))) SABC “Your Flexible Benefit Cafeteria Plan Specialist”

SECTION |.

EMPLOYER INFORMATION THIS FORM IS A FILL IN THE BLANK FORM, JUST TAB BETWEEN FIELD ENTRIES, PRINT AND RETURN TO SABC.

NEW GROUP FORM
(1) EMPLOYER (LEGAL) NAME: (LISTIFA D.B.A. OR ANY SUBSIDARIES)
(2) CURRENT PLAN YEAR:  BEGIN DATE: END DATE:
CHANGE/SHORT PLAN YEAR DATE: (/F APPLICABLE) BEGIN DATE: END DATE:
(3) ADDRESS:
ADDRESS:
Crry: STATE: ZIP:
(4) FEDERAL TAX IDENTIFICATION NUMBER: - \ (5) FISCAL YEAR:
(6) NUMBER OF LOCATIONS?  # (ATTACH LisT) | (7) TotAL NuMBER OF FULLTIME ELIGIBLE EMPLOYEES?  #
(8) Has YourR COMPANY EVER HAD A CAFETERIA PLAN? |:| YES |:| No | (9) INmAL EFFECTIVE DATE OF PLAN?
(10) ForM 5500 FILING NUMBER:  # (IF You YES, TO 8), PLEASE PROVIDE A COPY OF YOUR LAST FILED FORM)
(AUTHORIZED SIGNER FOR THE CAFETERIA PLAN)
(1'1) APPOINTED PLAN ADMINISTRATOR NAME: \ TimLE:
EMAIL ADDRESS: | TELEPHONE #: ( ) ExT:
(12) HuMAN RESOURCE CONTACT/ NAME: | TiTLE:
EMAIL ADDRESS: | TELEPHONE #: ( ) ExT:
(1 3) PAYROLL CONTACT/ NAME: | TITLE:
(14) EMAIL ADDRESS: | TELEPHONE #: | ) Ext:

(CONTACT WHERE ALL REPORTS WILL BE FORWARDED)
(15) ReQuUIRED DAYS WORKED To BE ELIGIBLE: # DAvs | (16) ReQUIRED HOURS WORKED To BE ELIGIBLE: # HouRrs
(17) EMPLOYEE ENTRY PERIOD FOR CAFETERIA PLAN WILL BE:

I:' I DAY OF THE MONTH FOLLOWING THE DATE OF ELIGIBILITY

I:' THE DATE OF HIRE

I:‘ | " DAY OF THE PLAN YEAR FOLLOWING ELIGIBILITY

I:‘ OTHER:

PLEASE NOTE: YOU CANNOT HAVE DIFFERENT ENTRY DATES FOR THE CAFETERIA PLAN BASED ON EMPLOYEES CLASSIFICATION, THEREFORE YOU MUST CHOOSE ONE:

(18) PLAN STYLE*: EmpLOYEE ENTRY OPTION FOR PLAN,  * OPEN I:' CLOSED I:' Will your plan offer the presciption debt card?
* OPEN MEANS EMPLOYEES MAY ENTER PLAN UPON MEETING ELIGIBILITY, CLOSED MEANS ENTRY IS ONLY AT PLAN RENEWAL.

SECTION lll.  EMPLOYEE PAYROLL DATA

(19) PAY MoDES: FOR EACH MODE OF PAY MARKED, INDICATE THE FIRST PAY DATE FOR THE PLAN YEAR.

|:| WEEKLY PAID (52 TIMES) WEEKLY ( ) PLEASE NOTE IF DEDUCT ARE LESS THAN STANDARD

I:‘ Bi WEEKLY PAID (26 TIMES) BI WEEKLY ( ) LIST FIRST PAY DATE:  (BY PAY MODE DATE):

I:‘ SEMI MONTHLY PAID (24 TIMES) SEMI MONTHLY  ( )

|:| MONTHLY PAID (12 TIMES) MONTHLY ( )

(20) Is YOUR PAYROLL  IN HousE I:‘ OUT SOURCED I:‘

|IF OUT SOURCED, LIST PAYROLL COMPANY NAME:

ADDRESS:

CiTy, STATE, ZIP:

TELEPHONE: ( ) ExT:

CONTACT NAME:

(PLEASE AUTHORIZE THEM TO PROVIDE US WITH NECESSARY INFORMATION NEEDED TO SET-UP THE CAFETERIA PLAN.)

SECTION IV: EMPLOYEE BENEFITS OFFERED .

