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WHAT YOU NEED TO KNOW
Ful l - t ime employees  who are  ac t ively  at  work  are  e l igible  to  enrol l  into 
benef i ts .  Qual i f ied dependents  can a lso be added to  e l igible  benef i ts .

Check l ist  of  what  to  br ing for  open enrol lment  for  each dependent  that  you are 
enrol l ing in  e l igible  benef i ts :

1 .  Socia l  Secur i t y  Number
2.  Address
3.  Date  of  B i r th

Having these i tems wi l l  expedite  the complet ion of  a l l  enrol lment  forms, 
benef ic iary  cards ,  etc .  

I f  you are  a  current  employee (not  a  new hire) ,  p lease keep the fol lowing 
information in  mind:

•  You cannot  make any changes unt i l  the annual  “open enrol lment  per iod ”, 
which a l lows employees,  who may have previously  decl ined to  enrol l ,  the 
opportunity  to  enrol l  in  new coverage.  (Certa in  restr ict ions  and l imitat ions 
may have employees  who in i t ia l ly  decl ined coverage when they f i rst  became 
el ig ible  to  enrol l . )

 ○ However,  there  are  certa in  qual i fy ing events  that  a l low current  employees 
to  make benef i t  changes .   These include,  but  are  not  l imited to :

 » marr iage,  d ivorce,  adoption or  bi r th  of  chi ld ,  death of  a  spouse or  other 
e l ig ible  dependent .  
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WORKERS COMPENSATION
1.  When a  work  re lated injur y  occurs  please not i fy  Human Resources  as  soon 

as  poss ible.  I f  the in jur y  occurs  dur ing the weekend,  please not i fy  Human               
Resources  on Monday morning.

2 .  Human Resources  wi l l  schedule  you an appointment  with the c i t y ’s  medical 
provider.

3 .  P lease make sure  that  a l l  workers  compensat ion repor t ing forms are 
completed and submitted to  Human Resources  within  24-48 hours.

RETIREMENT INFORMATION

 

LOPFI  I nformation
Ph:  (501)  682-1745
info@lopf i -prb.com
 

UNIFORMED FULL T IME EMPLOYEE RE TIREMENT:
•  As  a  condit ion of  employment  with a  par t ic ipat ing publ ic  employer,  you are  a 
member  of  LOPFI .
•  Members  hi red on/af ter  July  1 ,  2013 must  have 10 years  of  ac tual  LOPFI 
ser v ice  credit  to  be vested.
•  Pol ice  members  contr ibute 3 .5% of  their  pre -tax  sa lar y  to  the System. 
Employer  contr ibutes  24% of  the member ’s  sa lar y  to  fund the ret i rement 
benef i t .
•  Fi re  members  contr ibute 9 .5% of  their  pre -tax  sa lar y  to  the System.  Employer 
contr ibutes  24% of  the member ’s  sa lar y  to  fund the ret i rement  benef i t .
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D I S C L A I M E R :  T h i s  b e n e f i t  s u m m a r y  i s  p r o v i d e d  f o r  i l l u s t r a t i v e  p u r p o s e s  o n l y  a n d  i s  s i m p l y  a n  o v e r v i e w  o f  y o u r 
b e n e f i t s .   F o r  a  d e t a i l e d  e x p l a n a t i o n  f o r  e a c h  p o l i c y  y o u  s h o u l d  r e v i e w  a  c o p y  o f  t h e  a c t u a l  p o l i c y  o n  f i l e  w i t h  t h e 
H u m a n  R e s o u r c e s  D e p a r t m e n t  o r  y o u  m a y  s p e c i f i c a l l y  r e q u e s t  a  c o p y  o f  e a c h  p o l i c y  f r o m  J T S  F i n a n c i a l  S e r v i c e s ,  L L C



6 *co-pay amounts cover all charges billed under CPT Codes 99201 through 99215.  Any charges 
outside these ranges will be subject to deductible and co-insurance.

