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SECTON 105 HEALTH REIMBURSEMENT ARRANGEMENT (HRA)

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.  

Broker Agency Name:      
CSR:      
Phone Number:      

 FORMTEXT 



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

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 an HRA. All of the above organizations may sponsor an  HRA Plan, but the following cannot participate on a tax favored basis: sole proprietors, partners, and greater than 2% shareholders in Sub-Chapter “S” Corporations.

Contact Information:
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:      
Banking Information:

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 are 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 health plan:

4.   Once eligible for health plan, benefits 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:      





 FORMCHECKBOX 
  Other:      
5.   Employees are eligible for HRA benefits:
6.   Once eligible for HRA 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:      





 FORMCHECKBOX 
  Other:      
7. It the group subject to COBRA
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

8. Is the group subject to FMLA
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
SECTION III – Nondiscrimination Testing for Section 105 (HRAs)
For purpose of Nondiscrimination Testing the definition of a Highly Compensated Individual (HCI) in a  Section 105 Plan is different than the definition you will find under Section 125 of the Internal Revenue Code for Cafeteria Plans.

HCI are defined as follows:  

Despite the name, the group of HCIs includes more persons than just those who are highly compensated. Officers [1], more-than-10% shareholders, and certain spouses and dependents may be considered highly compensated without meeting a threshold level of compensation.  For the purpose of Nondiscrimination Testing in a Section 105 Plan, the definition of a Highly Compensated Individuals (“HCIs”) is as follows:   
	1.   One of the five highest-paid officers [1]

	2.   A shareholder who owns more than 10% of the value of stock of the employer's stock, or

	3.   Among the highest-paid 25% of all employees (other that excludable employees)


[1] Generally, an "officer" means an administrative executive who is in regular and continued service, and excludes those employed for a special or single transaction.  Also, an employee who may have the title officer, but not the authority of an officer, is not considered to be an officer.  For example, many companies or financial institutions use the term" assistance vice president" for marketing purposes, but such persons often have no real administrative authority.  Despite the title, they may not qualify as "officer".  Similarly, an employee who does not have the title of an officer, but has the authority of an officer, is an officer for testing purposes.
Benefits provided under a self-insured health plan (HRA) must not discriminate in favor of participants who are HCIs.  Specifically, this requires that all benefits provided for participants who are HCIs are provided for all other participants.  In addition, all benefits made available for dependents of HCIs must be available on the same basis for dependents on non-HCI participants.
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 (it must also be signed)
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 – 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
Notes:       
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
Notes:       
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 VI – HRA Fee Schedule--------------------------------------------------------------
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
Initial set-up fees reduced 50% when census submitted in format provided by eBenefits Administrators, Inc. 

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 



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 

In addition to HRA administration eBenefits Administrators, Inc. offers administrative Services for:
 FORMCHECKBOX 
 Healthy Rewards HRA
 FORMCHECKBOX 
 Section 125 Cafeteria Plans (Flexible Spending Accounts)

 FORMCHECKBOX 
 Health Savings Accounts
 FORMCHECKBOX 
 Health Savings Accounts with Post Deductible HRAs

 FORMCHECKBOX 
 COBRA
 FORMCHECKBOX 
 Parking and Transit
If you would like information on any of the above services, please check the applicable box(s).
When providing any combination plans featuring HSA, HRA or FSA, the secondary plan will have reduced fees, please contact eBenefits Administrators, Inc. for additional details.
SECTION VII – 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 #105 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      ,     .







         (Date)
       (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 3269    ●    Erie, PA  16508-0269    ●    Office: 800.494.6804    ●    Fax: 866.661.0885   ●    Email: enrollment@eBeneAdmin.com


