
Long Island Cares, Inc.
Premium Election Form

Personal Information


Benefit Elections   (Circle coverage elected and enter appropriate amount on total cost per month line.)


(Employee Cost Per Month*)

Name of Benefit Plans

Employee
Employee
Employee
Employee

To Be Offered


  Only
            & Child(ren)         & Spouse
& Family

____________________

$_____

 $_____

  $_____

  $_____

____________________

$_____

 $_____

  $_____

  $_____

____________________

$_____

 $_____

  $_____

  $_____

____________________

$_____

 $_____

  $_____

  $_____

* Amount after employer contribution is deducted



    Total Cost Per Month $__________

Salary Reduction Agreement

I have read and understand the explanation I have received regarding my options under the Long Island Cares, Inc. Premium Only Plan. I understand I have the right to have the company redirect my salary on a pretax basis during the plan year and apply this amount toward the purchase of the medical coverage I have designated above. I understand that my share of the cost of this coverage may be adjusted from time to time to reflect the change in rates charged by the carriers. I acknowledge that my election is irrevocable unless there is a change in my status. A change in status includes: marriage; divorce; death of a spouse or dependent; birth of a dependent; birth or adoption of a child; change in number of dependents; termination of employment or commencement of employment; a strike or lockout; commencement or return from an unpaid leave of absence; a change in worksite; or any change in employment status that affects eligibility;  a change in residence for me, my spouse or children; or my dependent either satisfies or ceases to satisfy requirements for coverage due to change in age, student status, or any similar circumstances; or a change in my or my spouse's employment status.

It is specifically the Participant’s responsibility regarding insurance premium reimbursement not to request anything that could violate the terms of their insurance policy.
I hereby apply for the options listed above. If necessary, I authorize Long Island Cares, Inc. to adjust my pay as required by my elections. I understand that the benefit options I have elected will remain in force from January 1 until December 31, unless my family status changes.

______________________________________________



_______________________ Employee Signature







Date

______________________________________________



_______________________ Company Representative







Date


Long Island Cares, Inc.
PREMIUM ONLY PLAN
Change and Revocation Form 

_________________________________________________________________________________

(Please Print)

1.   PERSONAL DATA
PLAN YEAR_____________            Soc. Sec. #__________________________

Name________________________________________________      Home Phone #_______________________


Address____________________________________________________________________________________                       

                                          (Street)                                                 (Apt. #)                              (City)                          (State)                            (Zip)


_________________________________________________________________________________

2.  Change or Revocation of Salary Reduction Agreement 

Please indicate the change in your Salary Reduction Agreement in the area below. If there is a status change event, change in cost/coverage or other-type change (judgment decrees, etc.) that is permitted under the Internal Revenue Code and Regulations, and which justifies a change in your Salary Reduction Agreement, you may change or revoke your Salary Reduction Agreement. However, once you make the change indicated on this form, you may not reinstate or revise your Salary Reduction Agreement as of a date before the first day of the next Plan Year unless there is another status change event, change in cost/coverage or other-type allowable change (judgments, decrees, etc.).

Premium-type Benefits 

If you are changing from one level of coverage, from single to family coverage for example, mark "Revoke" for your current coverage (e.g. single) and mark "New Enrollment" for the new coverage (e.g. family). 

If you are ending participation in the Plan, mark "Revoke". 

	
	Current
	Revoke/
	New
	Effective

	
	Election
	Suspend
	Enrollment
	Date


                                    ** Health Insurance ** 

	
	[
	]
	Employee Only
	[
	]
	[
	]
	___/___/___

	
	[
	]
	Employee Plus Dependents
	[
	]
	[
	]
	___/___/___


  ** Dental ** 

	
	[
	]
	Employee Only
	[
	]
	[
	]
	___/___/___

	
	[
	]
	Employee Plus Dependents
	[
	]
	[
	]
	___/___/___


  ** ____________________  ** 

	
	[
	]
	Employee Only
	[
	]
	[
	]
	___/___/___

	
	[
	]
	Employee Plus Dependents
	[
	]
	[
	]
	___/___/___


Flexible Spending Arrangements 

If you are reducing or increasing your salary reductions, please indicate the new amount PER PAY PERIOD under "New Enrollment". If you are ending participation in the Plan, mark "Revoke". 
	