CO PAY  ( B U Y  U P  P L A N ) I N - N E T W O R K O U T - O F - N E T W O R K

C A L E N DA R  Y E A R  D E D U C T I B L E

I ndiv idual $500

Family $6,000

O U T - O F - P O C K E T  M A X I M U M

I ndividual $4,000 N/A

Family $8,000 N/A

Coinsurance 80% 50%

CO V E R E D  S E R V I C E S  A N D  B E N E F I T S

O F F I C E  V I S I T S

Telemedic ine 1-877-308-3362 $0 Copay

Pr imar y  Care  Physic ian $20* $20*

Specia l ist $20* $20*

E M E R G E N C Y  M E D I C A L  C A R E

Emergenc y Room $250 copay + Deduc t ible  + 20% coinsurance

Urgent  Care  Center $20*

Ground Ambulance
Limited to  t wo tr ips  per  year

Air  Ambulance ($10,000/tr ip)

H O S P I TA L  S E R V I C E S

I npat ient  Ser vices Deduc t ible  + Coinsurance Deduc t ible  + Coinsurance

Outpat ient  Ser vices Deduc t ible  + Coinsurance Deduc t ible  + Coinsurance

P R E S C R I P T I O N S

Gener ic  Brand $10 N/A

Preferred Brand $30 N/A

Ark ansas  Munic ipal  League is  our  health  insurance provider.  Ark ansas  Muncipal  League  provides 
health  insurance plan benef i ts  for  of f ice  v is i ts ,  prevent ive  care,  prescr ipt ion drugs,  and hospita l 
ser v ices. 

HEALTH
INSURANCE
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CO V E R E D  D E N TA L  S E R V I C E S

•  ORAL EXAMINATIONS, INCLUDING PROPHYLAXIS, BUT NOT MORE THAN TWO EXAMINATIONS IN 
ANY CALENDAR YEAR.

• Topical  appl icat ion of  sodium or stannous f luor ide and the appl icat ion of  sealants.

•  Dental  X-rays.

•  Fi l l ings,  extract ions,  space maintainers,  and oral  surgery.

•  Anesthet ics administered in connect ion wi th covered dental  services.

•  In ject ion of  ant ib iot ic drugs by the at tending dent ist .

•  Treatment of  per iodontal  and other diseases of  the gums and t issues of  the mouth.

•  Endodont ic t reatment,  including root canal  therapy.

•  Repair  or  re-cement ing of  crowns, in lays,  br idgework or rel in ing or repair  of  dentures.

•  In i t ia l  instal lat ion ( including adjustments for  the s ix-month per iod fo l lowing instal lat ion) of  part ia l  or  fu l l 
removable dentures to replace one or more natural  teeth extracted whi le covered under these provis ions

• New Dentures or Br idgework:

•  In lays,  gold f i l l ings,  crowns ( including precis ion at tachments for  dentures),  and in i t ia l  instal lat ion of  f ixed 
br idgework ( including in lays and crowns to form abutment)  to replace one or more natural  teeth extracted 
whi le covered

• Orthodont ic t reatment,  including correct ion of  malocclusion

• Temporomandibular Joint  Dysfunct ions (TMJ)

Ark ansas  Munic ipal  League is  a dental  insurance provider.  Having dental  insurance contr ibutes 
to your total  wel l -being. With th is plan, you have comprehensive dental  coverage at 
affordable rates. 

Dental Care Coverage Maximums and 
Deductible Frequency Amount

Dental  Calendar  Year  Deduc t ible Annual $50

Dental  Procedures Annual $1,200

Or thodontic L i fet ime $1,000

Temporomandibular  Joint  D ysfunc t ion Annual $1,000

HEALTH
INSURANCE

DENTAL
INSURANCE
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SERVICES FREQUENCY

Exam 12 months

Lenses 12 months

Frames 12 months

Contac ts 12 months

VISION CARE SERVICES IN-NETWORK OUT-OF-NETWORK 
COST REIMBURSEMENT

COPAYS

Exams $30 $40

Frames
Any avai lable  f rame at  provider 
locat ion.

