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Archdiocese of Miami Health Plan

 Established by the Archbishop of Miami in 1969 to
provide benetfits to the employees of the Archdiocese.
» Governed by a Board of Trustees under the

Archbishop’s guidance.

e The Health Plan is a self-funded, non-ERISA Church plan.

* The Health Plan office is responsible for management of
the plans, in accordance with contracts, policies,
government regulations and church doctrine.

» Support is given to entity administrators in providing
appropriate benefits to more than 7,000 employees at 300
locations.
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Health Plan Features

EMPLOYER PAID | EMPLOYER/ VOLUNTARY ADDITIONAL
BENEFITS EMPILOYEE PAID | EMPLOYEE PAID | FEATURES
BENEFITS BENEFITS

Basic Life PPO Medical Plan PPO/HMO Dental FMILA
Insurance Plan Administration
Accidental Death HMO Medical EyeMed Select Disability
& Plan Prepaid Vision Coordination
Dismemberment Plan
Long-Term HMO Value Supplemental Life, 403 (b)
Disability Medical Plan Spouse Life/ Short

Term Disability

Insurance

Critical Illness Wellness

Insurance




Health Plan Eligibility

An active lay employee directly employed in the
regular business of and compensated for services by
the Archdiocese of Miami or entities of the
Archdiocese and classified as either:

1. Full-time regular employee, whose
budgeted scheduled workweek is torty (40)
hours; OR
2. Part-time regular employee, whose

budgeted scheduled workweek is less than

tforty (40) hours but at least 30 hours per
week.




Dependent Eligibility

Spouse

— Your lawtul spouse.

Children

— Children from birth to age 26
— Children over age 26 incapable of self support
— Children between the ages of 26 and 30

o Unmarried without dependents of their own; and

o A Florida resident or a student; and

o Not covered under any other health plan or policy; and
0

Not entitled to coverage under Medicare




Basic Lite/AD&D Insurance
-The Hartford-

The Archdiocese of Miami provides benefit-eligible
employees with $15,000 of basic term life insurance and an
additional $15,000 of accidental death and dismemberment
(AD&D) insurance.

» It is important to have a beneticiary on file with up to
date and accurate contact information

» The Basic Life insurance can be converted to an
Individual Conversion Policy through Hartford Life




Long-Term Disability
-The Hartford-

Benetit-eligible employees are eligible for Long-Term
Disability
o If disability continues past 90 days
o LTD benefits begin
o Monthly benetfit is equal to 61% of base salary
o Must be totally disabled (Defined by LTD Policy)
e Pre-Existing Condition exclusions apply

o Payments are reduced by Social Security, pension or
other disability income

e Max benetfit of $7,000 per month




Medical
-Florida Blue-

BlueChoice PPO Medical Plan
o Allows In-Network and Out-of-Network benetits
*  Lower cost to employees at the In-network level
o Annual deductible and coinsurance
BlueCare HMO Standard Medical Plan
o In-Network services only
o Copay structure
o Primary Care Physician (PCP) must be selected
o No benefits for out-of-network providers except in emergency
BlueCare HMO Medical Value Plan
o In-Network services only
o Annual deductible, copayment and coinsurance features
o Primary Care Physician (PCP) must be selected




Medical

(alendar Year Deductible

Coinsurance

Office Visits

Maximum Calendar Year
Out-of-Pocket

Preventive Care

Inpatient Hospital Services

Outpatient Hospital Services
(includes Ambulatory Surgery Center)

Outpatient Therapy

BlueChoice PPO Plan
Deductible/Coinsurance Plan
In-Network / Out-of-Network

$600 individual
$1.800 family

B0% network/50% non-network

80% network/50% non-network
after deductible

14,000 individual
$8,000 family

$0 deductible; 100% in-network
$600 deductible; 50% non-network

80% network/50% non-network
after deductible
additional $300

per admission deductible
at non-network hospitals

80% network/50% non-network
after deductible

B0% network/50% non-network
after deductible

BlueCare HMO Standard Plan
100% coverage after copay
In-Network only

no deductible

no coinsurance
Primary (are
115 Blue Physician Recognition Network
$25 BlueCare
Specialist Physician
$50 Specialist

$2.500 individual
$5,000 family

$0 copay

$300 copay per day
maximum charge of five days

§250 copay

§25 copay

Florida
Blue

BlueCare HMO Value Plan
Copay / Deductible / Coinsurance
In-Network only

$500 individual
$1.000 family

10% in network only

Primary Care
120 Blue Physician Recognition Network
$30 BlueCare
Specdialist Physician
$60 Specialist

£4,000 individual
$8,000 family

$0 copay
covered 100% network

80% network/50% non-network
after deductible

80% network/50% non-network
after deductible

80% network/50% non-network
after deductible




Florida
Blue

Medical

BlueChoice PPO Plan
Deductible/Coinsurance Plan

BlueCare HMO Standard Plan
100% coverage after copay

BlueCare HMO Value Plan
Copay / Deductible / Coinsurance

Emergency Room Care $50 copay, then 250 copay $250 copay
$600 deductible/80% coinsurance in-network and non-network in-network and non-network
Urgent Care Center 80% network/50% non-network 150 copay $60 copay
after deductible
Lab & X-Ray Services B0% network/50% non-network $0 copay * $0 copay *
after deductible $50 copay ** $50 copay **
$200 copay *** $200 copay ***
Advanced Imaging
Outpatient Hospital 80% network/50% non-network 250 copay $250 copay
after deductible
Freestanding Facility 80% network/50% non-network $50 copay $50 copay
deductible waived
Retail Pharmacy Program network only
Generic Drugs 10 copay $7 copay 10 copay
Preferred Brand Name Drugs 50 copay $40 copay 40 copay
Non-Preferred Brand Name Drugs $75 copay $65 copay $60 copay
Maximum Supply 30 days 30 days 30 days
Mail Order Pharmacy Program
Generic Drugs $20 copay $14 copay $20 copay
Preferred Brand Name Drugs $100 copay $80 copay $80 copay
Non-Preferred Brand Name Drugs $150 copay §130 copay $120 copay
Maximum Supply 90 days 90 days 90 days

In-Network / Out-of-Network

In-Network only

In-Network only




[ntroducing the Blue Physician
Recognition Network (BPR)

e Smaller, selective network
— Contracts physicians demonstrating commitment to:
* Quality
* Patient-centered care

« HMO Standard and HMO Value Plan participants receive a
discount for visiting a Blue Physician Recognition Primary Care

Physician (PCP)

HMO Standard Plan S25 S15
HMO Value Plan S30 S20

Llue Physiciar,




Dental
-Florida Combined Lite-

BlueDental Choice PPO Plan
o Allows In-Network and Out-of-Network benetits
+ Lower cost to employees at the In-network level
o Annual deductible, coinsurance and annual maximum
benetfit

BlueDental Care Prepaid HMO
o In-Network services only
o Copay structure
o Primary Care Dentist must be selected



Vision Plan Overview

Category

Employee only

Employee & Spouse

Employee & Children

Employee & Family

Exam $10 Deductible No Deductible
Up to $30
Eye Glass Lenses $20 Deductible No Deductible
Up to $30
Annual Eye Exam Covered in full No Deductible
Up to S30
Frames $130 Up to $65

EyveMed

VISION CAREs




Davis Vision

Made avalable through:

a9
Blue365

Davis Vision our rosource for Iving healthier:
Exclusive Vision Care Fixed Pricing

Davis Vision, an indepandent company, offers Blue365 members significant discounts on eye examinations and eyewear.
Prices represent maximum patient charges at network locations for the items listed. Prices and discounts are not available
atWalMart locations. WalMart will apply a 10% discount on framaes. For more information, Davis Vision's toll-free
number is (888) 897-9350. When contacting a network location, please identify yourself as having a Davis Vision
discount program.

Sarvice | Patient Price .
T —T o Free Discount Program
Priced above $70 Retail $40.00 (plus 10% off the amount over §70.00)
Lenses Single Vision $35.00
(Uncoated Plastic)* oo $55.00 P F
Trifocal $65.00 rames
Lenticular $110.00
Lens Options Standard Progressive $60.00
m;).uns Bie Premium Progressive $110.00 ® Len S e S
Glass Lonses $12.00
Polycarbonata Lenses $30.00 o
Scratch Resistant Coating $15.00 [ ) Len S O tlo I‘l S
Anti-Reflective Coating $45.00 p
Ultraviolet Coating $15.00
SolidTint $10.00 . E e EX m
GradientTint $12.00 y a S
Polarized Lenses §75.00
Intermediate Lansas $30.00
v e * Contact Lenses
Blended $20.00
Photogrey $35.00
it $65.00
Eye Examinations Completa Examination 15% off Usual & Customary Independent Provider
Locations / $5 off Usual & Customary Retail Locations
Refraction Only (when examination $20.00
is covered by Medicare)
Contact Lens Examination 15% off Usual & Customary
Contact Lenses Conventional 20% off Usual & Customary
Disp 10% off Usual & Cu v
Lens 1-2-3° Contact Lens Up to 60% off Retail Prices
Replacement Program**

* Special lens designs, materiaks, powers and framas may require additional cost
** Members should call (800) 536-7123 with a current prescription. Not all states require contact lens prescription release.

Blu=355* offars access to savings on items that Members may purchase directly from indepandent vendors, which are different from items

that are coverad under your policias with your local Blua company, its contracts with Madicare, or any other applicable federal healthcare

program _To find out what is coverad undar your policias, call your local Blue company. The products and services describad hersin sre neither

offerad nor guarantaed under your local Blue company’s contract with the Medicare program. In addition, they sre not subject to the Madicare

appeals process. Any disputes regarding these products and services may be subject to your local Blue company's grievance process. Blua Cross

and Blue Shield Associstion (BCBSA) may raceive payments from Blue365 vendors. Neither any local Blue company nor BCBSA racommends,

endorses, wamranis or guarantees any specific Blus365 vendor or ftem. —




Critical Illness Afiac.

e Voluntary Plan
* Lump sum benefit when you are diagnosed with a critical illness
 Underwritten by AFLAC

Benefit features

Benefits paid directly to you unless you choose otherwise
Coverage available for you, your spouse and dependent children
Coverage is portable
No medical questions up to $30,000

Benefits not reduced after age 70



Critical Illness Afiac.

What is a critical illness?

Critical llinesses Specified Critical llinesses
Covered at 100% Covered at 100%
Cancer (Internal or Invasive) Coma
Heart Attack Paralysis
Major Organ Transplant Sever Burn
Kidney Failure (End-Stage) Loss of Sight
Stroke (Ischemic or Hemorrhagic) Loss of Hearing

Loss of Speech

Benign Brain Tumor

Coronary Artery Bypass Surgery
Mitral valve Replacement or Repair
Aortic Valve Replacement or Repair

Surgical Treatment of Abdominal Aortic Aneurysm



CRITICAL ILLNESS BENEFIT ILLUSTRATIONS
Critical lliness Event lllustration 1: Heart Attack

An example of an estimated average cost to traditional health insurers for the first 90 days following a heart attack is $39,000%*.

*=* (source from the American Heart Association)

DIRECT COST PPO STANDARD VALUE
PLAN PLAN PLAN
Medical Cost — Estimated Example $39,000 $39000 $ 39,000
Health Insurance Pays - Estimated 35,000 36,500 35,000
Medical Cost You Pay (Deductibles/copay- 4,000 2,500 4,000
Estimated)

With Critical lliness of $10,000 Benefit

PAID TO YOU $ 10,000 $ 10,000 $ 10,000
Estimated remaining money to pay for

household bills and/or loss of income $ 6,000 $ 7.500 $ 6,000

DIRECT COST PPO STANDARD VALUE
PLAN PLAN PLAN
Medical Cost — Estimated Example $66,000 %66,000 $ 66,000
Health Insurance Pays - Estimated 62,000 63,500 62,000
Medical Cost You Pay (Deductibles/copay- 4,000 2,500 4,000
Estimated)

With Critical lliness of $15,000 Benefit

PAID TO YOU $ 15,000 $ 15,000 $ 15,000
Estimated remaining money to pay for

household bills and/or loss of income $ 11,000 $12,500 $ 11,000

Example of Plan Selection and Cost

Employee + Spouse

Age 50-54 Non-smakers
Benefit Amount: Employee 510,000
Spouse  $5,000
Dependent 5,000
Monthly Premium
Employee 25.45
Spouse 13.60
Total Monthly Cost 5 39.05

Employee Only

Age 55-59 Non-smakers
Benefit Amount: Employee 510,000
Spouse -
Dependent  $5,000
Monthly Premium
Employee 38.15
Spouse 0.00
Total Monthly Cost 5 38.15

DEPENDENT(S) COVEREDAT NO COST
Critical lllness Event lllustration 2: Breast Cancer

An example of an estimated average cost to traditional health insurers for non-major breast cancer 1s $66.000%%.
** {Jon Gabel, senior fellow in the health care research department at the National Opinion Research Center office in Bethesda, Md. Everyday Health 5-17-2010)

Example of Plan Selection and Cost

Employee + Spouse

Age 45-49 Non-smokers
Benefit Amount: Employee $15,000
Spouse 57,500
Dependent $7,500
Monthly Premium
Employee 26.80
Spouse 14.28
Total Monthly Cost§ 41.08

Employee Only

Age 45-49 Non-smokers
Benefit Amount: Employee 515,000
Spouse -0-
Dependent  $5,000
Monthly Premium
Employee 26.80
Spouse 0.00
Total Monthly Cost 5 26.80

DEPENDENT(S) COVERED ATNO COST



Supplemental Life Insurance

o Employees can purchase up to $100,000 of life insurance
with no medical questions

® [f elected within 30 days of hire

o Can also purchase up to $30,000 of spousal coverage without
medical questions

o Employees can also purchase up to $300,000 of life
insurance for themselves and up to $150,000 for their spouse

® Medical questions are required

o The employee has the option, after separation of
employment, to purchase and individual conversion policy.
® Employee is billed directly
® Administered by the Hartford



Voluntary Short-Term Disability
-The Hartford-

1 If elected within 30 days of hire date
» No medical questions will be required
J It elected at a later time
» Can apply any time
» Medial questions will be required
» Possibility of denial
J STD coverage pays a benefit equal to 66.67% of base
weekly pay
® $600 max per week
® Up to 13 weeks

® Payments start on first day you're injured or the 8™ day of
an illness



Voluntary Short-Term Disability

Calculation

HOW TO CALCULATE YOUR MONTHLY COST
1. Divide your annual salary by 52
2. Multiply the amount in step 1 by .667
(if greater than $600, enter $600)
3. Divide the amount in step 2 by 10

4. Multiply amount in step 3 by the rate in the box
(This is your monthly cost)

Example:

Salary: $30,000

Age: 38

1) $30,000/52= $576.92

2) $576.92 X .667= $384.81
3) $384.81/10= $38.48

4) $38.48 X $0.58= (Monthly
Cost)

AGE
29 and under
30-34
35-39
40-44
45-49
50-54
55-59
A0-64
H5+

o o o o o o o O R



2014-2015 Health Plan Rates

Monthly Contributions
Effective July 1, 2014

Employer Contribution Active Employees (Medical) Clergy/Retired Clergy
BlueChoice BlueCare BlueCare Base Plan
o $1,287.00 PPO Plan I_-IMO HMO Value Clergy Retred Clery s o0
Standard Plan
Plan Buy-Up Plan
S 03200 Employee Only S 270.00 $ 103.00 S 2000 Clergy/Retired Clergy § 120.00
Retired Religious Plan 393.00
Employee & Spouse S 826.00 $ 417.00 § 258.00 Religious/ Retired REHgiﬂI.IS
Employee & Child (ren) | $ 751.00 §  360.00 § 213.00 Religious Plan
Medical (All Plans)
Employee & Family $ 1.010.00 S 530.00 s 397.00 Religious s 0.00
Each Child 26-30 3 7800 3 3T 3 48800 Retired Religious Plan

Life/ADD&D/LTD Active Employees (Dental/Vision) Retired Religious s 0.00
BlueChoice BlueCare EyeMed
PPO Dental  HMO Dental Voluntary  Active Laity, Clergy
and Religious

Employee Only § 50,00 §  14.00 ) 5.56 Life/AD&D/LTD

Employee & Spouse § 106.00 $ 2800 § 1038 Employee Cost 5 0.00
Employee & Child (ren) |$  95.00 § 2300 8§  10.65

Employee & Family § 13400 §  40.00 § 1598




2014-2015 Health Plan Rates

Continuation Plan (Medical)

Retiree with Medicare (Medical)

BlueChoice BlueCare BlueCare BlueChoice Medicare
PPO Plan HMO Plan HMO Value PPO Plan Advantage
PPO
Employee Only S 752.00 $ 582.00 $ 497.00 Employee Only S 515.00 S 41555
Employee & Spouse 5§ 1.319.00 $ 902.00 $ T40.00 Spouse $ 515.00 § 415.55
Employee & Child (ren) | $ 1.243.00 § 844,00 $  604.00 Retiree without Medicare (Medical)
Employee & Family §1,507.00 $1,078.00 $ 832.00 BlueChoice BlueCare BlueCare
Each Child 26-30 $ 752.00 $ 582.00 $ 497.00 PPO Plan HMO HMO Value
Standard Plan
Continuation Plan (Dental)
Employee Only S 738.00 $ 57100 $ 488.00
BlueCare BlueChoice Employee & Spouse $ 1204.00 $ 885.00 $ 726.00
HMO PPO
Employee & Child (ren) | § 1219.00 $ 828.00 $ 681.00
Employee Only 5 15.00 $ 5100
Employee & Family § 1.478.00 $ 1057.00 $ 865.00
Employee & Spouse § 20,00 § 107.00
Each Child 26-30 § 738.00 $ 571.00 $ 488.00
Employee & Child (ren) |§  23.00 § 97.00
Employee & Family S 41.00 $ 136.00 Retiree (Dental/ ViSi()ll)
BlueChoice BlueCare EyeMed

PPO Dental
Plan

HMO Dental
Plan

Voluntary

Vision Plan

Employee Only $ 50,00 $ 1400 $ 5.56
Employee & Spouse $ 106.00 $  28.00 h]
Employee & Child (ren) |$  95.00 5 23.00 5
Employee & Family $ 134.00 $ 40,00 $




Enrollment Timing

INITIAL ELIGIBILITY PERIOD

MEDICAL

DENTAL

BASIC LIFE/AD&D

LONGTERM DISABILITY

SHORT TERM DISABIIITY

(WITHOUT PROOF OF GOOD

HEALTH)

VOLUNTARY SUPPLEMENTAT ITFE

o UP TO $100,000 FOR. EMPLOYEE

AND UP TO $30,000 FOR
SPOUSE WITHOUT PROQF OF
GOOD HEAITH
UP TO $300,000 FOR
EMPLOYEE AND UP TO
$150,000°WITH PROOF OF
GOOD HEAITH

CRITICAT ITTNESS

o UP TO $30,000 FOR EMPLOYEE

AND UPTO $15,000FOR
SPOUSE WITHOUT PROOF OF
GOOD HEAITH

THE SPOUSE CAN NOT HAVE MORE
THAN 50% OF THE EMPLOYEE'S

ANNUAL ENROLLMENT

SPECIAL ENROLLMENT

MEDICAL

DENTAL

SHORT TERM DISABITITY

(WITH PROOF OF GOOD HEALTH)

