NACRAMENTO

LIFE EVENT
INSTRUCTIONS

These instructions will help you navigate through
BenefitBridge in making your elections for qualifying life

events
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NEED HELP?
® Contact BenefitBridge Supp
®  Monday thru Friday 8:00am ST)
® (300)8
®  benefitbridge@keenan. .com



Start by navigating to the website at www.benefitbridge.com/saccounty

If this is your first time using BenefitBridge you will need to register; refer to the New User
registration instructions. After you register, you are ready to log in and begin making your

elections.

Click \WELCKSENV-ERGRAAEGEIS to make life event changes.

ﬁ:\‘ COUNTY OF SACRAMENTO  AouiiNTASKS | ALL PLANS | MESSAGE CENTER | MY BENEFITS | My PROFILE | MORE v
X ¥ Active Employees

©SBene efitBridge

A Keenan Solution

Make Changes
to My Benefits

Important Reminder: no matter where you stop in your life event steps, your enrollment request
is not complete until you get to the Summary tab at the end of your enrollment, check the “Your
Approval: | agree” box and click the “SUBMIT” button to complete your life event request.

Hote: Hyou do not wish to accept the arbiration sgreemsent above, select Caneel and return 1o the “Bedical™ cnrallment page to make a

new Health Plan solection.

*NAME:

* Your Approval: | AGACE [Check to canlinm your linal apgraval

D



http://www.benefitbridge.com/saccounty

EMPLOYEE INFORMATION

Let's start with EMPLOYEE INFORMATION-A summary of your personal information will be displayed.

'WELCOME EMPLOYEE TEST Home | Logout | Need Help?

§) COUNTY OF SACRAMENTO ALLPLANS | WESSAGE CENTER | MY BENEFITS | MY PROFILE | MORE ~
@ Active Employees

Open Enrollment

EMPLOYEE
S - O\cc NFORMATION
TIER NAME
DEPENDENTS ® Change the desired information and select Continue to update. Please contact the appropriste
m department within your arganization for any information you are unable to change.
* CITY:
* FIRST NAME: MIDDLE NAME:
* LAST NAME: ) )
* STATE: * ZIP: PHOMNE NUMBER:
* DATE OF BIRTH: * GENDER: -
EMAIL:
* ADDRESS 1:
etest@gmail.com
ADDRESS 2:

e Y coine

If you need to make changes to your phone number or email address, make the changes and click
“CONTINUE". Your email address is used to send you a response about your life event request after
it has been reviewed and processed by the Employee Benefits Office

For name and address changes, you must contact your Department of Personnel Services Service
Team representative for instructions.

A progress bar on the left of the screen keeps you informed of your position through the election
process.




TIER

You might have the option to move to Tier B. It is a voluntary decision that can be made only once
and is irrevocable once made. There is no cashback or PSI if you are Tier B. Select the appropriate
package and click “"CONTINUE".

Life Event

EMPLOYEE v SELECT YOUR TIER

TIER NAME
® You have the option to move to Tier B during Open Enrollment and certain life events.

DEPENDENTS

Once you enroll in Tier B, you will not be able to return to Tier A. Employees in Tier B are
BENEEES not eligiblefor Cash Back or PSI, therefore surrender all entitlements to Cash Back and

SUMMARY PSI.

TIER NAME DESCRIPTION SELECT

2018-BGB0-NO CASH This option is your Tier A package. Select
BACK this option to remain in Tier A.

Select this option to move to Tier B. Once
2018-BG80-TO TIRB @®
made, the change is irrevocable.



DEPENDENTS

In this tab you should list any eligible dependent that will be enrolled in any of your coverages. If the
dependent(s) listed are accurate, click "CONTINUE".

WELCOME EMPLOYEE TEST Home | Logout | Meed Help?

W) COUNTY OF SACRAMENTO ALL PLANS | MESSAGE CENTER | MY BENCFITS | MY FROFILE | MORE ~
Bt Active Employess

Open Enrollment

DEPENDENTS

TIER NAME [vg * REQUIRED DOCUMENTATION: A marriage certificate/birth certificaterstate registration

must be submitted to the Benefits Office within 7 days of completing your enroliment or

DEPENDENTS
coverage for your dependent will not be approved.
_

Show Maore w

Add Dependent

Add Documents

Continue

To add a dependent that is not listed:
» Click "Add Dependent”, enter the required dependent information for each family member
» Click "Add this Dependent” (marriage cert, child’s birth cert, and/or SSN are required)

To edit existing dependent information:
» Click “Edit” in the Select dropdown box next to that dependent’s name, make the changes,
click "Update”

To remove a dependent because s/he is no longer your eligible dependent:
» Click "Remove Dependent” next to the dependent to be removed and provide the required
reason and effective date, then check the yes box
> Click "Remove Dependent”

To remove a dependent from coverage but keep him/her eligible for future enrollment:
» Do not remove him/her here, uncheck him/her from the appropriate benefit coverage in the
next section

Once you are satisfied with dependent details, click "CONTINUE".

