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DATA GATHERING FORM
The undersigned adopting employer hereby adopts this Plan.  The Plan shall consist of the Adoption Agreement, its related Basic Plan Document, Summary Plan Description (SPD) any related Appendix and Addendum to the Adoption Agreement.  

Plan Selection: (check all that apply):
 FORMCHECKBOX 
 Section 125 Cafeteria Plan (select type below):  


 FORMCHECKBOX 
 Health Reimbursement Arrangement (HRA)

 FORMCHECKBOX 
 Premium Only Plan (POP)




 FORMCHECKBOX 
 Limited Purpose HRA
 FORMCHECKBOX 
 General Purpose FSA (All eligible 213D expenses)


 FORMCHECKBOX 
 Health Savings Account (HSA)
 FORMCHECKBOX 
 Limited Purpose FSA (Only Dental & Vision expenses)

 FORMCHECKBOX 
 COBRA Administration




 FORMCHECKBOX 
 Dependent Care Assistance Plan (DCAP) 




Broker Agency Name:      
CSR:      
Phone Number:      

 FORMTEXT 



Address:      
City:       State:       Zip:        
E-Mail:      
Billing to be sent to broker: 

SECTION 125 CAFETERIA PLAN:  

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

PREMIUM ONLY PLAN:  



 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
 
HEALTH REIMBURSEMENT ARRANGEMENT:  
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

COBRA:  




 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
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SECTION I – Employer Information-----------------------------------------------------------
Name of Organization:      

(Enter name exactly as it appears on tax returns and as it is to appear in the plan documents)

Physical Address:      
City:      State:       Zip:       Phone:          Fax:      
Mailing Address (if different):       
City:       State:       Zip:        

Fiscal Year End:       
Date of Incorporation:        
Federal Employer ID No.:         
The Employer/Organization entity is operating pursuant to the laws of the State of      
Approximate number of employees:                                           
Organization
 FORMCHECKBOX 
 Corporation 


 FORMCHECKBOX 
 Non Profit Organization
 FORMCHECKBOX 
 Sub-Chapter “S” Corporation
  

Type:

 FORMCHECKBOX 
 Government Agency/Church
 FORMCHECKBOX 
 Partnership


 FORMCHECKBOX 
 Limited Liability Company
 FORMCHECKBOX 
 Sole Proprietorship
Note:  Only eligible employees can participate in a Cafeteria Plan. All of the above organizations may sponsor Cafeteria Plans but the following cannot participate: sole proprietors, partners, and greater than 2% shareholders in Sub-Chapter “S” Corporations.

Contact:  (The individual that eBenefits should contact regarding this plan or that employees should be directed to)
Name:        Title:        Email:      
Address (if different):      
City:       State:       Zip:        Phone:      
Reimbursements:  (The individual that eBenefits should send reimbursement data to)
 FORMCHECKBOX 
 Same as Contact
Name:        Title:        Email:      
Phone:      
Billing/Invoicing:  (The individual that eBenefits should send billing/invoicing to)
 FORMCHECKBOX 
 Same as Contact
Name:        Title:        Email:      
Address (if different):     
City:       State:       Zip:        Phone:      
Billing should be sent by:   FORMCHECKBOX 
Email
  FORMCHECKBOX 
 US Mail
Acceptance of Legal Process (person responsible for validating information and signing legal documents)
Name:        
Title:      
Email:      
Pay Schedule Information (Only Required for FSA)

Are all of the Employees paid on the same schedule?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

The Employees are paid as following: (Enter as many pay frequencies as needed)


 FORMCHECKBOX 
  Weekly

First pay date after plan effective (MM/DD):       /       
 FORMCHECKBOX 
  Bi-Weekly

First pay date after plan effective (MM/DD):       /       
 FORMCHECKBOX 
  Semi-Monthly
 FORMCHECKBOX 
 1st & 15th

 FORMCHECKBOX 
 15th & end of the month

 FORMCHECKBOX 
  Monthly

First pay date after plan effective (MM/DD):       /      

 FORMCHECKBOX 
  Other      
(Remember, it is the employer’s responsibility to notify their payroll department or payroll vendor regarding the implementation of their Section 125 Cafeteria Plan prior to the plan effective date.  The payroll department or payroll vendor will create the necessary field codes to accommodate the newly created pre-tax deductions.)
Bank Account  
 FORMCHECKBOX 
 Not Applicable (ONLY if selecting Direct Reimbursement)
Name of Bank:      
Name on Account:        

Bank Address: Street: 
Account Number:         Routing Number:      
Person Signing Check:         Title:      
Please provide information from the bank account handling un-reimbursed medical and dependent care plans. Secondly, the account used for the Section 125 Cafeteria Plan un-reimbursed medical and dependent care employee contributions MUST be a general asset non-interest bearing company account. In other words, utilize an existing general asset non-interest bearing operating account to avoid extra reporting requirements.
Initial and Ongoing Funding Method:  
 FORMCHECKBOX 
 Electronic Fund Transfer (EFT)     FORMCHECKBOX 
 Check     FORMCHECKBOX 
 Wire Transfer
EFT is preffered method of funding!
SECTION II –Eligibility Requirements for Organization---------------------------------
1. The following class of employees is eligible to participate:
 FORMCHECKBOX 
  All  

 FORMCHECKBOX 
  Salaried Employees Only     FORMCHECKBOX 
  Other 
 FORMCHECKBOX 
  Hourly Employees Only

 FORMCHECKBOX 
  Same as Group Health Plan
Tax penalties may be imposed if the Plan contains eligibility requirements that have the effect of favoring highly compensated employees. Consult your tax advisor before limiting participation in the Plan. 