$0 Copay ;  $100 a l lowance 
20% off  balance over  $100 $50

Contac t  Lenses :  Contac t  Lens  a l lowance includes  mater ia ls  only.

Convent ional $0 Copay ;  $100 a l lowance; 
15% off  balance over  $100 $80

Disposable

Disposable  $0 Copay ;  $100 
a l lowance plus  balance 
over  $100 $80

Medical ly  Necessar y $0 Copay,  Paid- I n-Ful l $210

Standard Plast ic  Lenses 

S ingle  Vis ion $30 Copay $40

Bifocal $30 Copay $60

Tr i focal $30 Copay $80

Lent icular $30 Copay $100

Standard Progress ive $85 Copay $60

Ark ansas  Munic ipal  League is  our  v is ion insurance provider.  Vis ion insurance provides  enhanced 
benef i ts  for  mater ia ls ,  f rames,  lenses  and contac ts.  

VISION
INSURANCE
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HEALTH, DENTAL, AND VISION RATES

Employer Pays 100% of Employee Only Premium

Per Pay Period Rates (24)

Tier EE Cost ER Cost Total

Employee $0.00 $248.54 $248.54

Employee + Family $138.00 $414.10 $552.10

VISION
INSURANCE

INSURANCE 
RATES
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This  coverage provides  f inancia l  protec t ion for  you and your  loved ones.   Your  needs var y  great ly 
upon age,  number  of  dependents,  dependents  ages  and your  f inancia l  s i tuat ion.  Bas ic  L i fe  i s 
des igned to  pro v ide benef i ts  to  your  designated benef ic iar y  for  loss  of  l i fe.  AD&D coverage 
provides  pay ment  for  the loss  of  l i fe  or  l imbs susta ined as  a  result  of  acc idental  bodi ly  in jur y.

BENEFIT BENEFIT AMOUNTS

LIFE BENEFIT  AMOUNT $50,000

AD&D BENEFIT  AMOUNT $50,000. 

BENEFIT  REDUC TION Reduces  to  65% at  age 65 and 50% at  age 70.

Employee benef i t  paid  by employer.

BASIC LIFE
AND AD&D
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VOLUNTARY GROUP TERM 
LIFE & AD&D

One Amer ica  is  our  group term l i fe  and accidental  death and dismemberment  provider.  Term l i fe 
coverage provides  benef i ts  to  your  designated benef ic iar y  for  loss  of  l i fe.  AD&D coverage provides 
payment  for  the loss  of  l i fe  or  l imbs susta ined as  a  result  of  acc idental  bodi ly  in jur y. 

BENEFIT AMOUNT

Life Benefit Employee Spouse Dependent

Amount
5x annual salary, 
not to exceed 
$500,000

100% of the appoved 
employee benefit 
amount, not to 
exceed $100,000

$10,000

Guaranteed Issue 
(for Newly Eligible 
Employees)

$150,000 $25,000 $10,000

Accelerated
Death
Benefit

Included- up to 75%

Included Waiver of Premium, Portability, Suicide Limitation - *Two Years, 
Seat Belt Benefit

Reduction Benefits reduce by 50% at Age 70
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ELIGIBILITY

EMPLOYEE 

 $150,000
(Guaranteed 

Issue)

$500,000
(Simplified Issue)

To be eligible for insurance, an employee must satisfy all of the following 
requirements:
     - be age 16 through 80.
     - be on active service, performing in the usual manner all of the regular duties 
of his or her occupation at one of the places of business where he or she normally 
works or at some location directed by the employer; and
     - be continuously employed for the amount of time and working the 
minimum number of hours per week as you require to be eligible for benefits. 
These requirements will be defined on the Life and Health 
Group Application and Agreement.

SPOUSE 

 $25,000
(Guaranteed 

Issue)

$100,000
(Simplified Issue)

To be eligible for insurance, a spouse (or equivalent as defined by state law or 
otherwise agreed upon between you and us) must satisfy all of the 
following requirements:
     - must be age 16 through 65.
     - must be legally married to the employee as determined by the laws of the 
state in which the employee resides or meet the eligibility requirements required by 
the group to be benefit eligible.
     - must not be disabled.
     - must not be eligible as an employee under the group policy.

