WELCOME TO
OPEN ENROLLMENT
FOR

CALENDAR YEAR
2012




2012 REOQUIRED FORMS
for Open Enrollment

1. Cafeteria Plan Election Form:
required for Flexible Spending Account

Participants ONLY
(See slides 301 45 for more details)

2. Vision enrollment form: required by all employees electing vision
coverage. UCA has new vision insurance carrier. Enroliment in
2011 vision plan will not automatically rollover to 2012 vision plan.

(See slides 461 49 for more details)

Additional insurance forms needed ONLY if you are:

A Enrolling in a plan for the 1st time

A Declining a plan in which youobve
A Adding a dependent

A Deleting a dependent
DEADLINE FOR COMPLETED FORMS
NOVEMBER 10, 2011




Where can | find the Cafeteria Plan
Election form?

This election form can be found on the UCA
Human Resource website,

http://www.uca.edu/hr/benefits/fsaelectionform2012.pdf

A Print out form

A Complete form and bring to UCA Human
Resources in 10@/ingoHall by November 10,
2011.


http://www.uca.edu/hr/benefits/fsaelectionform2012.pdf

The remainder of this slide show Is a review
of Calendar Year 2012 insurance plans.

For Calendar Year 2012 there will be no plan
design changes on the insurance products;
however, the new vision plan offers two plans
0t dzNLJX S 3 DNJ eouo ¢ KS
RSONKIaS o60é o> YR 0K
decrease by 25% from the current 2011 plan.
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mailto:HumanResources@uca.edu

Gap Plan for 2012

The Gap Plan continues for 2012 with no plan design
changes nor premium changes from 2011.

A gap enroliment form g0t required this year unless you
are:

fenrolling for the first time,
Aleclining for 2012,
fadding or deleting a dependent.

All changes must be completed prior to November 10, 201
and will become effective January 1, 2012.
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A Gap is administered by the UCA Human
Resource Office. Gap offsets partial health
Insurance deductible expenses.

A Available to fulltime benefits-eligible
SYL)X 28SSa ¢gKz2 KIFgsS |
Insurance coverage with United Health
Care.
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A Reimburses employee and dependent (if
applicable) a maximum of $500 per
calendar year for claims applied to your
$1000 deductible with United Health
Care.

ADOES NOdpply to the first $500 of the
$1000 deductible, only to the second
$500.



How To File a Gap Clain g

Attach an EOB (explanation of benefit form) fromnr
United Health Care to a gap claim form and senc
to the UCA Human Resource Office prior to Marr
31 of the year following the date of service.

AJnited Health Care mails EOBs to you after they process
claims or visitwww.myuhc.comand print EOB.

AThe Gap claim form can be acquired from the HR office or
Human Resources website under benefits.

AViarch 31, 2013 is deadline for 2012 gap claims.



http://www.myuhc.com/

Example of Gap claim form

University of Central Arkansas GAP
201 Donaghey Ave. CLAIM FORM
Conway, Arkansas 72035 PLEASE RETURN TO HUMAN RESOURCES

EMPLOYEE INFORMATION

Employee Name

Social Security Number Date of Birth

Street Address

City & State

Telephonet

PATIENT INFORMATION

] Self [0 Wife/Husband ] Child

Patients Name

Date of Birth Sex Date of Service

Is thisclaim the result of a work related illness or injury?] Yes [0 No
I f y es, pl ease file with workersd compensati on

Attach the Explanation of Benefits (EOB) from the insurance carrier.

Please Sign andate Below
I certify that all information provided is correct and the claim(s) submitted are for myself or members of
family who are eligible. | authorize release of all information contained on this claim to my plan sponsol

Signature Date

http:/Mvww.uca.edu/hr/documents/Gap _Claim_Form.p


http://www.uca.edu/hr/documents/GAP_Claim_Form.pdf
http://www.uca.edu/hr/documents/GAP_Claim_Form.pdf

MONTHLY PREMIUM

FOR GAP
@

12 Month 9 Month

Employee Only $0 $0
Employee Plus One $10.00 $13.33
Family $10.00 $13.33



Example
Of Gap
Enroliment
Form

This enrollment form
can be found on the
UCA

Human Resource
website,
http:/Mvww.uca.edu/
hr/documents/gapenr
ollmentform.pdf

Choose
Enrollment/Change
form

Print out form

Complete form and
bring to UCA

Human Resources in
106Wingo Hall

GROUP ENROLLMENT FORM
University of Central Arkansas FOR HOSPITAL GAP PLAN
201 Donaghey Avenue