VOLUNTARY SUPPLEMENTALTLIFE
o UP TO $100,000 FOR. EMPLOYEE
AND UP TO $30,000 FOR
SPOUSE WITH PROOF OF
GOOD HEALTH
UP TO $300,000 FOR
EMPLOYEE AND UP TO
$150,000 WTITH PROOF OF
GOOD HEALITH
CRITICAI ITTNESS
o UP TO $30,000 FOR
EMPLOYEEAND UP TO $15,000
FOBR SPOUSE WITHOUT
PROOF OF GOOD HEAITH

THE SPOUSE CAN NOT HAVE MORE

THAN 50% OF THE EMPIOYEE'S

MEDICAL

DENTAL

SHORT TERM DISABITITY

(WITH PROOF OF GOOD HEALTH)

VOLUNTARY SUPPLEMENTALLIFE
o UP TO $100,000 FOR. EMPLOYEE

AND UP TO $30,000 FOR
SPOUSE WITH PROOF OF
GOOD HEAITH
UP TO $300,000 FOR
EMPLOYEE AND UP TO
$150,000WITH PROOF OF
GOOD HEAITH

CRITICAT ITTNESS
o UP TO $30,000 FOR EMPLOYEE
AND UPTO $15,000FOR
SPOUSEWITHOUT FROOF OF
GOOD HEAITH

THE SPOUSE CAN NOT HAVE MORE

THAN 50% OF THE EMPLOYEE'S

VOLUNTARY SUPPLEMENTAL LIFE VOLUNTARY SUPPLEMENTAL ILIFE

VOLUNTARY SUPPLEMENTAL LIFE

Effective Annually

Hire Date

MAY

EFFECTIVEJULY 1%




New Hire

All benefit eligible employees

should be provided a new hire kit
(1 Contact the Health Plan for supplies
e s e IR Contains
AR L Welcome Letter
A s U Notice of Special Enrollment Rights
—— 1 Health Plan Information Form
§ LOEEEREG. § ) EE [ Benefit Calculation Sheet

A: PERSONAL INFORMATION:

- | e L Marketplace Notice

city: State Zip Code:
Home Phone:( ) Email Address: PROTECTION
‘Social Security Number: Birth Date: Marital Status: ental Group Life
Gender: OM O F Hire Date: Effective Date of Coverage ::‘32‘2"“
B: YOUR WORK INFORMATION:
Job Lacation: Division: ° °
Position: Salary: L]
Dhone__) 12 Ourofficeis °
—— awabsite,
‘Number of scheduled work howrs Exempt on-sxempr
Employment Status: L
e ollowing 30 days of employment.
O Part-time (30-40 hours) O Less than 25 hours part-fime T _Contracted
C: ELIGIBILITY INFORMATION —
Beneh gl e defioed sy acive iy emplyee ity engloyed i the el usiness of s compensed fxsevices
Archdiocese and ¢ 40
ot per week or a part time regalar exmployee who: et e 10 b o 38
O Beneits Eligible I Non-Benefits Eligible
Tacknoredge, a thebes The Archdiocese
of Mo el o e e,
x
gl g T

T

Archdiocese of Miami Health Plan
9401 Biscayne Boulevard
‘Miami Shores. FL 33138
(305) 8932674
Fax: 305-893-6433
www adombealthplan org
Exployss hitial () Employer Inital ( )

~ iy




New Employees
All new employees regardless of hours must complete:

Health Plan Information Form 403 (b) Participation Form

' ™y
" N : Participation Farm
Archdiocese of Miami Health Plan D'I'-dﬁugﬂrﬁm A3 Besiremest Pla foe Luy Emplogas of The rcaciossse o Mismi
HEALTH PLAN INFORMATION FORM :_."'51_'1'_"'"”“""-"'
Al : Please Fill Out Sections A, B & C
A: PERSONAL INFORMATION:
LastName: First Name: MI: o Enter your personal information iplesss prst dewiyl
Address Apt /Unit #:
City State: Zip Code: LI P I R [
Home Phone:(__) Email Address Puriisigant's Nume Fiont, B il Lord Raricipaar's ol Secarity Vanke [RH
Social Security Number: Birth Date Marital Starus:
Gender: OM O F Hire Date: Effective Date of Coverage il kb ol [rrmm——
B: YOUR WORK INFORMATION:
[ Twn o
Job Location: Division: ( \ | )
Occupation or Position: Salary- Dot rrons g P T
Phone{ ___)
Wumber of scheduled work hours Exemzpt Nou-exempt stz S st L bt
s — T2 it ey el B o g e st g b W, SC, 83174 e e sy sy
O Fall-ime (40 hours O Per-diem O T /Seasenal o
e (40 henrs) ) Smperay Plan Administrator Use Only i cueee: eaqaid istermatis
O Part-time (30-40 hours) O Less fhan 25 hours part-time 0 Contracted
i, T Fhatsiey L
C: ELIGIBILITY INFORMATION ruent repmmey 1 st 2 ety e 0 ity s 0 oty s
Benefit eligibility is defined as any active lay employes directly employed in the regulsr business of and compensated for services L et e e AT b e
by the Archdiocese of Miami or entrties of the Archdiocese and classified as either a full-fime regular employee working at least 40 FRr T— . R, sy, sl el PR
houss per week or a part time regular employee whoss scheduled workwesk s less than 40 hours but at least 30 hours.
O Benefits Eligible O Nou-Benefits Eligible fleheies e =
_ - . i form . rect. The Archdiocese e Choose your payroll deduction method
‘af Misani Fiealrh Plaz reesiz: the right t2 amend, chage . digikility time.
Ths kel pescaminge wi] il i b i st DR, Paa map chare e percensage n e e skl
Ferraie i ey e S
* iy [ P T e . Gt s comrl wcmd
1 iy, at o amployea's statamants N conmglotn and camsct. bt b bt e Pl |y st e, o] ebeasrmn consibuies e o o | rainnmans dhomd pou setishien i saear arned 417500 'or 1 2T Y eabenin v,
; 1y e g S0y i g b o v 1, o ey b g L ot i il 5,600 i entchou oot o e 2913 b s,
me Tas e Ry w—
Delive Plam PR RELIEE | obeit 13 ok o oot iraiorn %) of T o | imiberatond |imay svvmen Do b ol i Bom o | iy o i ot i il by The
Archdiocese of Miami Health Plan A,

9401 Biscayne Boulevard
‘Miami Shores, FL 33133
(305) §93-2674
Fax: 305-803-6433
www adombealtirplan org

Esplorse il | ) Employee sl )




New Health Insurance Marketplace Notification

MNew Health Insurance Marketplace Coverage Form Approved
OMB No. 1210-014%
Options and Your Health Coverage [expires 11-30-13)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health i - the Health To
assist you as you evaluste options for you and your family, this notice provides some basic i ion about the new e and
employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers “one-stop
shopping" to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that lowers your monthly
premium right away. Open enroliment for health insurance coverage through the Marketplace begins in October 2013 for coverage starting as
early as January 1, 2014,

Can | Save Money on my Health | iums in the Marketp

You may qualify to save meney and lower your monthly premium, but enly if your employer does not offer coverage, or offers coverage that

doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.

Does Employer Health € ge Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the
Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers your monthly
premium or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer coverage that meets certain
standards. If the cost of a plan from your employer that would cover you (and not any other members of your family) is more than 9.5% of your
household income for the year, or if the coverage your employer provides does not meet the "minimum value®™ standard set by the Affordable care

Act, you may be eligible for a tax credit.1

Mote: Iif you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you may lose the
employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your employee contribution to
employer-offerad coverage- is often excluded from income for Federal and State income tax purposes. Your payments for coverage through the
Marketplace are made on an after-tax basis.

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or contact the Archdiocese of
Mizmi Health Plan office at 305.893.0068 or email your inquiries to healthplan@adomhealthplan.org.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its cost. Please
wisit HealthCare.gov for more information, including an online application for health insurance coverage and contact information for a Health
Insurance Marketplace in your area.

PART B: Information About Health Coverage Offered by Your Employer
This section contains information about any health coverage offered by your employer. if you decide to complete an application for coverage in the
Marketplace, you will be asked to provide this information. This information is numbered to correspend to the Marketplace application.

3. Employer name 4. Employer identification Number (EIN)
5. Employer Address 6. Employer phone number
7. city 3. State 9. Zip code

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

11. hone number (if different from above) 12. Email address

1 Anemployer-sponsored health plan meets the “minimum valus standard® if the plan's share of the total alowed berefit casts coversd by the plan i 1o less then 50 percent of such

As of October 1, 2013, Health Care Reform
requires all employers to provide
information on marketplace coverage to all
employees.
o An employee, for this requirement,
will be one that is issued a W-2.
o Can be distributed in New Hire Kit
o Responsibility of the
bookkeeper
o Must be provided to employee
within 14 days of hire
o System of form receipt is open to
your processes and procedures

Note: The Archdiocese of Miami Health Plan is
compliant with all Health Care Reform to date.
Any changes or new requirements will be
communicated.




THE ARCHDIOCESE OF MIAMI HEALTH PLAN
NOTICE OF SPECIAL ENROLLMENT RIGHTS

You must be given a written description of special enrollment rights by the date you are offered the opportunity to
enroll. Notice of Special Enrollment Rights must be given to an employee who declines group health coverage
during his/her initial eligibility period. You should return a signed copy of this notice to your employer if you
decline coverage because you have other health coverage.

If you decline enrollment for yourself or your dependents [including your spouse) because of the healthinsurance
coverage, you may inthe future be able to enroll yourself and your dependents ina health care plan offered by
your employer, provided that you reqguest enrollment, by submission of an individual applicationto Blue Cross and
Blue Shield of Florida, Inc. (BCBSF) and/or Health Options, Inc. (HOI), within 30 days after the other coverage ends.

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you
may enroll yourself and your dependents, provided that you reguest enrollment, by submission of and individual
application to BCBSF/HOI, within 30 days after the marriage, birth, adoption, or placement for adoption.

The effective date of coverage for and individual and/or dependents as a result of marriage, birth, adoption, or
placement for adoption is the date of the event.

If you and/or your dependents decline enrollment because you have coverage under another group health planor
other healthinsurance coverage, you are reguired to complete the statement below and return it to your Group
Administrator. If youfail to do so, you may not be entitled to special enrollment inyour employer's group health
planwhenyour other coverage terminates.

Please understand that you will not be entitled to special enrollment if loss of eligibility for coverage is the result
of termination of coverage for failure to pay premiums on a timely basis or for cause. Voluntary Termination of
Coverage does not constitute loss of eligibility of coverage.

MOTE: For purposes of clarification, cause is defined as making a frawdulent claim or anintentional
misrepresentation of a material fact in connection with the plan. Loss of eligibility for coverage is defined as lossof
coverage as a result of legal separation, divorce, death, termination of employment, reduction in the number of
hours of employment or the discontinuance of any contributions toward the health coverage plan by the
employer.

[ I hereby certify that | am declining enrcliment in my employer's group health plan for[] myself
and/or [] dependents because | or they currently have other care coverage; or

1 hereby certify that | am declining enrollment in my employer's group health plan and | do not currently have
gther healthcare coverage.

Printed name Date
Signature Social Security Number
Group Name Group#

15741-0604R 3R




Each eligible employee must be enrolled for
Basic Lite/AD&D and Long Term Disability.

Archdiocese of Miami Health Plan
HEAITH PLAN INFORMATION FORM

All - Please Fill Out Sections A, B & C
A: PERSONAL INFORMATION:
Last Name: First Name: MIL:
Address: Apt./Unit#:
City- State:__ Zip Code:
Homs Phozey{ ) Eamail Address:
Social Secunty Mumber: Birth Date: Marisal Status:
Gender: OM OF Hire Date: Effactive Date of Coverage
B: YOUR WORK INFORMATION:
Tob Location: Division:
Occupation or Position: Salary-
Phope:{ )
Number of scheduled work hours Exempt_ Noo-ewempt
Employment Stans:
O Full-time (40 hours) O Per-diem O Temporary/Seasonal
O Part-time (30-40 hours) O Less tham 25 hours part-time O Contracted

C: ELIGIBILITY INFORMATION

Benefit eligibility is defined as any active lay employes directdy employed in the regular business of and compensated for services
by the Archdiocese of Miami or entities of the Archdiocese and classifiad as either a full -time regular employee working at least 40
Bours pex week or a part time regular employse whose scheduled workwesk is less than 40 hours but at least 30 kours.

O Benefits Eligible O Non-Benefits Eligible
d belief, thiz form ‘The Archdincess
of Mizmi Health Plas retainc the right ts amend, chazge ify i time.
X
Tt
1 ity, it the smploysa’s statemants = complete and
x
Emmplyer Sigmtrs Tas

Archdiocese of Miami Health Plan
9401 Biscayne Boulevard
Miami Shores, FL 33138
(305) 8932674
Fax: 305-803-6433
www adombealthplan org

Employsa Initial {  JBrployer Initill { )




Health Plan Information Form

-~

Archdiocese of Miami Health Plan
HEALTH PLAN INFORMATION FORM

&

? All Employees: Please Fill Out Sections A, B & C —v
A: PERSONAL INFORMATION:
Last Name: First Name- ML
Address: Apt Unit #:
City- State: _ Fip Coda:
Home Phoney{ ) Emil Address:
Social Sacarity Number: Birth Duata: Marital Status:
Gepder: OM OF Hire Date: Effective Date of Coverage
B: YOUR WORK INFORMATION:
Job Location: Division-
Oceupation or Position: Salary:
Phope{ )
Wumber of scheduled work hours ______ Exempt__ Wom-emempt
Employment Stats:

O Full-time {40 hours) O Per-diem O Temperary/Seasonal

O Part-time (30-40 hours) O Less than 25 hours part-time O Contracted

C: ELIGIBILITY INFORMATION

Benefit eligibility is defined as any active lay employes directly employed in the regular business of and compensated for services

bry the Archdiscese of Miami or entities of the Archdiocese and classified as efther a full -time ragular smployes working at least 40
bours per week or a part time regular employee whoese scheduled workwesk is less than 40 hours but at least 30 hours.
O Benefiix Eligible O Non-Benefits Eligible

Tacknowdedge, to the best of my knowledge and belief, chat sll scacements and
af Mfisani Fiealth i ight 0o amend, chamge or modify

i cumple The
dligibility roquiremeats at auy tme.

xEmp]n_\wg.lplhm T
Tecknonladge o e bt of nzy ahility, that the ecplioysa’s stztemants 5 foms s tro, complit amd comect.
X

[ —— ===

Archdiocese of Miami Health Plan
9401 Biscayne Boulevard
Miami Sheres, FL 33138
(305) B93-2674
Fax- 305-803-6433
www.adombsalthplan org

Exployea Tnal | JEmplopec sl { )

»y

Used for new hires to establish an
employee record.

L.

Ensure the employee completes all
personal information (Sections A, B and
C)

Ensure the employee accepts or declines
all coverage offered

Ensure that the employee provides a
PCP/Dentist ID Number

* HMO Medical and/or HMO Dental
Ensure it is signed by:

*  Bookkeeper

*  Employee

Ensure all supporting documentation is

included




‘D:

=

*1 understand that if I waive coverage, I will not be allowed to enroll until the next annual enrollment peried unless I have a qualified family status change.
If a coverage or any combination of coverages are selected, I understand that I cannot change or terminate those elections untl the next annual enrollment

MEDICAL PLAN
ENROLLMENT
INFOEMATION

O PRO (BlueChoice)
O HMO Blue Cars)
O HMO Value (BlneCare)
O WAIVE COVERAGE*

O Employes Only

O Emgployes & Spouse

O Employes & Childjren)
O Family

O Dependent Child 26-30

DENTAL PLAN
ENROLLMENT
INFORMATION

O PPO Dental Plan (BlueChoice)
O HMO Dental Plan (BlueCars)
O WAIVE COVERAGE*

VISION PLAN
ENROLLMENT
INFORMATION

O EyeMed Select Plan
O WAIVE COVERAGE*

O Employes Only

O Employes & Spouse
O Employes & Childiren)
O Femily

period unless T have a qualified family status change.

O Employes Only

O Employee & Spouse

O Employee & Child{ren)
O Family

E: HMO BLUECARE PRIMARY CARE | Physician Physician’s Name Physician's Current
PHYSICIAN for_.. (Last, First) m# patient?
(IF you elected the BlueCare HMO Plan or the HMO (YesNo)
Walue Plan, you nmst select a Poomary Care Physi- =
cian for you and esch your family members) Sposse
(hald |
Chald 2
(had 3
HMO PRIMARY CARE Dentist Denfist’s Name Dentist's Current
N B ) for... {Last, First) ID# patient?
DENTIST : (Yes/Na)
(Tf you alacted the BlneCare HMO Dental Plan you salf
must salect a Primary Care Dentist for you and Po—
esch of your Samily members) ('qu ;
Child2
Child3
DEPENDENT INFORMATION: Proof of dependent status 1s requured
First Name, M.L, Last Name Secial Security Gender Birth Date
(if not the same) Number (Male/Female) Month/Day/Year
Self
Spouse
Child 1
Child 2
Child 3

Spouse’s Employer:

Are medical benefits offered by spouse’s employer? O Yes O No

On the day coverage begins will vou or any family members enrolling in

this plan be covered by any other group or individual Health Insurance or Medicare?

If'wes, plense provide a copy of your ID card

9 Employee Initial { )} Employer Initial { )

Spouse’s Work Phone: ( __ )

O Yes 0O Ne

Ensure the employee accepts or
declines all coverage offered
Ensure that the employee
provides a PCP/Dentist ID
Number

« HMO Medical and/or HMO

Dental

* 10-digit national ID#
Provide dependent info with
supporting documentation

* Birth Certificate

* Adoption Papers

* Marriage License
Contirm with employee if spouse
has coverage available through
another employer if applicable
Initial on bottom

*  Employee

* Bookkeeper



F: BASIC LIFE, AD&D, LONG TERM DISABILITY:

Benefits eligible employees are provided $15.000 of group term Basic Life insurance and $13,000 of Accidental Death and
Dismemberment nsurance. At age §3. these reduce to $10.000; at age 70 to $7,500. Please designate a beneficiary below. Refer to
the policy for benefit limitations and/or exclusions. Please note that a beneficiary cannot be changed by a power of attorney.

Primary Beneficiary Mame Address

Pelatdonship to you Benafit %

Secondary Beneficiary Mame Address

Pelatdonship to you Benafit %

G: ADDITIONAL INSURANCE OPTIONS:

Supplemental Life Insurance

01 elect to enroll for supplemental life mnsurance:

O For My:elf O For My Sponse
O $10,000 O 360,000 O $5.000 O 520,000
O $20,000 O 570,000 O $10,000 0O 525,000
O $30,000 O 330,000 O 515000 O §30,000
O 40,000 O 500,000 Spouse Date of Birth
O 550000 |O 5100000 N

Child(ren) Life Insurance Benefit O Yes O No

Short-Term Disabilitv Insurance

9|:|

I decline to enroll for supplemental life insurance
and understand if I elect to apply in the future,
medical questions will be required and

coverage may be denied by the carmer.

OI elect to enroll for short-term disability insurance.

Critical Illness Insurance

I decline to enroll for short-term disability
msurance and understand if T elect to apply in the
future, medical questions will be required and
coverage may be denied by the carmer.

OI elect to enroll for Critical Illness Insurance:

O For Myz=lf O For My Sponse

O $5000 O 320,000 O 55,000 O 512,500

O §10.000 O 525,000 O 57,500 O $15,000

O $15.000 O 530,000 O $10,000

Are you & tobacco smokes? Are you a tobacco smoker?

OYes ONo OYes ONe

I decline to enroll for critical illness insurance
and understand if I elect to apply in the
future, medical questions will be required and
coverage may be denied by the carrier.