IMPORTANT:
Adding a dependent to this screen DOES NOT enroll or remove them from coverage. You must

complete the enrollment/removal process in the Benefits section AND submit the changes in the
Summary section.




BENEFITS (Medical Enrollment)

This is where you change coverage, and enroll or remove dependents.

If you only want to change one benefit, you can step directly to the benefit type you want to make
changes to by clicking on the benefit type on the left side grid.

If you are waiving voluntary term life insurance coverage, select CLEAR.

NOTE: You cannot change the Dental plan; you can only change the dependents that are enrolled.

For medical, check the box next to the dependents that should be enrolled, then choose the medical

plan you wish to enroll in.

'WELCOWIE EMPLOVEE TEST

& Active Employes

‘Open Enrollment

WOLUNTARY TERM LIFE o
GROUPTERMLIFE o

FLEMMILE SPENDING o
ACCOUNT

CRITHAL ILLNESS

VOLUNTARY VISION

e

Plans Selected
{5 0f 8)

Sub Total:
£30.91 ; par reasce

E-BGI.TO TIRE

 COUNTY OF SACRAMENTO

Home | Lageut | Mesd Help?

ALL PLAMS | MESSAGE CENTER | MY BENEFTS | MY PROFILE | MORE v

Last Year You Chose

PLAN COST PER PAY PERIOD
County Acthvewatve [1) 24 deductions per year)
This Year's Heslth Insurance Options
® Coverage levels shown are bised on your seletion of dependents below [ splicable )

Selectidesalect the checkbax nexl Lo the dependentis) name Lo add o remave coverage. I0
you add or remowe a dependent, you must update your benelit lection.

® If you are acding & dependent, your enrollment will nol be appeeved withoul groper

documentation (&6, Marriage certificale, binh certifiale)  Please provide required
documentatian Lo the Benefits Office within 7 days of campheting yaur enrollmernt.
® Te change yeur current sleclion, deleel the appropriste plan.

® [f you DO NOT want ta change your current electian, selecl Cantinue.

2017 HOHP deductible is $1,300.00 for Employee only and $2,600.00 for
Employee+Two Plus

2018 HOHP deductible is §1,350.00 for Employee only and £2,700.00 for
Employes+Two Plus

A $12.25

24 deductions per year]

$95.11

[24 deductians per year)

o

k& Sartter Haelth Flue

We Plus Fou
Sutter Health Flus High Deductible
HMO-Tier B

o

x@ Sarttar Hegkh PIUg
Wit Plus Fou

Sutier Heakh Plus Traditional £15
Copay HWMD Tier B

o

Western
Haalth
ﬁ-i-.-.qu'_g;r-g

Western
Haalth
ﬁ-i-.-.qu'_g;r-g

County- Aciive Wake [3)

$0.00

[24 deductions per year]

Select

$79.42

(24 deductions per yoar]

Sedect

i
o
o
=

[24 deductions per year]

Sedect

$70.96

[24 deductions per year]

Select

i
o
o
=

[24 deductions per year]

Sedect

Continue




BENEFITS (Medical Enrollment)

For WHA and Sutter only--Enter the Provider ID that can be retrieved from the provider search links
within the instructions and check the box if this is your current doctor. Click “Continue”.

Primary Care Physician (PCP) Details

PCP SELECTION

VERY IMPORTANT - PLEASE READ CAREFULLY!

® |f you are currently participating in a Sutter Health Plus or Western Health HMO plan, you
do not need to select a new PCP.

® [f you are currently participating in anything other than a Sutter Health Plus or Western
Health HMQ plan and are electing this HMO for the first time, you will need to provide a
PCP provider code. Look up a PCP provider code at
http://www.sutterhealthplus.org/providersearch (ID number is 4 to 8 digits) or
https://www.westernhealth.com/search-for-providers/ (ID number is 10 digits). To
change your primary provider, contact the carrier directly.

® Enter the required PCP details for this plan to continue with your enrollment.