2. The following employees are excluded from participation:
 FORMCHECKBOX 
  No exclusions
 FORMCHECKBOX 
  Part-time employees normally expected to work less than       hours a week

 FORMCHECKBOX 
  Employees under the age of      
 FORMCHECKBOX 
  Union employees (unless the bargaining agreement provides for coverage)

 FORMCHECKBOX 
  Retirees 
 FORMCHECKBOX 
  Non-resident aliens

 FORMCHECKBOX 
  Other:      
Section 125 does not specifically provide for election exclusions. Consult your tax advisor before excluding any classification(s) of employees

3. Employees are eligible for benefits:


4.   Once eligible for benefits, they will begin:
 FORMCHECKBOX 
  As of date of hire




 FORMCHECKBOX 
  Date requirements are met


 FORMCHECKBOX 
  # of days after date of hire: 
 FORMTEXT 

     



  First of month after requirements are met
 FORMCHECKBOX 
  # of months after date of hire:      

 FORMCHECKBOX 
  First day of plan year after requirements are met

 FORMCHECKBOX 
  Same as Group Health Plan



 FORMCHECKBOX 
  Same as Group Health Plan
 FORMCHECKBOX 
  Other:      
5.   Employees are eligible for Section 125 benefits:
6.   Once eligible for Section 125 benefits, they will begin:
 FORMCHECKBOX 
  As of date of hire




 FORMCHECKBOX 
  Date requirements are met


 FORMCHECKBOX 
  # of days after date of hire: 
 FORMTEXT 

     



  First of month after requirements are met
 FORMCHECKBOX 
  # of months after date of hire:      

 FORMCHECKBOX 
  First day of plan year after requirements are met

 FORMCHECKBOX 
  Same as Employers group health plan

 FORMCHECKBOX 
  Same as Group Health Plan
 FORMCHECKBOX 
  Other:      
7. Reinstatement of Laid Off or Terminated employees:
a. Automatically reinstate benefit elections for Laid Off or Terminated employees who are re-hired within 30 days:  
 FORMCHECKBOX 
  Yes (no coverage lapse)
 FORMCHECKBOX 
  No (new benefits may be elected once Eligibility Period is met)
b. Permit new benefit elections for Laid Off or Terminated employees who are re-hired more than 30 days after their termination: 

 FORMCHECKBOX 
  Yes (waive Eligibility Period)  FORMCHECKBOX 
  No (new benefits may be elected once Eligibility Period is met)

8.
It the group subject to COBRA



9. Is the group subject to FMLA

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No





 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
SECTION III – Nondiscrimination Testing
Section 125 of the Internal Revenue Code requires that Cafeteria Plans be offered on a non-discriminatory basis.  In assuring compliance, the Internal Revenue Code provides various tests.  Section 125 has its own nondiscrimination test.  Nondiscrimination tests need to be ran for the Health   FSA and the Section 129, Dependent Care Assistance Plans separately then combined along with other benefits offered through the Cafeteria Plan such as the premiums for medical, dental or vision plans offered to test the Cafeteria Plan as a whole.  In reference to the premium contributions the amount contributed by the employer and the employee must be taken into consideration.
Although the tests tend to be subjective to each other, the concept of fairness is throughout.  In addition, the tests are purely based upon facts and circumstances.  To complete the tests you will need to determine who meets the following definitions:
· Who meets the definition of a Highly Compensated Employee for testing the Cafeteria Plan as a whole 
· Who meets the definition of a Key Employee

· Who meets the definition of a more than 5% owner for testing the Dependent Care Assistance Plan (DCAP)
· Who meets the definition of a Highly Compensated Participant for testing purposes for the Dependent Care Assistance Plan (DCAP)

For most of you this may sound crazy, but yes there are three separate definitions of a Highly Compensated Individual/Participant to run the nondiscrimination testing based upon testing the Cafeteria Plan as a whole and separate tests for the Health FSA and Dependent Care.

Please see our census sheet for a detailed explanation of the above.  There is a separate tab for the definitions.
Please check yes or no indicating that you will be providing the information to run the nondiscrimination testing

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
If the information is not provided in the census, you understand that eBenefits Administrators, Inc. will not be responsible for testing and your plan maybe in noncompliance.
Employer Name:
     
Signature: __________________________________
Print Name: _________________________________
Title/Position: ________________________________

Date: ________________________________

SECTION IV – Reimbursement Options-----------------------------------------------------
Please reference eBenefits’ Fee Schedule 
If payment on your monthly invoices reaches 60 days past due services will become suspended

· Unless choosing “Add net to payroll” as your reimbursement method, you MUST chose two (2) options for reimbursements.  
· eBenefits must approve any Reimbursement Method selected based on your Plan(s) set-up before implementation.  
· Reimbursements are processed on Wednesday of each week.
· Fees are shown Per Participant Per Month (PPPM).  PLEASE NOTE: The monthly invoicing for the group as a whole will be based on the cost of the highest method chosen for reimbursement for all participants!!!
Reimbursement Methods:
 FORMCHECKBOX 

Add net to payroll (Direct Reimbursement) – Fees: $3.50 PPPM - Our most economical means of reimbursement. The employer will receive a Payment Register & Direct Reimbursement Voucher(s) documenting the claims processed. This data will be sent via email to the employer. This serves as the notice of the claims to be paid. Claim processing is normally done on Tuesdays. No reimbursements are generated by eBenefits. The Employer will forward the amounts listed to their payroll department or payroll company to add the reimbursement to the Employee’s paycheck pre-tax or a separate check may written and distribute to the employee. 
 FORMCHECKBOX 

Direct Deposit – $4.50 PPPM - The employer will provide their banking information on this Adoption Agreement. The employee must complete a Direct Deposit form & submit that to eBenefits with a voided check. The employer will receive a Payment Register & Direct Deposit Voucher(s) documenting the claims processed.  This data will be sent via email to the employer. This serves as the notice of the claims to be paid. Claim processing is normally done on Tuesdays.  eBenefits will pull from the employer’s banking account the next business day for the total amount of the direct deposits listed on the payment register. eBenefits will then transfer reimbursements directly to the employees accounts, deposits can take 2-5 business days to post into the employee bank account. 
 FORMCHECKBOX 

EBR Live Checks – $6.00 PPPM - The employer will provide their banking information on this Adoption Agreement. The employer will receive a Payment Register & copies of the employee checks/EOBs documenting the claims processed.  This data will be sent via email to the employer. This serves as the notice of the claims to be paid.  Claim processing is normally done on Tuesdays. eBenefits will pull from the employer’s banking account the next business day for the total amount listed on the payment register. Once eBenefits has the funds to cover the claim reimbursements the checks will be mailed to the employee’s address on file.  