Please refer to the rate sheet and/or the Archdiocese of Miami Health Plan Benefit guide for

information about the most current rates.

9 Employee Initial () Emxployer Initial { )

Beneficiary info is needed
Employee must accept or decline
all coverage offered
Initial on bottom of page
* Employee
* Bookkeeper
Supplemental Life Guarantee
Issue
 Additional amounts
 Attach completed
Personal Health
Application



H: EMPLOYEE CONTRIBUTIONS

The following chart 1s available to log the costs of all the elected benefits offered by the Archdiocese of Miami in this Health Plan
Information form. For an accurate understanding of the future deductions that will be removed from your paycheck, pleass verify

your selections with your employer.

Category

Cost

Medical

Dental

Fision

Supplemental Life
Insurance

Short Term Disability
Insurance

Critical lliness
Insurance

TOTAL

I: AGREEMENT / PAYROLL DEDUCTION AUTHORIZATION

I acknowledge that the above information represents my enrollment choices. I understand that by signing this form [ am electing to
reduce my compensation in exchange for elected coverage (if employee contributions are required). I further understand my medical
and/or dental elections cannot change until a future annual enrollment peniod or qualified family status change occurs (I must notify
the Health Plan office within 30 days of status change). Proof will be required. I represent to the best of my knowledge and belief. all
statements and answers made on this form are frue, complete and correct. A non-response in any area will be considered as waived
coverage. I understand the actual benefits and benefit descriptions are governed solely by the relevant plan documents and contracts.
The Archdiocese of Miami Health Plan retains the right to amend, change or modify benefits at any time.

X

Enployes Siznsmre Date
I acknowledge to the best of my ability, that the employee’s statements and answers made on this form are tree, complete and cormrect.
X

Enployer Signatare TitlePosition Date

1.

A——
A
Archdiocese of Miami Health Plan

9401 Biscayne Boulevard
Miami Shores, FL 33138
(303) 893-2674
Fax: 305-893-6433
www.adomhealthplan.org

9 Employee Initial {  }Employer Initial{ )

* A contribution check list has
been provided for the employee
to review the costs.

* Employee and employer must
sign and date.

* Forms without signature
cannot be processed.



Hartford Personal Health
Application

PERSONAL HEALTH APPLICATION

Tharnk youfor dheosng The Hariford  All sections of dhis formoanwst he conpleted and red eived by The Hanford within 30 days
of the signature date.
Employexv: Please conpletelr fill out Section 1 and Seckion 2 enthis page and forward the entire formito the exmplovee . Refirto

srr Policy ard ervployes tecords for this irmforrmation. These records are your property and are rot onfle with The Hatford. 4n
corpkte frmreril remlt ina delay inproc essivg wur exnployee’s Tequest fr i nee .

Section 1: Employer Detaile (2 ¢ comprleted by Engloyer) PLEASEPRINT CLEARLY
Enplhyer Hare: ARCHDIOCESE OF MM HEALTH FLAN Polic y Humber: 302230
Division i qppiicaiie)

Enployer Mailing Address [ Smeet, City, Rate , Tp Code):

Berefte Comtact Hame (Firet, Last):

Barefic Cortact Exmail Address: Berefis Contact Phore: ([ 1

Section I: Employee Detaile (32 e completed By Enployer) PLEASE PRINT CLEARLY
Emplyes Hare (Fist, M, Last):

Base drrnal Farmirgst Bocial Security Horrber: - - Date of Hire (meiddfonnd: f !

*Base aromal earrings as described inthe cortractwih The Hartford.

Coverage Detail

*  Cheds the applicabk boes) i eachrow tore fect the sqpplicant™ cumert coverage and revr election

+  Enter the armount of sy existing coverage (inchidivg Guars ntee Ieme (GI#* in Curment Coverage. Fleace inchde the amrent
arnpurt of Bagic Life coverage even ifthe applic art ic notre questig Bacic Liff cowerage at this tine .

+  Enter the arnount of Additional Coverage Roegueted that require < re dic al nnderar itivg.

+  Enter the Total Coverage Avuountd that willbe inforce ifthe additivral ¢ owrage Tequested & spprowed.

+  Ifthe applicart is e roollivg after biefher ivitdal e ighilty period ard does not have comme vt coverage the ywillbe esporshle for
all féec inamred durirg the medic sl underariting process.

Cumrend Coverage Addiumal Coverage  Total Coverage Aruoumt
@nchading GT Arnount) Requested
Life Fsurnee Cover ge By ail amowets a5 dollas. Fuwlade Pasie Life Cliyvent Coverzge Anmumt
EVER IF T FEQUESRNE TES ¢ OVeIagE DY,
0  Enpbyee Basic Life S ¥ % 0o
O  Ewpbyee Applene alor VohutayLife 3 ¥ § 0.00
O spouce Basic Lifs E ¥ [ 0.m
O Spouse Supplmertal or VolrtaryL ife k] ¥ [ 0.00
Disahility Fusuramn € Coverage Frater Qf o oweats a5 Eallars
O Short Term Disahiling .00
O Lorg TermD isability F0.00

HekCararte e Tose (1) & the naxdmumarmount of coverage as defmed inthe conract with The Hartford,which does rotre quice
eviderce of good heatth.

Employeer: Please complete pages 2 thou s, It shouldtake you shout 10 mirade s to coxnplete this formm

11 Hatfall is 11e Hatfial Fruazcial fevvicor Cawny, Tuc. anl b s ilinzivr, fug buling ivsming congeer Hnctfoal Lifs Trmoaxs € o ugeagy anl Batfoal Lis al Aecilsut

Tor e  angaug:. Plicis i o Youh oe ity Bl Life s s

(Fev. 307) lof5

* Used for Voluntary Supplemental Term

* During initial enrollment period

e In amount over $100,000 for
employee

e In amount over $30,000 for
spouse

o After initial enrollment for any

amount above the Basic Life
Insurance amount of $15,000
* Carrier my deny coverage



q

Thank: youfor chooing The Hariford ATl sectioms of this formuaast be conplated and recdved by The Hanfond within 30 days
of the sigmadure date .
Employers: Pleace corplete Iy fill ot Sectiom 1 and Sechion 7 enthis page ard foread the ertire firmio the exployes . Refer to

your Policy and exvployms Tecords for this infhrrvationn  These e cords are ymmr property and are not onflle with The Hartfird. 4n
Mconpkte formrill rembt in g delay inproc essivg o e nploe e s reque st for inamamce .

Seciion 1: Enployer Detail (ko b2 completed by Englayer) PLEASEPRINT CLEARLY
Enplboer Hane : ARCHDIOCESE OF Mlahll HEALTH FLAN Poli wHunber: 3025330
Division (if qppiicadie):

Enpboyer Mailig Sddre s [ Sreet, Cityr, Rate , Tp Code):
Berefic Cortact Harme (Firat, Last):

Berefic Cortart Enmail fddres: Berefitc Contart Phore: ([ jl

Seciion 2: Employee Detail (ko b2 completed by Englayer) PLEASE PRINT CLEARLY
Enplboee Harve (Firet, M, Last):

Bace fymnal Earmmgs ™ Social Security Hivber: - - Date of Hire (rxvvddinnnd: !

*Bace aym1al earrives a5 described Mthe comractwith The Hartford.

Coverage Detail

*  Check the applicable bozgles)) i eachroar to re e ot the spplicarnt™ cimme vt coverage and revwr election

+  Erter the arromrt of sty exdsting coverage (inchdivg Guarartes Iome (GDH) in Curment Coverage. Pleace inchde the amrent
arromrt of Basic Life coverage even ifithe applicart is not e questivg Bacic Life coverage at this tive .

+  Erter the aronrt of Additiomal Coverage Reguested that requite s me dic ol nnderar g,

+  Erterthe Total Coverage Anuound that wrillbe inforce ifthe additiors] coverage re quested & approved.

+  Ifthe spplicart ic e rrollivg after hie/her ivdtial e igibiliy period and does not have omme rt coverage the yarillbe recporedle for
all fee s inomred durive the mred i alundensr it process.

Cument Coverage Addiumal Coverage  Total Coverage Avvumt
(nchading BT Arnound) Requested
Life Fvumne Cover ge Fraey afl amoweds o5 dolles. Jurlade Base Life Cgrent Coverzge A nammt
eveR If vt pequesting 1S coverage g,
0  Empbyee Basic Life ¥ ¥ 3 0o
O  Enpbyee Applenemalor Vol yLif ¥ ¥ $ 0.00
O | Zpouse Basic Life £ ¥ 3 0.0
O Spouse Supplk mertal or VolintaryL ife ¥ & 3 0.00
Disahility Insurand & Coverage Frater all con cueds a5 ollavs
Ll Short TermDvisability 0.0
O Long TermmD kability F0.00

Mk Cnararte s Iome (G0 & the maadmmmarmonrt of coverage ac defred inthe conractwith The Hartford ahich does yotre quire
wviderce of good health

Employees: Please complate pages Zihou s,  Itslonldtaks you shot 10 mriveme s to corplets thic firm

Il Bartfisll iz T1e Hartfird Fosneial Zarvice Gronp, T, sl o snbe dliani s, fondingiss wing oo mpwrde Hafonl Lifs Temmancs C o mpenry szl Hartfosl Li€ anld Aclsnt
e Comganty Poliois mm Hew Vork are mals roaittn Ty Hantfond Lifs Tre wmae s C saguary.

PAG198

(Rev. 307 1ofs

It employee elects
supplemental life insurance
and/or Short-Term-Disability
that requires a Personal Health
Application, provide it with the
appropriate Health Plan forms.
* Personal Health Application
are located in the
Bookkeeper sections of
www.adomhealthplan.org or
can be order by our
Disability Coordinator:
* Brenda
[LM@adombhealthplan.org



http://www.adomhealthplan.org/

Employer Contribution Employer Contribution

Active Employeas (Madical)

Active Employees (Dental/Vision)

Errpleyee Oy

T R R R

Active Employees (Employer Pald Beneflts)

Group Critical lliness Costs

Faon-Tobsces  Employes

Rate
Worksheet




Annual
Enrollment



ANNUAL ENROLLMENT

MEDICAL
DENTAL
SHORT TERM DISABILITY
(WITH PROOFOF GOOD HEALTH)
VOLUNTARY SUPPLEMENTALILIFE
o UPTOSI00,000FOR EMPLOYEE
AND UPTO $30.000 FOR
SPOUSE WITH PROOF OF
GOOD HEALTH
UP TO $300,000 FOR
EMPLOYEE ANDUPTO
S150,000 WITH PROOF OF
GOOD HEAILTH
CRITICAL ILINESS
© UPTOS30,000 FOR
EMPLOYEEAND UP TO $15,000
FOR SPOUSE WITHOUT
PROOF OF GOOD HEALTH

THE SPOUSE CAN NOT HAVE MORE
THAN 50% OF THE EMPILOYEE'S
VOLUNTARY SUPPLEMENTAL LIFE

INITIAL ELIGIBILITY PERIOD ENROLLMENT

Annually

EFFECTIVEJULY 1%




Enrollment

Annual -

Overview

March

Bookkeeper meetings:

Mid April

Enrollment Material Sent:

Annual Enrollment opens:
May 1%

Individualized Enrollment
Packets Sent to Entities

Enrollment Contents
Employee Address on
Envelope

1) Verify Address

2) Hand deliver to
employee

J) Have

Acknowledgement

Form signed

ANNUAL
ENROLLMENT
OPENS

ANNUAL
ENROLLMENT
CLOSES Q




Member Status Change Form

P N ..
% T % To make changes to an existing employee
MEMBER STATUS CHANGE FORM record such as:

v v
CHANGE EVENT
O Mamiage* O Bith/Adoption® T Death® 7 Anmnal Enrollment ] Separation of Employment* O N ame
O Divorce * O Overage Dependent O Add'Change Beneficiary O Retitement* O Other

Femarow e T S o Benefits (Add/Delete)

A: PERSONAL INFORMATION:

e T ——— e New hires
== T a—— e Special Enrollments

. :*E“ e Annual Enrollments

€ CRANGE OFTIONs _ T EEn o Beneficiary

=l ol B e~ 3 Ensure that the employee and

il — I bookkeeper signature is provided in order
= o for a change to be processed unless:

D: PARTICTPANT CHANGE INFORMATION

(T want in add. or delete family members in my medical, dental sndior visien coverage. If adding 2 depeadent, proof of depend ent sibus is required.) O An e m p I Oyee h a S Se p a rate d

; i 1) PCPID &*
First Name, M 1., Last Name Sacial Secarity

Gender Birth Date

1 employment and is unable to sign
Spouse — 1

D Add O Delete for  Medical T Dental 0 Vision BMEFR | ® The bOOkkeeper'S S|gnatu re

Child 1 ]

o ——— — OM OF . o« e
O Add O Delete for O Medical O Dental 0 Vision Y 5] | I b ff t
=P will be sufficien
O Add O Delete for O Medical 0 Dental O Vision CMEF , b))

Child 3 L n

O Add O Delete for O Medical 0 Dental O Vision EMEF b))

* Provider ID required for BlueCare EMO, Value HMO, and Dental HMO. Emplovea Initial { ) Employse Initial { )

. J




&

Archdiocese of Miami Health Plan
MEMBER STATUS CHANGE FORM

&

v v
CHANGE EVENT
O Marriage* O Binh/Adoption* C Dweath* 3 Anmuns]l Enrollment 0 Separation of Employment*
O Divorce * O Owerage Dependent T Add/Change Beneficiary O Betitement® O Osher
4 ~ima] Date of Event: Proof is required for 8 mame chamge, birch‘adoption of & child, marriage/divorce,

or 8 depeadent stmims change.

A: PERSONAL INFORMATION:

D: PARTICIPANT CHANGE INFORMATION
(I want to add or delece family members o my medical, demcal andior vizien coverage. If adding s dependent, proof of dependent siamm: iz required.)

Last Mame: O Check if new last name (Eneer previows Last newe
First Name M1 Social Security Mumber:
Home Address Birth Drate: Wiarital Status:
Strast Home Phone -
AptTnit #: Ciny: Mobile Phona:
State: Zip Code: Email Address:
B: YOUR WORK INFORMATION:
Job Lecation: Diivision Number:
Oroupation Position: Salary: Hire Diate:
C: CHANGE OPTIONS TR R s
T Add Covarage T Add Depssdazt ) Blzs Choice FPO O Ezploywes & Spouse
 Daists Covsrags = Dalsts Depand T Bl Cam EMO = Exuployes & Child (ran)
:L'hangn('.‘enn;gn O Add Depamdaz: T Bina Care EMO Valee | J Exployes & Family
O Sepamation of 630 O Dopsadant 26-30
Employment O Address Change Dental | =0 Comrage O Emzployus: Onky
T Tramsder to (U'se new address in the 2 Bles Chioice FPO O Emvployss & Spouss
Mew Divtsion. personzl informaticn O Bime Cara HMO Z Eznployes & Child {run)
saction) D Employes & Family
) Change in Benafit Vision |Z¥eC I Employes Ouly
Seatrs e et D EysMad Salect Plam | O Exployss & Spoe
e e O Exployes & Child {run)
O Employes & Family

. . 1) PCP ID =
First Name, M T, Last Name Social Secarity Gemder Birth Date i

Number 1) Dentist I #*

Employee OMOF 1)

O Add O Delete for O Medical O Dental O Vision Y A S ]

Spouss 1)

O Add T Delete for T Medical T Dental T Vision EMER -, g )

Child 1 1)

O Add O Delete for © Medical 0 Dental 0 Vision EMELF ) I b}

Child 2 1)

O Add O Delete for O Medical 0 Dental O Vision e 2

Child 3 1)

O Add O Deliete for O Medical 0 Dental 0 Visicn e Y 1)

* Provider ID required for BlueCare HMO, Value HMO, and Dental HMO. Employee Initial { ) Employss bnitial { )

J




E: VOLUNTAEY BENEFITS

Aftach the approprizie wedical questicamaize. The insurance camien rewsrve the ght to deay your Efe, disability and'or critical illness imurance application.
Supplemental Life Insurance

Whan applying for supplessental Lfe, your total amount of inverance selecied is combined with the soxploryes-paid §1 5,000 basic life insureace. The comsbdned total
of the amployer paid basic life insummce and supplamental Efa inserancs, can notbs in excess of the §300,000 maximum banafit

5 Tamagplying for supplecnial B 3 For Myzelf
imurance and a Fartford Parsonal Fealth
Application s attacked. 1 im0 simpm | O sieneoe | O sosm

O I'wonld Eke to trminate mpplemental Efs for: i simom | O s,
(Tacknewledgs if I wish to re-apply at a later e O $iwom | O Sieoe | O S5
date, medical quasticns will be mquized and 1 swogoe |0 smeaw | O geeom | O sieoese | O seomon
coverags may ba denied by the caier ) 1 oo |0 simee | O sispn [ O somp [0 muopw [ 0 sanen
O Employes {Ezoployes zmst be -

T Spouss parmiciprting in s O Far My Spomse (Sponze Date of Birth) i 7
JC=Child | suppleental Ef immumance O s smo]d smpoo |0 geom | 0 smue $1900m
T All Childrem | in esder for spouss and'or faon | O $eno0 §14,000
child (rec) o bs aligibla to Py prye
pmmepEE. sasmn | O 5w e R
sagpmn | O s e ElEET

O For My Child{ren)  (Monthly cost s $30.79 per child)
Agen 18 duy bt bon fun & rontka Age® rmt or cider
51,000 Herefe $2,500 Henchit

Short-Term Disability Insurance Critical Illness Insurance (Ansual Exrolimest Ouly)

(Awsilable to employee smby) -

T Islosct o saroll for shart-tarzs disshbility imvancs aod  Hartierd = I:';"?mqm :

Persona] Haalth Application is attached = _‘Lh“‘“‘““m'

o Torould ls o terminass ik Hisahiliry fns s O Far Myelf O For My Speuze
{Tackzowledgn if I wish to re-apply at a Later dabs, O &émm [= - O s O siz5m
madical questions will be roquired and coverage O g O sdmm O $74m O sismm
may be danied by the camiar ) 524,000 O fmsm O simo

Howes you mand tobwoon witkin the bant 13 Farve: yom e tnkacre within S e 12
et oot
O Yeu OB O % OHa

F: BENEFICIARY DESIGNATION

PRIMARY BENEFICIARY:

Mami: Ralationship: Banaficiary %:

Addraa: Cirr: [ |z coss:

SECONDAEY EENEFICIARY:

Mamac Felationship: Banaficiary %:

Addrass: Cit: Stana: | 23 Code:

G: AGREEMENT / PAYROLL DEDUCTION AUTHORIZATION

Tacknowledgn that the above information represents my enroliment choices. I nnderstand that by signing this forme I am electing to rednce my compensation in
exchange for elecied coverage (if sexployes coniribaticns are mequired). I farther undorstand my medical and'or dextal slections cazmot change untl 2 fubars ameal
smrclloeat paricd or qualified family stats change oocurs (1 amst aotify the Health Plan office within 30 days of status change). Proof will b requined. Ireprosent fo
the bast of ey knowdedpe and balisf all statements and answers maads on this fooms are tres, consplets and cormect. A mom-respomss in any arsa will be considarsd as
waived coverags. ] understand the actual benefits and bemefit descriptions are govemned selsly by the mulevant plan docements and contracts. The Anchdiocess of
Bfizmni Flsalth Plan retains the right to amend, changs or meodify bemafits at amy tima.