(21) INDICATE WITH AN X WHAT BENEFITS OF THE CAFETERIA PLAN YOU WILL OFFER:
PREMIUM ONLY PLAN |:| FLEXIBLE SPENDING: DEPENDENT CARE |:| UNREIMBURSED MEDICAL PLAN |:|

PREMIUM REIMBURSEMENT PLAN |:| HRAs PLAN |:| HSAs PLAN |:| INSURANCE SALES |:|
(PLEASE MARK YOUR CHOICES)




SECTION V: EMPLOYEE BENEFITS (INSURANCE PRODUCTS OFFERED) .

INSURANCE BENEFIT TYPE INSURANCE CARRIER/PROVIDER MARK X ONLY DEDUCTION MODE

IF YOU WANT THIS A | OF BENEFIT(S)
MANDATED BENEFIT

SECTION VI:  FLEXIBLE SPENDING ACCOUNTS (COMPLETE ONLY IF OFFERING THIS BENEFIT)
FOR UNREIMBURSED MEDICAL (URM):
(22) UNREIMBURSED MEDICAL EXPENSES PLAN YEAR MAXIMUM Is:  $

(CANNOT EXCEED $ 10,000 FOR STATE OF MissISSIPPI AGENCIES/SCHOOLS ONLY)

(23) IN THE EVENT A PARTICIPANT, WHO PARTICIPATES IN AN UNREIMBURSED MEDICAL SPENDING ACCOUNT, TERMINATES DURING THE PLAN YEAR, THERE ARE
TWO OPTIONS IN WHICH TO CHOOSE FOR YOUR PLAN. (PLEASE MARK A OR B)

Trre A:  COBRATERM STYLE |:|

THE PARTICIPANT'S SALARY REDUCTIONS WILL TERMINATE, AS WILL THE PARTICIPANT'S ELECTION TO RECEIVE REIMBURSEMENTS. THE PARTICIPANT WILL NOT BE ABLE TO RECEIVE
REIMBURSEMENTS FOR UNREIMBURSED MEDICAL SPENDING EXPENSES INCURRED AFTER HIS OR HER PARTICIPATION TERMINATES.  HOWEVER, SUCH PARTICIPANT (OR THE PARTICIPANT'S
ESTATE) MAY CLAIM REIMBURSEMENTS FOR ANY UNREIMBURSED MEDICAL SPENDING EXPENSE INCURRED DURING THE PERIOD OF COVERAGE PRIOR TO TERMINATION, PROVIDED THAT THE
PARTICIPANT (OR THE PARTICIPANT'S ESTATE) CLAIM IS FILED WITH IN THE (60) DAY GRACE PERIOD, FOLLOWING THE END OF THE PLAN YEAR.

TyPE B. FINAL PAY STYLE |:|

EMPLOYEES PARTICIPATING IN UNREIMBURSED MEDICAL SPENDING ACCOUNTS PARTICIPATE FOR THE FULL PLAN YEAR, THE PLAN DOES NOT TERMINATE WHEN THE EMPLOYEE TERMINATES.
FINAL REDUCTION OF THE PARTICIPANTS PLAN YEAR ANNUAL ELECTION WILL BE DEDUCTED FROM THE PARTICIPANT’'S FINAL PAYCHECK. THE PARTICIPANT CEASES TO BE A PARTICIPANT AT THE
CLOSE OF THE PLAN YEAR AND IS ALLOWED THE SAME GRACE PERIOD AS A CURRENT EMPLOYEE.

(24) WOULD YOU LIKE TO OFFER THE 2 2 MONTH EXTENSION, INCURRED PERIOD, FOR URM ONLY ON YOUR PLAN? |:| YES |:| No
(THIS EXTENSION ALLOWS EMPLOYEES AN ADDITIONAL INCURRED PERIOD AFTER THE PLAN YEAR CLOSES, TO INCUR EXPENSES IN THE NEW PLAN YEAR AND BE PAID
FROM THE BALANCES OF THE PREVIOUS YEAR). YOUR REPRESENTATIVE WILL DISCUSS THE OPTION WITH YOU IN DETAIL.