® No PCP number required for Kaiser enrollees.

AMY HAYES EMPLOYEE []



BENEFITS (Dental Enrollment)

You are then brought back to the BENEFITS page where you can continue making changes to other

benefits as necessary. Be sure the box is checked for any dependent you want covered by the
DENTAL plan.

Horr | Loggat | Rised Hap?

g COUNTY OF SACRAMENTC ALL PLANE
& Active Bmployees

MESERCE CENTER | MY SEMENTS | MY PROVLE | wadt -

Open Enrellment

EMPLOYEE o
TIER MAME
S0.00

124 dudhoxtioms pur year]

DEFENDENTS

Uulta Darilal-Actoe

DENTAL
COVERED EELATION
VOLLNTARY EMPLEEE TES EMPLOTEE

ANGIE ALOSTA APOLsE
LALIREN REOSTA CHILD
This Year's Health Insurance Options
# Coverage levels shown are based on your selection of dependents below (if apalicable.)

ACCOUNT

Selecttdeselsct the checkbax next to the dependentis) name to acd or remdnse coverage. If
. ¥OU 200 oF FeMoVe a depEncent, You must update your benef election.

CRITICAL ILLNESE

® |f you are adding & dependent, your enralimens will not be approved without proper
o . -

NERUERRT B documentation (e.g. marriage certificate, birth cemificate.d  Please provide required
LA ART documentation o the Benefits Office within 7 days of completing your enraliment.
# Tochange your current clection, select the sppropriate plan.

® |f yow DO MOT want to change your current chection, select Contimue.

o Silvcion
Plans Selected Hide a
(4of B} Comrerage o
Sub Toral: Employee: EMPLOYEE TEST
527 .85 ey rmson »f| SFCILSE: SPOUSE TEST
o [HILD: CHLD TEST
ME-BCN-CROH BALK

— $0.00

| cmoledrin ]
(24 deduclions par year]
£ DELTA DENTAL

DOWERED RELATION
EMPLOYEE TES EMPLOYEE
SPOLSE TES SPOUSE
CHLD TEST CHRD

«-rb &

Once you have all family members selected, click “"CONTINUE".



BENEFITS (Optional Life Insurance)

You will again be brought back to the BENEFITS page.

Changes to life insurance can be made at any time and are not limited to life events. Decreases
should be made online and are automatically approved. Be sure the box is checked for any
dependent you want covered by the Optional Life plan.

If you are waiving voluntary term life insurance coverage, select CLEAR.

Hirmas | Logeut. | Nl Mgt

COUNTY OF SACRAMENTO ALL PLANG | MESSAGE CENTER | WY SENENTS | MY PROILE | WS
Active Employess

‘Open Enrollment

EMPLOYEE

TIER MAME

COST FER PAY PERSOD

@5 Prudential $27.85

|24 ducdection par year]

aCiptian 3
covenen RELATION covenade
EMPLOYEE TES! EMPLOYES 5223 000
his fear's Coverage Options

Optiens available 1o you are shown in the "Plan™ Options.

$0.00

248 dwduclions par year}

$0.00

® Opciand & - 1% anrual salary up to $50,000 Orcluding your baskc cowerage)
® Opcian 1 - Tx annusl saksry up 1o $600,000, plus your hasic coverage

® Opeian 2 - 2 annuad salany up 1o $500.000, plus your hasic coverage

al
® Opeion 3 - 3x annual salany up 1o $500,000, plus your hasic coverage
al

® Opeian 4 - & annuad salany up 1o $500,000, plus your hasic coverage

® Option 5 - Scannual s

lary up to S500,000, plus your hasic coverage

W pou have nol already enralled in Ogtional Lile, you may enroll in Option 1400 1 @ Pradeniial [24 duductions per yuar}

wff S e (gt 1 tirmes anmeal salary] in this years Open Dorollment with na medical

underwriting questions as long as you have not been previowsly declined. Optianal Life-Optan m
Plans Selected To increase Ooverage mars Lthan one sleg, o enrolling for the irst me a3 a late
i4 of B} enlrant without a qualifying evenl, please complete the Tarms below and fax 1o S SO.DD
Sub Total: e ET 62T e 248 dudutlinns par yuar}
$27.85 Jowrrmsco &5 Prudential

0E-B001-CASH BALK

Hide

-
‘= Life nsurance Beneficiary pdl m
= Optinal Life-Option 2
‘= Lile nsurance Forrm.pdl
Coverage for: —
= .
Employec: EMPLOYEE TEST .@ Frudential

248 dwduclions par year}

=»
$0.00

Optian

$27.85 @5 Prudential

248 duduclions gar year | Optian

@5 Prudential

-

Guaranteed Coverage: $273,000




BENEFITS (Optional Life Insurance)

Edit Coverage Amount

® I you elect to enroll in or make changes o Voluntary Term Life
coverage, please select the Benefit Amount for Employes and
Dependents, il applicable.