 FORMCHECKBOX 

Signature Ready Checks – $5.50 PPPM -The employer will provide their banking information on this Adoption Agreement. The employer will be mailed a Payment Register & the employee checks/EOBs documenting the claims processed. Our system will be set up to print the employer’s bank account information on the employee claim reimbursement checks. This serves as the notice of the claims to be paid. Claim processing is normally done on Tuesdays. eBenefits will mail the payment register & checks to the employer on the same day processing occurs. The employer will need to put a signature on each check and distribute them to the employees.  
When utilizing signature ready checks you must provide starting check number:      
You can also supply eBenefits with an electronic signature for your authorized check signor, our system can be set up to automatically print the signature on your checks. Please contact our office to discuss this option.  

 FORMCHECKBOX 

Pay To Provider – $8.00 PPPM - This method is only available for the HRA benefit. The employer will provide their banking information on this Adoption Agreement. The employer will receive a Payment Register & copies of the provider checks/EOBs documenting the claims processed.  This data will be sent via email to the employer. This serves as the notice of the claims to be paid. Claim processing is normally done on Tuesdays. eBenefits will pull from the employer’s banking account the next business day for the total amount listed on the payment register. Once eBenefits has the funds to cover the claim reimbursements the checks will be mailed to the provider’s address on file.  
 FORMCHECKBOX 

mySourceCard® MasterCard® Debit Card – $4.50 PPPM - eBenefit Administrators, through a partnership with DataPath, Inc., is pleased to present the mySourceCard which enables plan participants to pay for qualified expenses directly from their accounts. The mySourceCard is unequaled in its ability to provide convenience to the employee and simplify the administration of Flexible Spending Accounts, Health Reimbursement Arrangements and Health Savings Accounts.

SECTION V – Section 125 Cafeteria Plan Information----------------------------------
 FORMCHECKBOX 
 Not Applicable
 FORMCHECKBOX 
 This is a New Plan effective (MM/DD):       /         and ending (MM/DD):      /      
Will this be a short plan Year:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
If a short plan year is utilized, the subsequent renewal must be 12 months: 
Renewal Plan effective (MM/DD):      /        and ending (MM/DD):      /      
 FORMCHECKBOX 
 This is a Renewal of a previously established FSA, please provide the following data: 

Originally effective date:      /       /       
Plan Number:       
If this is a renewal, we must have the original plan number provided and the initial effective date.  This information must be placed in your plan documents!
Will this be a Simple Plan?:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No - In general, only employers with an average of 100 or fewer employees during either of the preceding two years may establish a simple cafeteria plan. Special rules address application of the rule to new employers and permit growing employers to continue benefiting from the relief until they employ an average of 200 or more employees.

If yes, will employer contributions be:

 FORMCHECKBOX 
 Uniform Percentage: Employer Contribution must be a Uniform Percentage (but not less than 2%) of the 
    
     employees’ compensation for the plan year.

 FORMCHECKBOX 
 Matching Contribution: Employer Contribution must be an amount that equals or exceeds the lesser of:



 FORMCHECKBOX 
 (a) A Uniform Percentage (but not less than 2%) of the employees’ compensation for the plan year.



 FORMCHECKBOX 
 (b) The lesser of six percent of the employee's compensation for the plan year or twice the employee's 

      salary reductions.
Cafeteria Plan Benefits

Select the benefits to be offered under this Plan: 

  
 FORMCHECKBOX 
  Medical Insurance Premiums

 FORMCHECKBOX 
  General Purpose FSA


 FORMCHECKBOX 
  Dental Insurance Premiums


 FORMCHECKBOX 
  Limited Purpose FSA


 FORMCHECKBOX 
  Vision Insurance Premiums


 FORMCHECKBOX 
  Dependent Care Assistance Plan (DCAP)

 FORMCHECKBOX 
  *Cash Benefits (Opt Out)


 FORMCHECKBOX 
  Health Savings Account 

 FORMCHECKBOX 
  Others (Please specify, Cancer, Accident & Sickness, Intensive Care, etc.)

     ,      ,      ,      ,      ,      
Additional Considerations:   

Allow for claims of behalf of employee only  FORMCHECKBOX 
 or employee and family  FORMCHECKBOX 
.   
Allow for automatic rollover of premium elections from year to year (known as Evergreen Elections) 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
Allow for HSA contributions:   

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
Allow for Reimbursement of Individually Owned health insurance coverage:   

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Allow the Heart Act (Qualified Reservist Distribution):  Allows Reservists being called up to active duty for 
180 days or an indefinite period to cash out “unused” benefits in their Flexible Spending Account.  These 
distributions will be taxable to the participant.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

If so, allow for the following:


 FORMCHECKBOX 
 (a) The balance available under the “Uniform Coverage Rule” which would be the election at the 


      beginning of the plan year minus claims.



 FORMCHECKBOX 
 (b) The balance available based upon year-to-date contributions minus claims.  