CHILD UL

$25,000
(Guaranteed 

Issue)

To be eligible for universal life insurance, a child must satisfy all of the 
following requirements:
     - must be under the age of 26.
     - must be an employee‘s natural child, stepchild, grandchild, legally adopted 
child or child for whom adoption proceedings have begun, or a child for whom the 
employee has been appointed legal guardian.
     - must not be disabled.
     - must not be eligible as an employee under the group policy.

CHILD TERM
 

 $10,000
(Guaranteed 

Issue)

To be eligible for insurance under this rider, a child must satisfy all of the following 
requirements:
     - must be 15 days through age 25.
     - must be an employee‘s natural child or stepchild, legally adopted child or child 
for whom 
     - adoption proceedings have begun, or a child for whom the employee has been 
appointed legal guardian.
     - must not be eligible as an employee under the group policy.

 

INSURANCE 
UNIVERSAL LIFE 

Universal  L i fe  coverage provides  permanent  l i fe  insurance protec t ion with a  premium that 
never  increases  due to  age or  a  speci f ied term.  L i fe  I nsurance is  a  promise to  your  fami ly  to 
help protec t  their  future.  The death benef i t  can be used any way you
or  your  fami ly  sees  f i t .
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LONG TERM
DISABILITY

Disabi l i t y  income protec t ion insurance provides  a  benef i t  for  “ long term” disabi l i t y  result ing f rom 
a  covered injur y  or  s ick ness.  Benef i ts  begin at  the end of  the e l iminat ion per iod and cont inue 
whi le  you are  disabled up to  the maximum benef i t  durat ion.

LONG TERM DISABILITY BENEFITS

M O N T H LY  B E N E F I T 
A M O U N T 60% of  sa lar y  up to  $5,000 per  month wi l l  be  covered

M I N I M U M  B E N E F I T Greater  of  10% or  $100

E L I M I N AT I O N  P E R I O D 180 days

M AX I M U M  B E N E F I T
D U R AT I O N Socia l  Secur i t y  normal  ret i rement  age

E V I D E N C E  O F 
I N S U R A B I L I T Y

(EOI)  Medical  quest ions  required for  a l l  late  entrants.  Dur ing 
your  new hire  enrol lment ,  medical  quest ions  wi l l  not  be 
required.

P R E - E X I S T I N G 
CO N D I T I O N S

Benef i ts  wi l l  not  be paid i f  your  disabi l i t y  begins  in  the f i rst 
12  months  fo l lowing the ef fec t ive  date  of  your  coverage i f 
you have recieved treatment  3  months  pr ior  to  ef fec t ive  date.
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CANCER

With Cancer  insurance,  you can rest  a  l i t t le  eas ier.  The coverage pays  you a  cash benef i t  to  help with 
costs  associated with t reatments,  to  pay for  dai ly  l iv ing expenses  and more impor tant ly,  to  empower 
you to  seek the care  you need.

R A D I AT I O N  & 
C H E M OT H E R A P Y P L A N  2 B E N E F I T  D E TA I L S

RADIATION & 
CHEMOTHERAPY

$20,000 maximum benef i t  per  12-month per iod

BLOOD, PLASMA, AND 
PLATELETS

$20,000 maximum benef i t  per  12-month per iod

W E L L N E S S  & N O N -
M E D I C A L  B E N E F I T S B E N E F I T  D E TA I L S

WELLNESS $100 per  calendar  year  for  cancer  screening tests

INITIAL DIAGNOSIS $5,000 pays a one-time,lump sum benefit when a covered person 
is  initially diagnosed with cancer for the first time ever.

LODGING BENEFIT $100 per  day,  50  day maximum per  12 month per iod

GUARANTEE ISSUE The f i rst  t ime an employee is  e l igible  to  apply

PRE-EXISTING PERIOD You may not  be e l igible  for  benef i ts  i f  you have received 
treatement  for  cancer  within  the past  12 months  unt i l  you 
have been covered under  the plan for  12 months.