X

Employss Signamrs Das
T acknowladgs to the bast of my ahility, that e smployes's staments and anrwers eade om this form are tree, consplets and cormsct.
X
Ensploysr Signature TatlePosition Daie
Archdiocese of Miami Health Plan, 3400 Bizcayne Boulevard, Miamd Shores, F1 33138
(305) 8932674 - www. sdembealrhplan arg




Hartford Personal Health
Application

PERSONAL HEALTH APPLICATION

Tharnk youfor dheosng The Hariford  All sections of dhis formoanwst he conpleted and red eived by The Hanford within 30 days
of the signature date.
Employexv: Please conpletelr fill out Section 1 and Seckion 2 enthis page and forward the entire formito the exmplovee . Refirto

srr Policy ard ervployes tecords for this irmforrmation. These records are your property and are rot onfle with The Hatford. 4n
corpkte frmreril remlt ina delay inproc essivg wur exnployee’s Tequest fr i nee .

Section 1: Employer Detaile (2 ¢ comprleted by Engloyer) PLEASEPRINT CLEARLY
Enplhyer Hare: ARCHDIOCESE OF MM HEALTH FLAN Polic y Humber: 302230
Division i qppiicaiie)

Enployer Mailing Address [ Smeet, City, Rate , Tp Code):

Berefte Comtact Hame (Firet, Last):

Barefic Cortact Exmail Address: Berefis Contact Phore: ([ 1

Section I: Employee Detaile (32 e completed By Enployer) PLEASE PRINT CLEARLY
Emplyes Hare (Fist, M, Last):

Base drrnal Farmirgst Bocial Security Horrber: - - Date of Hire (meiddfonnd: f !

*Base aromal earrings as described inthe cortractwih The Hartford.

Coverage Detail

*  Cheds the applicabk boes) i eachrow tore fect the sqpplicant™ cumert coverage and revr election

+  Enter the armount of sy existing coverage (inchidivg Guars ntee Ieme (GI#* in Curment Coverage. Fleace inchde the amrent
arnpurt of Bagic Life coverage even ifthe applic art ic notre questig Bacic Liff cowerage at this tine .

+  Enter the arnount of Additional Coverage Roegueted that require < re dic al nnderar itivg.

+  Enter the Total Coverage Avuountd that willbe inforce ifthe additivral ¢ owrage Tequested & spprowed.

+  Ifthe applicart is e roollivg after biefher ivitdal e ighilty period ard does not have comme vt coverage the ywillbe esporshle for
all féec inamred durirg the medic sl underariting process.

Cumrend Coverage Addiumal Coverage  Total Coverage Aruoumt
@nchading GT Arnount) Requested
Life Fsurnee Cover ge By ail amowets a5 dollas. Fuwlade Pasie Life Cliyvent Coverzge Anmumt
EVER IF T FEQUESRNE TES ¢ OVeIagE DY,
0  Enpbyee Basic Life S ¥ % 0o
O  Ewpbyee Applene alor VohutayLife 3 ¥ § 0.00
O spouce Basic Lifs E ¥ [ 0.m
O Spouse Supplmertal or VolrtaryL ife k] ¥ [ 0.00
Disahility Fusuramn € Coverage Frater Qf o oweats a5 Eallars
O Short Term Disahiling .00
O Lorg TermD isability F0.00

HekCararte e Tose (1) & the naxdmumarmount of coverage as defmed inthe conract with The Hartford,which does rotre quice
eviderce of good heatth.

Employeer: Please complete pages 2 thou s, It shouldtake you shout 10 mirade s to coxnplete this formm

11 Hatfall is 11e Hatfial Fruazcial fevvicor Cawny, Tuc. anl b s ilinzivr, fug buling ivsming congeer Hnctfoal Lifs Trmoaxs € o ugeagy anl Batfoal Lis al Aecilsut

Tor e  angaug:. Plicis i o Youh oe ity Bl Life s s

(Fev. 307) lof5

* Used for Voluntary Supplemental Term

* During initial enrollment period

e In amount over $100,000 for
employee

e In amount over $30,000 for
spouse

o After initial enrollment for any

amount above the Basic Life
Insurance amount of $15,000
* Carrier my deny coverage



Changes



SPECIAL ENROLLMENT

MEDICAL
DENTAL
SHORT TERM DISABILITY
(WITH PROOFOF GOOD HEALTH)
VOLUNTARY SUPPLEMENTAL LIFE
o UPTO $100,000 FOR EMPLOYEE
AND UP TO $30,000 FOR
SPOUSE WITH PROOF OF
GOOD HEALTH
UP TO $300,000 FOR
EMPLOYEE AND UPTO
$150,000 WITH PROOF OF
GOOD HEALTH
CRITICALILINESS
o UPTO $30,000 FOR EMPLOYEE
AND UPTO 515,000FOR
SPOUSE WITHOUT PROOF OF
GOOD HEALTH

THE SPOUSE CAN NOT HAVE MORE
THAN 50% OF THE EMPLOYEE'S
VOLUNTARY SUPPLEMENTAL LIFE

INITIAL ELIGIBILITY PERIOD SPECIAL ENROLLMENT




You may apply for coverage outside of your Initial Enrollment Period and
the Annual Enrollment Period as a result of a special enrollment event.

Loss of Coverage under... | Caused by... Archdiocese of Miami Health Plan
Enrollment Form due within...

a group health plan or * exhaustion of COBRA/Continuation
COBRA Continuation * termination of employment
* education in the number of hours you work
* reaching or exceeding the lifetime maximum

30 days of the date coverage was
of all benefits under other health coverage

* the employer stopped offering group health DRI
coverage
* death of your spouse
* divorce or legal separation
* employer contributions toward such
coverage are terminated
A Children’s Health * loss of eligibility for such coverage
Insurance Program or * becoming eligible for the optional state 60 days of the date coverage was
Medicaid premium assistance program terminated
Adding Coverage... * your marriage

* your getting a new dependent through
birth, adoption or placement in 30 days of the date of the event
anticipation of adoption

* court order for coverage of a minor



Member Status Change Form

P N ..
% T % To make changes to an existing employee
MEMBER STATUS CHANGE FORM record such as:

v v
CHANGE EVENT
O Mamiage* O Bith/Adoption® T Death® 7 Anmnal Enrollment ] Separation of Employment* O N ame
O Divorce * O Overage Dependent O Add'Change Beneficiary O Retitement* O Other

Femarow e T S o Benefits (Add/Delete)

A: PERSONAL INFORMATION:

e T ——— e New hires
== T a—— e Special Enrollments

. :*E“ e Annual Enrollments

€ CRANGE OFTIONs _ T EEn o Beneficiary

=l ol B e~ 3 Ensure that the employee and

il — I bookkeeper signature is provided in order
= o for a change to be processed unless:

D: PARTICTPANT CHANGE INFORMATION

(T want in add. or delete family members in my medical, dental sndior visien coverage. If adding 2 depeadent, proof of depend ent sibus is required.) O An e m p I Oyee h a S Se p a rate d

; i 1) PCPID &*
First Name, M 1., Last Name Sacial Secarity

Gender Birth Date

1 employment and is unable to sign
Spouse — 1

D Add O Delete for  Medical T Dental 0 Vision BMEFR | ® The bOOkkeeper'S S|gnatu re

Child 1 ]

o ——— — OM OF . o« e
O Add O Delete for O Medical O Dental 0 Vision Y 5] | I b ff t
=P will be sufficien
O Add O Delete for O Medical 0 Dental O Vision CMEF , b))

Child 3 L n

O Add O Delete for O Medical 0 Dental O Vision EMEF b))

* Provider ID required for BlueCare EMO, Value HMO, and Dental HMO. Emplovea Initial { ) Employse Initial { )

. J




Hartford Personal Health
Application

PERSONAL HEALTH APPLICATION

Tharnk youfor dheosng The Hariford  All sections of dhis formoanwst he conpleted and red eived by The Hanford within 30 days
of the signature date.
Employexv: Please conpletelr fill out Section 1 and Seckion 2 enthis page and forward the entire formito the exmplovee . Refirto

srr Policy ard ervployes tecords for this irmforrmation. These records are your property and are rot onfle with The Hatford. 4n
corpkte frmreril remlt ina delay inproc essivg wur exnployee’s Tequest fr i nee .

Section 1: Employer Detaile (2 ¢ comprleted by Engloyer) PLEASEPRINT CLEARLY
Enplhyer Hare: ARCHDIOCESE OF MM HEALTH FLAN Polic y Humber: 302230
Division i qppiicaiie)

Enployer Mailing Address [ Smeet, City, Rate , Tp Code):

Berefte Comtact Hame (Firet, Last):

Barefic Cortact Exmail Address: Berefis Contact Phore: ([ 1

Section I: Employee Detaile (32 e completed By Enployer) PLEASE PRINT CLEARLY
Emplyes Hare (Fist, M, Last):

Base drrnal Farmirgst Bocial Security Horrber: - - Date of Hire (meiddfonnd: f !

*Base aromal earrings as described inthe cortractwih The Hartford.

Coverage Detail

*  Cheds the applicabk boes) i eachrow tore fect the sqpplicant™ cumert coverage and revr election

+  Enter the armount of sy existing coverage (inchidivg Guars ntee Ieme (GI#* in Curment Coverage. Fleace inchde the amrent
arnpurt of Bagic Life coverage even ifthe applic art ic notre questig Bacic Liff cowerage at this tine .

+  Enter the arnount of Additional Coverage Roegueted that require < re dic al nnderar itivg.

+  Enter the Total Coverage Avuountd that willbe inforce ifthe additivral ¢ owrage Tequested & spprowed.

+  Ifthe applicart is e roollivg after biefher ivitdal e ighilty period ard does not have comme vt coverage the ywillbe esporshle for
all féec inamred durirg the medic sl underariting process.

Cumrend Coverage Addiumal Coverage  Total Coverage Aruoumt
@nchading GT Arnount) Requested
Life Fsurnee Cover ge By ail amowets a5 dollas. Fuwlade Pasie Life Cliyvent Coverzge Anmumt
EVER IF T FEQUESRNE TES ¢ OVeIagE DY,
0  Enpbyee Basic Life S ¥ % 0o
O  Ewpbyee Applene alor VohutayLife 3 ¥ § 0.00
O spouce Basic Lifs E ¥ [ 0.m
O Spouse Supplmertal or VolrtaryL ife k] ¥ [ 0.00
Disahility Fusuramn € Coverage Frater Qf o oweats a5 Eallars
O Short Term Disahiling .00
O Lorg TermD isability F0.00

HekCararte e Tose (1) & the naxdmumarmount of coverage as defmed inthe conract with The Hartford,which does rotre quice
eviderce of good heatth.

Employeer: Please complete pages 2 thou s, It shouldtake you shout 10 mirade s to coxnplete this formm

11 Hatfall is 11e Hatfial Fruazcial fevvicor Cawny, Tuc. anl b s ilinzivr, fug buling ivsming congeer Hnctfoal Lifs Trmoaxs € o ugeagy anl Batfoal Lis al Aecilsut

Tor e  angaug:. Plicis i o Youh oe ity Bl Life s s

(Fev. 307) lof5

* Used for Voluntary Supplemental Term

* During initial enrollment period

e In amount over $100,000 for
employee

e In amount over $30,000 for
spouse

o After initial enrollment for any

amount above the Basic Life
Insurance amount of $15,000
* Carrier my deny coverage



Separations

Terminated employees should receive an Exit Resource Kit:
J Separation letter
' Continuation Plan Notification
' Right to Health Coverage Documentation
J Important Contact Sheet
J Member Status Change Form
) Life Conversion Form

EMPLOYEE
EXIT
RESOURCE

The bookkeeper is responsible for providing a complete o
and signed Member Status Form to the Health Plan
Oftfice.

[t is very important to provide termination information in a
timely manner to avoid a delay in processing and billing errors.
Please note the Health Plan can not issue credit for more than
one month contributions.

&




Member Status Change Form
(Separation of Employment)

r o Select “Terminate All Coverage” to indicate
Archdiocese of Miami Health Plan
% MEMBER STATUS CHANGE FORM % that all benefits are to be terminated .

CHANGE EVENT

DR ST s S Do ® Not necessary to delete every category

o 2 dependent siafus change

oL BTN o Date of Change is the actual date of

Last Name: O Check if new last name (Fver previous st name

e —— employee separation and is required.

Home Address Birth Date: [ tarital Status: B B .,
. g o Effective Date of Change is the date benefits
|ls:':i011.'R“:0RKL\T0R_\L§TZ[Z§‘:dE: Elm)lm“ | Wlll end

|occuparion Posinan: [ satery- - Hire Date: |

G s SFIS - ® Example: Employee is separated on

o PR September 17. Their benefits will end

il e e at the end on the last day of the month,

O Change n Benafit Vision | T Comnge D Emplayes Caly
P O EyMod SalectPlan | O Employos & Spemss
ot o 2 Esmployee & Child rea)

& Child
_ S September 30.
D: PARTICIPANT CHANGE INFORMATION

(1wt to sdd or delste family members in my medics], demeal andior vision coverage. Tf adding s dependent, prosd of depend ent status is required )

5 . B B
i ity 1) PCPID 2+ 1 t t
First Name, AL, Last Name soaatsecnnts | o | g O EIIIP oyee S Signature 1S not reguired.

Number 2) Dentist ID #*

Employes OM OF b

I Add O Delete for [J Madical 0 Dentsl 0 Vision ) )

Spouse )

O Add O Delete for © Medical 0 Dental O Vision omopr , )

Caild 1 ]

O Add O Delete for = Medical 0 Denssl O Vision EMEE , 4 2

Child 2 P

O Add O Delete for © Madical O Denml 0 Vision EMEFR g n

(Child 3 1

O Add O Delete for C Medical 0 Dental O Vision omopr , )

* Provider ID required for BlueCare HMO, Value HMO, and Dental HMO. Employsa Initial {  VEmployss Initial { )

" J




Continuation Plan

It you are a lay employee, spouse or dependent and are currently
covered by the Archdiocese of Miami Health Plan, you can
continue your coverage for up to 12 months after the date you
ceased to be eligible for coverage if you:

o are no longer eligible for coverage under the Archdiocese
of Miami Health Plan

o are not enrolled in Medicare or any other Governmental
Health Plan

o are not enrolled in coverage under another group health

plan or individual health plan

o Pay monthly contributions




Retiree Plan



Retiree Benetfits

A Retiree is an employee who begins receiving an
Archdiocese of Miami pension benefit immediately upon
retirement from the Archdiocese of Miami, and who was
employed by the Archdiocese of Miami and was a Covered
Plan Participant on the day immediately prior to retirement.

e A one-time benefit election is made at the time of retirement;
the Retiree Plan does not have an Annual Enrolment period.

 Coverage begins on the date eligible.




Retiree Benetfits

o Retirees have an option to Purchase Medical and Dental
through the Archdiocese of Miami Health Plan for
themselves and eligible dependents:
® Medical-Florida Blue

o Archdiocese PPO
o Advantage Medicare PPO
® Dental-Florida Combined Life
o Archdiocese PPO
o Archdiocese HMO

o Medicare is primary and the Health Plan is secondary

o Retirees can continue their basic and supplemental life
insurance benetfits
® Basic Life is $7,500 at $1.50 per month
® Supplemental Life is $5,000
o Cost is based on age




Cateteria Plan



Section 125 Cateteria Plan

A “Cafeteria Plan” is an employee benefits program
written in accordance with Section 125 of the
Internal Revenue Code.

Section 125 plans allow certain qualified expenses to
be paid on a pre-tax basis.

Benefit design of a Section 125 plan can range from a
simple Premium Only Plan (POP) to a broader
benetit plan with Flexible Spending Accounts (FSA).
The Archdiocese of Miami’s Section 125 Plan
provides for pre-tax contributions of qualitied
benetits through a salary reduction agreement.



Salary Reduction Agreement

ARCHDIOCESE OF MIAMI CAFETERIA PLAN
SALARY REDUCTION AGREEMENT

Name: 55+

I have reviewed the terme of the Archdiocese of Cafeteria Plan (“the Plan™). I understand thatT
may elect coverage beginni .

]

ELECTION OF PRE-TAX AND AFTER - TAX BENEFITS

L elect to pay my required contributions for health care coverage on the tax bawus indicated
below under the Archdiocese of Miami’s Cafeteria Plan. This election replaces any prior election(z)
I have made.

Medical Plan Contributions o Pre-Tax o After - Tax
Dental Plan Contributions o Pre-Tax o After—Tax
Supplemental Life Insurance up to §50,000 o Pre-Tax o After — Tax
Supplemental Life Insurance over §50,000 o After— Tax
Spouse Life Insusance o After — Tax
Dependent Life Insurance o After — Tax
Short Term Dizahility Insurance o After—Tax
Critical Tliness Insurance o After — Tax

O Thave been provided with 2 schedule of required contributions.

D Tunderstand that except for a Change in Status for the applicable coverage in the Plan, I
cannot change my election of pre-tax benefits until the next Annual Enrollment period.

AGREEMENT

I apree that if I selected Pre-Tax Benefits above, my salary will be reduced by the amount of
my required contribution for benefits I have selected under the Plan, and that salary reductions will
continue for each pay period until thiz election iz changed or terminated. I apree that if T selected
After-Tax Benefits my required contributions will be deduction in equal amounts from my
pavchecks on an aftertax basiz during the vear until thiz election iz changed or terminated. I
understand that:

® Tcannot change or revoke my election prior to the next Annual Encollment period,
unless I experience a Change in Status as defined in the Plan (e.g., birth of a child,
divorce, marriage, etc.), and my election change (or revocation) i on account of and
iz consiztent with the Change in Status, as described in the Plan.

® Imust complete 2 zeparate Benefits Encollment Form before the benefits Thave
selected will become effective. (e.g. Archdiocese of Miami Health Plan Enrollment
Form)

®  Under current law salary reduction contributions are not counted when determining
FICA earnings. If an emplovee earns less than the Social Security base wage, his
eventual Social Secusity benefits could be slightly reduced. The value of income and
FICA tax zavings will normally exceed any eventual reduction in Social Secusity
benefits.

® Each year dusing the Annuval Enrollment period, I will have an opportunity to
change my election. IfI donot complete and return a new Salary Reduction
Agreement at that time, this election will continue unchanged until I make a new
election under the terms of the Plan.

I have read and agree to the terms in this Agreement and in the Archdiocese of Miami's
Cafeteria Plan.

Emplovee’s Signature Date

Witness Date



Check Your BillM

Eligibility data is electronically
transmitted to vendors and carriers
weekly.




403 (b)

Administration




403 (b) &
Health Plan Processes

PRI e o Every new hire must be provided a
) i rrmime MassMutual 403 (b) enrollment
e ot e booklet

Participard s New Fovs, Wil i L] Paricipun's Sus ] Smcarity Narb S0

S o Provide original form to Health Plan
S office and keep copy for your

Wadulim =] Vevad u Frgh o Lgehe Bopwine

S m—— records. If employee does not

Plan Administrator Use Only imam cesret be prazsvane withess thin raquiesd informstion wnd rigrsturs:
Ars s, ] Il Pl tatey Outy L

e complete, you must complete to auto

Vs o gl ievboim o o] e g i P el W o, Ml o Vi ol b sepboted o gl edvam
o i o s i

I Ham i untn | ety e, sttm iy compl b omen sl g g i ion,

........ _ enroll at 3% deferral.