Meed help estimating an approgriate amount of coverage? Click on the

Tollowing link far a helpful caloulatar:

Life insurance Calculator

=
' Life Insurance Beneficiany.pdf v

Evidence of Insurability

-
= Life Insurance Form.pdf

COST PER PAY PERIOD: £33.87 per pay period .
Coverage Details
EMPLOYEE COVERAGE: EMPLOYEE TEST Name Relation Guaranteed  Requested
£302.000 EMPLOYEE Employee £273,000.00 $302,000.00

Spouse Spouse £0.00 $30,000.00
SPOUSE COVERAGE: 5POUSE TEST

= UMDERSTAMD THAT THIS ENROLLMENT IMCLI

€30 000 | REQINRES CARRIER APPROVAL. | FURTHER LI

PROVIDED UMTIL SLICH APPROVAL HAS BEEM G

Sz 1LITE INS1IFaMES Orrm P

THE GUARAMNTEED ISSUE AMCUNT STATED HEREIN.

Coe X

Increases in coverage must be applied for on the two PDF paper forms in this section (Short form &
Life insurance enrollment form). Submit these forms to the Benefits Office by fax or email.

Once you are satisfied with your voluntary life options click “Continue”.



BENEFITS (Basic Life Insurance)

Please complete and submit the Life Insurance Beneficiary Form to update your beneficiary.

Beneficiary forms are accepted year round and should be updated as your life circumstances
change!

Submit this completed form by fax or email to the Benefits Office anytime. Click “Continue”.

WELCOME EMPLOYEE TEST

Home | Logoul | Need Help?

¢ Active Employees

Open Enrollment

TIER MAKE v
DEPENMDENTS o
MEDICAL o
DEMTAL v
VOLUNTARY TERM LIFE o
GROUF TERM LIFE v,

HEALTH SAVINGS
ACCOUNT

FLEXIBLE SPENDING
ACOOUNT

CRITICAL ILLNESS

VOLUNTARY VISION

SUMMARY

o Salection Cenpiarad

Plans Selected
{4 of B)

Sub Total:
m.g1 1 PAY PEROD

201 E-BGO1-CASH BACK

COUNTY OF SACRAMENTO

ALL PLANMS | MICSSAGE CEMTER | MY BEMEATS | MY PROFILE | MORL ~

Last Year You Choss

PLAN

COST PER PAY PERIOD

$0.00

(24 deductions per year)

@ Prudential

Basic Life-$18K

COVERED RELATION COVERAGE

CMPLOYLC TEST CMPLOYEE 318,000

This Year's Coverage Options
® Basic Group Life is paid for by the County. If plan is not selected below, make your
selection, then select Continue.

(=]
sa Life Insurance Beneficiary.pdf

Hide &

Coverage for:
Employes: EMPLOYEE TEST

| COST PER PAY PERIOD

 $0.00

(24 deductions per year)

PLAN

Enrolled Plan

@ Prudential ﬂ
Basic Lile-$18K m

Coverage: 518,000

=D




BENEFITS (HSA)

You will again be brought back to the BENEFITS page. You can now enroll in or change your HSA.
If you are already enrolled in the HSA and want to change the amount you are contributing, click
CHANGE.

Home | Logout | Need Help?

¥ COUNTY OF SACRAMENTO ALL PLANS | MESSAGE CENTER | MY BEMEFITS | MY PROFILE | MORE v
A Active Emplayees

Open Enrollment

This Year's Coverage Options
® Select the option that best describes the Medical plan you elected, your Individual or
TIER NAME v
Family coverage and your age.
DEPENDENTS WA« Farticipants in an HSA may net alsa panticipate in a Flexible Spending Accaunt (FSA) for
Medical Reimbursement. If you are changing from an FSA to an HSA during Open

Enrollment, please nate that you cannot start contributions to an HSA until April 1 unless
p— < OME EMPLOYEE TEST Home | Logout | Need Help?
the balance in your MRA is §0 on December 31.
VOLUNTARY TERM LIFE o/ ® If you wish to cancel for 2017, please select the "Clear” button.
v