H O S P I TA L  B E N E F I T S B E N E F I T  D E TA I L S

ANESTHESIA 25% of  covered surger y  benef i t

PROSTHESIS $2,500 ac tual  charges 

SURGERY I npat ient :
$5,000

Outpat ient :
$7,500

ac tual  benef i t  i s  determined by the surger y 
schedule  in  the contrac t

HOSPITAL CONFINEMENT $100 per  day of  covered conf inement

 
  

INSURANCE
CANCER

SEMI-MONTHLY RATES PLAN OPTION 2

Individual $17.67

Employee and Children $19.96

Family $31.81
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ACCIDENT
INSURANCE

Accident  coverage pays  cash benef i ts  for  expenses  associated with an accidental  in jur y  and can 
help protec t  hard- earned savings  should an on-  or  of f - the - job accidental  in jur y  occur.  

BENEFITS* EMPLOYEE SPOUSE CHILD

Initial Treatment (once per accident, within 7 days after the accident, 
not payable for telemedicine services)
     ER/Urgent Care
     ER/Urgent Care with X-ray
     Doctor‘s Office
     Doctor‘s Office with X-ray

$200
$250
$100
$150

$200
$250
$100
$150

$200
$250
$100
$150

Accident Follow-Up Treatment (maximum of 6 per accident, 
within 6 months after the accident provided initial treatment 
is within 7 days of the accident)

$50 $50 $50

Major Diagnostic Testing (once per accident, within 6 months after 
the accident)

$200 $200 $200

Ambulance (within 90 days after the accident)
     Ground
     Air

$400
$1,200

$400
$1,200

$400
$1,200

Emergency Room Observation (within 7 days after the accident)
     Short Observation Period (4-24 hrs)
     Long Observation Period (24+ hrs)

$50
$100

$50
$100

$50
$100

Paralysis (once per accident, diagnosed by a doctor within six months 
after the accident)
     Paraplegia
     Quadriplegia

$2,500
$5,000

$2,500
$5,000

$2,500
$5,000

Dismemberment (once per accident, within 6 months after the 
accident)
     Single Loss
     Double Loss
     Loss of one or more fingers or toes
     Partial Dismemberment

$6,250
$12,500
$625
$62.50

$2,500
$5,000
$250
$62.50

$1,250
$2,500
$125
$62.50

Burns (once per accident, within 6 months after the accident)
  Second Degree Burns
     Less than 10%
     At least 10%, but less than 25%
     At least 25%, but less than 35%
     35% or more
  Third Degree Burns
     Less than 10%
     At least 10%, but less than 25%
     At least 25%, but less than 35%
     35% or more

$100
$200
$500
$1,000

$1,000
$5,000
$10,000
$20,000

$100
$200
$500
$1,000

$1,000
$5,000
$10,000
$20,000

$100
$200
$500
$1,000

$1,000
$5,000
$10,000
$20,000

Lacerations (once per accident, within 7 days after the accident)
  Lacerations requiring stitches
     Under 5 cm
     5 to 15 cm
     Over 15 cm
 Lacerations not requiring stitches

$100
$400
$800
$50

$100
$400
$800
$50

$100
$400
$800
$50

CANCER
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BENEFITS* EMPLOYEE SPOUSE CHILD

Prosthesis (once per accident, up to 2 prosthetic devices and one replacement per 
device per insured)*

$1,500 $1,500 $1,500

Concussion (once per accident, within 6 months after the accident) $500 $500 $500

Traumatic Brain Injury (once per accident, within 6 months after the accident) $5,000 $5,000 $5,000

Coma (once/accident) $10,000 $10,000 $10,000

Eye Injury $400 $400 $400

Emergency Dental Work (once per accident, within 6 months after the accident)
     Repair with Crown
     Extraction

$200
$50

$200
$50

$200
$50

Outpatient Surgery and Anesthesia (per day / within one year after the 
accident)
    Performed in a 
        Hospital or Surgical     
        Center
    Performed in a 
         Doctor‘s Office, 
         Urgent Care Facility,    
         or Emergency Room (per day / maximum of two procedures per accident)

