Health Reimbursement Arrangement (HRA)

Company Name:

Specific HRA Contact: Title:
O Same as primary contact- if the same no need to complete 0O Access to Benefit Strategies employer portal
E-Mail: Telephone: ( ) Fax: ( )

Will you require representation at enrollment meetings? 0O Yes* 0O No *Date & Time:
Hours worked/week Waiting Period Coverage end date for a termination

Eligibility Requirements:

Plan Type: O Single Employer Plan

O Controlled Group (Please complete below)
Participating Employer Name Federal Tax ID # City / State/ Zip

Run out after plan year end: 0 90 Days (Benefit Strategies’ default) O Other:
Please Note: A 5250 fee will apply for a run out different from default. A terminated employee’s plan year end date is their termination date.
Plan Documents

Plan Name: Plan Number:

Who is responsible for plan documents? 0O Other 0O Benefit Strategies- Please indicate 0 New Plan O Restate Plan

Effective Date of your First HRA Plan: Do you offer an HSA? O Yes 0 No FSA? O Yes O No

Is your plan subject to FMLA? 0O Yes O No (In most cases companies with 50 employees or more are subject to FMLA)

Plan Specifics

List the name of all medical insurance plan(s) subject to the HRA:
*Please attach a copy of your medical insurance benefit summary

If an HRA is already in place, will Benefit Strategies be handling the run-out for the previous HRA provider?
O Yes* O NO *If Yes, please provide the pertinent demographic and balance information

HRA Submission HRA Pays (Choose one option)
O Manual Claim Submission O Full Amount of Deductible
O Debit Cards (Only allowed for code 213 expenses) O First Portion of Deductible

O Direct File Feed Available with Blue Cross Blue Shield
of Massachusetts(BCBSMA), Harvard Pilgrim Health Care
(HPHC) and Tufts Health Plan (THP) 00 On a Per Claim basis: %

0O Second Portion of Deductible

"The file feed will be used to reimburse:
O Participant (BCBSMA, HPHC & THP) O Custom (Please Explain): €€ attachment
O Provider (THP, HPHC groups)

Employer HRA Contribution

HRA Pays Employee Pays . . -
3 3 Flat Dollar Amount When HRA funds will be made available to participants:
$ 3 Single Person Plan O Whole Amount Up Front (Beginning of Plan Year)
S 3 Two Person Plan O Custom Please Explain:
S S Family Plan*

Are Funds Pro-Rated? OYes 0ONo

S *Per Member Maximum for HRA




HRA Allowable Expenses

O Only Health Plan Deductible
0 Check here if prescriptions are applied to the deductible

O Only Health Plan Coinsurance

Please check one: O Only Health Plan Deductible & Coinsurance
O All Allowable Code 213 Medical Expenses
O Dental, Vision

O Limited Code 213 Expenses Medical Expenses Please List:

For deductible HRAs- does the deductible run: O Calendar year O Insurance year/Plan year?

Does your current deductible have a carryover feature? If so please explain:

O Carryover funds indefinitely 0O Funds do not carryover
Funds Carryover:

O Carryover only this amount each year: S or% (circle one)
COBRA Rates and Administration
(HRA'’s are considered Health Plans and are subject to COBRA)

Who handles your COBRA Administration? O Benefit Strategies O In-house 0O Other**:

**Please provide your COBRA provider’s information: Telephone:

Address: City: State: Zip:

Is enrollment in the HRA linked to participation in a medical insurance plan?

O Yes- Please name the plan(s):

Are Cobra participants allowed to elect the medical insurance plan WITHOUT the HRA?
O Yes- COBRA participants may elect medical coverage with or without the HRA
O No- Participation in this medical plan automatically includes participation in the HRA

O No- HRA coverage is separate from medical insurance coverage
HRA COBRA Rates- COBRA Rates should be determined based on the actual or expected claims experience of the HRA.

HRA Coverage Level HRA Monthly Premium Plus 2% Admin Fee | HRA COBRA Rate (including 2%)
EE Only Plus 2% Admin Fee =
EE + Spouse Plus 2% Admin Fee =
EE + Child or Children (circle one) Plus 2% Admin Fee =
EE + Family Plus 2% Admin Fee =
HRA Fees
First year Renewal
Plan Installation & Renewal Services | $ S
Who Pays 0O Broker 0O Client Who Pays 0O Broker 0O Client
$ /Acct/ ‘ $ Min/ [ ¢ /Acct/ ‘ $ Min/
Monthly Claims Administration Fee Month Month Month Month
Who Pays 0 Broker 0 Client Who Pays 0 Broker 0 Client

Non-Discrimination Testing O Yes O No S