[E—— & Neenraliment farm & required for Sutzar US ank H54 COUNTY OF SACRAMENTO ALLPLANS | MESSAGE CENTER | WY BENEFITS | MY PROFILE | MORE ~

HEALTH SAVINGS
ACCOUNT Hide ~
Coverage for- [pen Enrollment

Emplayee: EMPLOYEE TEST

This Year's Coverage Options

CRITICAL ILLNESS

PLAN | COST PER PAY PERIOD ® Select the option that best describes the Medical plan you elected, your Individual or
VOLUNTARY VISION H
so 00 Family coverage and your age.
[ {24 contributions per year] ® Participants in an HSA may not also participate in a Flexible Spending Account (F54) for
1SA Kaiser Active
) B Medical Reimbursement. If you are changing from an F5A to an H3A during Open
V] el Select
Enrcliment, please note that you cannot start contributions to an HSA until April 1 unless
Plans Selected k4 the balance in your MRA is 50 on December 31.
(4of8) ® | youwish to cancel for 2017, please select the "Clear” button.
Sub Total:

® Mo enrollment farm is required for Sutter US Bank HSA
5$30.91 irarreman

2018-BGO1-CASH BACK H|de -~
EXIBLE SPENDING CCIVEFEgE for
COUNT Employes: EMPLOYEE TEST

=D &

UTICAL ILLMESS

PLAN I COST PER PAY PERIOD

$104.17

{24 contributions per year)

VOLUNTARY VISION

Enrolled Plan

Edit Contribution Amount

HSA Kaiser Active

Contribution Amount: $2,500.00 -

Change

YOUR CONTRIBUTION: Plans Selected 519417 per pay period

(50f8)

Sub Total:
530.91 o remon

CONTRIBUTION
LIMIT 0 TO $3,400

2500 Annual | 2018-BE01-CASH BACK

. .
. ==

The HSA is normally deducted over 24 pay periods; the annual amount you enter will be divided by
24 and deducted each pay period in the year. You can change the amount you contribute to your
HSA anytime during the year with no life event required. Enter the per pay period amount you
want to contribute to your HSA based on your eligibility status, then click “CONTINUE".



OPTIONAL (FSA)

Click Select under the Flexible Spending Account to enroll in Medical Reimbursement, Dependent
Care, or Limited Medical Reimbursement.

To enroll in the Dependent Care Account or Limited Purpose Medical Reimbursement Account,
select "County Limited FSA 2019", and then click Continue.

Note: a General Purpose MRA will turn off your HSA contributions, but you can keep HSA
contributions going with a Limited MRA, where reimbursable expenses are limited to only dental
and vision expenses.

Enter your annual election in the box provided. Your pay check deduction amount will be based on
your annual election, deductions are generally taken twice each month (24 pay periods).

To enroll in the Dependent Care Account or General Purpose Medical Reimbursement Account,
select "County FSA 2019", then click “Continue”. Follow the same steps as above.

COUNTY OF SACIAMENTO LTSS | MESSAGE CENTER | MY EWENIS | W PROTRLE | MOME
o Active Employees
Open Enraliment WELCOME EMPLIVEE TEST Home | Lagout | Need Help?
This Year's Coverage Options
YL e I £ B0 17 e PR SAENNg ACCRANE {FSA) - BERNARTE Cart andiar COUNTY OF SACRAMENTO AL PLANS | MESSAGE CENTER | WY BENERTS | My PROFILE | MADRE-~
Active kmy By
- s §2,500. p]w
i youdan o P seloc: Contimue.
“Lifniled” Healliviare Flexible Spending ALcount (FSALTHS Sccountis imiLed” Lo Open Enrollment
e
Ho hiz Yaar's Coversoe Ootons
ed in an T This Year's Coversge Options
e Lo i e cling A FSAL - Dl & anl
1y v s 54 s g et e i et 54 1o g & 1 youwauld like 1o enrall in the Flesible Spending Account [FSA) - Dependent Care andior
neolim ou can make your valuable HSA funds, which roll over from year 1o IR Medical Reimbursermenl, II'dI(I.‘)'DJ' salection bebow.
, hast longer! - - N P
e e DEFENDENTS & The anawal limit for the Medical Reimbursement Account i $2.500.