$400

$50

$400

$50

$400

$50

Dislocations
     Open Reduction
     Closed Reduction

Up to 
$6,000
Up to 
$3,000

Up to 
$6,000
Up to 
$3,000

Up to 
$6,000
Up to 
$3,000

Fractures
     Open Reduction
     Closed Reduction

Up to 
$8,000
Up to 
$4,000

Up to 
$8,000
Up to 
$4,000

Up to 
$8,000
Up to 
$4,000

Facilities Fee for Outpatient Surgery (surgery performed in hospital or 
ambulatory surgical center, within one year after the accident) $100 $100 $100

Inpatient Surgery and 
Anesthesia (per day / within one year after the accident)

$1,000 $1,000 $1,000

Hospital Admission  
(once per accident, within 6 months after the accident) $1,250 $1,250 $1,250

Hospital Confinement (maximum of 365 days per accident, within 6 months 
after the accident) $300 $300 $300

Hospital Intensive Care (maximum of 30 days per accident, within 6 months 
after the accident) $400 $400 $400

Transportation (greater than 100 miles from the insured’s residence, 3 times per 
accident, within 6 months after the accident)
     Plane
     Any Ground

$500
$200

$500
$200

$500
$200

Wellness
SEE HR FOR CLAIM FORM

$100 $100 $100

PER PAY PERIOD
RATES

Employee $10.25

Employee & Spouse $17.87

Employee & Child(ren) $24.43

Family $32.05
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CRITICAL
ILLNESS

Cr it ica l  I l lness  insurance pays  a  lump sum benef i t  d i rec t ly  to  you (unless  other wise  ass igned) 
and your  covered dependents  upon diagnosis  of  a  covered cr i t ica l  i l lness.

BENEFIT DETAILS

EMPLOYEE SPOUSE CHILD

GUARANTEE ISSUE

Not Subject to Pre-Ex! 
Up to $35,000 Up to $17,500 N/A

BASE BENEFITS WITHOUT CANCER WITH CANCER

Heart Attack 100% 100% 

Sudden Cardiac Arrest 100% 100% 

Coronary Artery Bypass Surgery 25% 25% 

Major Organ Transplant (25% of this benefit is payable for insureds 

placed on a transplant list for a major organ transplant)
100% 100% 

Bone Marrow Transplant (Stem Cell Transplant) 100% 100% 

Kidney Failure (End Stage Renal Failure) 100% 100%

Stroke (Ischemic or Hemorrhagic) 100% 100% 

ADDITIONAL BENEFITS WITHOUT CANCER WITH CANCER

Coma 100% 100% 

Severe Burns 100% 100%

Paralysis** 100% 100%

Loss of Sight, Speech, or Hearing 100% 100% 

Advanced Alzheimer‘s Disease 100% 100% 

Advance Parkison‘s Disease 100% 100% 

Benign Brain Tumor 100% 100% 

Amyotraphic Lateral Sclerosis (ALS) 100% 100% 

Multiple Sclerosis (MS) 100% 100% 

Health Screening Benefit  (payable for employee & spouse only) $100 per calendar year $100 per calendar year

CHILDHOOD CONDITION BENEFITS

Cystic Fibrosis, Cerebral Palsy, Cleft Lip or Cleft Palate, Down Syndrome, Phenylalanine Hydroxylase Deficiency Disease (PKU), Spina Bifida, Type 1 Diabetes

50% of Employee Benefit

Autism Spectrum Disorder $3,000

CANCER BENEFITS***
CANCER COVERAGE IS SUBJECT TO A 12/12 PRE-EX WITHOUT CANCER WITH CANCER

Cancer (Internal or Invasive) N/A 100% 

Non-Invasive Cancer N/A 25% 

Skin Cancer N/A $250 per calendar year
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HOSPITAL
INDEMNITY

The hospita l  care  pol ic y  helps  of fer  you f inancia l  protec t ion in  the event  that  you or  your 
dependents  are  admitted to  the hospita l .  Benef i ts  provide you with ass istance in  paying your 
deduc t ible  and co -payments  associated with inpat ient  expenses.   