Conway, AR 72035

q Enroll O Address Change O Decline
O Cancel © Name Change ) \
O Change Date of Change o/- 0/'(');‘
[ PROPOSED INSURED ]
Doe John R{an
LAST NAME FIRST NAME FULL MIDDLE NAME SUFFIX
239 10-23-£8 M 123-Y45- 772
AGE DATE OF BIRTH Gender SOC SEC NUMBER
128 ABC Sitreet  Conway AR 72082
STREET ADDRESS CIryY k| STATE ZIP CODE

8o, 555- 855586 B0b 6oe- LOCL

HOME PHONE NUMBER WORK PHONE NUMBER

DATE OF EMPLOYMENT OCCUPATION E-MAIL ADDRESS

SELECT PLAN DESIRED

D EMPLOYEE ONLY $0 [E’ EMPLOYEE & FAMILY S$10.00/MONTH FACULTY & FAMILY $12.00/MO
(10 MONTHS)

| DEPENDENTS ]
Spouse/Name 3'@_\\6_ M. Dme Sex F Date of Birth 601— 72_@er Cancel
Child/Name Sex Date of Birth Enroll Cancel
Child/Name Sex Date of Birth Enroll Cancel
Child/Name Sex Date of Birth Enroll Cancel
If more space is needed, please continue on the backside of this application
AUTHORIZATION

I hereby enroll, add or change, as checked above, coverages of group insurance for which I am eligible. I authorize my employer to deduct my contributions, if any,
from my pay. I have decided, after understanding and careful thought, not to take advantage of the other unchecked coverages for which I am eligible. I understand
that proof of good health will be required for me and/or my dependents if I decide to apply for any available coverage 31 days after the date of eligibility. Such proof
will be at my own expense. ANY CHANGES REQUIRES WRITTEN NOTICE. To the best of my knowledge and belief, the statements and answers shown in this
application (first page and, if applicable, the second page) are true and complete. I understand and agree: a) that the Company may rely upon such answers as the basis
of my contract; and b) that no coverage will take effect until a Policy or Certificate is issued. I understand that “pre-existing conditions” are generally not covered
under the coverage(s) applied for. Ishould read my Certificate for a more detailed explanation of the pre-existing exclusion or limitation, if any. A new Pre-Existing
Condition period must be satisfied with respect to any increase applied for and approved by the Company.

WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer; makes any claim for the proceeds of an insurance policy
containing any false, incomplete or misleading information may be guilty of insurance fraud.

%@ibru Pec. 10-01 -7
SIGNATURE (Applicant) DATE

RFEVISFD 12/5872005



http://www.uca.edu/hr/documents/gapenrollmentform.pdf
http://www.uca.edu/hr/documents/gapenrollmentform.pdf
http://www.uca.edu/hr/documents/gapenrollmentform.pdf
http://www.uca.edu/hr/documents/gapenrollmentform.pdf

UnitedHealthcare

IﬂJ A Unitedrealth Group Company

UCA Open Enroliment

January 1, 2012



Group Health Insurance

United Health Care will continue to be the UCA group
health insurance carrier for 2012 with no plan design
changes nor changes in premiums over 2011.

A health enrollment form iqnot required this year unless
you are:

fenrolling for the first time,
Aleclining for 2012,
fadding or deleting a dependent.

All changes must be completed prior to November 10, 2C
and will become effective January 1, 2012.
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Group Health Insurance is available to full
time benefits-eligible employees and their
eligible dependents.

Children are eligible until age 26 regardless
of student status If the child is not eligible
for benefits with his/her employer.



UHC SummaryMost Common Services

DEDUCTIBLE
2 x Family (per calendar year)

COINSURANCE
Out-of-Pocket Limits (in addition to
deductible)

2 x Family (per calendar year)

Lifetime Maximum Benefits

$1,000
20%

$2,000

No Maximum

$2,000
35%

$10,000

$2,000,000

PRIMARY CARE PHYSICIAN Office Visit
SPECIALIST OFFICE VISIT

EMERGENCY ROOM VISIT

EYE EXAMINATION
(ONE VISIT PER 24 MONTHS)

INJECTIONS RECEIVED IN
PHYSICIAN’S OFFICE

Rehabilitation Services Qutpatient Therapy

Chiropractor 24

SERVICES VISITS/CALENDAR YR -
Physical Therapy 20
Occupational Therapy 20
Speech Therapy 20
Pulmonary Rehab 20
Cardiac Rehab 36