Will a Benefit Debit Card be utilized for the FSA: 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Do you want reporting for all pre-tax contributions, FSA, DCAP and Premiums? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
Pay Schedule Information (Only Required for FSA)

Are all of the Employees paid on the same schedule?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

The Employees are paid as following: (Enter as many pay frequencies as needed)


 FORMCHECKBOX 
  Weekly

First pay date after plan effective (MM/DD):       /       
 FORMCHECKBOX 
  Bi-Weekly

First pay date after plan effective (MM/DD):       /       
 FORMCHECKBOX 
  Semi-Monthly
 FORMCHECKBOX 
 1st & 15th

 FORMCHECKBOX 
 15th & end of the month

 FORMCHECKBOX 
  Monthly

First pay date after plan effective (MM/DD):       /      

 FORMCHECKBOX 
  Other      
Account Plan Limits 
 FORMCHECKBOX 
 General Purpose FSA (all eligible 213D expenses): Minimum: $      ; Maximum: $      
 FORMCHECKBOX 
 Limited Purpose FSA (Dental and Vision, typically utilized in conjunction with an HSA: 
 
Minimum: $      ; Maximum: $      
 FORMCHECKBOX 
 Dependent Care: 1-Parent Household Maximum: $2,500; 2-Parent Household Maximum: $5,000 
Minimum Check Reimbursement Amount: $       (Default: $10.00) – N/A (Direct Reimbursement & Direct Deposit) 
Contributions made by:   FORMCHECKBOX 
 Employee
  
 FORMCHECKBOX 
 Employer
  
 FORMCHECKBOX 
 Both

If there will be Employer contributions please provide detail:      
Cash Benefit Options: Does your organization have any of the arrangements listed below? If yes, specific details of the arrangement(s) are required so they can be incorporated into your Plan Document.
 FORMCHECKBOX 
  Opt-Out: This arrangement exists if the employer provides an additional cash compensation in lieu of selecting coverage through the group health plan.  It is typical that the employee must show proof of other coverage (example: employee is covered under spouse’s health plan). 
Please provide detail, frequency of additional compensation and amount per EE status:
Opt Out Amount:  FORMCHECKBOX 
  Per Pay period   FORMCHECKBOX 
  Per Month   FORMCHECKBOX 
 Per Quarter   FORMCHECKBOX 
 Semi-Annual   FORMCHECKBOX 
 Annually
Employee Status:  EE Only: $          EE & Child(ren): $          EE & Spouse: $          EE & Family: $     
Are there any classes of employees participating in the Section 125 Cafeteria Plan that will have different employer and/or employee contribution levels for any qualified benefit(s) funded through the Section 125 Cafeteria Plan (example: salaried, hourly, attorneys, management, etc.)
 FORMCHECKBOX 
  Yes – Please provide the class(es) of employees here:      

 FORMCHECKBOX 
  No

Are there any classes of employees participating in the Section 125 Cafeteria Plan that will not have the same service period and/or eligibility requirements mentioned above (example: salaried, union, non-union)

 FORMCHECKBOX 
  Yes – Please provide the class(es) of employees , service period requirement(s) and eligibility requirement(s):      
 FORMCHECKBOX 
  No

Grace Period, IRS Notice 2005-42. You may implement a Grace Period up to the maximum of 2½ months. The Grace Period is additional time after the Plan Year End Date that an eligible participating employee can continue incurring expenses that will be applied to the balance of the previous year’s elections. If an employee terminates prior to the Plan Year End Date they are NOT eligible for the Grace Period. Please make your selections below:

Grace Period:  
Medical FSA

 FORMCHECKBOX 
  Decline Grace Period
 FORMCHECKBOX 
  Accept Grace Period - Please indicate length (not to exceed 2½ months):      
DCAP

 FORMCHECKBOX 
  Decline Grace Period
 FORMCHECKBOX 
  Accept Grace Period - Please indicate length (not to exceed 2½ months):      
The Run Out Period is time after the Plan Year End Date/Grace Period End Date (whichever is greater) in which an eligible participating employee can submit expenses incurred during their plan year. Once an employee is no longer eligible for benefits or terminates employment, that date is the last day of their plan year and when their Run Out Period will begin. It is not mandatory that you offer a Run Out Period but eBenefits strongly recommends that at least a 30 day run out period is offered. Please make your selections below:
Active Employee: The Run Out Period for Active Employees to run in conjunction with the Grace Period:   


(The Run Out Period must be equal to or greater than the Grace Period)

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
 FORMCHECKBOX 
  Claims Run-Out period (30, 60, or 90 days):      
Terminated Employees (NOTE: The Plan Year ends for a terminated employee the date of termination.  In addition, the Grace Period does not apply.) 
 If the participant has a positive cash balance at date of termination, the FSA is COBRA eligible.  An alternative Run Out Period can also be chosen for terminated employees. 
 FORMCHECKBOX 
  Claims Run-Out period (30, 60, or 90 days):      
Orthodontic Reimbursement

Orthodontic treatment plans may span one or more FSA plan years. IRS guidelines allow for the employer to make the decision regarding the reimbursement of such expenses. Reimbursement must be administered uniformly and consistently for all participants. Please remember the risk of losses under the uniform coverage rule: if orthodontic expenses are reimbursed at the time of payment, rather than as they are incurred, the employer may experience a loss if an employee is reimbursed early in the year and terminates before all contributions can be withheld.

Please be advised that we will allow eBenefits Administrators, Inc. to process Orthodontic Expenses in the following manner:

 FORMCHECKBOX 
 Reimburse the paid orthodontic expense in full.

 FORMCHECKBOX 
 Reimburse orthodontic expenses allowing for a down payment and/or monthly payments based on the length of treatment.  

We will advise our employees of our decision for Orthodontic Reimbursement. 

We will advise our employees that they must submit:

· Copy of their Provider’s Orthodontic Contract

· Completed eBenefits Employee Orthodontic form. 

Treatment must begin before an employee can be reimbursed regardless of when they pay or are billed.
SECTION VI – Health Reimbursement Arrangement (HRA)Plan Information-----
a copy of your health plan’s summary of benefits must be submitted when electing an HRA

 FORMCHECKBOX 
 This is a New Plan effective:      /      /       and ending:      /      /     
Plan#:  FORMCHECKBOX 
 501  
 FORMCHECKBOX 
 502   FORMCHECKBOX 
 503  

 FORMCHECKBOX 
 This is a Renewal of a previously established HRA, please provide the following data: 


Originally effective date:      /       /     

Plan Year:      /      /        and ending:      /      /       
Plan Number:       
If this is a renewal, we must have the original plan number provided and the initial effective date.  This information must be placed in your plan documents!