& |F you dort want Lo enrall in the F3A, selecl Continue.
MEDICAL

“Limited" Healthcare Flexible Spending Account (F54)-Thiz account is “limited” to

Lzl dental and vision qualified reimbursable expenses only, not medical or Rx

VOLUMTARY TERM LIFE o expenses, but you are still eligibe to contribute to an H5A while enrolled in an HD
HMO plan.
If you have an H5A, you may want to consider 3 “Limited”™ Healthcare FSA for Open

GROUF TERM LIFE v

Plans Selected
IO ARATRTTTS

HEALTH SAVIMNGS o Enrollment, 5o you can make your valuable HSA funds, which rall ower from year to
ACCOUNT

Y it gar!
Edit Annual FSA Amount year, last langer!

FLEMELE SPENDING o
ACDCOUNT

Health Flexible Spending As nt - . -
ealthcare Flexible Spending Accou $0.00 L= % FSA Claim Form. pdf
® The total allowed per the IRS for the Health Care Expense is $2.500 per centributions for this

- =

Dependent Care SUMMARY Hide a

- e : . .
T = Mavia Recurring Day Care Claim Form.pdf

® The totsl allowed per the IRS is §5,000 per year or $2,500 if married, Coverage for:

filing separate returns. o S Cinployes: EMPLOYEE TEST

- I Y ... ]
Trying to figure out how much to withhold? Click on the following links for
ot Plans Selected
FSA Health Care Calculator (G ofE)

— $83.33
FSA Dependent Care Calculator Sub Total: {24 contributions for this yeary
530,91 spur roaice
I FSA Claim Form. pdf County FSA 2018 m
- . 015 BGT.CATH BACK Unreimbursed Medical Amount:
/= Mavia Recurring Day Care Claim Form.pdf 52,000,000 5 p oy i m
Dependent Care Amount: $0.00

UNREIMBURSED MEDICAL 1S0L00 par pay paricad)
LIMIT $0 TO $2,500 £0.00
2000| FT {24 contributions for this yeary
DEPENDENT CARE

LIMIT $0 TO $5,000

0

b

=D 9




OPTIONAL (Critical lliness)

Click Select under the Critical lliness to enroll. Be sure the box is checked for any dependent you
want covered by the Critical lliness plan. Click “Continue”.

WELCOME EMPLOYEE TEST Home | Logoue | Meed Holp?

COUNTY OF SACRAMENT(O
Active Employees

ALL PLANS | MESSAGE CENTER | MY EEMEFITS | MY PRORALE | MORE

Open Enrollment

P s g PP,
e This Year's Coverage Options

By electing coverage under the Prudential Critical illness plan, you agree that you
TIER BAME hawe major medical coverage for you and any dependents you are selecting
DEFEMDENTS coverage for. This cirtical lliness coverage is not comprehensive health insurance
COVET “major medical coverage”).

MEDICAE age ['maj ge’l

DEMTAL .
Hida &
VOLLUNTARY TERM LIFE 1/ o e

Coverage for:
GROUFTERMLIFE o/ Crogilayee. EMPLOYEE TEST
HEALTH SAVINGS v T
ACCOUNT

FLEXIELE SPEMDING o/
ACCOUNT

| COST PER PAY PERIOD

CRITICAL ILLMESS . 0' Dn
'@ Prudential $

Prudentiab-Critical Hress

VOLUNTARY WI1SIO0M {24 deducions per year)

SUMBMARY

Select

o

Plans Selected
(6 .of 8)

Sub Total:
$30.917 s ravesneno

20118-BG0-CASH BACK




OPTIONAL (Voluntary Vision)

If you're enrolled in Sutter or WHA HMO, the cost and coverage for vision benefits are bundled
with your HMO selection.

Vision benefits are not included if you enroll in a high deductible plan or you waive medical
coverage, so you will need to select Voluntary Vision to have coverage.

Click Select under the Voluntary Vision to enroll. Be sure the box is checked for any dependent
you want covered by the Voluntary Vision plan. Click “Continue”.

WELCORIE EMPLOVEE TEST Hame: | Logoue | Meod Holps

S COUNTY OF SACHAMENTO

L ALL PLANS | MESSAGE CEMTER | MY EEMEFITS | MY FROFLE | MORE v
' Sctive Employees

Open Enroliment

EMPLOYVEE This Year's Heslth Insurance Options

o I pou have selected medical coverage under an HMO plan, DO NOT enrodl in the volumary
TIER: HAME . . "

wigion plan; your vision & already included with yaur HMO.

