[image: C:\Users\Ly Hayes\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Word\GNCS-logo-72dpi.jpg]
EMPLOYEE BENEFITS OVERVIEW FOR 2012


Health Insurance		3 Options to choose		Aetna Health Plans
Plan One:	HNO 2.5
$20 Office Visit/$40 Specialist					Employee Only		$89.77
$500 Copay per Inpatient Hospital					Employee + Child		$327.00
10.35.60 Rx Plan							Employee + Children	$327.00	
								Employee + Spouse	$297.92
								Employee + Family		$519.00
Plan Two:  	HNO 5.5
$25/$50 Office Visits						Employee Only		$57.92
30% Coinsurance for major medical items				Employee + Child		$243.00
High Dollar testing, Inpatient/Outpatient Hospital			Employee + Children	$243.00
10.35.60 Rx							Employee + Spouse	$231.46
								Employee + Family		$410.54

Plan Three:	CD 1.5 2000 Deductible
$25/$50 Office Visit						Employee Only		$44.54
10.35.60 Rx Plan							Employee + Child		$208.85
$2000 Deductible for Major Medical Services				Employee + Children	$208.85
$4000/$8000 Out of Pocket Maximum					Employee + Spouse	$198.69
								Employee + Family		$357.92

Dental Insurance		Plan One					Met Life
100% Preventative Services						Employee Only		$4..38
	x-rays, cleanings, fluoride treatments				Employee + Child(ren)	$17.05
80% Basic Services – After $50 Deductible				Employee + Spouse	$12.97
	Fillings, endo/perio, simple extractions				Employee + Family		$28.00
				Plan Two
Same as above but Major services					Employee Only		$7.50
Are included…Coverage at 50% after					Employee + Child(ren)	$25.71
$50 Deductible:  Crowns, Bridges, Dentures				Employee + Spouse	$22.75
								Employee + Family		$44.27
(These rates run from June 1, 2012 – May 31, 2013)

Short and Long Term Disability				Principal Financial Group
Short Term Disability		
12 week benefit							Good Neighbor contributes 50%		
60% of Salary up to $1000 weekly					of your rates and you pay the difference
Elimination period of 8 days sickness and or injury			through payroll deduction.  Rates vary
								Based on base salary
Long Term Disability	
90 day elimination period						Good Neighbor pays 100% of the premium
60 % of Salary up to $5000 monthly					However, premium will added into your
50% of salary up to $6000 monthly (Directors, Asst Dir., Clinicians)		total earnings at the end of the taxable year.
The reason for this is you will avoid paying income tax on this benefit if and when you go on claim.







Please circle which company you work for:
[bookmark: _GoBack]
                                Good Neighbor Homes, Inc.              Intensive In-Home              Mental Health               

2013 Cafeteria Enrollment Form

Employee Name:_______________________________________  SSN#: ________-______-________

Address:____________________________________________________City:______________________

State:________________ Zip Code:__________  Date of Birth:____________  

Date of Hire:________________________  Salary:___________________

Home Phone Number:__________________  Work Phone Number:______________________________

Email Address:_________________________________________________________________________
Qualified Benefit Election for Salary Reduction – I elect to allocate the following amounts on a Per Pay Period Basis to the purchase of the benefits listed below.  These include all the policy premiums and all additional fees incurred.
Group Medical:
  Plan One $________			Plan Two $__________		       Plan Three $__________

Dental Insurance
                                     Plan One (Low Option) $__________	Plan Two (High Option) $__________

Disability Insurance:
                                    Short Term Disability: $__________																	TOTAL $__________

Authorization to Participate:  I authorize my employer to reduce my paycheck by the total benefits amount shown above.  I have read and understand that all rates shown above include all administrative, billing and policy fees.   Further attest that I have received all SBC documents related to Healthcare reform.
Signature:______________________________________________________Date:__________________

Waiver of Participation: The benefits of the plan have been thoroughly explained to me and after careful consideration I have elected to NOT take advantage of this offer.  I further attest that I have received all SBC documents related to the Health Plan.

Signature:______________________________________________________Date:__________________
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