΖ͑͝ΘΠ͑ΥΠ͑ΦΖΤΥΚΠΟ͑ͧ͑͢͟ͺΗ͑ΪΠΦ͑ΕΠΟ͘Υ͑
ΜΟΠΨ͑͝΄΅͑ΒΟΕ͑ΣΖΥΦΣΟ͑ΗΠΣΞ͑ΥΠ͑ΖΞΡΝΠΪΖΖ͑͟
͑
16. What change will the employer make for the new plan year? NO CHANGE
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often?
Weekly
Every 2 weeks
Twice a month
Monthly
Quarterly
Yearly

Ͳ͑חΟ͑ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ΚΗ͑ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑ΓΪ͑
ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ΟΠ͑ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ΤΦΔΙ͑ΔΠΤΥΤ͙͑΄ΖΔΥΚΠΟ͑ͤͧͳ͙Δ͚͙͚͙ͣʹ͚͙ΚΚ͚͑ΠΗ͑ΥΙΖ͑ͺΟΥΖΣΟΒΝ͑ΖΧΖΟΦΖ͑ʹΠΕΖ͑ΠΗ͚͑ͪͩͧ͑͢