9 Choose your payroll deduction methad

Tion Kefowing cowriiion o tnge il o ket Frama ot pay anddnpacind g Eadem dms mczzant D%, Pia map change i poceuage o’ i e srmisciod
[N ————-

(0 ot Ta Cantibusion: ol wycovowmition mick g preced b degs o oy Swboseitns mcrunl. Euck nboreins conbbaticn amotrd camet sccmd iy

ol bt s 1 e st ot Sboanias omsibatinns s Dt ot nman plusisd v peticisane i s anaid 117,530 % the 2010 cabintn viar

Wy vew e 0wyt fwrieg e cadvnter e oo v S0, e raay e bt L oottt 1 i e sddtoral B B0 a0 n eaet st shatien b U TS st v,
rmn choch it yuer Pl Amisbirucy

[m] sl Pl Part i patinn: | b1 15 b, i ook i A% o i i |iratnd | iy Svvicn Vi abechios a1 sy i i | oy e Ui oot i el by Thi
A,

&



403 (b) Auto Enrollment Form

AUTOMATIC ENROLLMENT
PERMISSIBLE WITHDRAWAL REQUEST

Account Mumber 6015111

Spensor Name Archdiocese of Miami, Inc

Flan Mame Defined Contributicn 403(b) Retirement Plan for Lay Employees of The Archdiocese of Miami

Participant’s Name
msddie Tt
Participant's Address
B
—
oy B2 =
Legzl State of Residence =1

Ifthe Legzal Srare of Fesidence is not provided, MassMimma] will use the state provided in the Mailng Address for state tax parposes.
[J Check if Mailing Address or Legal State of Residence has chanzed

Telephone # or
Sectzl Secmaty Mo, E-mmail Address

ELECTION

IMPORTANT: You must make this elecsion and requrn dhis election form ne later than the maximum permisable ime
peviod allowed for under your Plan following the date of vour first antomaiic deferval  For more information about
your Plan s maximan permissible time peviod, contact your Plan Administrator or call the MassMutual Participant
Information Center at 1-800-743-3274.

v ELECTION TO WITHDEAW ALL AUTOMATIC DEFERRALS.
T elect to withdiaw all of the sutematic elactve defenals made on ooy behalfimder the Plan's Eizble Autcmatic
Contrbubion Anangement. ] imderstand that any company matching contribufions made on nry behalf will ba
forferted as part of thas election. The elective defearrals and company matchmg contitbutions will be admsted for
any gams or losses prior to being dishibuted and forferted

FEDERAL INCOME TAX WITHHOLDING ELECTION

Dhstibutions of pre-tax confributions plus inferest on all comtbutions are subject to federal income tax. Thes type of
distnbuhion 15 not subject to the mandstory federal 20% tax wathholding and o is also not subject to the 10%% sarly
distnbution tx. However, paficipants may request that ameunts are withheld for taxation pwrposes.  Please mad the
Special Tax Notdce(s). Contact your tax advizor or the IRS if you have any questions concerning tax withholding,

I 1ead the Special Tax Nottoa(s) and I elect:
DNuﬁehalmhxmih]mldmg
[ Federal income tax wathholding of 10%:
hadd:hmhﬂnsfadmﬂmﬁmhxwﬁﬂ:hﬂkﬁng,lmtmadﬂiﬁmalammmmﬂ:hdduf$

rsifig MeassMumal Resirement Senvices, PO Borc 219062, Emnzas Ciy MO 84121-8062 COMPLETE BOTH PAGES
Far Overnigh Miad: mmuxmmsﬂm 430 W Tth Si, Kansas Ciy MO 84105
Marshiars! Reresmers Services (MMRS) & o division of M Murual Life I Cammpemy Mazshfars) asd affiflates.

Form is used for employees

that were automatically

enrolled and do not wish to

participate.

e Must be completed within
30 days for return of funds




STATE INCOME TAX WITHHOLDING

Contzet your tax advisor ar your state’s tax department if you have any questions conceming state tax withholding.
Refer to the State Tax Information document for important mformation regarding State Wi m your Legal
State of Fesidence. If vou make an election that 15 pot m compliance with vour state’s regulations, Masshutual will
default to your state’s requrements.

No State Tax Withholding Flection
[] I have read the State Tax Byformation document and | elect to hove no state meome tax withheld from oy
payment(s).

Voluntary State Income Tax Withholding
O Ihamreadﬂ:eSfm‘eTa:bgﬁxmaﬂm:hﬂnmidedaﬂ'm bave the following vohmiary state income tax
ﬂ
S (whole dollar amount)
[ based on noy state’s tax table formmila, if apphicable (asshistual will apply the default tax allowance)

Additional State Income Tax Withholding
[] I have read the Stare Tax Byformaiion document and I elect to bave an additional ~~ %or (whole dollar

SIGNATURES

T T

I, the Plan Admimistrator, venfy that the above information 15 comrect and certify that the plan allows for such distnbution.

Plan Adwinistrator Diate

5383y MessMumal Revirement Senvices, PO Bex 219062, Kmsas L’.'nerﬂ 641219062 COMPLETE EOTH PAGES
For Overnight Mil: Mﬂﬂmm-ﬂd ’m.sr;xmmm-w 4105
AehzrsMiurun! Re v meer Services (MRS) & @ dfvision of Mossoohsens Muneal £ freurmee Compay (Masebiara) aad ol




403 (b) Participation Form

Participation Form

isipetion Faa - Used for new hires
to establish a
o Enter your personal informatian (Please print clearly) MaSSMutu al
0 o 0 i eyt v st ot ) e Pae s 0080 for AC cou nt

Participant’s Secial Security Number |SEH)

* It employee does
T A not complete this

i b { )
Daytime Phang Evening Phone

Participant's Neme |First, Midde Initial, Last)

E-mail Addrass

i e, s form, you must
Plan Administrator Use OnlYy iForm cannot be processed without this raguired information and signature) Complete tO

Hire Date I i Plan Entry Deto [ I

Payrall Frequency: D Munthey (121¥1) DSBﬂi-“u\le 124/ l:l Bi-Weekly 28N D Weakly I52¢¥s} L4
 this inf: ipm is NOT previded, M | vell aszawma tha amployes hes complated a year of service a l l tO I I I atl‘ a 5;

Years of eradited saevices as of last plan year ead:_
lar each year snce hire date)

e —— enroll them at 3%

Plan Adminisbatoe Signatum Date

e Choose your payroll deduction method deferral_

The fullowing contribution percentags will b duducted from your pay and deposited Lo your belsra-tan acceunl: 3.00%. You may changs this percentage o kesp the pre-selvcted
parcentags by checking tha sppropriate box.

D Before-Tax Contribution: % of my compansation each pay perind far deposit to my before-tax account. Esch before-tan eontribution amoumt anot exceed any
applicable limit set by the Plan, In addition, total belore-tax comtributions 1o oll quakiied ratiremest plans] you participate in cannol excend $ 17,500 for the 2014 calendar yaar.

11 you resch age 50 any time during the calendar yeer ar are over 50, you may be eligible to contribute up (e an additional §5 500 as @ catch-up contribution for the 2014 calendar year,
Please check with your Flan Adminisirator,

D Decline Plan Participation: | elect to mske no contributions {0%) at this tima, | wnderstand | may revoke this election at eay time or | may change (s election as alowed by the

Plan,




Participation Form

Dgfingd Corributio 4033 Rytirpames Han (o Loy Explayeen ! Tog Arghaicorn of klipsi UgEapprupriatE.fﬂrm:

Ar;kiacs of

Please writeyour
Location & and
Location Name

Enter Hire Diate
& Plan Entry
Oate.

Complete Plan
Admin section
and SIGN.

ls

—_——— | ED15-1—1—1i5fur L-E'!|l'
B0151-2-1isfor Priest

Enter your personal information oease st cleasty!
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If the employeedecides to contribute, they
must choose one investmentoptionon pase 2.
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If the employee choosestodo their own

investment strategy, they mustcomplete pge 3
and all investments combined must equal 1005,
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403 (b) Payroll Spreadsheet and
Payment

* Each payroll a 403 (b) contribution spreadsheet is populated with
the data needed to transmit employee deferrals and employer
match amounts into each employee’s MassMutual account.

* Please include payroll date and check number.

» Completed spreadsheets are sent to 403b@adomhealthplan.org
Please keep a copy for your records.

 Payment is sent to WellsFargo via check, transter or ACH debhit.

* Please verity the payment amount matches the total (deferral
and match) amount on your spreadsheet.

* Spreadsheets and payment must be sent as soon as is “feasible”.



mailto:403b@adomhealthplan.org

403 (b) -Contribution Spreadsheet-

DIYISION| Ssh| LMAME | FNAME | PAY FREQUENCY |[DOE  |DOH EMPLOYEE TYPE | GROSS PAY
M 11111 Smith Joe Bi-weekly 990 s1z0nE|Lay 1000
1M 222-22-2222 Priestly Torn  Marthly 21970 ¥222000|PRIEST 2200
111 333-33-3333 Externpriestly Tim Serni-tonthly 191980 251999|EXTERM PRIEST 2150
TOTALS
EMPLOYEE DEFERRBALS | MATCHING FUNDS | EXTERN PRIEST CONTRIBUTION | ADDRESS | CITYISTIZIP
= 0 0] 111 Haly Lare Miarni, FL 33333
G0 a0 0| 2222 Heaven Lane [bdiarmi, FL 33333
0 0 29167|3333 Grace Pd. [ Miami, FL 33333
120 B0 29167
CHECK SENT DATE NH2013
CHECK NUMBER 111
CHECK AMDUNT $ 47167

Please provide complete SSN, Entity Division, Employee Type
Verity employer matches
Please do not insert/use formulas

Please remove terminated employees




403 (b) Match Example

If you Your contribution = ADOM'’s match per Total contribution

contribute... per pay period pay period per pay period




403 (b) Where do I find...

* MassMutual packet for new employees?
* Call MassMutual Customer Service at (800) 309-3539
* Send an Information Request Form to the Health Plan
* Email Cabraham@adombhealthplan.org
* Download from www.adomhealthplan.org

» MassMutual Rollover forms?
o Call the MassMutual Rollover Department at (888)

526-6905

&


mailto:Cabraham@adomhealthplan.org
http://www.adomhealthplan.org/

Special
Considerations for
Priests




Priest Enrollment Form

Archdiocese of Miami Health Plan

INFORMATION FORM
v v

A: PERSONAL INFORMATION:

*  Voluntary Supplemental Life Insurance (Continued)

O Ielect to enroll for supplemental life mswrance O I decline to enroll for supplemental life inswrance and understand 1f T
elect to apply m the fuhwe, medical questions will be required and
coverage may be dented by the camier.

Last Name:
First Name, M.I: Social Security Number:
Home Address : Birth Date:
Home Phone :
Apt/Unit #: City: Mobile Phone:
State: Zip Code: Email Address:

B: MEDICAL PLAN: (Please select one of the following options)

O Base Medical Plan - paid by entity contribution

O Buy - Up Medical Plan - $120 per month personal contribution

A Dental PPO Plan is included with Medical Plan participation. however, the Dental benefit does not increase
the Buy-Up Plan.

C: OTHER CARRIER LIABILITY INFORMATION:

If you have other medical or dental coverage, please provide the following:

Please select amount of supplemental life insurance. Monthly Rates per
510,000 of Coverage

Up to $100,000 without Medical | Amounts over S100,000 will require Medical Question: and
Questions additional coverage my be denied by the carrier. AGE RATE
=30 § 082
O s100000 (O $60,000 | O S110,000( O $160.000( O $210,000| O $260.000 3034 s 102
O  §20000 (O S$70,000 | O $120000( O $170.000( O $220,000| O $270.000 3539 § 148
O 530,000 [O 80,000 | O $130.000) O $180.000| O $230.000 | O  $280,000 4044 | 5 210
4549 § 383
O $40,000 (O $50,000 | O S$140.000( O $190.000( O $240,000| O $290,000 50.54 —r
O 850,000 (O sloo,000 | O S$150,000) O $200.000| O S$250000( O $300,000 55-59 $ 866
60-64 $ 1270
Example: To caleulate the rate of 50,000 of life insurance on a 35-year-old, you would multiply 65-69 § 1878
5 X 5145 to get the monthly cost of $T.40. 70+ § 3417

Mame of Insurance Phone #:
Company:

D: BENEFICIARY DESIGNATION FOR:
Basic Life, AD&D and Long-Term Disability (Please designate a beneficiary below)

PRIMARY BEENEFICIARY:

Hame: Relationship: Beneficiary %a:

Address: City- State: [ zip Code:
SECONDARY BENEFICIARY:

Name: Relationship: Beneficiary %:

Address: City: State: [ Zip Code:

E. ADDITIONAL INSURANCE OPTIONS:
*»  Voluntary Supplemental Life Insurance

The Archdiocese of Miami Health Plan provides the opportunity for you to purchase up to $300,000 additional group term hfe

insurance protection.

If you envoll within 30 days of your elighility date, you may purchase up to $100,000 without answering medical questions and
apply for up to $300,000 with medical questions. If you do wot envoll within 30 days of your elizibility date and wish to enroll later,
medical questions will be required for all amownts. Any amounts subject to medical questions may be denied by the canier.

Supplemental life amounts are subject to the following faderal ape-raduction schedule; at age 65 the face amount reduces to 65% of
the full amount; age 70 to 45%; age 75 to 30%; and at age 80 to 20%.

An accelerated benefit provision is included, which allows payment of 50% of the face amount or $50,000, whichever is less, in the
event you are diagnosed terminally 11l

* Critical Illness Insurance

Coverage is underwritten by Continental American Insurance Company (CAIC). CAIC is 2 wholly-owned subsidiary of Aflac

Incorporated.

Q I decline to enroll for crifical illness insurance and wnderstand I can only apply for coverage during annual open emrollment,
new hire and'or a qualified life chanze event

O Ielect to enroll for Crntical lllness Insurance:

O Employee Face Amount O 35,000 O $10,000 0O $15,000 O $20,000 O $25000 O $30.000

Have you used tobacco products in the last 12 months? O Yes O Mo
Does this coverage replace or change any existng inswrance? 00 Yes O Mo If yes, provide camer and policy number:
CERTIFICATION: Ihave read the completed Application and I realize any false statement or misrep ion in the Applicati
may result in loss of coverage under the Certificate. T understand that no insurance will be in effect until my Application 15 approved
and the necessary premium is paid. Coverage will not become effective unless you are employed full-time on the enrollment date and
on the effective date. Any person who knowingly and with mtent to mjure, defraud. or deceive any insurer files a statement of claim
or an application contaming any false, incomplete. or musleadmg information is guilty of a felony of the third degres.

Please refer to the rate sheet and'or the Archdiocese of Miami Health Plan Priest Benefit guide for information about the
most current rates.

F. ENROLLMENT AGREEMENT:

I understand that by signing this form. [ may be electing to increase my contribution rates in exchange for spe-
cial coverage(s). To the best of my knowledge. all statements and answers are true.

X

Signature Date

X

Employvee Signature Title Diate

A non-response in any area will be considered as waived coverage. All actnal benefits and benefit descrip-
tions are governed solely by the relevant plan documents and contracts. The Archdiocese of Miami Health
Plan retains the right to amend, change or modify benefits at any time.

Archdiocese of Miamm Health Plan - 9401 Biscayne Blvd, Miamu Shores, FL 33138 - 505.893.0068 (Office) - 305.895.6433 (Fax)



Special Considerations

for Priests-

Priest 403 (b)
assignment
form

RETIREMENT BENEFITS FOR ELIGIBLE PRIESTS
ASSIGNED FOR MINISTRY IN THE ARCHDIOCESE OF MIAMI

is assigned to St. Boniface Catholic Church effective 6/15/2013,

Retirement benefits to be paid by parish or entity where assigned are as outlined below.

Father is an i i priest igned full time. The Pension Plan

dmini: GRS will include Father in the calculation of the GRS monthly billing. Father is

eligible to participate in the 403(b) plan. If he elects to defer salary into the 403(b), he is eligible for
the standard match (annual match of 50% of the first 6% of salary that is contributed by the priest

(salary = $26.400 for pastor: $25,800 for parochial vicar).

is an extern priest assigned full time, The parish is responsible o pay
a contribution of $3,500 per year (§291.67 per month) to Father's 403(b) account. Father is eligible
to participate in the 403(b) plan. If he clects to defer salary, he is cligible for the standard match
(annual match of 50% of the first 6% of salary that is contributed by the priest (salary = $26,400

for pastor; $25,800 for parochial vicar).

Father is a ber of a religi Order assigned full time. The parish is
responsible to pay a contribution of $4,050 per year ($337.50 per month) to Father's religious
Order. Father is eligible for benefits until 3/23/2034. He should be asked for mailing information

for the retirement benefits to be sent to his religious Order. FHe is nor eligidle to participate in the

\403¢h) Plan




Get More Bang for Your Buck!

Know Before You Go

Medical Cost
Comparison Tool

FLORIDA BLUE
STORES




BlueRewards Program

® New Rewards Program

® Point system with automatic

t'"el‘ewams reward generation
‘\ 2 Earn BlueRewards o Health impl‘ovement
RN SO programs
V receive and the better you'll feel.

® Health tracking systems

® Much, much more!




BlueRewards Program

How often do | have to do this?

Points that you earn

Where do | go to do this?

~— Get Assessed!
Complete Personal Health Assessment Once 75 Florida Blue Centers/
FloridaBlue.com
Normal BMI (18.5-74.9) Once 50 Florida Blue Centers/
HoridaBlue.com
Non-tobacco user Once 50 Anywhere..you can do it!
B Get Tools!
Watch personal health record video Once 10 Health & Wellness Viden
E
www.FloridaBlue.com
3
Get Moving!
Enter Data in Your Personalized Exercise Bi-Weekly 10 WebMD through Your Personal Florida

Tracker

Blue Account

150 Points get you a $25 gift card!




BlueRewards Program

FMM Bk(e ‘@ , Message Center Contact Us Help Take the Tour
1) Access BlueRewards through T i

your FloridaBlue personalized - el

Discounts & Rewards Member #: [=] EE Relationship: POLICY HOLDER

aCCOunto %&%‘ Discount Programs
i

‘ ‘Save up to 50% on gym memberships,
2) Click on Earn BlueRewards to go
to your personalized home page.

Earn BlueRewards

Eam points for taking health steps. The
==| more you do, the more points you'l

receive and the better you'li feel ‘

Florida Blue ‘ e

weight loss programs, hearing & vision
‘ products and more.

Find a Doctor and M1,

Flovida Blue 09 ‘

In the pursuit of health” . __

HOME MY HEALTH MY HEALTH CENTERS LIFESTYLE IMPROVEMENT HEALTH INFORMATION & COSTS HEALTHY FUN

Hi,New Member!

3) Explore, get healthy and earn
B set up healthy habits with My Health " points for your gift Card!

