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SECTON 125 PREMIUM ONLY PLAN (POP)
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 a Section 125 Premium Only Plan. All of the above organizations may sponsor a Section 125 POP, 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:      
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:      


 FORMCHECKBOX 
  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:      


 FORMCHECKBOX 
  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
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

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 may be in noncompliance.
Employer Name:
     
Signature: __________________________________
Print Name: _________________________________
Title/Position: ________________________________

Date: ________________________________

SECTION IV – Section 125 Premium Only Plan (POP)-----------------------------------
 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!
Benefits Offered for POP (Please check all that apply for statement in the Plan Document and SPD)
Select the benefits to be offered under this Plan: 

  
 FORMCHECKBOX 
  Medical Insurance Premiums
 FORMCHECKBOX 
  Dental Insurance Premiums






 FORMCHECKBOX 
  Vision Insurance Premiums

 FORMCHECKBOX 
  Health Savings Account 
 FORMCHECKBOX 
  *Cash Benefits (Opt Out)



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

     ,      ,      ,      ,      ,      
Additional Considerations:   

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 
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

SECTION V – Section 125 Cafeteria Plan Fee Schedule--------------------------------

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 
  
In addition to Section 125 Premium Only Plan eBenefits Administrators, Inc. offers administrative Services for:

 FORMCHECKBOX 
 Section 125 Cafeteria Plan with Medical FSA and Dependent Care Assistance Plans ((DCAP)

 FORMCHECKBOX 
 Health Reimbursement Arrangements (HRA) 
 FORMCHECKBOX 
 Healthy Rewards HRA 
 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 VI – Execution of Plan---------------------------------------------------------------
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 Section 125 Premium Only Plan Document and any related Appendix and Addendum to the Adoption Agreement.
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


