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tTTtTTHA GROUP/ISLAND HEALTH CARE/ISLAND HOSPICE (Bi-Weekly)
            EMPLOYEE BENEFIT ENROLLMENT/CHANGE FORM

                                        (  New         (  Change         (  Cancel      (  No Change
      EMPLOYEE NAME
 ___
__________________
SS# _________________  HIRE DATE   ________________

                          PPO

         
      HDHP  
HEALTH INSURANCE   
($2,000 IND/$4,000 FAM DED        ( $3,500 IND/$7,000 FAM DED                 ( Declined


                 PREMIUM PER PP  
     
     PREMIUM PER PP            Effec Date  __________ Term Date_________

SINGLE COVERAGE
(            $  34.84
   
 
    ($  23.52

    

EMPLOYEE/SPOUSE     
(
$221.90
   
 
    ($169.52
    
EMPLOYEE/CHILD
(
$177.32    

    ($155.52

    



EMPLOYEE/FAMILY 
(
$292.40   

    ($251.88

    

      HEALTH SAVINGS ACCOUNT (HSA)    PLEASE DEDUCT $
    PER PP          Effec Date  __________ Term Date_________

	BANK INFO:
	ROUTING #
	ACCT #


 
DENTAL  PREMIUM PER PP     
(YES
(NO

                            

 Effec Date  __________ Term Date_________    


BASE (Option 1)
                                                                                   BUY UP PLAN W/ORTHODONTIA (Option 2)
 
SINGLE COVERAGE

 (
$  13.88
                                       SINGLE COVERAGE

 (
$  15.08


EMPLOYEE/SPOUSE

 (
$  27.57 


      EMPLOYEE/SPOUSE

 (
$  29.93
EMPLOYEE/CHILD

 (
$  30.53


      EMPLOYEE/CHILD

 (
$  34.59

EMPLOYEE/FAMILY

 (
$  47.29 


      EMPLOYEE/FAMILY

 (           $  53.05
VISION  PREMIUM PER PP 
 (YES
 (NO

                            

Effec Date  __________ Term Date_________      
         SINGLE COVERAGE

 (
$ 2.55



         EMPLOYEE/SPOUSE

 (
$ 4.85


         EMPLOYEE/CHILD

 (
$ 5.09
         EMPLOYEE/FAMILY

 (
$ 7.49
  

        VOL LIFE INSURANCE
                 (YES
(NO

           


 Effec Date  __________ Term Date_________    
        AMOUNT _____________/______________/________________

       SHORT TERM DISABILITY       (YES
(NO

       


 Effec Date  __________ Term Date_________    
       401K (Eligible 1st day of each month after 6 months of employment)
       PLEASE DEDUCT $
__OR 

%         ( Declined ________ (Initials)                Effec Date  ___________ Term Date_________
      FLEXIBLE SPENDING ACCOUNT (FSA) PLEASE DEDUCT $

 PER PP 

 Effec Date  __________ Term Date_________
       BY SIGNING THIS FORM I AUTHORIZE THA GROUP TO DEDUCT THE INDICATED AMOUNTS DIRECTLY FROM MY PAYROLL EARNINGS.

      EMPLOYEE SIGNATURE 





   DATE 



___________________________
PLEASE COMPLETE AND FORWARD TO TALENT MANAGEMENT OFFICE
at mbryant@thagroup.org or fax at (912) 721-6223
Rev 11/28/2016
