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What we will cover

* Retirement

 Life Insurance

* Healthcare Benefits

* Flexible Spending Acct (Section 125 Plans)




Retirement Plan Eligibility

Board of Education
Teachers and School Administrators

» Teachers Retirement System

» Administered by the State of Connecticut.
(City of Waterbury’s Pension office only handles the City’s Plan, not the State)

» Most questions can be answered at the State Teachers
Retirement Board Website.

> www.ct.gov/trb
» Phone: (800) 504-1102

» Beneficiary Forms are maintained by the State and a copy is kept
in your payroll file. Beneficiaries can be changed through the
state or with the Payroll Department anytime.



http://www.ct.gov/trb

Life Insurance

Carrier: MetLife

O 2 X Annual Pay Rounded up to the next $1,000
= City pays full premium for Basic Coverage
= Imputed Income on Basic Coverage over $50,000

© Supplemental Life Insurance — 1 X Pay
= Optional - $ .188 per $1,000
= Example: $50,000 Salary: 50 x .188= $9.40 monthly
= Must enroll within 31 days of Hire Date

= After 31 Days - Late enrollments — must be
approved through Underwriting.




Medical Plans

» Carrier: Cigna
* Open Access Plus — OAP
* Choice Fund — High Deductible Health Plan (HDHP)

Dental Plan

» Carrier: Cigna
* 1 plan to choose from
« Cannot have Dental only
» Optional coverage

Pharmacy Plan

» Carrier: Express Scripts
« Coverage depends on Healthcare plan you choose
* Not optional, included in the medical plan



» Your cost spread:
= Sept — Dec covers you for those months

= Jan — June covers you for those months AND July and
August.

= Even if you choose not to return to the City for the following
school year, coverage will continue through August 31.

» Your cost depends upon the plan you elect

» Rates are subject to change annually. Refer to CBA for
cost share changes.

» You are responsible for your premiums.




Annual Premium Costs

#8= - Premium comparison for the 2 plans:

Coverage HDHP OAP Difference
Single $1,875 $3,712 $1,837
Two-Person $3,735 $8,254 $4,519
Family (3+) $4,943 $10,128 $5,185

= sAW



Medical Coverage

Carrier: Cigna

« Cigna Website — www.cigna.com

« REGISTER once you are a member: www.mycigna.com

« One NETWORK : Open Access Plus — Best network
offered by Cigna. Doctors found throughout the country

« 2 Plans to choose from for
» Open Access Plus — OAP
» Open Access Plus — HDHP

Plans run from September 1st — August 31st 10


http://www.cigna.com/
http://www.mycigna.com/

Medical Coverage - OAP

= QAP Plan
» Most expensive in Premiums
» In-Network Benefits / Out-Of-Network Benefits

* In-Network Benefits:
WTA SAW
$25 Office visits$30 Office visits
$50 Urgent Care$50 Urgent Care
$100 ER$100 ER
$200 Outpatient$400 Outpatient
$300 Inpatient$800 Inpatient

* Out-of-Network Benefits (WTA & SAW):
*$400 Individual Deductible ($800 for 2 person/$1200 Family)
*30% co-insurance

*$1,600 out of pocket individual max ($3200 for 2 person/$4800
Family)

*$0 co-insurance after out of pocket met
» Additional Oral Surgery Rider
» Unlimited/100% Coverage for Infertility Services
» Preventative services covered at 100% (no co-pay)
» No cap on pharmacy coverage 11




Medical Coverage - HDHP

= High Deductible Health Plan

© Member pays full cost of negotiated fee for medical and pharmacy
services until deductible is met

» Annual Deductible:

« $2,000 deductible — Individual coverage
« $4,000 deductible — Family (2+) coverage

» Once Deductible is met

» MEDICAL: plan pays 100% of covered medical services
» PHARMACY: co-pay applies

» Preventative services covered at 100% - not subject to
deductible

12



Medical Coverage — HSA/HRA; e

Health SaV| ngS ACCOU nt (created with initial contribution from City to use for

deductible expenses)

OWTA & SAW

« $1,000 contribution — Individual coverage
« $2,000 contribution — Family (2+) coverage
« Funded quarterly (Sept, Dec, March, June)

» Contribute more than the deductible
» Your money. Take it if you leave the City
» Use funds for items other than the deductible

13




Medical Coverage — HSA/HRA

- ¢ Health Reimbursement Account

» Opened if employee is covered by another plan
that is not a HDHP

» Same available employer portion
» No cash value
» Cannot contribute

» “balance” will not go with you if you leave
employment
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Prescription Coverage

« Carrier: Express Scripts

» Retail Pharmacy - 30 day supply
» Mail Order - 90 day supply
» Tier Drug Plan (Generic, Preferred, Non-Preferred)

© May be balanced billed if you do not take the available
generic brand

Participating Retail Pharmacy Express Scripts By Mail

Plan Co-payment for a 30-day supply Co-payment for a 90-day supply
Generic  Preferred Non-Preferred  Generic  Preferred Non-Preferred