$20 CO-PAY
$35 CO-PAY

$100 CO-PAY

$20 CO-PAY

$20 CO-PAY unless the total cost
of injection is less than CO-PAY

$20 visit
$20 visit
$20 visit
$20 visit
$20 visit
$20 visit

DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE

$100 CO-PAY

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE



Continuation of UHC SummakyMost Common Services

PREVENTIVE CARE SERVICES
Well-Baby Office visit (under 2 years old)
Well-Child Office visit (ages 2-18)
Well-Man Office visits

Routine Mammograms

Immunizations *** (unless total cost of
injection is less than CO-PAY)

OUTPATIENT SERVICES

OUTPATIENT SURGERY

OUTPATIENT THERAPEUTIC
TREATMENTS

DIAGNOSTIC SERVICES

CT SCANS

PET SCANS

MRI’S

NUCLEAR MEDICINE

HOSPITAL - INPATIENT

AMBULANCE SERVICES (emergency only)

GROUND & AIR

PRESCRIPTION DRUGS
TIER 1
TIER 11
TIER 111
MAIL ORDER

PCP SPECIALIST
$20 CO-PAY $35 CO-PAY
$20 CO-PAY $35 CO-PAY
$20 CO-PAY $35 CO-PAY

Paid in full by UHC

##%%§20 CO-PAY 835 CO-PAY

DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE
NO CO-PAYMENT FOR:

LAB/RADIOLOGY/XRAY
MAMMOGRAPHY TESTING

$100 COPAY + DEDUCTIBLE +
20% COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

$10 CO-PAY
$35 CO-PAY
$50 CO-PAY
90 Days/2.5 CO-PAY

DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE
DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE

DEDUCTIBLE/COINSURANCE




UHC Network

A UHC does not require referrals to specialists
A UHC does not require that you name a PCP

A ALL Hospitals in Little Rock are In-Network
except the VA hospital

A Conway Regional Medical Center is In-Network



UHC Website i www.myuhc.com

A wide range of information can be found on
the UHC website; such as:

Benefits Health Information
A Check Claims Status A Treatment Cost Estimator
Srint EOBS A Live Nurse Chat (24 Hours)
Review Eligibility A Health Assessment
A Research Health

~ind Network Providers Conditions, Symptoms and
Print Temporary ID Card the Latest Treatment

_ook Up Prescription Drugs ~ ©Ptions
A Mail Order Prescriptions

Do To o To I




Monthly Health Insurance Premiums

for 2012
12 Month | 9 Month UCA Pays
Staff Faculty

Employee| $51.00 $68.00 $319.60

Only 86%
Employee| $272.00 $362.68 $469.19

Plus One 63%
Family $432.98 $577.32 $615.81
58.7%
Special $202.06 $269.42 $846.73
Family 80.7%




Example of
United Health
Care form

This enrollment form
can be found on the
UCA Human
Resources website,
http://www.uca.edu/h
r/documents/uhcenrol

Imentchangecancellat

lon.pdf

Choose UHC
Enroliment/Change
form

Print out form

Complete form and
bring to UCA Human
Resources in 106
Wingo Hall.

Example- -

speed enroliment process, please D«

LNange i \ange
A. Employee Information . - .

John H- Doe’
el - 2231111 ol - 6b-7777
Status_g@Mared " o-1-8a

AR o458 WuSA

FaulkKaer

x DPoe Janes N

(23 45 (7 890 &) g Speuse

B. Family Information

Dependents to be envolled

Benefit Level'Class Code

X

*IMPORTANT Please use the UnntedHealthcar ecto ) : Aa ‘: ar sz F s
dependents for UnitedHealthcare Select and Sele o 1} ' « ep : ‘,” e e e T
MEDICAL BENEHTS DENTAL BENEFITS IFE INSURANCE PR / rdthE’Lé)r:LEvR

No Medical Coverage
complete Section

OVERTURE PLAN DESIGN (Chech

Group # Plar Medica __# Reporting Medical Department #
v s r
ariat Denta Code Jental
. = = -
New Enroliment/Additions: (Chec . yttged— 1 Cancellations ast Date of Employmen
Date of Hire Req te of Coverage : RA Requested Effective Date of Cancellatior
' —Ffect ( : yverag
re tus Chanae | S Flectic 3 2l 8 1 )

New Hire Status Change ) — ey ek Rt ahave-~ SactuniB

Return from Leave/Layoff . )

Birth Marrnage Adoption (attach legal a ; ] s N

ot or r > n nt (attach documentation) eat Employee Te \ated
Court ordered dependent (atta document s

o ndent reached student/dependent max age

COBRA/Continuation start date stop dge”” P

Annual Open Enroliment Requested Eﬁgf@le Date of Enroliment - he es - e
Product Selections — Check all tha’l‘ﬂéfy“ Unior N non NG \Q alanied Hourly Active Retire Date