	Current
	Revoke/
	New Enrollment
	Effective

	
	Election
	Suspend
	Salary Reduction
	Date


	
	[
	]
	Medical Expense FSA
	[
	]
	_____.__
	___/___/___


Reason for Election Change – please mark [ X ] the appropriate election change event(s) that justifies the change(s) or revocation(s) on this form and enter the date(s) of the event(s)
1.      Status Change Events  

a. Change in Marital Status 

	[
	] Marriage on 
	___/___/___
	[
	] Legal Separation on 
	___/___/___

	[
	] Divorce on 
	___/___/___
	[
	] Death of Spouse on
	___/___/___

	[
	] Annulment on 
	___/___/___
	
	
	


b. Change in Number of Tax Dependents
	[
	] Birth on 
	___/___/___
	[
	] Death of Dependent on 
	___/___/___

	[
	] Adoption on  
	___/___/___
	[
	] Death of Spouse on
	___/___/___

	[
	] Other – Gain Tax Dependent on 
	___/___/___
	
	
	


Reason for Election Change (continued) 

c. Change in Employment Status With Gain or Loss of Eligibility  - 

     Change relates to:                 [        ] Employee                        [        ] Spouse or Dependent

	[
	] Termination of Employment on
	___/___/___
	[
	] Full-time to Part-time on 
	___/___/___

	[
	] Commencement of Employment on
	___/___/___
	[
	] Part-time to Full-time on 
	___/___/___

	[
	] Commencement of Unpaid Leave on
	___/___/___
	[
	] Return from Unpaid Leave on 
	___/___/___

	[
	] Other (hourly to salary, union to non union, change in worksite, etc.) on 
	___/___/___


	Provide Details:
	

	


d. Change in Dependent Eligibility Under an Employer’s Plan

	[
	 ] Lost Eligibility (age, student status, attainment of age 13 for Dependent Care FSA, COBRA event, etc.) on 
	___/___/___

	[
	 ] Gain Eligibility (e.g., age, student status, etc.) on 
	___/___/___


e. Change of Residence Affecting Eligibility –                                                                     Date of change     ___/___/___
    Change relates to:             [      ] Employee                              [      ] Spouse or Dependent

2.  Special Enrollment Rights – HIPAA   (applies to Premium benefits only)
	[
	] Lost of other group health plan coverage on 
	___/___/___

	[
	] Acquired new spouse or dependent (marriage, birth, etc.) on 
	___/___/___

	[
	] Eligible for Premium Assistance Subsidy on 

	___/___/___


      3.   Certain Judgments, Decrees and Orders   (applies to Premium and Health FSA benefits only)

	[
	] Court order requiring coverage for Dependent on
	___/___/___


4. Medicare or Medicaid   (applies to Premium and Health FSA benefits only)

	[
	] Became eligible for Medicare or Medicaid on
	___/___/___

	[ 
	] Became ineligible for Medicare or Medicaid on
	___/___/___


5. Change in Cost   (applies to Premium)
	[
	] Significant cost increase in coverage on 
	___/___/___

	[ 
	] Significant cost decrease in coverage on
	___/___/___


6. Change in Coverage   (applies to Premium)
	[
	] Change in dependent care provider on 
	___/___/___

	[ 
	] Significant curtailment of coverage on 
	___/___/___

	[
	] Addition or significant improvement of a plan option on 
	___/___/___

	[
	] Loss of group health coverage under plan of a governmental or educational institution on
	___/___/___

	[ 
	] Change in coverage under an employer’s plan on 
	___/___/___


IV.  Signature 

I have examined this authorization to modify my Salary Reduction Agreement and to the best of my knowledge, it is true, correct and complete. I understand that the election change I have requested must be on account of and consistent with the status change or other election change event (s) I have checked above. I understand that the status and participation changes must comply with the Plan and that the Plan Administrator has the sole discretion in making this determination. I further understand that I may be required to provide documentation regarding the change(s) I have checked above. 

	________________________________________
	___________

	Participant's Signature
	Date


	Plan Administrator: 
	_______________________________________
	___________

	
	Agreed and accepted by the Employer's Representative
	 Date


Denied by _______________________________ on _____________

Reason for Denial ______________________________________________________________

       Action to be taken_______________________________________________________________
New Employee


Correction


Change of personal information


Change of Family Status


Transfer - Effective Date_________


Termination


Waive Participation  ______ (initial)





Last Name			First Name		Middle Initial		Social Security Number





	


Home Address			Street			City			State		Zip








Date of Birth:        /     /          Sex:    Male  Female     	Marital Status:  Single   Married   Date of Hire:       /    /      
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