Assistant

News For You My Notices
News & Support Articles Videos Current Rewards: 10 Points
« Strain of Dengue Fever Virus Pinpointed in « Radiation and CT Scans e e o e e
Florida « Lifelong Research
+ Women's Life Span Declining in Many Parts « Do You Need an Annual Check Up? - Watch
of US WebMD Video
« Chest Problems MORE »
« Breast Diseases I
Rt Symptom Checker

| Your Portabie Heatth Record

B Alerts and Recalls
| webMD Newsietters

Clinical Trials | quizzes & catcuiators




BlueRewards Program

HOME MY HEALTH MY HEALTH CENTERS LIFESTYLE IMPROVEMENT HEALTH INFORMATION & COSTS HEALTHY FUN

Health Recor d Use your Health Record to store. maintain, track, and manage your health information in one centralized. private, and secure location . I I e alt |.] I : e C O r d S} IS t em

Health Re! Home =7
ealth Record Home E Health Trackers Add A Tracker
Conditions
Medicatons Use Health Trackers to chart your health measurements over time ¢ s
Allergies + To view or edit data in a Health Tracker, click a ink below. /" indicates a tracker that contains data . a I 10u: ; ( a I I ac 1 I l
+ To create a new Health Tracker for additional data you want to track (e.g. test results, number of push-ups, etc.), click ‘Add a
Visits Tracker”
Procedures o
2 Current Health Trackers t 1 O n S
Immunizations
% Body Fat Mood
Blood Pressure Non-Fasting Blood Sugar
Breast Self-exam Pain
Document Library Calories Bumed Pap Smear
Cavesern eak Exotaton Fow O 00 ressure
Health Record Sharing Colorectal Screen (Hemoccult Test) Rescue Inhaler Use
Medical Contacts Diet ———
o EEdEa Stress
Profile L~ Height Tobacco Use O Mal | I I I Iogral I |
Hemoglobin Alc Triglycerides
Mammogram Waist Measurement
Medication . .
sercse cuse o Medication
Select another tracker Ear=1o)
[FPPTR I Ts Add New Result | Edit Results TR RC Ll View Log | Preferences O

Exercise

« Select Heaith

« Compareyour  Use the exercise racker to chart your exercise minutes. Aim for at least 30 minutes of moderate to intense exercise, 5-7 times a week.
This will give you the best results in maintaining a healthy weight and reducing your health risk factors.
Use the list below to add your exercises. If you can't find your specific exercise in the list, select ‘Aerobic, General

From: 7/22/0010 [=
To: 11/14/2011 =

e e ] e e
REFRESH DATE RANGE SHOW ATA

Exercise Tracker

Minutes
caB8E83988

4172011 7ri2011 1012011

Activity Points.

Poaints
ooB8583988




How to Create a Florida Blue
Account
1) Visit www.floridablue.com
2) Click on “Login” ﬂ
soouts | Buaits | sre 3

Florida Blue &9 . ot | Sfais | e €
In the pursuit of health” .

3) Click on “Register”

lam a: User ID:
[ Member Applicant ‘ | | Member Login Register

‘ Agent Employer ‘ | |




How to Create a Florida Blue
Account

4) Follow the New Registration prompts and

you are 1n!
Florida e @9 @

In the pursuit of health” ¢~ ——

About Us Contact Ls

New User Registration (Step 1)

MOTE: All fields are reguired fo create your user account and must match what we have on file_

User Information Having Problems?
IMember Number: a If you are having problems legging in or
registering please contact the following:
First Name: 1-800-FLA-BLUE (352-2583).
Last Name: TTYITDD Call 1-800-955-8771
Date of Birth
a8
date format- mm,
ZIP Code:

For your security, please enter the §-character alpha-numeric verification code

Can't read this? 7 Refresh

By clicking Continue we will validate your information and
proceed with the registration process.




Pre Natal Program

The Healthy Addition program is a free

service for expected mothers provided by

BlueCross BlueShield of Florida.

* Pregnancy risk screening and
monitoring

* Education on healthy lifestyle and
dietary habits

* Prenatal information sent directly to
participant’s home.

Free Prenatal
Vitamins!

PRENATAL

HEALTHY ADDITION IS A PROGRAM FOR EXPECTING PARENTS

Every expectant mother wants the best for her baby. Florida Blue has found some great ways to help you give
your baby the best health care available, even before he or she is born. Our Healthy Addition Prenatal Program
works with you and your health care provider to help you have a healthy pregnancy.

FREE FOR MOMS-TO-BE

As a member of Healthy Addition, you will receive the following to encourage good health practices during pregnancy:
* Pregnancy risk screening and monitoring

* Education on healthy lifestyle and dietary habits

* Prenatal information

» Emotional support and answers to questions and concerns

 Reinforcement of provider’s plan of care
p P Contact us today to find out more.

Things you can do to have a healthy baby:

Email
@ Keep all OB zppointments. healthyaddition@floridablue.com

@) Drink 8-10 glasses of water a day.
© Ifyousmoke, quit! o %&}9557635 Option 6
) 'fyou drink alcohol, quit! Monday - Fﬁda;

 Call usto learn the signs and symptoms of preterm labor. 8am. - 5:30 p.m. EST

Q ] Flovida Blue &%

Our ‘Pth:\Vl—.NLY In the pursuit of health

e orpertin o independent prfessional m%mmd.
ponsibi ur treati widers. You an

hould bé rendered or teceved, and m’evn that. ar?sheuld be provided.

Florida hield of Florida, Inc. the Blue i 747050912

dincaljudgment orining, o the need for
your Phys 5P h




Florida

Know Before You Go %4 |

Know Before You Go is a cost and quality

comparison service for plan members. KNOW N,
* Shop, compare and estimate your medical costs BEFORE @m
* Compare quality of care YOU GO &%
* Savings opportunities /Quality ~ /Cost  /Savings

* Easy access to information
* Online through your FloridaBlue
Account

+* Care consultant 1-888-476-2227
% Visit Florida Blue centers

Cost Comparlson Example™

SURGERY Number of Cost Range—your
Inpatient or Proceduras actual cost can be
Outpatient Par Year—baszed estimated by a

Selectback, lag, pelvis on the surgery Care Consultant
& morel vou selactad

Health Care Facility A &00 $21710 - $24 423
Health Care Facility B 500 $17,752 - $19,570
Health Care Facility © 300 $13,197 - $15,395




[ntroducing the Blue Physician
Recognition Network (BPR)

e Smaller, selective network
— Contracts physicians demonstrating commitment to:
* Quality
* Patient-centered care

« HMO Standard and HMO Value Plan participants receive a
discount for visiting a Blue Physician Recognition Primary Care

Physician (PCP)

HMO Standard Plan S25 S15
HMO Value Plan S30 S20

Llue Physiciar,




Locating Participating Doctors/Facilities

* indicates required field

Step 1: Doctor or Facility Information

* I'm looking for a: @ poctor @ Heatth Care Facilty © Pharmacy  © Support Service
* Doctor type: © primaryFamiy Care  © specialist ~ © Dentist  © Routine Vision
Doctor's name: Last Name First Name

Find Similar Names

Blue Physician

Recognition: O Display Blue Physician Recognition (BPR) Providers only

Step 2: Insurance 1an Information (optional)

Plan: All hd

Step 3: Location
@ Zip Code/Distance © Street/City © County

Within: 50 miles § of Zip Code:

More search options

To find a doctor in the Blue
Physician Recognition Program,
check the “Display BRP Providers
only” option.

BlueCare HMO Standard/Value
Blue Choice PPO
BlueDental Care Prepaid (HMO)
BlueDental Choice (PPO)

1) Choose “Doctor”

LI

2) Choose “Primary/Family Care”, “Specialist”, or
“Dentist”

3) Choose your Plan
HMO BlueCare
PPO BlueChoice
You can also...

4) Search by “Doctor’s name”, “Plan”
and/or “Location”
5) Select Search!

1) Choose “Health Care Facility”

2) Choose “Hospitals”, “Walk-in Medical Clinics”,
“X-Ray/Imaging”, or “Labs”

3) Choose your Plan
HMO BlueCare
PPO BlueChoice
You can also...

4) Search by “Plan” and/or “Location”

5) Select Search!




Locating Participating Doctors/Facilities

Name /Address Distance Details &= Plans Accepted Programs
WALL, MICHAL S., MD 49.2 mi. Internal Medicine b £ BlueOptions Health & Dental - Health ~ Blue Physician
1037 S STATEROAD 7 Doctor's Gender: Female 9 k4 BlueChoice 'L o
STE 211 Doctor's Age: 40's k4 Direct PPC PC
Wellington, FL 33414 Graduation Year: 2002 kd Essential MH
(561) 798-3030 Doctor's Office Hours: Extended |, k4 BlueMedicare PPO and BlueMedicare 04
Weekend Group PPO ,
» National Provider Accepting new (all) patients k4 Advantagefh - Select B & D (Medicare
ID# 1871701706 Supplement}
== @ BlueCare (HVO)
BCBSF Provider ID # 14JJ5 k4 Conversion Opt A, B & C
Map Location &4 BlueQOptions

k4 Cover Florida

& MyBasic MNetworkBlue
k4 BlueOptions Hospital Surgical Plus
k4 BlueMedicare Regional PPO

Blue Physician

RECOGNITION
Smaller, selective network that contracts physicians who
demonstrate a commitment to delivering quality and patient-
centered care.
e HMO Standard and HMO Value Plans copayment for Primary
Care Physician are reduced when visiting a BPR primary care
physician.



Florida Blue Retail Centers sk o |

Three convenient locations

— North Miami Beach at Keystone
Plaza

— The Falls in Miami

— Sawgrass Mills in Sunrise

Face to face service
— Get a snapshot of your health

— (Cost saving tips
— Get answers to member benefits

— Much more!
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Member Discount Programsg
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Hearing Discounts

Senior Discounts

esource for living healthier.”
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THE HARTFORD -
(Value Added Benetits)

Getting in touch is easy.
On the phone: Just one simple call.

> e phone, simply ca
1-800-96-HELPS (1-800-964-3577)
Oniine: The point Is simpiicity.

s app? hitpy//gettag.mobi

THE
HARTFORD

A case in point*

“I have gotten counseling over the years for
various reasons: divorce, job loss, depression,
etc. My sessions with the counselor were the
most constructive | have ever had - he gave me
tools to deal with problems that were amazingly
etfective and | have come out of our three
sessions with a far more positive outiook than
ever before. He was truly the most etfective
counselor | have ever talked with.”

~ Hartford Customer, Abiilty Assist User

Need more facts?
Just visit our Web site at
thehartford.com/employeebenefits.

& =5

Ability
Assist

Getting through a loss is hard.
Getting support to cope is easy.

The loss of a loved one can leave you feeling
overwhelmed. In addition to grief, you may have
financial and legal worries. Questions you can't easily
answer alone. And maybe some unresolved issues
If you're covered under The Hartford's Group Life
or Accident Insurance policy, you have access to
Beneficiary Assist* counseling services provided by
ComPsych.!

Professional help after a loss or

terminal iliness.

Beneficiary Assist provides you, your eligible
beneficiaries and immediate family members with
unlimited 24/7 phone access to help related to the
death of yourself or a loved one. That includes:

egal advice, financial planning and emotional
counseling for up to one year from the date the
claim is filed.

+ Up to five face-to-face sessions or aquivalent
professional time for one service or a combination.

Handling a spectrum of needs with

compassion and expertise.

Because Beneficiary Assist covers a spectrum of
concerns, you and your beneficiaries will have a
convenient, single source for the following needs.

Emotional or grief counseling. ComPsych
GuidanceExperts™ are master's and doctoral

level clinicians who'll listen to your concerns with
compassion and refer you to the right resources for:

* Grief and loss.

* Stress, anxiety and depression,
* Relationship/marital conflict

* Problems with children.

= Job pressures

* Substance abuse.
(continued on next page)

Prepare today.
Help protect tomorrow.

THE
HARTFORD

Case illustration: Solid footing.?

Greg’s sudden death at the age of 42 came as
an enormous blow to his wife, Sharon. Besides
the shock and grief, Sharon had to struggle with
debt and clalms to Greg’s estate by children
from a former marrlage. She went back and
forth between anger and depression.

Through Beneficlary Assist, she was able

to link up with counselors who listened
compassionately and referred her to a grief
expert. She also used the legal and financlal
counseling resources to get solld answers to
complex questions.

The X

HARTFORD

TRAVEL ASSISTANCE AND ID

THEFT PROTECTION SERVICES

Beneficiary
Assist

Even the best planned trips
can be full of surprises.

The best laid travel plans can go awry, leaving you
vulnerable and, possibly, unable to communicate your
needs. When the unexpected happens far from home,
it's important to know whom to call for assistance.

If you are covered under a Hartford Group Policy,
you and your family have access to Travel Assistance
Services provided by Europ Assistance USA

With alocal presence in 200 countries and territories
around the world, and numerous 24/7 assistance
centers, they are available to help you anytime,
anywhere.

Good to go: Multilingual assistance 24/7.
Whether you're traveling for business or pleasure,

Travel Assistance services are available when you're
more than 100 miles from home for 90 days or less 2*

As long as you contact Europ Assistance USA at
the time of need, you could be approved for up to
$1million in covered services*

Services from here to there.

Travel Assistance begins even before you embark, with
pre-trip information, and continues throughout your
trip. See the list of services in the chart on the back of
this page.

Identity theft assistance, too.

Identity theft, America’s fast growing crime, victimizes
almast 10 million American consumers each years
Europ Assistance USA helps protect you and your
family from its consequences 24/7 at home and when
youtravel

In addition to prevention education, this service
provides advice and help with administrative tasks
resulting from identity theft.

(continued on next page)

Prepare today.
Help protect tomorrow.

THE
HARTFORD

Case illustration: Help a world away.?

As a Human Resource Professional, Tammy had
always been on the coordinating end of travel
services helping her company’s employees; but
when her daughter was hurt while traveling with
her school group In Italy, she suddenty found
herself In a different position.

Using the travel assistance medical referral,
medical monitoring, and repatriation services from
Europ Assistance USA, Tammy's daughter was able
to recelve Immediate medical treatment and was.
evacuated within 48 hours. The Europ Assistance
USA Case Manager helped Tammy through some
of the most stressful days she’s experienced as 3
mother and provided care for her daughter when
she couldn’t.

TRAVEL ASSISTANCE

THE
HARTFORD

Snap the Tag with your phone
to save this contact Info.

Need the app?
http://gettag.mobl

Employee Travel
Assistance Program



THE HARTFORD
laim Assistance Info)

GROUP BENEFITS

ARCHDIOCESE OF MIAMI
HEALTH PLAN

Policy # 303830

The Hartford makes
it easy tofile a
claim. Just follow
these steps.

Expertise without equal.
Benefits without burden,

THE
HARTFORD

FILE A CLAIM WITH CONFIDENCE.

Your ility and leave prog are by The Hartford, a leader
in disability and leave services. They are user-friendly benefits that provide essential
support services while you're away from your workplace.

STEP 1 Know when it's time to file a claim or, request a leave.

If you're absent from work, we can advise you on when to file your claim or, request
a leave. If your absence is scheduled, such as an upcoming hospital stay, simply call
us within 30 days of your last day at work. If unscheduled, please call us as soon as
possible.

STEP 2 Have this information ready.

« Name, address, policy number, and other key identification information.
« Name of your department and last day of active full-time work.

* Your manager’s or HR Representative’s name and phone number

+ The nature of your claim

« Your treating physician's name, address, and phone and fax numbers

STEP 3 Make the call.

With your information handy, call The Hartford at 866-957-6913
You'll be assisted by a caring professional who'll take your information, answer your
questions and file your claim

TO FILE A CLAIM OR, REQUEST A LEAVE,
CALL THIS NUMBER:

866-957-6913

THE

: HARTFORD

Policy # 3033830

If you're absent from work we can advise you on when to file a
claim or, request a leave. If your absence Is scheduled, such as
an upcoming hospital stay, call wi 30 days of your last day
of work. If unscheduled, please call us as soon as possibie.

PLEASE CUT 3C
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THE
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A trusted advisor during the
worst of times.

We can't always predict, but we can prepare.

Find out more about The Hartford'’s Funeral and
Concierge Services by calling 1-866-854-5429.

Or visit www.everestfuneral.com/hartford and
use this code: HFEVLC

Case illustration: A shoulder to lean on.2

June had always thought that she and her husband
would spend thelr golden years together. So
‘when he began to lose his battie with pancreatic
cancer, she was completely unprepared. However,
June had a and trusted 5
Everest services were Included as part of her
Insurance program.

Her Everest advisor assisted with every aspect
of the funeral planning process, giving June
peace of mind during this stressful time. And she
recelved an expedited life Insurance payment
‘within a week of her husband’s death, which
helped ease many of the family’s financlal
pressures. Everest’s services relleved June of
some of the stress that comes with loss, allowing
her to focus on her family.

Need more facts?
Just visit our Web site at

www.thehartford.com

SRR THE HARTFORD IS THE OFFICIAL DISABILITY INSURANCE SPONSOR OF U.S. PARALYMPICS.
S|ETHICAL

g it
e~ o B Ty T LON DR i, Homis TRt DAt ot & e etapy, e

offered through Everest F
v verest Funeral Package, LL
ces, LLC. Everest Is not afMilated with The i
Everest and Its amilates have no amitation with Ever
or any of their affilates.

June 1s a Hartford Customer,

tan actual photo.
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Funeral Planning &
Concierge Services

THE
HARTFORD

Create a simple will from the convenience
of your desktop.

Whether your assats are few or many, it’s important
to have a will. It's the only way to ensure that your
intentions will be honored in the event of your death.
A will states your wishes about who will inherit your
property, who will be the guardian of your children,
and who will manage your estate. Without a will,
those decisions may be left to others

An easy and empowering solution.

As a covered employee under a Hartford Group Life
insurance policy, you have access to EstateGuidance*
Will Services provided by ComPsych® It helps you
create a simple, legally binding will quickly and
conveniently online, saving you the time and expense
of a private legal consultation. Other advantages
include:

* Online assistance from licensed attorneys should
you have questions

* The ability to save drafts for up to six months.
During this period, you can revise your will at no
cost, as long as you haven't already printed or Laura was the single parent of a six-year-old
downloaded it. daughter, Amy. She worrled that If she were to

dle, her modest but hard-earned assets would

not be avallable to her daughter.

Case illustration: The final word.®

+ Additional estate planning services are also
available for purchase, including the creation of

living wills and trusts, guidance about divorce The cost of a legal will seemed beyond her
proceedings, and durable power of attorney. means untll she discovered EstateGuidance*
. . through her group life Insurance provider.
Quick answers to key questions. With It, she was able to appoint her older
Where there's a will, there are bound to be questions sister as executor of her will and name her
Here are answers to four common ones. brother and sister-in-law as Amy’s legal

guardlans. She felt better knowing that she
would have the final word In protecting her
daughter’s best Interests.

“Isn’t will preparation complicated?” Not with
EstateGuidance®. You'll be asked a series of
questions online that are used to compose your will.
In many states, you need only add your signature to
make the will valid

“What If | have questions as I’'m creating my wili?”
The online education center provides answers
regarding family law. You can also access fully
licensed attorneys who'll respond to you online.

(continued on next page)

Prepare today.

Help protect tomorrow.

Estate Guidance & Will
Services



ARRA American
Recovery &
Reinvestment Act

CMS
Centers for Medicare &

" Medicaid

Employee Benefits ‘
’Security Administration

'S

PCORI Health Insurance

Patient-Centered

weome nee " Portability & Accountability Act
(HIPAA)

PPACA
Patient Protection &
Affordable Care Act

CHIP
Children's Health

Mental Health Parity
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Protected Health Information
(PHI)

Names

All geographical identifiers smaller than a state

Dates (other than year) directly related to an individual
Phone numbers

Fax numbers

Email addresses

Social Security Numbers

Medical Record numbers

Health insurance beneficiary numbers

. Account numbers
. Certificate/license numbers




12.

13.
14.
15.
16.

17.
18.