Will a Benefit Debit Card be utilized for the HRA: 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
The Only Options available to use a debit card in conjunction with an HRA is when the deductible is 100% funded by the employer and the following plan designs apply, (Please check appropriate plan design):


 FORMCHECKBOX 
 Comprehensive HRA (All 213(d) expenses eligible for reimbursement, deductibles, dental, vision and OTC)

 FORMCHECKBOX 
  Rx Only (When the Rx applies to the deductible)
Health Plan Carrier Name:      
Health Plan I----------------------------------------------------------------------------
Health Plan Deductible operates under a:

 FORMCHECKBOX 
 Calendar Year Deductible
 FORMCHECKBOX 
 Contract Year Deductible

Is this a Qualified High Deductible Health Plan:       
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Health Plan Deductibles:

 FORMCHECKBOX 
 Two Tier Deductible Plan /  FORMCHECKBOX 
 Three Tier Deductible Plan
EE Only:       / EE + 1 (EE + Spouse/EE + Child)       / EE +Family:      
Coinsurance:

Percentage:        Maximum Out-of-Pocket:  Individual:       / Family:      
Maximum Reimbursement per coverage tier:

 FORMCHECKBOX 
  Flat Amount:


$
 FORMCHECKBOX 
  Amount varies by coverage status:

 FORMCHECKBOX 
  Employee Only



$
 FORMCHECKBOX 
  Employee + Spouse/Child

$
 FORMCHECKBOX 
  Employee + Children


$
 FORMCHECKBOX 
  Employee + Family


$
THE HRA PLAN DESIGN:

EE ONLY:

	DOLLAR AMOUNT
	PARTICIPANT PAYS %
	HRA PAYS%

	$0.00 to 
	
	

	
	
	

	
	
	


EE + 1 (EE + SPOUSE / EE + CHILD):

	DOLLAR AMOUNT
	PARTICIPANT PAYS %
	HRA PAYS%

	$0.00 to 
	
	

	
	
	

	
	
	


EE + FAMILY (EE + CHILDREN / EE + FAMILY):

	DOLLAR AMOUNT
	PARTICIPANT PAYS %
	HRA PAYS%

	$0.00 to 
	
	

	
	
	

	
	
	


IF YOUR HEALTH PLAN IS A TWO (2) OR THREE (3) DEDUCTIBLE PLAN WILL THE HRA REIMBURSEMENT FOR FAMILY COVERAGE BE TRACKED PER FAMILY MEMBER OR COMBINED ON AN AGGREGATE BASIS?

 FORMCHECKBOX 
 DEDUCTIBLES AND HRA REIMBURSEMENT TO BE TRACKED PER FAMILY MEMBER

 FORMCHECKBOX 
 DEDUCTIBLES AND HRA REIMBURSEMENT FOR FAMILY TO BE TRACKED ON A COMBINED OR AGGREGATE BASIS
THE HRA SHALL REIMBURSE THE FOLLOWING: 

 FORMCHECKBOX 
 Copayments

 FORMCHECKBOX 
 Co-Insurance

 FORMCHECKBOX 
 Deductibles

Does the Rx apply to the deductible    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
 FORMCHECKBOX 
 All expenses eligible under Code Section 213(d)
Note:       
Carry Forward:  Amounts not used during the coverage period: 
 FORMCHECKBOX 
 Will be forfeited

 FORMCHECKBOX 
 Will be carried forward to the next plan year, in an amount up to $     .  

However, it will be subject to a maximum accumulation of $     . 
Health Plan II (If Applicable)---------------------------------------------------------
Health Plan Deductible operates under a:

 FORMCHECKBOX 
 Calendar Year Deductible
 FORMCHECKBOX 
 Contract Year Deductible

Is this a Qualified High Deductible Health Plan:       
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Health Plan Deductibles:

 FORMCHECKBOX 
 Two Tier Deductible Plan /  FORMCHECKBOX 
 Three Tier Deductible Plan
EE Only:       / EE + 1 (EE + Spouse/EE + Child)       / EE +Family:      
Coinsurance:

Percentage:        Maximum Out-of-Pocket:  Individual:       / Family:      
Maximum Reimbursement per coverage tier:

 FORMCHECKBOX 
  Flat Amount:


$
 FORMCHECKBOX 
  Amount varies by coverage status:

 FORMCHECKBOX 
  Employee Only



$
 FORMCHECKBOX 
  Employee + Spouse/Child

$
 FORMCHECKBOX 
  Employee + Children


$
 FORMCHECKBOX 
  Employee + Family


$
THE HRA PLAN DESIGN:

EE ONLY:

	DOLLAR AMOUNT
	PARTICIPANT PAYS %
	HRA PAYS%

	$0.00 to 
	
	

	
	
	

	
	
	


EE + 1 (EE + SPOUSE / EE + CHILD):

	DOLLAR AMOUNT
	PARTICIPANT PAYS %
	HRA PAYS%

	$0.00 to 
	
	

	
	
	

	
	
	


EE + FAMILY (EE + CHILDREN / EE + FAMILY):

	DOLLAR AMOUNT
	PARTICIPANT PAYS %
	HRA PAYS%

	$0.00 to 
	
	

	
	
	

	
	
	


IF YOUR HEALTH PLAN IS A TWO (2) OR THREE (3) DEDUCTIBLE PLAN WILL THE HRA REIMBURSEMENT FOR FAMILY COVERAGE BE TRACKED PER FAMILY MEMBER OR COMBINED ON AN AGGREGATE BASIS?

 FORMCHECKBOX 
 DEDUCTIBLES AND HRA REIMBURSEMENT TO BE TRACKED PER FAMILY MEMBER

 FORMCHECKBOX 
 DEDUCTIBLES AND HRA REIMBURSEMENT FOR FAMILY TO BE TRACKED ON A COMBINED OR AGGREGATE BASIS
THE HRA SHALL REIMBURSE THE FOLLOWING: 

 FORMCHECKBOX 
 Copayments

 FORMCHECKBOX 
 Co-Insurance

 FORMCHECKBOX 
 Deductibles

Does the Rx apply to the deductible    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
 FORMCHECKBOX 
 All expenses eligible under Code Section 213
Note:
     
Carry Forward:  Amounts not used during the coverage period: 
 FORMCHECKBOX 
 Will be forfeited

 FORMCHECKBOX 
 Will be carried forward to the next plan year, in an amount up to $     .  