OAP $5.00 $30.00 $45.00 $10.00 $60.00 $90.00

: HDHP  $5.00 $30.00 $45.00 $10.00 $60.00 $90.00
SAW
; L Participating Retail Pharmacy Express Scripts By Mail
e Plan Co-payment for a 30-day supply Co-payment for a 90-day supply
Generic Preferred Non-Preferred  Generic  Preferred Non-Preferred
OAP $10.00  $30.00 $45.00 $20.00 $60.00 $90.00
HDHP $10.00 $30.00 $45.00 $20.00 $60.00 $90.00

> $0 Co-payment for Diabetic Medications/Supplies

;;,:} No annual cap for any plan offered
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Flex Dental Plan

« Carrier: Cigna Dental

 Annual Deductible
> $50 per member; $150 maximum per family

 Annual Maximum - $1,000
(Per Participant — Per CALENDAR Year)

» Diagnostic & Preventative Services
* 100% Coverage ; no deductible

» Basic Restorative
+ 100% Coverage; after Deductible

» Major Restorative
* 50% Coverage; after Deductible

 Orthodontic Services — not covered
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» Coverage is effective the 15t of the month
following employment. No late enrollments.

©® Waiver form must be completed if you are not enrolling in the
City’s benefit plan

» Supporting Documents needed for dependents
» birth certificates, marriage cettificates, court orders

» Dental is Optional; Cannot elect dental coverage
only

» Fill out enrollment form and affidavit (if applicable)
and return ASAP

> Rates are subject to change annually.

; > Open Enroliment is in the Spring every year



Blatwar Coimrancs:

Prescription ID Card

RxBIN 610014
RxGrp  WEBURYRX
lssuer 9151014609

o 123456789012
Name  JOHN O SAMPLE

a A

-

3( Cigna L

CHOICE FUND" HEALTH DEBIT CARD

1234 5578 9010 1234 penit

%12/18 m@

SAMPLE CARD

Health Card: CIGNA

Comes in each individual’'s name

Dental Card: CIGNA

Comes in each individual’s name

Pharmacy Card: Express Scripts
Comes in Employee’s Name only

HSA DebitCard: HSA Bank

In Employee’s Name only
2" card free
Used to make payments not a form of coverage

Customer Service:
1 (855) 511-6366

Customer Service:
1 (800) 244-6224

Customer Service:
1 (800) 711-0917

Customer Service:
1 (855) 511-6366
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 Health Care FSA Annual Maximum - $2,650
© Deductibles, co-pays,
O Dental care/Orthodontic,
© Prescription drugs,
© Medical supplies,

© Lasik Surgery, eye exams, eye glasses & contact
lenses, solutions & supplies etc.

= Please note that you cannot have an HSA and full-
purpose FSA

 Dependent Care FSA Annual Maximum - $5,000
© Licensed Day Care
O Before / After School Programs
© Summer Camp

NOTE: FSA’s are on a calendar year



-+ Health Care Account
> $500 carry over to the next calendar year

» Any claims not submitted must be done by
March 315t for previous year’s benefit

« Dependent Care Account

» No carryover

» All claims must be submitted by March 315t of the
following year

20



Teacher 1 — Does not enroll in FSA but has $1,000 in medical

costs

Teacher 2 — Enrolls in FSA for $1,000 and saves money on tax

return

Teacher 1

Teacher 2

No FSA Contribution

With FSA Contribution

] Net Income

FSA Deduction $0 $1,000
Wages after FSA $40,000 $40,000
Gross Wages $40,000 $39,000
Federal Tax $6,424 $6,174
State Tax $1,680 $1,638
% | Pension $2,800 $2,800
2 '{:;:i.- After Tax Medical Cost $1,000 $0
. $28,096 $28,388 21




FSA — Tax Savings Example

~ « The employee would save $300 if enrolled!

* How to enroll in an FSA:

» Determine out-of-pocket expenses for the
remainder of this calendar year

» Determine expenses and make a conscious
election (what you don’t use you lose)

Please note: You must enroll each year to continue your
plan. Contribution deduction elections do not continue,
even if you have funds that “carry over” into the new
year.