UnitedHealthcare Choice+” - 4 ;)rwrm}tﬂ:a’:::: .1:»? u\' .) '~ Plus UT,AL »"1: ’?: e

iinariaasisetys SoNeY ‘J‘. lfe\,’.:{id iy o Ot 80/80 ".(;,’;Q'.{JH;? are Dental Options PPO*

UnitedHealthcare Mag d Indemnit
UnitedHealthcargg ect Plus*
UnitedHealtt 3 Overture® Package (A-S

+Provided b tedHealthcare of Arkansas, Inc

~Provided by United HealthCare Insurance Lompany

ntedMeglthcase Dental Select DHMO***

*Dental Bedefiys provided by Dental Benefit
nc.. ang e es

bl

Providers


http://www.uca.edu/hr/documents/uhcenrollmentchangecancellation.pdf
http://www.uca.edu/hr/documents/uhcenrollmentchangecancellation.pdf
http://www.uca.edu/hr/documents/uhcenrollmentchangecancellation.pdf
http://www.uca.edu/hr/documents/uhcenrollmentchangecancellation.pdf

Example
Continued

y .
Applicant Name J'QM%QA

EMPLOYER REPRESENTATIVE: To ensure accurate processing of application, 1) please review all sections and confirm employee
yppropriate information. 2) Complete section D. 3) Please provide your signature and today’s date.

ATTEN'
complet

Signature Date
Employer Position N Phone Number
E. Other Medical Coveray= lnformation / Waiver (This section must be completed) /
Have you or your dependents hathdRgather medical coverage in the last 12 months? CYES ©1NO Will this coverage be t ed? O YES NO
Insurance Company Name (use extr {erif needed) Jjoverage Start Date Coverage Date [ If Yes, Date

——

Plicy O Medicare/Medicaid (! Other .
“d\a;g of birth and Social Security # of policy holder /

Employee’s relationship to policyholder Names of family = bees with other continuin dicargorerége (lhcluding Medicare)

Coverage type: C Group Policy Indivi
Is this coverage through your spouse’s
employer? o YES © NO If yes, please
provide employer’s name

Medicare effective date Reason for Medicare eligibility:
Parts A&B . Over 65 Disabled 1 Kidney Disease

T3 ! decline to enroll for this coverage for myself, my spous'
Ge

0 Existence of other health coverage (1 Spousal co
Check one of the above boxes, then read and sig

and desire to participate in th

placement for adoption, | may be able to enroli 5
adoption, or placement for adoption. | have 552
~

Date Signed

F. Medical Resear~u Studies / Additional
Products & Szrvices

1 Please d end me information regarding medical research studies.
0 Pleagffd6 not send me information regarding additional products and/or services.

Signature (Form must be signed)
S|

I confirm that the information | have provided on this form is complete and accurate.

I understand that the health benefit plan that | have selected provides reimbursement for certain medical costs, which are more fully
described in the current Certificate of Coverage or Summary Plan Description. | understand there may be instances where treatment
decisions made by my physician or me or medical expenses which | have incurred may not be covered by my health benefit plan.

| understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health
products or services that might be valuable to me and otherwise as permitted by law. | understand that you may combine that information
with other information so that it is no longer individually identifiable and use it for commercial and other purposes.

I acknowledge that | have received the “Important Information” statement which is included on the back of this form.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in
an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Date bjg}pd Employee Signature w 1

Spouse Signamreﬁi;
possible) and applicablegs

White - Health Plan Copy Canary - Employer Copy Pink - Employee Copy



Arkansas
BlueCross BlueShield

University of Central Arkansas
2012



Arkansas
BlueCross BlueShield

Blue Cross Blue Shield of Arkansas will continue to be the UCA
group dental insurance carrier for 2012 with no plan design
changes nor changes in premiums over 2011.

A dental enrollment form isnot required this year unless you
are:

fenrolling for the first time,
Aleclining for 2012,
Aadding or deleting a dependent.

All changes must be completed prior to November 10, 2011 and
will become effective January 1, 2012.
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Arkansas

BlueCross BlueShield

Group dental insurance Is available to ftllme
benefits-eligible employees and their eligible
dependents.

Children are eligible until age 26 regardless of
student status If the child is not eligible for
benefits with his/her employer.