However, it will be subject to a maximum accumulation of $     . 
Limited Purpose HRA:  FORMCHECKBOX 
 Dental Only  FORMCHECKBOX 
 Vision Only  FORMCHECKBOX 
 Both
Employee Only Benefit: $
HRA Notes eBenefits Administrators, Inc. use only:      
If both a General Purpose FSA Plan and HRA Plan are being administered by eBenefits Administrators the HRA Plan will pay first!

Our system is set up to AUTOMATICALLY roll expenses not paid by the HRA into the FSA (if available), if you do not want this to occur please select the box below: 

 FORMCHECKBOX 
  Do not roll unpaid HRA claims to the FSA benefit – employees MUST submit claim forms
The Run-Out Period is time after the Plan Year End Date in which an eligible participating employee can submit expenses incurred during their plan year. Once an employee is no longer eligible for benefits or terminates employment, their plan year ends on that date and the Run Out Period will begin for the terminated employee. It is not mandatory that you offer a Run-Out Period but eBenefits strongly recommends that at least a 30 day run out period is offered. Please make your selections below:
Run-Out period for HRA Benefits from end of Plan Year:

 FORMCHECKBOX 
  Claims Run-Out period (30, 60, or 90 days):      
For a terminated Employee:


The HRA will terminate: (Please confirm with the healthcare plan the termination date of coverage)


 FORMCHECKBOX 
 Date of Termination  FORMCHECKBOX 
 End of the month following termination

 FORMCHECKBOX 
  Claims Run-Out period (30, 60, or 90 days):      
SECTION VII – Health Savings Account -----------------------------------------------------
 FORMCHECKBOX 
 Not Applicable

 FORMCHECKBOX 
 This is a New Plan with an effective date of (MM/DD):       /        
This is a renewal of a previously established HSA which was originally effective (MM/DD):      /       
 FORMCHECKBOX 
 This is a Reinstatement Plan with an effective date of (MM/DD):      /         
Effective Date of Qualified High Deductible Health Plan (MM/DD):        /          

HSA contributions will be made by:

 FORMCHECKBOX 
   Employer Only


 FORMCHECKBOX 
   Employee Only


 FORMCHECKBOX 
   Both Employer & Employee

Contributions to the HSA are:


 FORMCHECKBOX 
   Pre-tax (Section 125 Plan required – Select below if eBenefits will create your POP document)


 FORMCHECKBOX 
   Post-tax 

Please choose the HSA Funding Method you will be using:


 FORMCHECKBOX 
   Fund by Employer Check


 FORMCHECKBOX 
   Fund by EFT draft


 FORMCHECKBOX 
   Fund by Wire Transfer

HSA Debit Card: 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Employer Contributions: Please list any employer contributions that will be made on behalf of the employee.  An employer may match contributions dollar-for-dollar, provide one flat contribution amount for all participants, or provide one amount for individual coverage and one amount for family coverage. HSA contributions are subject to the Section 125 Non-Discrimination requirements. Please provide a detailed explanation of any Employer HSA Contribution:

     

 FORMTEXT 
     
Account Notes eBenefits Administrators, Inc. use only:      
SECTION VIII – COBRA Information----------------------------------------------------------
COBRA Information (Premium Only, HRA, FSA) (to be included in the summary plan description)

COBRA Administrator to be in force as of the effective date of the Plans being implemented:
 FORMCHECKBOX 
  Not Applicable (Group is not subject to COBRA regulations)

 FORMCHECKBOX 
  eBenefits Administrators, Inc.


Date eBenefits Administrators to begin administering (MM/DD):      /       
 FORMCHECKBOX 
  Employer
 FORMCHECKBOX 
  Other
Name of Organization:      

Are there any current COBRA participants?        FORMCHECKBOX 
  Yes         FORMCHECKBOX 
  No

If you have a Health Reimbursement Arrangement (HRA) that is not administered by eBenefits Administrators, Inc., please list the plan details below.           

If eBenefits Administrators, Inc. is taking over COBRA administration, please complete the Cobra Census

Please reference the COBRA Service Agreement with regards to fees for administration

eBenefits will provide Initial Notice of COBRA Rights Per Notice



 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 

If eBenefits will be sending Initial Notices please answer the questions below:

Send Initial Notices to all participating employees




 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

Send Initial Notices to new participating employees throughout the plan year
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Plan Information is Required when eBenefits Administrators is administering your Cobra!!
Health Insurance Information  - Plan Number 1  (NOTE: Copy of Benefit Summary must be attached) 
  

Health Insurance Carrier Name:      
Plan Name:      
Effective (MM/DD/YR):      /      /       FORMTEXT 

     
     Renewal (MM/DD/YR): /      /
Plan Deductibles:      
Deductibles run:  FORMCHECKBOX 
 Contract Year; or  FORMCHECKBOX 
Calendar Year

HSA-Qualified High Deductible Health Plan (HDHP)   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

For COBRA Qualifying Events, coverage ends: 
 FORMCHECKBOX 
  Date of Event; 
 FORMCHECKBOX 
  End of Month; 
 FORMCHECKBOX 
  Other     
Dependent Age Limit (e.g. 19):          
Premium Amounts (full cost) Monthly
Employee Premium Contributions (per pay period)

Employee Only: 
$     


Employee Only: 
$      per pay

Employee & Spouse: 
$     


Employee & Spouse:
$      per pay

Employee & Child:
$     


Employee & Child: 
$      per pay

Employee & Children: 
$     


Employee & Children: 
$      per pay

Employee & Family: 
$     


Employee & Family: 
$      per pay



Health Insurance Information  - Plan Number 2  (NOTE: Copy of Benefit Summary must be attached)
Health Insurance Carrier Name:      
Plan Name:      
Effective (MM/DD/YR): 
Plan Deductibles:      
Deductibles run:  FORMCHECKBOX 
 Contract Year; or  FORMCHECKBOX 
Calendar Year