DEFEMDENTS & Howwever, il you have waived medical coverage o enralled ina High Deductiide plan and

wanL vision ooverage, you rmest enroll Ffod volumary vision.
MEDICAL

DENTAL )

Hide a

VOLUNTARY TERM LIFE o [0 .
Coverage for

GROLIP TERM LIFE Crogloyes: EMPLOYEE TEST

SPOLSE: SPOLISE TES
HEALTH SAVINGS ) R SEEMEETERT
ACCOUNT CHILD: CHILD TEST

$2.60

VOLUNTARY WIS VS p (24 decuctions per year)
™
B
WEP- Vol

rtary Wision Acthe

FLEXIELE SPEMDOING o
ACTOUNT

CRITICAL ILLMESS

SUMMARY

W Folechian Comphetog

Plans Selected
(6 of 8)

Sub Total:
530.97 s sav pevsnn

2018-BE01-CASH BACK




REVIEW & FINAL APPROVAL

You are almost finished! Scroll through and review the Acknowledgement provisions.

ALL FLAMS | MESSAGE CENTER | MY BEMERTS | MY PROFILE | MORE

SUMMARY
Effective date of new plans: i Employer Pays:
01/01/2018 ‘ $359.08 oarsesson
) Employes Pays:
£30.91 uv sesice

VOLUNTARY TERM LIFE o/

# Does not Include contributions to Fexible
spending and Health Savings Account

SRR

GROUF TERMLIFE

HEALTH SAVINGS v

ACCOUNT
FLEXEILE SPENDING o Eripiboyer Pays:
ACCOUNT Medical $296.09
& P4 paser PeRmARENTE. aroup Term Life Ernpikoyer Pays:
S EMPLOYEE TEST B $0.49
¥aisor Permancree High Deductibie Yiou Pay: .
Tier & @y Prodential
- $0.00 & ’ EMPLOYEE TEST )
SUMMERY Change  Detsiy Bamic Life $18K Wou Pay:
Coverage: 18,000 50.00
Change  Detsls
Plans Selected . .
ployer Pays:
{6 of B)
Dental
$62.50 Health Savings Account
EMPLOYEE TEST
£ DELTADEHTAL SPOUSE TEST s
You Pay YeuPay.
P CHILD TEST i - EMPLOYEE TEST $104.17
a - D SOGD Contribution arnnun:szmw
Wedumtary Term Life Flexible Spending Accournt
= i . You Pay:
(& Prudential EMPLOYEE TEST You Pay. T — EMPLOVEE TEST $83.33
Oiptianel Lés-Opeion 3 SPOUSE TEST $30.91 Annual Medicat $2,000.00
Coverage: S273,000 Change | Detsis
ihange  Detsls
. Employer Fays:
Total per pay period - wioyerPays - $355.08
Group Term Life Empilayer Pays: vouPar $30.91
. $0.49 e comer i s e Sl s Heskh g v
ey i
# Prudential
EMPLOYEE TEST .
Basc Lfe:S18K You Pay.
Coverage: $12,000 $0.00
axw | sea =D e

Carefully read the Personal Information Summary to confirm your coverage and dependent
information are correct. This is your opportunity to ensure the elections you made accurately

reflect your intentions. You are not able to make changes to your coverage after your life event

closes, so please review this information carefully. Click "Continue”.



If the selections reflect the coverage you want, type in your name, check the “Your Approval: |
AGREE" box, and then click “Submit”.

Dental: Delta Denzal-Actve 50.00
COUNTY OF SACRAMENTO
T e Caverage:Emplayes + Une Pls Carvier: DELTA DENTAL OF CALIFORMIA
Active Employees
_
i EMPLOVEE TEST EMPLOYEE
v
SPOUSE TEST POUSE
Summary of Benefits for the Requested Effective Date of 1472018 -
CHILD TEST CHILD

Y DIGITAL SIGNATURE Woluntary Term Life: Optonal Life-Onton 3 53091
Please review ail of the Informaticn an this page ang when you are satified with your selections, check the | Agree box and seiect Coverage: $273,000 Carrier: FRUDENTIAL
Sutmit.