Protected Health Information
(PHI)

Vehicle identifiers and serial numbers, including license plan
numbers

Device identifiers and serial numbers:

Web Uniform Resource Locators (URLs)

Internet Protocol (IP) address numbers

Biometric identifiers, including finger, retinal and voice
prints

Full face photographic images and any comparable images
Any other unique identifying number, characteristic, or code
except the unique code assigned by the investigator to code
the data




Secure Data Transfer

Encrypted email accounts available through the Health Plan or you
can directly access the Secure Message Center at
www.adomhealthplan.org in the bookkeeper section.

health plan

Medical Dental Life Long Term Supplemental \“'oluntn.ry Shpl‘l Retirement
Benefits Benefits Insurance Disability Life Insurance Term Disability Benefits
N R . R . . . . i L W R P Archdiocese of Miami
Welcome to the Bookkeeper section of the Archdiocese of Miami Health Plan website. This page is designed for (GRS PensionPlon

your exclusive access to information that will assist you on the job. If there are any materials or suggestions that

you would like to bring to light, click on the Contact tab located on the top, and send us an email. Pl Health Care Reform
pss Updates
SECURE EMAIL PORTAL ﬁ 2

MyTomorrow: The

Click Here to Access ymorro Hartford Online ADOM

] Ex 3
’Secure Message Center g
: Documents

Blue 365 Purchasing Process
403 (b) Enrollment Book
(English) 2014

Click on the “Secure Email Portal” Link



http://www.adomhealthplan.org/

Archdiocese of Miami

Hcalth Plan

Welcome to the ADOM Health Plan Secure Message Center

Email Address:

|
Password:

Remember Me

Forgot your password? New to secure email? Need more assistance?

=3

For Customer Support, send an email message to support@adomhealthplan.com.

Secured by ZiXCOrD

Register and then transfer encrypted data to the
Archdiocese of Miami Health Plan 24/7!

&



Health Plan Website

www.adomhealthplan.org

« Contact - Bookkeeper Login

JUpdated Benefit

Archdiocese of Miami | health plan

Benefits Benefits Insurance Disability

IBenefit Overviews

Welcome to the Archdiocese of Miami Health Plan
‘Website. This site has been developed as a

1 Y ~
resource, containing information about your
I benefit program. Please visit each of the tabs
above for a description of coverage and benefit
B f t Tutorial

Please explore the links throughout for details of
the value added services provided by our benefits
pavtners, such as the most recent Blue Cross Blue
Shield of Florida "Better You from Blue"
newsletter below.

JInformative links
JAnd much more...

Voluntary Short Retirement
Term Disability Benefits
Links

‘! Archdiocese of Miami

w Florida Blue

Archdiocese of Miami
@ pension Plan

Documents

403 (b) Enrollment Form
Resource Kits

New Employee Resource Kit
Other Links

4030 MassMutual Participant
PLAN  Website

Florida Blue Centers

EyeMed Vision Care

EyeMed

VISION CAREs

Other Documents

403 (b) Contact Sheet 2012

403 (b) Lay Employee Plan

Highlights

403 (b) SPD Lay Employees
Notice of Privacy Practice

Amen TS oA £k mblonn T lbee




ookkeepers Only Access

liami | health plan

Medical Dental Long Term Supplemental Voluntary Short Retirement
Benefits Benefits Disability Life Insurance Term Disability Benefits
About the ADOM Health Plan Links
Welcome to the Archdiocese of Miami Health Plan Archdiocese of Miami
Website., This site has been developed as a
resource, containing information about your — Florida Blue
benefit program. Please visit each of the tabs

| above for a description of coverage and benefit ‘

' information, Archdiocese of Miami

GRY| i’ension Plan
| Please explore the links throughout for details of |
| the value added services provided by our benefits
partners, such as the most recent Blue Cross Blue Documents
Shield of Florida "Better You from Blue"
newsletter below. B aoltment ¥ o

1) Visit www.adomhealthplan.org
2) Click on the “Bookkeeper Log in” tab




Bookkeepers Only Access

aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa
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3) Enter the username and
password at the “Log In”

Screen.
4) Click the “Log In” tab

USERNAME: bookkeeper
PASSWORD: bookkeeper

NO CAPS




Your Support Ieam

We are located at the Archdiocese of Miami Pastoral Center:
Archdiocese of Miami Health Plan
9401 Biscayne Boulevard
Miami Shores, FL 33138
Phone: 305.893.2674 Fax: 305.893.6433

Main Line 3000 Health Plan
Susan 3001 Administration
Edie 3002 Priest Management
Chris 3003 Finance/IT
Patricia 3004 Priest Management
Sugeily 3005 Eligibility
Liz 3006 Disability/Leave Management
Miriam 3007 Eligibility
Daniel 3008 Marketing/Operations

Carleen 3009 403 (b)




Questions




Leave Management

Presented By:

Leave Management through the
Archdiocese of Miami Health Plan
October 24, 2014

Location: Archdiocese of Miami Pastoral Center




The Hartford:
Integrated Disability & Leave Services

The Hartford administers:

* Family Medical Leave
e Short Term Disability
* Long Term Disability

Note: All processes have been combined to provide seamless,
consistent disability administration to all employees.

HARTFORD



FMLA

Family & Medical Leave Act

Provides an entitlement of up to 12 weeks of job-protected, unpaid
leave during any 12-month period to eligible, covered employees for
the following reasons:

birth and care of the eligible employee's child, or placement for
adoption or foster care of a child with the employee

care of an immediate family member (spouse, child, parent) who
has a serious health condition

care of the employee's own serious health condition. It also
requires that employee's group health benefits be maintained
during the leave

military exigency; or t%w

care of a service member injured in the line - =4
I HE Y
of duty HARTFORD




What Are The Eligibility Requirements?

1. - -—
Have worked 1250
Have completed 12 . hours of service in
months of service the 12 months
with the employer. w preceding the leave.
S L t /

And are an:

Active full time regular employees scheduled to work
40 hours per week; or part time regular employees
scheduled to work at least 30 hours per week are
eligible to participate.

Trr 88
HARTFORD



FMLA Provisions

Up to 12 weeks of job-protected leave in a 12-month
period (26 weeks in a single 12-month period for military
caregiver leave)

Return to the same or equivalent position at the end of the
leave
Retention of health insurance benefits in force at the start

of the leave (employee must pay any premiums required
as an active employee)

o
The X3
HARTFORD



12-Month Tracking Period for FMLA

e Employers must designate one
tracking period and apply it
consistently for all employees.
Archdiocese of Miami Health
Plan uses a 12 month rolling
backward method for tracking.

e Some states require a specific
tracking period.

e Employers must give employees
60-days written notice if they
change their tracking method.

e |f an employer does not select a
12-month tracking period, the
employee can select the method
they want used to track their
leave.




THE HARTFORD

FMLA Procedures
® Employee action

D If employee will be absent or foresees absence for
more than three consecutive days

® Employee contacts the Hartford

® Must be due to a serious health condition-
employee unable to work

® Bookkeeper actions

DContact the Hartford if you believe employee will be
absent for more than three full consecutive days

'ThE X235
HARTFORD



Serious Health Condition

A serious health condition is
an illness, injury, impairment,
or physical or mental
condition that involves a
defined period of incapacity.

. ;
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“Serious Health Condition” Includes:
(but not limited to)

* Anillness, injury, impairment or physical or mental condition that involves inpatient
care or continuing treatment by a health care provider

* Incapacity of more than three consecutive calendar days (with continuing treatment by
a health care provider):

* Treatment two or more times within 30 days of incapacity — two visits must occur
within 30 days of incapacity and first in-person visit must occur within 7 days of
incapacity

* Treatment on at least one occasion with continuing treatment. In-person visit
must occur within first 7 days of incapacity

e Chronic conditions — two visits to healthcare provider per year
* Pregnancy or prenatal care

* Inpatient treatment in a hospital, residential medical facility, or hospice for employee
or family member

* Any absence to receive multiple treatments (and a period of recovery) for a condition
that would likely result in an absence of more than three days if untreated

* Permanent and long-term incapacity for conditions which treatment may not be
effective (eg: Alzheimer’s, stroke, cancer, terminal diseases, etc.)



Certification

* Employee has 15 business days to submit medical
certification or necessary documentation to support
request for leave.

* Incomplete/Insufficient certifications must be returned to
the employee allowing them 10 business days to cure the
deficiency. If not returned, leave request may be denied.

* Failure to provide documentation in a timely manner can
result in delay or denial of the leave.

* In the event late medical certification is received, we will
reach out to HR to inquire on whether the leave should be
re-opened. &




Archdiocese of Miami: FMLA Protocol
Overview

* Prepare a file for the employee on FMLA/STD with the following information:
 employee’s date of hire
e vyearly salary
 amount last paid to employee
e amount of hours worked per week
 employee’s occupation title.
* Keep log of employee’s time out
* Keep log of employee’s sick time and vacation time used during FMLA and STD

* Unused sick time must be applied as employee pay for a maximum of ten days
from categorized event

* 15t Day of Accident
« 8t Day lliness
* No accrual of vacation time or sick time during this period
* All accrued, unused vacation time must be uses after all available sick time is
used.

* If employee has more that 10 sick days available, use remaining sick days after
all vacation days are used



Things to Remember

* Medical documentation may not be sufficient for a STD claim; however, it may be
enough for a FML claim

e Only STD claims can be appealed
* Direct questions about FML and/or state leave denials to the LM Analyst at The
Hartford

« |f STD is approved and the employee is eligible, the FML and/or state leave event
will automatically run concurrent with the STD approval period

* An employee can have more than one active leave at any time. However, an
employee cannot have more than 12 weeks of leave in a 12 month period
(however, state leave may be an exception as well as military caregiver leave)

* It is OK for the supervisor/HR Representative to stay connected to the employee
while they are out on leave

e Contact the Hartford prior to making any adverse employment decisions to ensure
you have the most up to date information



The Hartford’s Responsibilities

* Answer employee questions on leave process and applicable leave available
* Determine eligibility (ERR/LMC)
* Provide required correspondence and notices for Federal and State Leaves

* Keep employer informed of leave status; email information to employer
designated contacts

* Evaluate certifying documentation and make leave determinations (ERR/LMC)
* Track leave time taken against time available
* Request recertification as appropriate (ERR/LMC)

* Provide employee and employer with notice of extension of leave(s), job protected
leave(s) approaching exhaust, and job protected leave time exhaustion

* Call employee 5 business days prior to end of approved leave to determine return
to work or if extension is needed

ERR=Entity Response Required
LMC=Leave Management Coordination



Employer Responsibilities

(but not limited to)

* Fiduciary responsibility (LM/Entity)

* Maintaining a leave policy that meets federal and state requirements and
making the policy available to all employees (LM/Entity)

* Posting employee notices (LM/Entity)

* Providing The Hartford with an eligibility file that meets Hartford
specifications (LM)

e Returning employees to work when their leave has ended (Entity)

* Obtaining return to work documentation from employee (LM/Entity)

* Collecting premiums for benefits coverage while employees are on unpaid
leave (Entity)

 Making employment decisions when employees do not return to work
after exhausting leave entitlement (Entity)

LM=Leave Management through the Archdiocese of Miami
Entity=Individual entity representative



Employee Responsibilities

* Provide notice of the need for leave
(130 days notice if need for leave is foreseeable

If less than 30 days as soon as practicable, generally same
day or next business day

ANOTE: Calling in “sick” without providing additional
information may be sufficient notice to trigger an
employer’s obligation under the FMLA

* Provide necessary documentation to support the need for
leave

* Assist employee by providing information in a timely manner when
requested by Leave Management and/or the Hartford.

 Make premium payments for health and welfare benefits
while out on an unpaid leave

e Make a “reasonable effort” to schedule intermittent leave so
it is least disruptive to their employer



Voluntary Short-Term
Disability

* You can elect Short-term disability insurance:
J With no medical questions if you enroll within 30 days of
hire
J With medical questions at any time thereafter, and
coverage may be denied by the carrier

e Short Term Disability pays a benefit equal to 66.67% of
your base weekly pay
(1S600 max per week
J Up to 13 weeks
(d Payments start on first day of an injury or the 8t day of an

illness %)

 Pre-Existing condition limitation of 4 weeks benefits =
THE Y23
HARTFORD




Long-Term Disability

e All full-time employees are provided Long-Term Disability
Insurance

(J No cost to your employee
JIncome protection if your employee is ill or injured and
Junable to work

 |If disability continues past 90 days
J LTD benefits begin
J Monthly benefits equal to 61% of base salary
(J Must be totally disabled (Defined by LTD Plan)
J Pre-Existing Condition exclusions apply

(J Payments are reduced by Social Security, pension or other
disability income you receive tg#)
 Max benefit of $7,000 per month maximum ..
e X
HARTFORD




THE HARTFORD:
Claim Integration Process

SHORT TERM/LONG TERM DISABILITY

Claim system interfaces with the FMLA system
STD Team gathers necessary claim information

DCIaimant is advised that this is the start of the
process

STD Team gathers medical information from physician

Analysts receives completed claim and makes STD
determination

Refers claim to Long Term Disability area if applicable

HARTFORD



Leave Coordination: Leave
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Tracking/Benefit Payment (Short Term
Disability): Accident

DISABILITY DAY 1
15t Day
Accident
SHORT TERM : - - | Week13
DISABILITY *»  66.67%of salary | STD ends
[Less- giherincomal i 90 Days LTD begins from
* Maximum $600/Week I date of disability

-

Voluntary Mandatory sick time applied first 10 days Mandatory Mandatory remaining sick  Short Term Disability ends on
Short Term vacation time time applied 91st day from accident (date
Disability Disability benefits become payable as of date applied of disability)
of accident
Benefit . . . . .
Payable 66.67% of Salary (less) other income (Sick pay/Social Security) : Max pay per week is $600

Notes FMLA time tracking starts on 1%t day of accident



Tracking/Benefit Payment (Short Term
Disability): lliness

DAY 1 Week 13
STD ends
8™ Day Iliness et H HH
66.67% of salary " i 90 Days LTD
SHORT TERM Max $600/week | begins from date
DISABILITY | of diablliy

Voluntary Mandatory sick time applied first 10 days Mandatory L. Short Term Disability Ends on
L Mandatory remaining
Short Term vacation time sick time apolied 91st day from 1t day of
Disability Disability benefits become payable on 8t applied S5 iliness (date of disability)

day of iliness

Benefit

Payable 66.67% of Salary (less) other income (Sick pay/Social Security) : Max pay per week is $600

Notes FMLA time tracking starts on 1t" day an employee is categorized as sick.



Tracking/Benefit Payment (Long Term
Disability)

DAY 1
: 90 Days LTD
| begins from date
LONG TERM | of disability
DISABILITY ¥ -

* 61% ofsalary (Less other
income: pension, social
security, ete.)

¢ Maximum $7000/Maonth

Day 91 -

Employer
Ifai dy * Tracking ends (Separation Completed)
* No further actions from employer

Long Term
Disability

Benefit 61% of Salary (less) other income (Sick pay/Pension/Social Security): Max benefit per month is

Payable $7,000; minimum $100.

* FMLA protection is exhausted at week 12
Notes

* LTD begins on 91¢t day of disability



Leave Coordination: Disability
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Week 13

DISABILITY DAy1
|
Accident lliness
SHORT TERM
DISABILITY * 66.67%ofsalary
(Less other income)
* Maximum $600/Week
|
LONG TERM :
DISABILITY -
|
|

e i I I IR ! R I

et I e T Py

STD ends i

i

90 Days LTD begins from
date of disability

M s Zmm e o

Pl

v v >
61% of salary
(Less other income: pension,
social security, etc.)
Maximum $7000/Month
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The Hartford at Work:
vailable 24/7 for Your Employees

The Hartford at Work is a secure Web site where your employees can

access status information to help them make informed decisions about
their benefits.

whet Us  Log

,mﬁ) The Hartford at Work

HARTIORD

Customet Support 1877 7781383 What Benetiss Fit You? Subimir o Claim Now User?

A disability can happen 1o anyone You need to file a claim and you 's Nnow oasier 1or you 10 #CCOSS your

Login Pregnancy, an accidem or an illness want to do # quickly and eanily Hartford bonefits information. Track

User O can turm into months out of wark. So, Finding the 1ools and inatructons 10 your claim, arrange for duect doposit,
how do you keep all of those bills do 50 has nover boen easier, we check on payments and more

i ! ¢ S paid in the meantime? Lot us show provide all the nstructoons and forms
Passwor s you you need to fe * Reglater for Site ACCess
Log in I » siculate Your Need * Gut o Claim Sianted

Ave You o Now Usen ”
Get Adobe Reader

» Regiater Sloss Annonncomeonis Policies issued ln New Yaork
You may need to
o Ytre Bocast Check Outthe New Sitecs® Noew York lnsurance Departinent download and install
The sde will reflect The MHatford's updated lsnueon Ru!lu-; Portaining to Pre Adobe Acrobs Reader to
bicontonnial branding, in addition to some existing Conditions. view PDF corment
navigation changes that make it easior for nsureds who suffer a disabiMy within the ~
customers 10 Snd the infarmation they frst 12 months of coverage as a resull of o " R acder v
need The enhanced aite a0 enables the pre-axisting condtion, and Me covered
visually smpaved to flly access THAW under a New York group disabidy policy
using assistive technologws such as ade may bo ohgitle 1o recene disabilny

readess benefts after an mitial 12-month waitng

ponod



THAW - Leave of Absence Overview

Employees who have already registered on THAW to view STD/LTD information will
have access to Leave of Absence information using their existing login

Employees who submit a new telephonic Leave of Absence request will receive a
Registration letter from THAW with instructions on how to register

For questions on registering or access into THAW please call 877-778-1383

Employees will be able to view letters on THAW

Employees will be able to enter new FML only leaves on THAW for both themselves
and to care for family members, STD claims running concurrent with LM will
continue to be supported by THAW

Employees will be able to enter intermittent time/dates on THAW

Employees can inquire on leave status on THAW



THAW - Leave of Absence — What is
different on THAW

After logging into THAW, a user will see a link to Leave of Absence at the top of the screen and a link “Start and
Check Leave of Absence” on the main page:

The Hartford at Work

Group Benefits from The Hartford

THE
HARTFORD 272012 12:10:45 PM

Start and Check Claims Leave of Absence Check Health Application Status Set Up Direct Deposit

' LET OUR ABILITIES SUPPORT YOURS.

When the unexpected happens, we're all about helping you get back on yo

B

The senaces below will halp you make the most of your bensfits. Just click and help yourself
(Mot all may apply, OEQENTNG ON the COVENAgE you've BBcted),

© ~

" File a claim for Disability Benefits or check the status of your submitted claim

e imr

Start and Check Leave of Absence
Start or check the status of your Leave of Absence
r Check Your Personal Health Application Status
P Check on the status of your application for insurance coverage
wk, &

o

R A

Set Up Direct Depasit

R Have disahility payments directly deposited into your checking er savings account

Access Forms

rd
5 I 7 View and pnnt commaonly used forms



THAW - Leave of Absence

*  When the user clicks on any of the three available links a new window will open and will display
the employee’s leave information. The employee will only be able to see their own information.

e The user can click on the Leave ID to see more detailed information about their Leave of Absence.

* The user can create a new leave only request by clicking “Create New Leave Request” and follow
the steps.

* If the user clicks on the “Home” tab they will be redirected to the “Home-My Home” page.

* If the user clicks on the “Employees” or “My Reports” links they will receive an error message
“Page cannot be displayed” because they do not have permissions to access. To get back to their
own information they should click on the “Employee Home” link in the top right of the screen.

|

HARTFORD
[ Home |

My Home Ste Help

Home - My Home



Hartford Value Added Services




Life Conversations Ty &

HARTFORD

Funeral Planning and Concierge Services

— Resources in the event or preparation for a loss
Estate Guidance Will Services

— Create a will online

— Support online from licensed attorneys
Beneficiary Counseling Services

— Compassionate expertise to help you or your
beneficiaries

e Assist with:
—Emotional Issues
—Financial Issues
— Legal Issues



Life Conversations Ty O

HARTFORD

Travel Assistance Services & ID Theft Protection
— Pre-trip information

— Access to medical professionals across globe
* When traveling 100+ miles away
* 90 days or less

— ID Theft Protection
* Available 24/7
* Home or away
* Caseworkers available to help resolve issues

Ability Assist Counseling Services

* Available to Long-Term Disability participants
* Professional counseling for:
— Financial Issues

— Legal Issues
— Emotional Issues



Life Conversations T B

* MyTomorrow

— Multimedia experience

* User friendly information for: MyToynorrow
— Short-Term Disability P _.5‘*‘)».-' . .,
— Long-Term Disability X 74!