HSA-Qualified High Deductible Health Plan (HDHP)   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

For COBRA Qualifying Events, coverage ends: 
 FORMCHECKBOX 
  Date of Event; 
 FORMCHECKBOX 
  End of Month; 
 FORMCHECKBOX 
  Other     
Dependent Age Limit (e.g. 19):          

Premium Amounts (full cost) Monthly
Employee Premium Contributions (per pay period)

Employee Only: 
$     


Employee Only: 
$      per pay

Employee & Spouse: 
$     


Employee & Spouse:
$      per pay

Employee & Child:
$     


Employee & Child: 
$      per pay

Employee & Children: 
$     


Employee & Children: 
$      per pay

Employee & Family: 
$     


Employee & Family: 
$      per pay
Health Insurance Information  - Plan Number 3 (NOTE: Copy of Benefit Summary must be attached) 

Health Insurance Carrier Name:      
Plan Name:      
Effective (MM/DD/YR): 
Plan Deductibles:      
Deductibles run:  FORMCHECKBOX 
 Contract Year; or  FORMCHECKBOX 
Calendar Year

HSA-Qualified High Deductible Health Plan (HDHP)   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

For COBRA Qualifying Events, coverage ends: 
 FORMCHECKBOX 
  Date of Event; 
 FORMCHECKBOX 
  End of Month; 
 FORMCHECKBOX 
  Other     
Dependent Age Limit (e.g. 19):          Full-Time Student Age Limit:      
Premium Amounts (full cost) Monthly
Employee Premium Contributions (per pay period)

Employee Only: 
$     


Employee Only: 
$      per pay

Employee & Spouse: 
$     


Employee & Spouse:
$      per pay

Employee & Child:
$     


Employee & Child: 
$      per pay

Employee & Children: 
$     


Employee & Children: 
$      per pay

Employee & Family: 
$     


Employee & Family: 
$      per pay



Dental Insurance Information (Plan 1) (NOTE: Copy of Benefit Summary must be attached) 

Dental Insurance Carrier Name: 
Plan Name:      
Effective (MM/DD/YR): 
NOTE: Copy of Benefit Summary must be attached  

For COBRA Qualifying Events, coverage ends: 
 FORMCHECKBOX 
  Date of Event; 
 FORMCHECKBOX 
  End of Month; 
 FORMCHECKBOX 
 Other     
Dependent Age Limit (e.g. 19):          Full-Time Student Age Limit:      
Premium Amounts (full cost) Monthly
Employee Premium Contributions (per pay period)

Employee Only: 
$     


Employee Only: 
$      per pay

Employee & Spouse: 
$     


Employee & Spouse:
$      per pay

Employee & Child:
$     


Employee & Child: 
$      per pay

Employee & Children: 
$     


Employee & Children: 
$      per pay

Employee & Family: 
$     


Employee & Family: 
$      per pay

Dental Insurance Information (Buy-up, plan 2) (NOTE: Copy of Benefit Summary must be attached) 

Dental Insurance Carrier Name:      
Plan Name:      
Effective (MM/DD/YR): 
NOTE: Copy of Benefit Summary must be attached  

For COBRA Qualifying Events, coverage ends: 
 FORMCHECKBOX 
  Date of Event; 
 FORMCHECKBOX 
  End of Month; 
 FORMCHECKBOX 
 Other      
Dependent Age Limit (e.g. 19):          Full-Time Student Age Limit:      
Premium Amounts (full cost)

Employee Premium Contributions (per pay period)

Employee Only: 
$     


Employee Only: 
$      per pay

Employee & Spouse: 
$     


Employee & Spouse:
$      per pay

Employee & Child:
$     


Employee & Child: 
$      per pay

Employee & Children: 
$     


Employee & Children: 
$      per pay

Employee & Family: 
$     


Employee & Family: 
$      per pay

Vision Insurance Information (NOTE: Copy of Benefit Summary must be attached) 

Vision Insurance Carrier Name:      
Plan Name:      
Effective (MM/DD/YR): 
NOTE: Copy of Benefit Summary must be attached  
For COBRA Qualifying Events, coverage ends: 
 FORMCHECKBOX 
  Date of Event; 
 FORMCHECKBOX 
  End of Month; 
 FORMCHECKBOX 
 Other      
Dependent Age Limit (e.g. 19):         Full-Time Student Age Limit:      
Premium Amounts (full cost)

Employee Premium Contributions (per pay period)

Employee Only: 
$     


Employee Only: 
$      per pay

Employee & Spouse: 
$     


Employee & Spouse:
$      per pay

Employee & Child:
$     


Employee & Child: 
$      per pay

Employee & Children: 
$     


Employee & Children: 
$      per pay

Employee & Family: 
$     


Employee & Family: 
$      per pay

SECTION IX – Fee Schedule-------------------------------------------------------------------
Section 125 Cafeteria Plan     FORMCHECKBOX 
 Not Applicable

Fees For Premium Only Plan (POP)


Plan Document – Annual Fee(POP)………………………………………….………..…...$300.00
 FORMCHECKBOX 
 

Fee for nondiscrimination testing Per Test(Applies to POP Only)…………………$125.00
 FORMCHECKBOX 
  
Full Flex – Inclusive of Premium Conversion, Medical FSA and Dependent Care

Annual Fee…………………………………………………………………………………….…$300.00 
 FORMCHECKBOX 


Initial Set-up Fee:

1-200……………………………………………………………………………………$250.00
 FORMCHECKBOX 





201-500………………………………………………………………………………...$500.00  FORMCHECKBOX 



501- 1,000……………………………………………………………………………$1,000.00
 FORMCHECKBOX 

1000 + Contact for quote
If additional mailings are required to participants’ homes (ex: debit card confirmations, 

account balance letters, etc.) a $1.00 handling charge will apply per participant
 FORMCHECKBOX 



Set-up fee reduced 50% when census provided and completed in its 

entirety in approved Excel format: 






 FORMCHECKBOX 

Reimbursement method (Fees based on per participant per month):