“
Acknowiedgment:
1 heschy conify thar all the Infarmation entered s true and comec: ta the best of my knowlecge. | aka understand chat any fakse EMFLOVEE TEST EMPLOVEE 273,000
Infarmaticn entered will make this enroliment process and the coserage for wikh it applies rull and woid. The Plan reserves the right to SPOUSE TEST sPousE sano00
rescnd caverage should the information rove to b Incomalet or Inaccurate. | underszand that my bonofit cloctions will be In effect
wntll she next Open Enrolment perlod, uniess my famiy status changes [¢.g, loss of coverage far me or my dependents, change In marital
stats, change in spouse's/domestic partners empioyment sttus). | understand that | must natify my employer within 30 days f | Group Term Life: Sasic Lée S18K 50.00
experienca 3 qualifyng evens. | sutharae my smplayer ta make ail payrall deductians aszoclzed with my slectians. | understand that |
am entitied 1a a copy af the plan dacuments for the benefit plans. Your reguest has been submitted. f you acded dependents or wated Caverage: $12,000 Carrler: PRUDENTIAL

medical cowerage, your enroliment = pending o

t of those Sacumens; the deadine for documents s 7 days from submitting these

GUARANTEED
elections. An small from nereply saccouny@ksenan.com wil be sert to the emall acress listed In your Perscnalinfarmation when yaur S o
request b approvedidenid.

EMPLOVEE TEST EMPLOVEE $18.000
T PRINT SUMMARY OF BENERTS
Once your enroliment has been sUBMITEd, you will Be a0k o downiosd 3 copy of your SLmmarny of Beneis. A copy of your summary of
Health Savings Account: HER Kaiser Actiue Por Pay Period: 52500
Esnofits willaiso be corod In your Messsge Conter. £104.17
PERSONAL INFORMATION SUMMARY Carrier: Cauriy
e 1es Ganar: v Bute ol gt st e i
BENEFIT DETAILS
a e
P bl sttt prey Flexible Spending Account Courcy F5A 2018 Annual Medica 52,000
1K Gt Ca s 58333

Carrler: Flex Flan Servres
g

Y DEPENDENTS SUMMARY
*Cust Surnmary

*Nate: Actual deductions may vary slightly due 6 rounding

SPOUSE TEST sPoUSE 1znnses = 0000 SAME

canTEST cHILD Tr2nas B w0000 SAME

CORE BENEFITS SUMMARY Fiexible Spending

EENEFIT DETARS COST PER PAY PERIOD HsA
Medical Kaicer Permancnte High Deductibie Tier A 50.00 Emplayee pays
Empilayer pays
Caverage: Emplayes Carrier: KASER PERMANENTE
Totai Benefits Cosz
_EMHO‘.EE - _Npmm KAISER FOUNDATION HEALTH FLAN AREITRATION AGREEMENT
Far the Kalser health care plan

g
| understand that {scept for Small Claims Court cases, clabms subject to 3 Medicare appeals procedure or the ERISA claims
procedure regulation, and any other clalms that cannot be subject to binding arbitratien under geverning law) any dispute
between myself, my heirs, relatives, or other associated parties on the one hand and Kalser Foundation Health Plan, Inc. (RFHE],

any praviders, ar ther ties on the other hand, for alleged viclatien of any.
duty arising ut of or related to membership In KFHP, Including amy claim for medical or hespital malpractice {a claim that
medical services were unnecessary of unauthorized or were Improperty, or rendered), for premises

lizbilizy, or relating to the coverage for, or delivery of, services or items, irrespective of legal theory, must be decided by binding

arbitration under California Law and net by |2wsult OF Fesort to Court process, except as applicable law provides for judicial

resiew of arbitration proceedings. | 3gree to gve Up our right to 3 jury trial and accept the use of binding arbitration. |
that the full provisian the Coverage.

By seipering the | Agree cherkhio helow, | understand that this aceian will serve az my electronic signatune of sgroement to the ronditions
provided 0 the Kalser Foundation Health Plan Arbitration Agreement (anoes) and that by law this electronic sigrature wil nave the
same effect 23 a signature on 3 paper farm.

Note: Hf you o Nt wish b SCCERT the arORTaticn Sgrecment above, seket Cancel and retrn to the “Medical” enraliment page 1o make 3
new Health Flan selection.

*MAME:

* Your Appraval | AG

Chesck 1 canlirin yis

Congratulations, PART 1 of the online enrollment has now been submitted for review!

NOTE: If you added dependents or waived medical coverage, your enrollment is not complete
until you provide documentation (birth certificates for children, marriage certificate, proof of other
coverage, etc.) within 7 days of the enrollment request. If the documentation is not received, your
changes will not be approved-no exceptions.

Documentation can be faxed to the Employee Benefits Office at (916) 874-4621 or emailed to
MyBenefits@saccounty.net. Include your employee ID on all documents.



mailto:MyBenefits@saccounty.net