22




Required Notices

eNotice to Employees Participating in the Flexible Benefit Plan

oCity of Waterbury & Waterbury Board of Education Notice of
Privacy Practices

eHIPAA Special Enrollment Notice
eGeneral Notice of COBRA Continuation Coverage Rights
eState of Connecticut — Insurance Exchange — Access Health CT

eNew Health Insurance Marketplace Coverage Options and your
Health Coverage

ePremium Assistance under Medicaid and the Children’s Health

' Insurance Program (CHIP)

1l + eWomen’s Health and Cancer Rights Act (WHCRA) Notice

23



Verifying your Paycheck

* Review your check !
you are responsible for what comes out of your check

* Proper Deductions
©® CIT, FIT — State and Federal Taxes
» EEMEDC - is not medical; it is Medicare Tax
» OAP3TS, HDTS — medical/pharmacy deduction
» DEN TCH- dental deduction
» GTL — Group Term Life Taxed amount

» TRB — Defined Contribution

* Pension Plan mandated for all certified educators in CT

* Deductions are:
— TRB7 (Contract Salary x 7% / 20)
— TRB1 (Contract Salary x 1.25% / 20)

24




* Bi weekly pay

» Based on Contract Salary divided by pay plan. 22 or 26 equal
payments without regard for holidays or breaks

Example: BA/1 $43,110/ 22 = $1,959.55
$43,110/ 26 = $1,658.08

« Leave No Pay (LNP)

» The adjustment is calculated as follows:

Contract Salary divided by # of school days (186 for 2017-18
school year) = per diem rate (daily rate)

$43,110. / 186 = $231.77 per day for each day of LNP
« Extra Classes

» Notify payroll when the assignment ends to ensure that
your pay is corrected.

It is your responsibility to review your paystub and
notify payroll of any errors.

25




¥  What Do I Do Now?

> READ, READ, READ the Materials!

| » All forms are located in your folders.
¢ Additional forms and documents are all
.~ online

26



Forms Due ASAP:

City of Waterbury
New Hire — Employee Benefits Checklist

Employee Benefits Checklist

-
Metropolitan Life Insurance Company .ME"LI fe

Group Term Life Insurance Beneficiary Designation

Use this form to name the persons or entities you want to receive your life
insurance proceeds after your death.

Things to know before vou begin

= Completing this form replaces your existing beneficiary designations. Please
provide details for each beneficiary, even if you hawve already given us this
information in the past.

=  Gather the name(s), date(s) of birth, Social Security/Tax 1D number(s) and
contact information for all of your beneficiaries.

= The benceficiaries you name on this form apply to your Group Term Life
insurance coverage insured by MetlLife.

= To name additional beneficiaries, attach a separate page_. Provide the
requested information including the beneficiary type ¢prirmrarm or contingerre)

and the %% proceeds for each. Sign and date these page(s), making sure the o. If you make a mistake
date is the same as the date next to the signature on this form. anywhere on this form
+ Please complete and return all pages or we can't record your choices. cross it out and initial 1t

SECTION 1: About the Insured

First name ‘ Middle name | Last name
Date of birth (rmesddanan) ‘ Social Securty number ‘ Phone number
Address ‘ City State ‘ ZIP

Employer name Customer number
City of Waterbury

Basic Life Insurance Beneficiary Form

27



Employee # NN

1. Tell Us About You

City of Waterbury Health, §

Employes Name {Last) (First) ML)
Address (Street) {Apt #)
{City) (State) (Zip Code)

Hame Phane

( )

Cell ar Waork Phone

()

marmar O Single

STATUS

O Married

O Legally Separated O Widowed

O Civil Union O Divorced

Do you work in
Education?

Yes

| No O

Connecticut

Eligibility Affidavit

If enrolling in a City Health Plan, you must provide proof of e

PLEASE PRINT YOUR NAME:

Spouse: CHECK A RELATIONSHIP AND INCLUDE A COPY|
CERTIFICATE IF YOU ARE LEGALLY MARRIED.

S Il 3. List All Covered Members
5 :

. » If adding a spouse or children:
e ® Dependent Eligibility Affidavit

O Supporting Documents (Marriage
Certificate, Birth Certificates, etc.)

» Healthcare Enroliment/Change Form

28



Forms Due Within 31 Days:

(_.'it}‘ of VW aterbury

Pension and Benefits Office
235 Grand Street
Waterbury, CT 06702
Phone 203-574-6844 Fax 203-346-2685

INSURANCE WAIVER FORM

I s hereby waive participation in the medical and
{print name})

dental insurance programs with The City of Waterbury.

I understand that if I and my dependents, if any, desire to participate at a later date, I'we

will amlyr ha alicihla far raxranamas

If not enrolling in medical insurance:
Insurance Waiver Form

29




CITY OF WATERBURY, CT
bCHCfIt Stmtcgy_jsﬂ FLEXIBLE BENEFIT PLAN ENROLLMENT FORM
A. Employee Information Please Print Clearly!

Mame: Social Security Number (Required):

Home Address:
Check if New: (]

> Flexible Spending Account Enroliment

Optional — Supplemental Life Insurance form

MetlLife

Metropolitan Life Insurance Company, New York, NY

ENROLLMENT » CHANGE FORM

GROUP CUSTOMER INFORMATION (To he Completed by the Recordkeeper)

Name of Group CustomerEmployer Group Cusiomer # | Report #
City of Waterbury, CT 126919

Date of Hire (MM/DDIVYYY) Coverage Effective Date (MMDDYYYY)

Sub Code Branch




