
  
                              Insurance Enrollment Options 

 

  
Name:_____________________  Employee ID:_______________ 
 

  I am electing the following coverage effective __7/1/2009: 

Medical Base 

 Blue Cross Blue Shield Base Employee Only Coverage  (No Cost to Employee) 
 Blue Cross Blue Shield Base Family Coverage ($225.34/pay period, $450.68 per month) 

Medical Buy-Up 

 Blue Cross Buy Up Single Coverage ($12.74/pay period,$25.48 per month)   
 Blue Cross Buy Up Family Coverage ($245.04/pay period, $490.08 per month)   

Medical High Deductible Health Plan (HDHP) M
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 Blue Cross HDHP Single coverage (No Cost to Employee)* 
 Blue Cross HDHP Family coverage ($184.79/pay period, $369.58 per month)* 

*Employees who elect the HDHP will receive a monthly employer contribution of $44.12 to 
their HSA/HCFSA.    See details below.   

Health Savings Account and Flexible Spending Account Options         
FOR EMPLOYEES ELECTING HDHP MEDICAL COVERAGE  

I have elected to participate in the Blue Cross Blue Shield HDHP plan and want the $44.12 
monthly EMPLOYER CONTRIBUTION to go into the following account effective 7/1/2009: 
 

 Health Savings Account (HSA) ($22.06 per pay period, $44.12 per month) 
 Health Care Flexible Spending Account (HCFSA)* ($22.06 per pay period, $44.12 per month) 

    This is an unlimited account and can not be elected with an HSA.  
 
Additionally, I am electing to contribute MY MONEY into the following account(s) via payroll 
deduction effective July 1, 2009 (Maximum contributions are: HSA-HDHP plan deductible minus 
employer contribution. HCFSA* $3000. DCFSA $5000 
 

 Health Savings Account (HSA) $_________ per pay period 
 Health Care Flexible Spending Account (HCFSA*-will be limited if you are participating in an 
HSA) $_________ per pay period 

 Dependent Care Flexible Spending Account (DCFSA*) $_________ per pay period 
 
* FSA Accounts cover expenses incurred between start of coverage and 6/30/10 only.   
** Federal Annual DCFSA maximum is $5000.   

Flexible Spending Account Options                                                         
FOR EMPLOYEES ELECTING BASE/BUY-UP COVERAGE F
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I have elected to participate in the Blue Cross Blue Shield base or buy-up plan.  I am electing to 
contribute MY MONEY into the following account(s) via payroll deduction effective July 1, 2009 
(Maximum contributions are: HCFSA* $3000. DCFSA $5000 
 

 Health Care Flexible Spending Account (HCFSA) $_________ per pay period 
 Dependent Care Flexible Spending Account (DCFSA*) $_________ per pay period 

 
* FSA Accounts cover expenses incurred between 7/1/09 and 6/30/10 only.   
** Federal Annual DCFSA maximum is $5000.    

Page 1 (created 4/2009) 



Page 2 (created 4/2009) 

 
 
 
 

Dental Base (only one dental plan option) 
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 Delta Dental Base Employee Only Coverage  (No Cost to Employee) 
 Delta Dental Base Family Coverage ($31.12/pay period, $62.24 per month) 

Vision Base Exam Plus 

 VSP Base Employee Only Coverage  (No Cost to Employee-No election form needed) 
 VSP Base Family Coverage ($0.34/pay period, $0.68/month) 

Vision Buy-Up 
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 VSP Base Employee Buy Up ( $3.13/pay period, $6.26 per month) 
 VSP Base Family Buy Up ( $7.01/pay period, $14.02 per month) 

Life and AD&D Base 

 Minnesota Life Base Employee Only Coverage  (No Cost to Employee) 
 Minnesota Life Base Optional Family Coverage (No cost to Employee) 

Voluntary Life Buy-Up (see application for premium information) 
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Minnesota Life   Employee  Yes  No             Benefit $________ Premium $_______/month 
                       Spouse      Yes  No  N/A  Benefit $________ Premium $_______/month 
                       Children     Yes  No  N/A  Benefit $________ Premium $_______/month 

Pay Frequency  
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 I am paid over 12 months.   I am paid over 9 months.   I am paid over ___ months. 
All premium calculations on this form are shown over 12 months.   

 
I authorize Coconino Community College to deduct premiums for the plans selected above for my 
medical insurance, Health Savings Account, Flexible Spending Account, dental insurance, vision 
insurance, Basic Life and AD &D coverage and/or Voluntary Life effective July 1, 2009.  I 
understand these deductions will be processed over 24 pay periods if I am a twelve month 
employee.  If I am contracted to work for fewer than twelve months but have annual plan 
coverage, my deductions will be higher than indicated above to reflect the annualized premiums.  
Pre-tax elections cannot be changed until the next open enrollment period unless if I experience a 
life changing event such as divorce, marriage, birth or adoption of a child, change in job by me or 
my spouse, etc.  I understand that all elections are withheld pre-tax unless otherwise indicated in 
writing.  I also understand that premium amounts are subject to change and payroll 
deductions will reflect adjusted premiums unless new coverage elections and enrollment 
forms are received by Human Resources.   
 
Note:  TSA and 457B contributions can be elected or amended at any time.  Please see the Human 
Resources Department for the appropriate paperwork. 
 
__________________________________                    _____________________                    

Employee Signature                                                       Date 
 

 


