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EFECTIVE DATE:   



BENEFIT ELECTIONS/AUTHORIZATION FORM

REASON:  





FISCAL YEAR 2024-2025

	MEDICAL – ANTHEM BLUE CROSS (Choose One)
	Employee Only
	Employee + 1
	Family
	Employee  
Deductions

Per Pay Check (PPE)*



	*Deductions based on 24 pay periods unless otherwise indicated.  August 2024 and January 2025 will have three paychecks issued.  For those months ONLY, the third paycheck will NOT have most of the pre-tax benefits deductions deducted from gross income.  As a result, the third check may have increased taxable income.

	EPO 250 (Exclusive Provider Organization)

	Total Cost -   $537.50
City –            $430.00
Employee -  $107.50
	Total Cost -  $1,126.00
City -            $   900.80
Employee -  $  225.20
	Total Cost - $1,607.50
City -           $1,286.00
Employee - $  321.50
	Plan:                      _____________    
Opt-Out:  $200.00* _____________
*All 26 pay periods. 

(Proof of Other Coverage required)

Tier:                        ______________
Deduction:              ______________

	EPO 500 (Exclusive Provider Organization)

	Total Cost -   $465.50
City –             $372.40
Employee -  $   93.10
	Total Cost -    $976.50
City -              $781.20
Employee -  $ 195.30
	Total Cost -  $1,394.50
City -            $1,115.60
Employee - $   278.90
	

	HSA 1600* (Health Savings Account) 
NOTE:  IF SELECT, NEED HSA BANK ACCOUNT INFORMATION FORM!
**Deductible for 2024-25 is $1,600 (single) and $3,200 (family) as per Federal guidelines.
	Total Cost -   $395.00
City -             $430.00
Employee -  ($ 35.00)
1st check credit        ($70.00)


	Total Cost -    $827.00
City -              $900.80
Employee -   ($73.80)
1st check credit     ($147.60)
	Total Cost -  $1,180.50
City -            $1,286.00
Employee -  ($105.50)
  1st check credit    $211.00)
	

	Additional HSA Contribution Per Pay Period    (Additional contribution, if noted, taken out on 26 checks)
Contributions must not exceed $4,150 for EE Only /$8,300 for Family (Two Party is considered family for IRS).  Contribution limits referred to are Calendar Year, not plan year.   It is the employee’s responsibility to ensure contribution limits are not exceeded. Exceeding limits could result in negative tax consequences for the employee. Additional $1,000 allowed for those 55 and older.

	Additional HSA contribution (optional):
	

	
	Per Check Total Medical Contribution:
	

	DENTAL – Ameritas (New Vendor for 2024-25 Plan Year) 

	Employee Only
	Employee + 1


	Family


	  Per Check Deduction

	
	Total Cost -   $28.42
City –            $22.74
Employee -  $  5.68
	Total Cost – $48.10
City -            $38.48
Employee -  $ 9.62
	Total Cost-   $71.60
City -            $57.28
Employee - $14.32
	Tier:           ___________
Deduction:    ___________


	VISION – Vision Service Plan (VSP)  

	Employee Only
	Employee + 1
	Family
	 Per Check Deduction

	
	$18.20

100% City Paid
	$18.20

100% City Paid
	$18.20

100% City Paid
	$0.00 

	TERM LIFE and AD&D – Lincoln Financial  
	Automatic Coverage (100% City Paid)
	 Per Check Deduction

	Life Insurance Class

Employee Classification

Coverage Level

 FORMCHECKBOX 
 CLASS 1
Elected Officials

$    5,000

 CLASS 2
Executive Management

$150,000

 CLASS 3
Mid-Management

$100,000

 CLASS 4
Hourly

$  50,000

 CLASS 5
City Manager/Assistant City Mgr
$200,000

 CLASS 6
CV Starr Managment
$150,000

 CLASS 7
CV Starr Mid-Management
$100,000
 CLASS 8
CV Non-Management
$  50,000

	

	FLEXIBLE SPENDING ACCOUNT (Sterling Administration)

Remember, the ultimate responsibility for complying with Internal Revenue Service rules and regulations lies with the employee.  
	Per Check Deduction (B)

	Medical Care (Unreimbursed Medical) Account (Maximum $3,200 annual election)        * Not eligible if participate in Health Savings Account.   An employee is allowed $640 carryover each plan year.
	(A)÷ number of pay periods remaining in plan year (July 1st to June 30th) = (B)
	Annual:
	$

	
	
	
	

	Dependent Care Spending Account (Maximum $5,000 annual election)
	
	Annual:
	$

	Payroll Use Only – Medical (FS), Dependent Care (FD)
	FSA BENEFITS – PER CHECK TOTAL  (All 26 checks)
	$

	TOTAL PER CHECK DEDUCTIONS     (Medical, Dental, Vision, Life and Flexible Spending)
	$

	LONG TERM DISABILITY – Lincoln Financial    
(After Tax Deduction)
	City of Fort Bragg pays 50% of premium. (Monthly Salary = __________) Maximum monthly salary for calculation is $6,000

	  Monthly Deduction 
(1st check of month ONLY)

	Contributory Plan                                              Employee Only           
	Bi-weekly premium rate: 0.002355 (This is the employee’s portion)
	$ 

	PORAC LONG TERM DISABILITY (Sworn Officers ONLY)
	City of Fort Bragg pays 50% of premium
	MONTHLY Deduction 

(2nd check of the month ONLY)

	Sworn officer means any non-management member of FBPD designated as a Public Safety Employee by Law/City designation and eligible for Safety PERS contribution.  
	  Total Cost  - $29.70  (Rate subject to change as per PORAC at any time)
        City -     $8.60  (As per current FBPA Memorandum of Understanding, pro-rated)
Employee (Sworn Officer) - $21.10
	 $  

	EMPLOYEE ASSISTANCE PLAN (EAP) - Aetna
	AUTOMATIC COVERAGE 
	MONTHLY Deduction

	
	Total Cost $2.84        100% paid by City
	$0.00

	

	SUPPLEMENTAL eMPLOYEE BENEFIT DEDUCTIONS


	AFLAC ACCIDENT (All 26 Pay Checks)
	$
	Empower 457b Deferred Compensation/Retirement    (All 26 Pay Checks)
	$

	AFLAC Cancer   (All 26 Pay Checks)
	$
	Uniform Allowance     (1st Two Checks of Month)
	$

	AFLAC Critical CARE (All 26 Pay Checks)
	$
	FBPA Union Dues (Twice a month)     (All 26 Pay Checks)
	$

	AFLAC Hospital     (All 26 Pay Checks)
	$
	SEIU Union Dues (Twice a month)    (All 26 Pay Checks)
	$

	AFLAC SPECIFIED HEALTH EVENT   (All 26 Pay Checks)
	$
	CV STARR MEMBERSHIP  (All 26 Pay Checks)
	$

	AFLAC Life (All 26 Pay Checks)
	$
	other
	




    Employee Signature _____________________ 
   Date _______________

	payroll use only



	bi-weekly medical premium (CREDIT)
	
	MONTHLY medical BENEFIT
	

	bi-weekly DeNTAL premium
	
	MONTHLY DENTAL BENEFIT
	

	bi-weekly LTD premium
	
	MONTHLY VISION BENEFIT
	$18.20

	
	
	MONTHLY LIFE BENEFIT
	

	
	
	MONTHLY LTD BENEFIT
	

	
	
	MONTHLY EAP BENEFIT
	$2.84