BENEFITS BENEFIT AMOUNTS

Hospital Admission (per confinement)
Once per covered sickness or accident per calendar year $1,500

Hospital Confinement (per day)
Maximum confinement period: 31 days per covered sickness or covered accident $300

Hospital Intensive Care (per day)
Maximum confinement period: 10 days per covered sickness or covered accident $150

Health Screening Benefit
Payable once per calendar year per insured $50

Portability/Continuation Included

Pre-Existing Condition Exclusion 12/12

Waiting Period None

Reductions and Terminations None

Guaranteed Issue

Guaranteed issue coverage is 
offered to all eligible applicants 
during the initial enrollment 
and for new hires thereafter. 
At LPSS‘s first anniversary, late 
enrollees are eligible to enroll on 
a guaranteed issue basis. 

COVERAGE TIER PER PAY PERIOD RATES

Employee $15.76

Employee + Spouse $31.69

Employee + Child(ren) $25.15

Family $41.08

Guaranteed Issue 
for all benefit eligible 

employees!
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HOSPITAL
INDEMNITY

AFLAC is  our  shor t  term disabi l i t y  provider.  Disabi l i t y  insurance provides  income protec t ion in  the 
event  that  you miss  work  due to  an accident  or  i l lness. 

VOLUNTARY SHORT-TERM
DISABILITY

BENEFIT BENEFIT DETAILS

BENEFIT AMOUNT $300 to $6,000

GUARANTEED ISSUE Monthly Benefit of up to $3,000 
Participation Requirement: 10%

ELIMINATION PERIOD 7/7

BENEFIT DURATION 6 Months

PRE-EXISTING CONDITION N/A

 
 

MONTHLY RATES PER $100 OF MONTHLY BENEFIT

AGE BAND 18-49 50-64 65-74

Premium Rate $4.61 $5.25 $6.65
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FLEXIBLE SPENDING

Sec t ion 125 of  the US Tax Code provides  you an oppor tunit y  for  tax  savings  by a l lowing you to  reduce 
your  taxable  income,  and to  use that  sa lar y  reduc t ion to  pay for  cer ta in  expenses  on a  tax- f ree bas is . 
As  your  employer,  Ci t y  of  Ark adelphia  helps  you access  these tax  savings  by deduc t ing your  health 
coverage premiums pre -tax ,  and in  t wo other  ways : 

1 .  You can set  as ide up to  $3,050 per  ca lendar  year  f rom your  sa lar y  to  pay your  out- of-
pocket  costs  for  cer ta in  health  care  expenses  that  can include Medical ,  Pharmac y,  Dental ,  and Vis ion 
expenses. 

2 .  You can set  as ide up to  $5,000 per  ca lendar  year  f rom your  sa lar y  to  pay for  dependent  chi ld  or  de -
pendent  adult  day care.

  

I t ‘s  ver y  impor tant   to  be conser vat ive  with your  e lec t ion,  because you cannot  make any changes once 
you‘ve made your  e lec t ion unless  you have a  qual i fy ing event  and i f  you don‘t  use  i t ,  you wi l l  lose  i t . 
You wi l l  have the abi l i t y  to  rol lover  up to  $500 i f  you have a  balance at  the end of  the plan year. 

HOW IT WORKS

CHOOSE Before  the beginning of  each plan year  ( Januar y  1) ,  you choose the amount 
of  money you wish to  set  as ide for  the e l igible  expenses,  according to  the 
plan guidel ines.  Do this  by  complet ing an e lec t ion form. 

DEDUCT The amount  you set  as ide is  d iv ided into 24 pay per iods.  Each pay per iod 
your  employer  deduc ts  this  amount  f rom your  payrol l  check .  Your  employer 
places  the money in  a  des ignated FSA account . 

ACCESS When you have e l igible  expenses,  you access  the funds upfront  through a 
debit  card or  through f i l ing a  c la im re imbursement. 