— Accidental Death & Dismemberment
— Life Insurance

* Personalized experience

To access all the Hartford LifeConversations
Information visit:

www.thehartford.com/
employee-group-benefits/
value-added-services




Questions




Employer

Mandate
Requirements

) AFFORDABLE
CARE
ACT




Affordable Care Act
Applicable Large Employer

All entities of the Archdiocese of Miami,
under controlled group status as defined by
the ACA, must comply with the Employer
Shared Responsibility Mandate on July 1,

2015 (first renewal date following January
1, 2015).

AAAAAAAAAA
CA



Employer Shared Responsibility

« Must offer coverage to 95% of all eligible employees

« Must offer coverage to children (except foster and step-
children), but not spouses

« Penalty is $2,000 per person
« Must offer affordable coverage

< Employee cost for single coverage cannot exceed 9.5% of
compensation

« Must offer Minimum Value coverage

* Plan must pay for at least 60% of cost of benefits, comparable to
Bronze Plan

« Penalty for each is $3,000 per person

HMO Value Plan is affordable and Minimum Value

*AFFORDABLE
CARE

ACT



New Health Insurance Marketplace
Notification

Form Approved
OME Na. 1210-0148

Options and Your Health Coverage |expires 11-30-13)

Q New Health Insurance Marketplace Coverage

PART A: General Information

wWhen key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health Insurance Marketplace. To
assist you as you evaluate options for you and your family, this notice provides some basic information about the new Marketplace and
employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers "one-stop
shopping” to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that lowers your monthly
premium right away. Open enrollment for health insurance coverage through the Marketplace begins in October 2013 for coverage starting as
early as January 1, 2014.

Can | 5ave Money on my Health Insurance Premiums in the Marketplace?

‘fou may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage that
dioesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.

Does Employer Health Coverage Affact Elig

ility for Premium Savings through the Marketplace?

ves. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the
marketplace and may wish to enrcll in your employer's health plan. However, you may be eligible for a tax credit that lowers your monthly
premium or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer coverage that meets certain
standards. If the cost of a plan from your employer that would cover yeu (and not any other members of your family) is more than 9.5% of your
household income for the year, or if the coverage your employer provides does not meet the "minimum valwe™ standard set by the Affordable Care
Act, you may be aligibla for a tax credit.1

Maote: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you may lose the
employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your employee contribution to
employer-offered coverage- is often excluded from income for Federal and state income tax purposes. Your payments for coverage through the
Marketplace are made on an after-tax basis.

How Can | Get More Information?
For more information about your coverage offered by your employer, please check your summary plan description or contact the Archdiocese of

Miami Health Plan office at 305.853.0068 or email your inquiries to healthplan@adomhealthplan.org.

The marketplace can help you evaluate your coverage options, including your eligibility for coverage through the mMarketplace and its cost. Please
visit HealthCare.gov for more information, including an online application for health insurance coverage and contact infermation for a Health
Insurance Marketplace in your arsa.

PART B: Information About Health Coverage Offered by Your Employer
This section contains information about any health coverage offered by your employer. if you decide to complate an application for coverage in the
Marketplace, you will be asked to provide this information. This infarmation is numbered to correspond to the Marketplace application.

3. Employer name 4. Employer identification Mumber [EIN)

5. Employer Address 6. Employer phone number

7. City 8. State 9. Zip code

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

11. Phone number (if different from abova) 12. Email addrass

1 Anemployer-sponsored health plan mests the "minimum value standard® if the plan's share of the oial slowed berefit casts covered by the plan is no less than 80 percant of such

As of October 1, 2013, Health Care
Reform requires all employers to
provide information on marketplace
coverage to all employees.
o An employee, for this
requirement, will be one that
Is iIssued a W-2.
o Can be distributed in New
Hire Kit
o Responsibility of the
bookkeeper
o Must be provided to employee
within 14 days of hire
o System of form receipt is open
to your processes and
procedures



Employer Shared Responsibility
Employee Categories

* Full-Time Employee — Hired to work at least
30 hours per week or 130 hours per month

« Part-Time Employee — Hired to work less
than an average of 30 hours per week

* Variable Hour Employee — As of the date of
hire, the employer cannot reasonable
determine average hours

« Seasonal Employee — An employee who Is
In a position for which the customary annual
employment is 6 months or less

AAAAAAAAAA
CAR



Employer Shared Responsublllty
Archdiocese of Miami:
Employee Categories

Full-Time working 40 hours

Part-Time working between 30 and 40
hours

Part-Time working less than 25 hours
Per Diem

Contracted (primarily teachers)
Temporary/Seasonal



Employer Shared Responsibility
Employee Categories

Employment Status Employer Shared Responsibility
Category

Full Time 40 hours Full Time
Part Time 30 to 40 hours Full Time
Part Time less than 25 (30) hours Part Time
Per Diem Variable Hour
Contracted Full Time
Temporary/Seasonal Seasonal

% i

AFFORDABLE
CARE
ACT



Health Plan Information Form

' ™
Archdiocese of Miami Health Plan
HEAITH PLAN INFORMATION FORM
v ] _ v
All Emp : Please Fill Out Sectionz A, B & C
* A: PERSONAL INFOBRMATION:
Last Name: First Name: MI:
Address: Apt Unit #:
City- State: ____ Tip Code:
Home Phone:{ ) Email Address:
Social Security Number: Birth Date: Marital Status:
Gender: OM OF Hire Date: Effective Date of Coverage
B: YOUR WORK INFORMATION:
Tob Location: Division:
Occupation or Position: Salary:
Bhone:( )
Number of scheduled work hours Exempt  Nom-exempt
Employment Stanas:

O Full-time (40 hours) O Per-diem O Temporary/Seasenal
O Part-time (30-40 hours) O Less fham 25 hours part-fime O Contracied

é C: ELIGIBILITY INFORMATION

Benefit eligibility is defined as amy active lay employee directly employed in the regular business of and compensated for services
by the Archdiocese of Miami or entities of the Archdiocese and classified as efther a full-time repular employee working at least 40
hours per week or 2 part time regular employee whose scheduled workweek is less than 40 hours but at least 30 hoars.

9 O Benefits Eligible O Non-Benefits Eligible

I e the best of my d belief, chat all stacements and answers made o this form sre tree, complete and correct. The Archdiocess
of Mismi Health Plan rewmins the right to amend, change or modify benefits and'or elipibility requiremests st any fme.

* oo S

I acknowdedgs to tha best of nzy shiliry, that the cxployse’s statamsnts and answees made on this fore a0 tro, complote and comect.

X
oy g

Archdiocese of Miami Health Plan
9401 Biscayne Boulevard
Miami Shores, FL 33138
(303) 893-2674
Fau: 305-803-6433
www adombealthplan org

9 Exploysa il { ) Emplepeluisal ()

-

"y

Used for new hires to establish an
employee record.

Ensure all employees
complete every section on the
first page (Sections A, B and C)
Confirm the Employee’s Status
and their Eligibility Status

« Benefits Eligible
 Non-Benefits Eligible
Ensure first page is signed and
Initialed by:

 Bookkeeper

«  Employee



Employer Shared Responsibility
Hours of Service

* For hourly employees, hours of service include:

o Hours Worked — Each hour for which the
employee is paid, or entitled to payment, “for
the performance of duties™; and

o Paid time Off — Each hour for which the
employee is paid, or entitled to payment,
due to (1) vacation, (2) holiday, (3) iliness, (4)
iIncapacity (including disability), (5) layoff, (6)
jury duty, (7) military duty, or (8) leave of
absence

AAAAAAAAAA
CA



Employer Shared Responsibility
Hours of Service

 Please note “Hours of Service” are for all hours
for which an employee is paid

« Other hours worked calculations, such as
eligibility for Family Medical Leave or under the
Fair Labor Standards Act, track only the hours
an employee actually works



Employer Shared Responsibility
Hours of Service

 For non-hourly employees, hours of service may be
calculated using one of three possible methods:

1. Actual Hours — Count actual hours of service
worked “from records”, as well as other non-worked
hours for which he or she is paid, or entitled to
payment

2. Days-Worked Equivalency — Credit 8 hours of
service per day for each day for which the employee
would be credited with at least 1 hour of service

3. Weeks-Worked Equivalency — Credit 40 hours of
service per week for each week for which the

employee would be credited with at least one
hour of daily service

AAAAAAAAAA
CA



Employer Shared Responsibility
Identifying Full-Time Employees

* Final regulations require use of one of two
methods to identify full-time (Benefits Eligible)
employees:

1. Monthly measurement method
2. Look-back method

* For purposes of the annual calculation and
reporting, the Archdiocese of Miami will be
using the Look-back method.

* |f an employee works at two or more entities,
one will act as the primary entity for reporting

purposes. Woatin




Employer Shared Responsibility
Look-Back Method

« The Look-Back Method uses safe harbors for variable houir,
seasonal and part-time employees

v Measurement Period (MP) — Allows employers an opportunity to
look-back at the hours worked by an employee to determine health
plan eligibility or continued eligibility

July 1, 2014 - April 1, 2015 ; April 2, 2015 - April 2, 2016

v Administrative Period (AP) — The period used by the employer to
perform administrative duties related to counting hours and, where
applicable, making an offer of coverage

April 2, 2015 - June 30, 2015

v’ Stability Period (SP) - The period following a measurement period
(and AP, if applicable) during which employees determined to
average 30 hours or more per week during a measurement period
are offered coverage

July 1, 2015 - June 30, 2016 Plan Year

& AFFORDABLE
CARE

ACT



Employer Mandate Reporting

Requirement

Payroll Records Number
of Hours Employee Works

July 1, 2014-
April 1, 2015

¥

Calculate employee’s
paid more than 30 hours

Measurement
Period

April 2015

b o

Annual Enrollment
packet provided to
employee’s eligible for
benefits

Administrative
Period

May 2015

¥

Employee’s eligible for
entire plan year

July 1, 2015-
June 30, 2016

Stability
Period




Employer Shared Responsibility
Look-Back Method

Ongoing Employees — Employees who have been
employed one “Standard Measurement Period’, ie;
July 1, 2014 (or earlier) through April 2, 2015

Will be included in Standard calculations.

 New employees, ie;
Hired after July 1, 2014

Will have an individual Initial Measurement Period
beginning on their start date.

FFFFFFFFFF



Employer Shared Responsibility
Look-Back Method: Ongoing Employees

 |f an employee works an average of 30 or more
hours per week during the period July 1, 2014 —
April 1, 2015, they are eligible for benefits for the
entire July 1, 2015 — June 30, 2016 plan year.

 |f an employee does not work an average of 30 or
more hours per week during the period July 1,
2014 — April 1, 2015, they are not eligible for
benefits for the entire July 1, 2015 — June 30,
2016 plan year.

 All other eligibility rules apply — Change in Status,
Special Enroliment, etc.

AAAAAAAAAA
CA



Employer Shared Responsibility
New Employees

 New employees will have an individual
consecutive 12 month Initial Measurement
Period beginning on their hire date;

* Followed by a 30 day Administrative Period to
offer and enroll for coverage,;

* Eligibility will continue for 12 months.

AAAAAAAAAA
CA



Employer Shared Responsibility
New Employees
Example:

2014 Hire Date December 1, 2014

Initial Measurement Period:
December 1, 2014 — November 30, 2015

Initial Administrative
Period:
December 1 — 31, 2015

Initial Stability Period:
2016 January 1, 2016 — December 31, 2016

 Transition new employee from “Initial” to *
“Standard” & @

« Measurement periods will overlap AFFORDABLE

ACT



Employer Shared Responsibility
Rehired Employees

 If an employee has a break in service of 13 weeks or
less (26 weeks for academic institutions), they can be
considered an ongoing employee.

« If an employee has a break in service of 13 weeks or
more (26 weeks for academic institutions), they can be
considered a rehired employee, with a new Initial
Measurement Period.

Special rules eixpply

Week O

‘ Ongoing employee Rehired
employee
!

Week 13 *
s, 20



Employer Shared Responsibility
Bona Fide Volunteers

« A Bona Fide Volunteer is any volunteer whose compensation is
limited to:

1) Reimbursement (or reasonable allowance) for reasonable
expenses incurred in service;

2) Reasonable benefits, including length of service awards, and
nominal fees, customarily paid by similar entities for volunteer
services

Maximum allowable is no more than 19% of market value/wage.

Special Issues

Adjunct Professors

Student Employees, other than work
study

Foreign Employment
On-Call Employees z

AFFORDABLE
CARE
ACT



Employer Shared Responsibility
Next Steps

Classify all employees per Archdiocese
classifications as soon as possible

 Ensure the Health Plan has an Information
Form on file for all employees

 Determine how hours will be tracked
beginning July 1, 2014

AAAAAAAAAA
CAR



IRS Fees/Reporting

VRS




- W-2 Reporting

157

=providec

-] 010 SOSU O C€1Tiproye

msurance In Box 12, Code DD

« Amount reported is not taxable income

* Include portions paid by both employer and employee

 IRS provided chart to show what items to include/exclude
(attached)

Methods to calculate “cost”

« COBRA rate (less 2% ): Use methodology used to set COBRA
rates

 Premium Charged Method: Use premium charged by insurer for
the employee’s coverage (e.g., employee, family) for each period

Temporarily delayed for self-funded plans not subject tq
Federal COBRA
« May change by future guidance

 Wouldn’t be required until tax year beginning at least 6 months
after guidance issued

\f=/7 €

G Gallagher Benefit Services, Inc.
thinking ahead




Marketplace Exchanges

Individuals

Small Employers

Large Employers

CHOICE POOL

(I

Platinum Plan

L
7p)
<C
(a 8]
(11
-
=
o
-
Ll
-
o
<
—
-
=
L
-
£
N
=
O
o

8

Catastrophic Plan

S —

60%

70%

80%

90%

Under 30 yrs
old



Individual PenMﬂX

Penalty amount is the greater of*:

A

Penalt Year Flat Dollar Amount** % of Household
"I : (max of 300 % for family) Income

¢ m) ﬁé%l . 2014 e $95 * 1.0
- | #2015 e $325 ¢ 2.0
ITRRRLnnn A 2016 . $695 . 2.5
| * After 2016 * $695, indexed for 2.5

inflation in $50

increments

*Capped at the national average of the annual cost of a bronze level health insurance plan, for the
family size, offered through the state exchange.

**Halved for dependents under age 18 (but do not halve when determining 300% cap on dollar amount
for those NOT insured by taxpayer)

G Gallagher Benelit Services, Inc.
thinking ahead



Fees

» Patient Centered Outcomes Research Institute Fee
— $1 per average number of covered lives for 15t year
 Built in to rates/budget
— Due July 31, 2014 for plan year July 1, 2012 — June 30, 2013
« Transitional Reinsurance Program Fee
— $5.25 per month ($66 per member per year) for 2014
« Decreases to $44 per member per year in 2015
 Built in to rates/budget
— Due in January 2105 for the 2014 calendar year

* AFFORDABLE
CARE

ACT




IRS Reporting-6055 and 6056

6055 Minimum Essential Coverage (MEC) Reporting

* Plan sponsors must report to both IRS and
Individuals

* Must generally report: Name, address and EIN of
the reporting entity; name, address and TIN (or
DOB) of each primary insured/employee covered,
name and TIN of each individual covered under
plan; and the months in which each covered
Individual was enrolled

« Due dates for 2015 calendar year:

— To IRS: February 29, 2016 (or March 31, 2016
for electronic filers (which is required if more
high-volume filers)

— To individuals: February 1, 2016 (because
January 31, 2016 Is a Sunday)




IRS Reporting-6055 and 6056

6056 Applicable Large Employer (ALE) Reporting

Plan sponsors with 50 or more full-time (equivalent) employees must report to both IRS and
Individuals

Must generally report:
— Name, address and EIN of the ALE member and contact information;
— Certification as to whether ALE member offered the opportunity to enroll in MEC;
— Months during the calendar year during which coverage under the plan was available;

— Each FTE’s share of the lowest cost monthly premium (self-only) for coverage
providing minimum value

— Number of FTEs for each month during calendar year, and their name, address and
TIN, and the month(s) during which they were covered under the plan

Due dates for 2015 calendar year:

— To IRS: February 29, 2016 (or March 31, 2016 for electronic filers (which is required if
more high-volume filers)

— To individuals: February 1, 2016 (because January 31, 2016 is a Sunday)



Hartrord Personal Healt
Application

e Used for Voluntary Supplemental Term
Tharnk youfor dheosng The Hariford  All sections of dhis formoanwst he conpleted and red eived by The Hanford within 30 days Llfe °
of the: signature dube . . . .. o .
T e e eV * During initial enrollment period
corpkte frmreril remlt ina delay inproc essivg wur exnployee’s Tequest fr i nee .
Section 1: Employer Detaile (2 ¢ comprleted by Engloyer) PLEASEPRINT CLEARLY L4 I n a m O u nt Ove r S 100’ OOO fo r
Enployer Mailing Address [ Smeet, City, Rate , Tp Code):

Enplhyer Hare: ARCHDIOCESE OF MM HEALTH FLAN Polic y Humber: 302230
Berefte Comtact Hame (Firet, Last):

Division i appiicoble) :
e T * |n amount over $30,000 for

PERSONAL HEALTH APPLICATION

Section I: Employee Detaile (32 e completed By Enployer) PLEASE PRINT CLEARLY
Engpbyes Hume (First, MI, Last): Spouse
Base drrnal Farmirgst Bocial Security Horrber: - - Date of Hire (meiddfonnd: f !

*Base aromal earrings as described inthe cortractwih The Hartford.

— * After initial enrollment for any

Cheds the applicablk bozges) i eachrow to re ect the spplicart’™ cumert coverage ard newr election
+  Enter the armount of sy existing coverage (inchidivg Guars ntee Ieme (GI#* in Curment Coverage. Fleace inchde the amrent

e e e e o amount above the Basic Life

+  Enter the arnount of Additional Coverage Roegueted that require < re dic al nnderar itivg.
+  Enter the Total Coverage Avuountd that willbe inforce ifthe additivral ¢ owrage Tequested & spprowed.

+ iﬁe?muﬁﬂﬁ!gﬁ&ﬁﬁmﬂﬁipmdarﬂd.oesmt}nve cume pt coverage the ywrillbe resporedle for I n S u ra n Ce a m 0 u nt Of S 1 5’ OOO

Cumrend Coverage Addiumal Coverage  Total Coverage Aruoumt
@nchading GT Arnount) Requested H
Life Fsurnee Cover ge By ail amowets a5 dollas. Fuwlade Pasie Life Cliyvent Coverzge Anmumt o Ca rrler my deny Cove rage
EVER IF T FEQUESRNE TES ¢ OVeIagE DY,
¥

O  Empbyee Bacic L ife 3 k3 .00

O  Ewpbyee Applene alor VohutayLife 3 ¥ § 0.00

O spouse Basic Lif 3 ¥ ¥ 0.00

O Soouse Suppkmertsl or Volirtary L ife ¥ ¥ 2 0.00
Disahility Fusuramn € Coverage Frater Qf o oweats a5 Eallars

O Short Term Disahiling F0.00
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