Arkansas
BlueCross BlueShield

An Independent Licenses of the Blus and Blue Shield Association

SERVICE BASE PLAN ENHANCED PLAN

Diagnostic & Preventive Services: 100% 100%
RoutinePeriodonticExams (No Deductible) (No Deductible)
X-Rays
Fluoride Treatment
Prophylaxig(Cleanings)

Sealants

Basic Services: 80% 80%
Fillings (After Deductible) (After Deductible)
Endodontic§fRoot Canals)

Simple Extractions
Nonsurgical Periodontig&sum Treatment)
Oral SurgerySurgical Extractions)

Major Services: NO COVERAGE 50%

Inlays, Onlays (After Deductible)
Crowns Bridges

Dentures, Full or Partial
Surgical Periodontics

Implants
Orthodontic Services: NO COVERAGE 50%
Diagnostic, Active, Retention Treatnten (After Deductible)
(Limited to Eligible Dependent Children Under Age 19)
Deductibles & Maximums: $50 Per Cal. Yr. Ded. Per Mem. $50 Per Cal. Yr. DedRerMem.
(3 x Family Maximum) (3 x Family Maximum)
$1,000 Per Cal. Yr. Max. Per Mem. $1,000 Per Cal. Yr. MaPerMem.

$1,0000rthodontic Lifetime Max. Per Menr
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N

Arkansas

BlueCross BlueShield

AbSg SYLI 28S5Sa N5 SONMAERA O
first of month following 90 days of employment.

A9YLX 28SSa Yle Y2@S 02 asS
2y aolasSe LI IFYyO

A The annual deductible is $50.00 per person.

A The calendar year maximum is $1,000.00 per person.

A The orthodontic lifetime maximum is $1,000.00 per
child.




A Predetermination:

For services over $300, it is suggested to have your
dentist file for a predetermlnatlon of benefits prior
to rendering services.



Arkansas
BlueCross BlueShield

Monthly Dental Premiums foBasePlan

12 Month Staff 9 Month Faculty UCA Pays
Employee Only $0 $0 $15.05
Employee/Spouse $11.14 $14.86 $16.74
Employee/Childfen) $11.14 $14.86 $16.74
Family $31.72 $42.30 $22.98
Special Family $13.68 $18.24 $41.02

Monthly Dental Premiums foEnhancedPlan

12 Month Staff 9 Month Faculty UCA Pays
Employee Only $0 $0 $28.41
Employee/Spouse $21.70 $28.94 $32.57
Employee/Childfen) $21.70 $28.94 $32.57
Family $54.16 $72.22 $39.23
Special Family $23.35 $31.12 $70.04



Example of
Blue Cross
Blue Shield of
Arkansas
form

This enrollment form
can be found on the
UCA Human Resource
website,
http://www.uca.edu/hr/
documents/dentalapp
replacement.pdf

Choose Blue Cross
Dental Application &
Change form

Print out form

Complete form and
bring to UCA Human
Resources in 106
Wingo Hall.

Biul ms(]rl?:s Rlucshicld DENTAL APPLICATION AND
A plat . et CHANGE FORM
PLEASE COMPLETE AREAS BELOW — PLEASE PRINT
1. LAST MAME FIRST MAME INT.| DATE OF BIRTH | SEX |SOCIAL SECURITY MO. OFFICE USE ONLY
APPLICAMNT LD .M.
M. DAY YEAR
ADDREESS OF APPLICANT [Sireel) [y} [State) (2P Group No.
2. CURRENT EMPLOYMENT INFORMATION GROUP# MARITAL STATUS Effective Date
EMPLOYER'S MAME 0 SINGLE O MARRIED
O DWORCED O WADCAED PLH. |PEG. | CH | RSN |WWW2
DATE OF HIRE | DEPT | cLoCK No | occurPaATION|3. BENERIT SELECTION
0O Incisicual 0O Employea/Spouse Comment
O Family — et st taisws 0 Emiployes/Childiren)
4. CURRENT INSURAMNCE INFORMATION OTHER INSURANCE INFORMATION
Arcansas Blue Cross Dental Pollcy #: Do you or any member of your family cowered under this
apphcation hawe ofher dental msurance with another insurance
Arcans3as Blue Cross Health Pollcy #: company? MO
Health Advanfage Health Member #: 0 ¥ES — List Mame of company and policy numier

5 CHANGE COVERAGE AS INDICATED BELOW

O CHAMGE TO INDIWVIDUAL DUE TO: O CHAMGE TO FAMILY DUE TO:
Q Death — Date: Q Mamiage — Date:
O Divorce — Date; Q Other — Explain:
Q Ofher:

{If dependents are to be covered, lIst In Section 6)
O CHAMNGE MY MAME TO (AS SHOWN ABOVE) FROM:

6. CHAMNGE IN DEPENDENT STATUS

add [DeleteLasT MamME FIRST MAME M. IIT)] Birhdate | Retationship | Sax S5N Date of RE3EDN
Change {for deletion oniy)

gjojo|ojo
gojo|loo

m | |

AUTHORIZATION & SIGNATURE

| understand that no benefits for services of any kind are provided for freatment that was received prior fo the effective date of
my dental coverage.

| do hereby authorize any dentist, hospital or ofher provider of medical services or supplies fo make available to Arkansas
Blue Cross and Blue Shield upon reguest any and all medical records and facts pertaining to us and our physical condition.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for nsurance is guilty of a crime and may be subject to fines and confinement in prison.

Print Mame of Applcant Signature of Applicant Dafe

Print EmployerfGroup Representafive Signature Employer'Group Representative Date

10-20 RET3


http://www.uca.edu/hr/documents/dentalappreplacement.pdf
http://www.uca.edu/hr/documents/dentalappreplacement.pdf
http://www.uca.edu/hr/documents/dentalappreplacement.pdf

DATAPATH

Section 125 Cafeteria Plan

DPAS



DATAPATH

DataPathwill continue to be the UCA group Section 125
Cafeteria Plan carrier for 2012.

An election form isot required this year unless you are:
fenrolling for the first time,

Adeclining for 2012,
Aoarticipating in a flexible spending account.



Purpose of Section 12& Cafeteria Plans

Cafeteria Plans provide tax savings (Federal, State, and
FICA) to the employee through payroll deduction on the
following items

Premiums:
A Premiums deducted for qualified insurance plans.

Out-of-Pocket expenses:

A FlexibleSpending Accour{FSA) foestimated medical care
expenses for next calendar year (premiums not inclyded

A Flexible Spending Accoufi®SA) foestimated dependent care
expenses for next calendar year.



More About The Tax Savings

When you participate in a Flexible Spending Account (FSA) and
the Cafeteria Plan for qualifiladsurancepremiums,your paycheck
Is affected in the following manner.

A insurancepremiumsor FSA election are subtracté@m your gross
wages before taxes are computed amelducted,

A reduces the amount you spend each pay check on State taxes,
Federal taxes, and FICA,

A the less you pay in taxes increases your tagmedollars.



What I1s a Health FSA?

A Employee estimates annual medical expenses not covered by the insurance
For example: medical gmays and deductibles, dental and vision expenses, anc
overthe-counter medications (with prescription only).

A Be conservative!l Any money remaining in your account after deadline of Mart
2013 Is not returned to you.

A ¢KS SELISYyaS Ydzzad o0S F2N) YSRAOIf OI 1
family.

A The expense must be incurred between January 1, 2012 and March 15, 2013
provides 14 %2 months.

A Claim form and receipts must be submittedRatapathby March 31, 2013.

Save Employees Federal, State, FICA taxes DPAS



Examples of some Qualifying Medical

Expenses?

A Routine Medical Care

A Prescription Drugs

A Overthe-Counter (Prescription required)

A Corrective Vision Expenses

A Dental and Orthodontia

A Medical Equipment DPAS
A CopaysDeductibles & Coinsurance

A X-Rays

A Lab Work

DATAPATH CAN PROVIDE A MORE
COMPREHENSIVE LIST



Examples of some Noe@Qualifying Medical

Expenses?

A Cosmetic Surgery (Enhancements)
A Dietary Supplements (Vitamins)

A Diapers

A Hair Transplants

A Insurance Premiums

A Personal Hygiene Products

DPAS

DATAPATH CAN PROVIDE A MORE COMPREHENSIVE |



What Is a Dependent Care Assistance Plan”.

DPAS

A The claim must meet the definition of employmenelated
expenses.

I Employee estimates owdf-pocket dependent care expenses
AYOdzNNBR gKAfS SYLX 2éSS ol Yy
gainfully employed.

I Be conservative! Any money remaining in your account after
deadline of March 31, 2013 is not returned to you.

I Expenses must be for the care of one or more qualifying
iIndividuals.

I Day care must be for dependent 12 years old or younger or &
disabled spouse or dependent.

I EXxpenses must incur between January 1, 2012 and March 1!
2013 (14.5 Months).

I Claim form and receipts must be submittedRataPathoy
March 31, 2013.