SECTION VII.  FLEXIBLE SPENDING ACCOUNT BANK SET uP (FOR OFFICE SET UP)
(25) BANK NAME: LOCATION:
SABC CAN SET UP, MONITOR, AND RECONCILE THIS CLEARING ACCOUNT FOR EMPLOYER. DO YOU WANT THIS?
(26) BANK ROUTING TRANSIT NUMBER: | (27) BANK ACCOUNT NUMBER:

(28) AUTHORIZED SIGNER FOR FLEXIBLE SPENDING ACCOUNT REIMBURSEMENTS:
SABC OFFERS TO SIGN FOR COMFPANY, THIS WILL ALLOW US TO MAIL CHECKS DIRECTLY TO INDIVIDUAL. DO YOU WANT THIS? Y/ N

(29) MAIL CHECK TO: |:| INDIVIDUAL |:| COMPANY |:| DIRECT DEPOSIT
SECTION VIII.  HIPAA PRIVACY RULE REQUIREMENTS

WITH RESPECT TO DISCLOSURES OF PROTECTED HEALTH INFORMATION (PHI) UNDER THE HIPAA PRIVACY RULE. THE EMPLOYER ACKNOWLEDGES AND AGREES THAT THE SERVICE PROVIDER (SABC) SHALL ONLY
DISCLOSE PHI IN ITS POSSESSION TO THE FOLLOWING EMPLOYEES WHO ARE IDENTIFIED BY THE EMPLOYER AS (DESIGNATED PERSONS) IN ACCORDANCE WITH 45 C.F.R. § 164.504(F), AND THAT SUCH
DISCLOSURES ARE SOLELY FOR PURPOSES OF CARRYING OUT PLAN ADMINISTRATION FUNCTIONS THAT THE EMPLOYER PERFORMS FOR ITS GROUP HEALTH PLAN AND/OR HEALTH FSA PLAN SUCH AS (1) WHO IS THE
APPOINTED PRIVACY OFFICER?; (2) WHO SHOULD EMPLOYEES CONTACT TO REQUEST A LIST OF ACCOUNTING OF PHI DISCLOSURES?; (3) WHO SHOULD EMPLOYEES CONTACT TO OBTAIN A PAPER COPY OF THEIR
SUMMARY PLAN DESCRIPTION, OR PRIVACY NOTICE; (4) WHO SHOULD EMPLOYEES CONTACT TO FILE A COMPLAINT WITH THE PLAN OVER PHI VIOLATIONS; (5) WHO SHOULD EMPLOYEES CONTACT TO REQUEST
AN AMENDMENT TO PHI?; AND (6) LIST PERSONNEL WHO WILL HAVE PHI ACCESS FOR BENEFITS ADMINISTRATIONS PURPOSES ONLY. PLAN ADMINISTRATOR WILL BE INCLUDED IN THIS LIST.

(30) PLEASE COMPLETE PHI ELIGIBLE: [L15T OF DESIGNATED PERSONS BY NAME OR POSITION]
NAME/or POSITION/or CLASS OF EMPLOYEE: NAME/or POSITION/OrR CLASS OF EMPLOYEE:
PRIVACY OFFICER: TITLE:

SABC WILL ONLY DISCLOSE INFORMATION ON PHI TO THIS LIST OF PERSONNEL PROVIDED FOR BENEFITS ADMINISTRATION PURPOSES ONLY.




SECTION IX. NON-DISCRIMINATION TESTING .

BUSINESS ENTITY TYPE:  REQUIRED INFORMATION: (EMPLOYERS MUST COMPLETE ALL PORTIONS)
(31) PLEASE MARK THE BOX FOR THE TYPE OF BUSINESS THAT APPLIES. IF YOU ARE UNSURE, PLEASE SPEAK TO YOUR CORPORATE SECRETARY, AS THIS
INFORMATION MUST BE ACCURATE.

|:| SUBCHAPTER S CORP |:| C CorpP

|:| SOLE PROPRIETORSHIP |:| GOVERNMENT ENTITY OR CHURCH

|:| PARTNERSHIP |:| STATE AGENCY, SCHOOL, COUNTY, COUNTY HOSPITAL, MUNICIPALITY
|:| LIMITED LIABILITY CORPORATION |:| NON-PROFIT

|:| LIMITED LIABILITY PARTNERSHIP

ALL PARTICIPANTS IN A SECTION | 25 PLAN MUST BE “EMPLOYEES.” “EMPLOYEES” ARE DEFINED BY THE REGULATIONS AS TO EXCLUDE SELF-EMPLOYED INDIVIDUALS. PARTNERS, OWNERS OF A
SOLE PROPRIETORSHIP AND SHAREHOLDERS IN A SUBCHAPTER S CORPORATION WHO OWNS MORE THAN2% OF THE STOCK OF THE CORPORATION. HOWEVER, PARTNERSHIPS, SOLE PROPRIETORSHIPS
AND SUBCHAPTER S CORPORATIONS ARE NOT PREVENTED FROM SPONSORING A CAFETERIA PLAN FOR THE BENEFIT OF THEIR COMMON-LAW EMPLOYEES. (EXAMPLE: IF YOU ARE A 2% OWNER OF A
SUBCHAPTER S CORPORATION, CANNOT PARTICIPATE). BASED ON THE ABOVE, PLEASE LIST OWNERS THAT WOULD NOT BE ELIGIBLE:

(32) LIST OWNER(S) NAME: SOCIAL SECURITY NO:

SECTION IX. CONT.  NON DISCRIMINATION TESTING  (KEY, ToP PAID GROUP AND HIGHLY COMPENSATED EMPLOYEES)

DIRECTIONS: PLEASE LIST EMPLOYEES THAT APPLY, GIVE NAME, SOCIAL SECURITY NUMBER AND INDICATE THE NUMBER(S) OF THE CATEGORY ITEMS
BELOW THAT APPLY. LIST EMPLOYEES, SHAREHOLDERS AND OWNERS, AS WELL AS OWNER RELATIVES THAT WORK FOR THE COMPANY. SHOULD YOU
NEED ADDITIONAL SPACE, PLEASE ATTACH A LIST.

PLEASE BASE YOUR ANSWERS ON THE PRECEDING CALENDAR YEAR (PRIOR YEAR) INCOME.
OFFICER(S) OF THE COMPANY WITH GREATER THAN $ 150,000 *, AS INDEXED, “KEY EMPLOYEES";
2 EMPLOYEES WITH 5% OWNERSHIP OF THE EMPLOYER -* “KEY EMPLOYEES”;
3.  EMPLOYEES WITH | % OWNERSHIP OF THE EMPLOYER WITH INCOME GREATER THAN $ | 50,000 (NOT INDEXED) “KEY EMPLOYEES”;
4 EMPLOYEES WHO ARE A SPOUSE OR DEPENDENT (AND RELATIONSHIP) OF ANY INDIVIDUAL FALLING INTO THE ABOVE CATEGORIES,

“KeYy EMPLOYEES";
5, EMPLOYEE WITH 5% SHAREHOLDER STOCK OR VOTING POWER (ONE ANY DAY OF THE YEAR OR THE PRECEDING YEAR) * “HIGHLY COMPENSATED EMPLOYEES AND KEY EMPLOYEE”
6. AN OFFICER OF THE COMPANY “HIGHLY COMPENSATED EMPLOYEE”
7.  EMPLOYEES WITH COMPENSATION OF $ 105,000 OR GREATER*, AS INDEXED, “HIGHLY COMPENSATED EMPLOYEES";

*LIMITS ABOVE ARE BASED ON THE IRS INDEXED CONTRIBUTION AND BENEFITS LIMITS FOR QUALIFIED PLANS (IR 2004- | 22), AS INDEXED.

LisT EMPLOYEE NAME: SOCIAL SECURITY NO.: CATEGORY #
(INDICATE CATEGORY -| THRU 6 ABOVE THAT APPLIES)

(IF YOU NEED MORE SPACE, PLEASE ATTACH A SEPARATE LIST.)
EMPLOYEES PROPERLY EXCLUDED UNDER A PLAN'S ELIGIBILITY MAY NEVERTHELESS HAVE TO BE COUNTED FOR PURPOSES OF THE CODE’S NONDISCRIMINATION TESTS. EXCLUDING TOO MANY EMPLOYEES
COULD CAUSE THE PLAN TO FAIL ONE OR MORE OF THESE TESTS. MANY NONDISCRIMINATION ISSUES CAN BE AVOIDED THROUGH PLAN DESIGN. SABC PERFORMS ELIGIBILITY TEST, IN WHICH IRS REQUIRES
THE PLANS ELIGIBILITY BE FAIR, CONSISTENT, AND REASONABLE. SOME EMPLOYEES MAY BE EXCLUDED (ON A UNIFORM BASIS) BECAUSE OF THEIR AGE, LIMITED SERVICES, ETC. SABC PERFORMS THE
UTILIZATION TEST, (SOMETIMES CALLED THE CONCENTRATION OR CONTRIBUTIONS AND BENEFITS TESTS) WHERE COMPARABLE BENEFITS ARE UTILIZED BY A FAIR NUMBER OF EMPLOYEES AT ALL COMPENSATION
LEVELS AND IN ALL POSITIONS. THIS TEST INCLUDES THE KEY EMPLOYEE CONCENTRATION TEST AND THE OWNER’S TEST (TO INSURE THAT KEYS DO NOT RECEIVE MORE THAN 25% OF THE TOTAL BENEFITS
UNDER CODE | 25 PLAN) THE OWNERSHIP AND KEY TEST DOES NOT APPLY TO COLLECTIVELY BARGAINED PLANS, OR OFFICERS OR EMPLOYEES OF GOVERNMENTAL ENTITIES, BUT THE HIGHLY COMPENSATED
TEST DOES.