Add net to payroll (Direct Reimbursement)……………………………………..$3.50 
 FORMCHECKBOX 



Direct Deposit……………………………………………………………………………$4.50 
 FORMCHECKBOX 

EBR Live Checks…………………………………………………………………………$6.00 
 FORMCHECKBOX 
 

Signature Ready Checks………………………………………………………………$5.50 
 FORMCHECKBOX 


mySourceCard® MasterCard® Debit Card……………………………………….$4.50
 FORMCHECKBOX 


mySourceCard® MasterCard® Debit Card Issue Fee, per card………….…$2.00 
 FORMCHECKBOX 


Minimum Monthly Fee………………………………………………………………….$50.00  FORMCHECKBOX 

Health Reimbursement Arrangement (HRA)     FORMCHECKBOX 
 Not Applicable
Annual Fee…………………………………………………………………………………….…$300.00 
 FORMCHECKBOX 


Initial Set-up Fee:

1-200……………………………………………………………………………………$250.00
 FORMCHECKBOX 





201-500………………………………………………………………………………...$500.00  FORMCHECKBOX 



501- 1,000……………………………………………………………………………$1,000.00
 FORMCHECKBOX 

1000 + Contact for quote
If additional mailings are required to participants’ homes (ex: debit card confirmations,

account balance letters, etc.) a $1.00 handling charge will apply per participant
 FORMCHECKBOX 



Set-up fee does not apply when hra implemented in conjunction with section 125 plan 
Reimbursement method (Fees based on per participant per month):


Add net to payroll (Direct Reimbursement)……………………………………..$3.50 
 FORMCHECKBOX 




Direct Deposit……………………………………………………………………………$4.50 
 FORMCHECKBOX 

EBR Live Checks…………………………………………………………………………$6.00 
 FORMCHECKBOX 
 

Signature Ready Checks………………………………………………………………$5.50 
 FORMCHECKBOX 


Pay the Provider….……………………………………………………………………..$8.00 
 FORMCHECKBOX 


mySourceCard® MasterCard® Debit Card……………………………………….$4.50
 FORMCHECKBOX 


mySourceCard® MasterCard® Debit Card Issue Fee, per card…………….$2.00 
 FORMCHECKBOX 


Minimum Monthly Fee………………………………………………………………….$50.00  FORMCHECKBOX 

COBRA     FORMCHECKBOX 
 Not Applicable
Initial Set-up Fee:

1-200………………………………………………………………………………….…$150.00
 FORMCHECKBOX 





201-500………………………………………………………………………………...$250.00  FORMCHECKBOX 



501- 1,000……………………………………………………………………………...$500.00
 FORMCHECKBOX 

1000 + Contact for quote
Set-up fee does not apply when Census provided in approved Excel format…………
 FORMCHECKBOX 


Takeover for existing cobra participants…………………………………………………..$15.00
 FORMCHECKBOX 




Monthly fee per participant enrolled in Medical, Dental or Vision Plan……………..$ .80 
 FORMCHECKBOX 

Notice of COBRA Election Rights sent with US Postal proof of mailing……………..$3.00
 FORMCHECKBOX 
 

Minimum Monthly Fee……………………………………………………………………………$30.00
 FORMCHECKBOX 

Optional Notices

Notice of Initial COBRA Rights notice sent with US Postal proof of mailing……....$3.00  FORMCHECKBOX 
 
Health Savings Account (HSA)     FORMCHECKBOX 
 Not Applicable
Initial Set-up Fee: NOT APPLICABLE
Fee for Section 125 Plan Document (If Applicable)…………………………………………….$300.00
 FORMCHECKBOX 


Monthly fee per participant (Includes Debit Card)………………………...............................$4.50
 FORMCHECKBOX 

mySourceCard® MasterCard® Debit Card Issue Fee, per card………………………..…….…$2.00 
 FORMCHECKBOX 

Card Re-issue or replacement………………………………………………………………………….$10.00
 FORMCHECKBOX 


Electronic of paper copy of 1099 or 5498……………………………………………………………No Fee
Employer Contributions via (ACH) transfer from employer’s account…………………………
No Fee
Employee Contributions via (ACH) transfer from employer’s account…………………………..
No Fee

OTHER FEES
Account Closing………………………….…………………………………………….$25.00 
 FORMCHECKBOX 




Balance Transfer (trustee to trustee)……………………………………………$15.00 
 FORMCHECKBOX 

Monthly online statement fee………………………………………………………..…No Fee 

Monthly mailed statement fee..……………………………………………………..$3.00 
 FORMCHECKBOX 


Annual Mailed statement….…………………………………………………………..…No Fee

Monthly investment option (Investment threshold is $1,000.00)…………$3.00
 FORMCHECKBOX 


Deposit returned unpaid.………………………………………………..…………..$15.00 
 FORMCHECKBOX 

SECTION X – Execution Page -----------------------------------------------------------------
EXECUTION PAGE
This Data Gathering Form is for the Plan Year:       /      /         and ending:      /      /      
Failure to properly fill out the Data Gathering Form may result in the failure of the Plan to achieve its intended tax consequences.

The Plan shall consist of this Data Gathering Form, its related Basic Plan Document #125 and any related Appendix and Addendum to the Adoption Agreement, and Fee Schedule.

Additional participating employers may be specified in an addendum to the Adoption Agreement.

The undersigned agree to be bound by the terms of this Data Gathering Form, Fee Schedule, and Basic Plan Document and acknowledge receipt of same.  
The Plan Sponsor caused this Plan to be executed this _____ day of _______________,________.










(month)

(year)
Employer Name:
     
Signature: __________________________________
Print Name: _________________________________
Title/Position: ________________________________
Date: ________________________________

4740 Peach Street      Erie, PA  16509      Office: 800-494-6804      Fax: 814-868-7556      Email: eBene@eBeneAdmin.com

PO Box 3259    ●    Erie, PA  16508-0269    ●    Office: 800.494.6804    ●    Fax: 866.661.0885   ●    Email: enrollment@eBeneAdmin.com