ACCESSING YOUR MONEY

DEBIT CARD The Debit  MasterCard automatical ly  deduc ts  money f rom your 
FSA.  I t  can be used to  pay for  healthcare  expenses  upfront  at  the 
point  of  sa le  and to  avoid the need to  submit  a  paper  c la im.  I t 
can be used at  any locat ion that  accepts  MasterCard.  Make sure  to 
keep your  receipts  just  in  case you are  asked to  substant iate  your 
purchase. 

PAPER CHECK/DIRECT 
DEPOSIT

(Medical  &  Dependent  Care  Expenses) :  The second opt ion is  re im-
bursement  through a  paper  check or  a  d i rec t  deposit  into your 
personal  bank ing account .  You can submit  a  paper  c la im form and 
you receive the e l igible  re imbursement  amount. 

ACCOUNT
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FLEXIBLE SPENDING
ACCOUNT

PLAN FEATURES

A sec t ion 125 Cafeter ia  Plan (FlexSystem FSA)  a l lows for  the inclus ion of  Dependent  Care  (Sec t ion 
129 of  the I nternal  Revenue Code)  benef i ts .  E l igibi l i t y  for  the dependent  care  benef i t  requires  that 
cer ta in  cr i ter ia  be met  with respec t  to  the expense,  the provider,  etc.

    A)  The dependent  care  expenses  must  be work  re lated.  The care  must  be necessar y 
    for  the employee and the employee’s  spouse to  work ,  to  look for  work ,  to  attend 
    school  fu l l - t ime or  are  physical ly  unable  to  care  for  their  chi ldren.

    B )  The dependent  care  expenses  provided dur ing a  calendar  year  cannot  exceed 
    $5 ,000.  I n  the case of  a  separate  return by a  marr ied indiv idual ,  the l imit  i s  $2 ,500.
    

The dependent  care  expenses  must  be for  the care  of  one or  more qual i fy ing persons.  A  qual i fy ing 
person is  one of  the fol lowing:

    A)  A  dependent  who was under  age 13 when the care  was  provided and for  whom an 
    exemption can be c la imed.

    B )  A  spouse who was physical ly  or  mental ly  not  able  to  care  for  h imsel f  or  hersel f, 
    and l ived with you for  more than hal f  the year.

    C )  A  dependent  who was physical ly  or  mental ly  not  able  to  care  for  h imsel f  or  hersel f 
    and for  whom an exemption can be c la imed,  and l ived with you for  more than hal f 
    the year.

ELIGIBLE AND INELIGIBLE EXPENSES FOR FSA DEPENDENT CARE (PARTIAL LIST): 

•  F ICA/FUTA taxes  of  dependent  care  provider

•  Nanny expenses  attr ibuted to  dependent  care

•  Nurser y  school  (pre -school)

•  Late  pick  up fees

•  Day Camp —primar y  purpose must  be custodia l  care  and not  educat ional  in  nature

•  Day care  when one parent  is  work ing and the other  is  s leeping dur ing dayt ime hours

INELIGIBLE EXPENSES

• K indergar ten

•  Ac t iv i t y  fees/suppl ies

•  Late  payment/charges

•  O vernight  camp

•  Transpor tat ion

DEPENDENT
CARE REIMBURSEMENT
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PROGRAM
EMPLOYEE ASSISTANCE
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PROGRAM
EMPLOYEE ASSISTANCE NOTES
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C U S T O M E R  S E R V I C E
Heather  M ar t in

1 (501)  400.1809
heather@jtsfs .com

CUSTOMER SERVICE

Fax:  1  (888)  965.4050
Business  Hours :  Monday-Thursday, 

8 :00-5 :00;  Fr iday,  8 :00-4 :00

Alyssa  Poindex ter
1  (501)  441.3154 |  a lyssa@jtsfs .com

Jennifer  Padgett
1  (479)  385.7596 |  jpadgett@jtsfs .com

Breez y Green
1 (479)  459.2993 |  breez y@jtsfs .com

Char les  Angel
1  (501)  690.2532 |  char les.angel@jtsfs .com