DATE:

e
(AUTHORIZED GROUP SIGNER OR PERSON PROVIDING INFORMATION)

(PRINT NAME OF SIGNER. NAME & TITLE):

BELOW IS FOR OFFICE USE ONLY.

PLAN ENROLLED As: SABC STANDARD [0 INITIAL ONLY O SELF O AGENT O

(SPECIAL NOTE: ALL OTHER AGENT/GROUPS MUST SIGN A BUSINESS ASSOCIATE AGREEMENT AND ARE REQUIRED TO COMPLETE SABC CAFETERIA PLAN TRAINING.)
CHANGES FOR PLAN:

GROUP ROLLED:

DATE: WHO SET UP OR ROLLED: | NEW PLAN YEAR PAY MODE:
OLD CHeck # NEw CHeck # | I PaY Date:
DC BALANCE $ URM BALANCE $ | CHECK MINIMUM RESET/BALANCES VERIFIED [I

FOR DATA REQUIREMENTS TO SET UP YOUR CAFETERIA PLAN,
PLEASE READ THE ATTACHED.



cafe
PLEASE PRINT AND SIGN


SABC MUST HAVE THE FOLLOWING INFORMATION FOR DOWNLOAD:

GENERAL EMPLOYEE CENSUS OF REQUIRED INFORMATION:

SOCIAL SECURITY NUMBER,

NAME: LAST,
FIRST,
MIDDLE INITIAL
ADDRESS 1:
ADDRESS 2:
CITY:
STATE:
ZIP:

DATE OF BIRTH:
DATE OF HIRE:

PAY FREQUENCY: (example Monthly)
(BY HOW EMPLOYEE IS PAID, MONTHLY, SEMI-MONTHLY, WEEKLY, BI-WEEKLY)

NUMBER OF DEUCTIONS: (12ETC)
GROSS PAY:: (LIST AMOUNT BY HOW PAID, EXAMPLE MONTHLY, SEMI-MONTHLY, WEEKLY, BI-WEEKLY)

LOCATION NUMBER: IF YOU HAVE SEVERAL LOCATIONS, OR AS AN
IDENTIFIER FOR A DIFFERENT DEPARTMENT OR CLASS.
(PLEASE PROVIDE LIST OF LOCATIONS AND MATCHING ID NUMBER)

LIST INSURANCE PRODUCTS BY TYPE: Health, Dental, Vision, etc.
(List Amounts by how they are deducted.)
EXAMPLE: MONTHLY, SEMI-MONTHLY WEEKLY, BI-WEEKLY

(EXAMPLE) (Be sure to include amount of product, by how deducted)
HEALTH- $40.00 Bi Weekly (Only list portion paid by Employee)
DENTAL

VISION

CANCER

INTENSIVE CARE

HOSPITAL INDEMNITY

MEDICAL SUPPLEMENT

Please provide name of the product carrier, i.e., Example STATE Health = Blue
Cross/Blue Shield, and please indicate if products are not deducted the same way the
employees are paid. (Example: Employee paid 26 times a year, deductions are 24 times
ayear.)

Please send a copy of each insurance billing listed as a deduction, so
SABC may determine cafeteria plan eligibility of the product.

When completing this form.
Please contact Valerie Givens, with SABC @ 601-856-9933,
She will help you go thru the form faster.



	Type  A:     COBRA TERM STYLE     
	The Participant’s Salary Reductions will terminate, as will the participant’s election to receive reimbursements.  The Participant will not be able to receive reimbursements for Unreimbursed Medical Spending Expenses incurred after his or her participation terminates.   However, such Participant (or the Participant’s estate) may claim reimbursements for any Unreimbursed Medical Spending Expense incurred during the Period of Coverage prior to termination, provided that the Participant (or the Participant’s estate) claim is filed with in the (60) day grace period, following the end of the plan year.   
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