Dependent Care Providers

A Qualified Providers

| Day care services

I General purpose day camps
| Babysitters

I Preschool

A Non-Qualified Providers

I Overnight camps

I Cannot pay your spouse or any other dependent of yours
under the age of 19

DPAS



MAXIMUM ANNUAL CONTRIBUTIO

FOR FLEXIBLE SPENDING ACCOU

ADEPENDENT CARES,000.00

AHEALTH $5,400.00

DPAS



How do | get reimbursed for my Health FSA or my
Dependent Care?

I Submit claim form with receipts stating that the expense has been Incurrec
RIS YR RSAONALIIAZY 2F &aSNIAOSXZ
charged amount.

I For Dependent Care, reimbursemewtll not exceed the withholding from
your paycheck. For example, if $200.00 has been deducted from your
paycheck but claim is submitted for $250.0DataPathwill send
reimbursement of $200.00. Other $50.00 will be reimbursed once another
withholding has occurred from your paycheck.

i You can fax, mail, or complete online claim form &nl- U | t WwebskeQ &
Receipts are required.

I Claims are processed weekly and reimbursed by Direct Deposit or check.

I Instructions for FSA Account Access can be found at |
http://www.uca.edu/hr/documents/datapathclaiminstructionsfsamedicalrul
es.doc

I Weekly deadline : 12:00 Noon, Wednesday

I Annual deadline for 2012: March 31, 2013.


http://www.uca.edu/hr/documents/datapathclaiminstructionsfsamedicalrules.doc
http://www.uca.edu/hr/documents/datapathclaiminstructionsfsamedicalrules.doc

Example of
Flexible
Spending Claim
Form:

This election form can
be found on the UCA
Human Resource
website,

http://www.uca.edu/hr/b
enefits/lFSA Medical.D
CAP Claim Form.pdf

Choose DATAPATH
Medical/Dependent
claim form

Print out form

Complete form and fax
to DataPatralong with
receipts. Fax number
can be found at bottom
of claim form.

Flexible Spending Account
Request for Reimbursement
CLAIM FORM

Employer Name:
Lasf Firsf
Employee Name: 1 t SS#|
Street City State ZIP
Employee Address: PHONE | ( )
Email Address:

[ Please check if this is a neaddress

Please read the Reimbursement Account Rules and Claim Filing Instructions before completing this claim.
* Information below must be completed

MEDICAL EXPENSE CLAIMS

Date of Service Description of Claim
MM/DD/YY Patient Name Pat is&&# ( Relationship | Name of Provider Service Amount
$
$
$
$
$
$
$
$
$
Total: $
DEPENDENT CARE CLAIMS
Date of Service Dependent Dependent Gare Dependent Care Provider Claim
From To Name Age Provider Name Provider Address Tax |d#/SS# Amount
$
$
$
$
Total: $

EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT
| certify that the expenses for reimbursement requested from my accounts weediby me (and/or my spouse and/or eligible dependents), were not reimbursed by an
other plan, and, to the best of my knowledge and belief, are eligible for reimbursement under my Reimbursement Plans. | (or we) will not use the expense reimbur
through this account as deductions or credits when filing my (our) individual income tax return.

Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, administrator, or plan service provider,
files a statement of claim containing false, incomplete or misleading information may be guilty of a criminal act punishable under law.

Employee Signature: Date: / /

FOR FASTEST REIMBURSEMENT, FAX TO: 501.687.328®R TOLL FREE 1.888.472.6777
EMAIL TO : INFO @IDPAS.COM
ORMAIL TO :

DATAPATH ADMINISTRATIVE SERVICES
1601WESTPARK DRIVE SUITE 9,LITTLE RocCK, AR 72204


http://www.uca.edu/hr/benefits/FSA_Medical.DCAP_Claim_Form.pdf
http://www.uca.edu/hr/benefits/FSA_Medical.DCAP_Claim_Form.pdf
http://www.uca.edu/hr/benefits/FSA_Medical.DCAP_Claim_Form.pdf

LIMITATIONS:

If an employee participates in this program the following change
arenotl f f 2SR 02 0KS ntd¥Yplahwa:SSQa
I Enroll in a benefit forsttime

I Cancel a benefit

I Add dependent to a benefit

I Terminate dependent from a benefit

A Unless employegasl @ f AR aljdz t AFT&AY S
are explained on next sliddf a qualifying event occurs, insurance
change forms must be completed and submitted to Human
Resources within 30 days of qualifying event.

DPAS



What are Qualifying Events?

A Family Changes:
Birth or Adoption
Death
Marriage
Divorce
Dependent becomes ineligible for insurance plans.

A Job Changes:

New job
Job ends
Move from fulltime to parttime. DPAS



Example of
Cafeteria Plan
Election form

This election form can be
found on the UCA Human
Resource website,

http://www.uca.edu/hr/ben
efits/fsaelectionform2012.

pdf

Choose DATAPATH
Election form

Print out form
Complete form and bring

to UCA Human Resources
in 106Wingo Hall.

University of Central Arkansas

123-45-(189 Doe, John A.

Social Security No, Employee Name {Last, First, M)

123 ABc St Conway AR 72032

Address Ciry State Zip

Doe 123@uca.edu Staff 10-17=-11 _

Emadl Address Staff/ Faculty Hire Date

| hereby autherize and direct University of Central Arkansas to reduce my carnings in the amount necessary to fund my
flexible spending account(s) and Health Savings Account (HSA) as indicated below. | understand such reductions. cons dered
elective contriutions under the Plan, will start with my first paycheck dated after the offective date o7 the Plan. [ understand
that the purpose of this program is to allow employees to select qualifizd benefits within the guidelines ol the Intemal Revenue
Code [ also uniderstand the flexible spending account (FSA) plan{s) well allow me to be reimbursed for out-al-packes medical,
dental, vision, and'or depeadent care expenscs and effective Janwary 1, 2001, out-of-pocket medicnl exgenses will so beaer isclude over-the
counser medicines unless first prescribed by o phissicinn xod filled s po o iption.

Premium Only Plan

Lﬁ’l wish to sortinae pretaxing my nsurance Premiums

_| I donot wish 1o pre-to ny Insunance Promuns

| S50 R et

B e R RREAT T G RS
R = R e

B,l chonse a check for my payment methodd.

[ choose Direct Depaosit for my payvment methoil. ﬁmum Date for Flexible Spending:

I understnnd this sulary reduction agreereat will somain in ffect and canno! be revoked or chanped curing he Pl year. unless e
revosation and new electon are ot accouat of and concsistent with o change ir family stavws. | herehy cemily the above mrzsston o o

oorrect and true mm:l chease (o participat
e 1Q=1T=01"

Signature

Direct Deposit Tnfarmation

Routing 'ransit Namber Account dumber
(A mioe: boacs must be filled. » tInclud: hyphens, byt not spaces and special symbols)

BN NN NN 0 O

------------------------------- ATTACH A VOIDED CHECK HERE. ——----mn =
DO NOT attack a Deposit SEp because deposiv sips do uaf show fie necessary informerton.

dl choese not to participate in the Flaxible Spending Account Elections plan

Date lQ"| 1" l‘

Sugnaum: .


http://www.uca.edu/hr/benefits/fsaelectionform2012.pdf
http://www.uca.edu/hr/benefits/fsaelectionform2012.pdf
http://www.uca.edu/hr/benefits/fsaelectionform2012.pdf

Any Questions concerning
Flexible Spending Accounts may
be directed to the following:

Customer Service: 1877-6850655 OR 1501-687-6954

www.ldpas.com

Email: info@idpas.com

) PAY


http://www.idpas.com/

O, A Superior Vision®

Our Members. Our Mission,

Superior Vision Services, Inc.

P. O. Box 967

Rancho Cordova, CA 95741

1-800-507/43800  www.superiorvision.com find a provider

Superior Vision has been chosen as the new vision plan
provider for UCA for calendar year 2012. Previously, UCA
had one vision plan option, but during 2012 two plan options
are available, thePURPLE PLAN or the . The
purple plan offers more benefits than the current 2011 plan
with a 3% rate reduction from current rates. The gray plan
offers the same benefits as the current 2011 plan with a 25%
rate reduction.



http://www.superiorvision.com/

Services/Frequency:
ocEXams

o-rames

wContact Lens

CoPays:

wExams

wMaterials

wContact Lens Fitting

. A Superior Vision®

Our Members. Our Mission.

PURPLE PLAN

12 months
12 months
12 months

$10.00
$20.00
$10.00

12 mont
24 mont
12 mont

$10.00
$20.00
$10.00

NS
NS

NS




O, A\ Superior Vision®

Our Members. Our Mission.

OQUTLINE OF BENEFITS

PURPLE PLAN

Benefits: In-Network
uExams Covered in Full
wFFrames $150 retail allowance
wContact Lenses $150 retail allowance
ulLenses (Glasses)

eSingle Vision Covered in Full

eBifocal Covered in Full

eTrifocal Covered in Full

eProgressive Covered at lined trifocal level

elLenticular Covered in Full

In-Network

Covered in Full
$130 retail allowance

$120 retail allowance

Covered in Full
Covered in Full
Covered in Full
Covered at lined trifocal level

Covered in Full



