KEEPING UP WITH THE NOTICE
REQUIREMENTS: NEW HIRE CHECKLIS




NEW HIRE CHECKLIAL:Time Of Hire

NEW HIRE CHECKLIST FOR HEALTH PLANS

|. Provide these notices to ALL new hires (whether or not they are eligible for the health plan)

i Exchange Notice: Choose one of the followatiges to provide to all new hires Daf[e
within 14 days after beginning employment: Provided

ﬁ Click here forGBAIT Exchange Notice

A Model Department of Labor notice* if you offer a healthplan
http://www.dol.gov/ebsa/pdf/FLSAwithplans.pdf

i CHIP Notice. Provide this notice to all newshirigéh health plan enrollment
materials.

f If the employee is not eligible for the health, pieovide within 14 days of
date of hire.

A If the employee is eligible for the health plan, provide this notice with t
enrollment packet (below)

To access the current model notice, use the following link and click on Model N¢
the sectiontited Chi | drends Health I nsuranc

http://www.dol.gov/ebsa/compliance assistance.html




EXCHANGHOTICE: &ge 1

A Provide at time of hire, whether or not eligible for your health plan
A Model notice issued by Department of Labor is updated annually

INFORMATION ABOUT THE NEW HEALTH INSURANCE EXC

As you may know, Healthsurance Exchangéalso called the Health
Insurance Marketplaca)ow offer individual health insurance policies
for you and your family. This notice is intended to give you informa

about the Exchangand employmentbased coverage offered by you
employer



EXCHANGHOTI|ICEPage 2

Eligible employees are:
A Full time employees (30 or more hours per week)

A Part time employeesTo be eligible as a patime employee, you must work at least
hours per week, and you must complete 600 hours of service before you become eligible

Eligible dependents are:
N Dependent children until age 26
A Spouses
 However, we do not offecoverage to a spouse if:

i He or she is eligible to enroll in other employer coverage (whether or nc
actually enrolled)

i He or she is enrolled in other employer coverage

For more information abouthe coverage offered by your employer, please chgolr summary plan
description or contact




NEW HIRE CHECKLI$¥ior To Enrollment

Il. Provide written information about the enroliment procesto all new hires whoare Date
eligible to enroll in the plan The enrollment packetmust include: Provided

A Offer of Health Insurance: Click here for a sa@ffkr of Health Insurance

A The current Summary of Benefits and Coverage footémt offered.

Click the link that follows and select the SBCs for your plan options:
http://www.gabankers.com/WCM/Insurance Retirement/Plan_Info/WCM/Insurance
tirement/GBA _Insurance Trust/Medical%20Plans.aspx?hkey=0a694def4b49-b6e2-
5¢739cd29929

N The Uniform Glossary.
Click herehttp://www.dol.gov/ebsa/pdf/sbcuniformglossary.pdf

N The Creditable Coverage Notifer Medicare Part D
Click hereMedicard?art DCreditable Coverage Notice

N HIPAA Special Enrollment Rights. Click hereSfmecial Enrollment Rights Notice

N CHIP Notice. To access the current model notice, use the following link and «
Model Notices in the section titled

http://www.dol.gov/ebsa/compliance assistance.html




OFFER OF COVERAGE

A Provide prior to enroliment

A Documentthat this offer has been made to avoid\CApenalties

OFFER OF HEALTH INSURANCE COVERAGE

Employee Name: Date:

Employee ID Number: Date of Hire:

Coverage optionsWe are pleased to offer health insurance covergggble employees and family
membersinder the health plan(s) listed below

Plan Name | Employeeonly Employee + spouse Employee + children Employee + family
HMO 600 $ $ $ $
HMO 620 $ $ $ $
POS 440 $ $ $ $

(Note: these plan options are listeamoplgss Please insert the options you offer and complete the p
have adopted for your employees.)




OFFER OF COVERAGE

Eligibility . We offer this coverage as indicated in the boxes checked below:
ﬁ Full time employees (30 or more hours per week)

n Part time employees. To be eligible as-tiparemployee, you must work at least hours |
Iweek, and you must complete 600 hours of service befoecgme eligible

f Dependent childremntil age 26
A Spouse
A However, we do not offer coverage to a spouse fif:

A He or she is eligible to enroll in other employer coverage (whether or not actua
enrolled)

f He or she is enrolled in other employer coverage




OFFER OF COVERAGE

Coverage Effective Datelf you complete all required enrollment procedures on a timely basis, yo
coverage will become effective as of the date indicated in the box checked below:

A The first day of the first month
ﬁ The first day of the second month

A The first day of the third month

dter you begin employment as a full time employee, or if checked above, after you meet |
eligibility requirements for a part time employee




OFFER OF COVERAGE

Enrollment Procedures:

We have attached some important information aboabverage This includes:
1 Summaries of Benefits and Coverage
1 Uniform Glossary
1 Medicare Certificate of Creditable Coverage
1 Special Enroliment Rights Notice
9 CHIP Notice

Additional information will be provided if you decide to enroll.

If you wish to enroll, you should submit your enroliment matefisisn@, contact informatipno later
than DATE]. If you submit your materials by that date, your coverage will become @fifaAvé].

By enrolling in the plan you authorize usitbhold your required contributions from your paychecks v
your coverage is in effect.

If you decide not to enroll at this time, you should know that you will not have another chance to e
January 1 of next year or upon the occurrence sfp e c i a l enrol |l ment evel
Enrollment Rights Notice. Please sign below to acknowledge that you have received this offer of ¢

Employee Signature; Date:




SUMMARY OF BENEFITS AND COVERAC

“ This is only a summary. If you want more detail about yaoverage and cosgsu can get theomplete terms ithe policy or plan
M document atvww.gabankers.com/GBAIT/gbaithome.asp or by calling-87#3800193

Important Questions Why this Matters:

What is the overall

deductible? $0 See the chart starting on page 2 for your costs for services this plan cover
A e G Er Yes.$200/ person for name brand
prescription drugs when generic You must pay all of the costs for these services up to a sieeltifitble

deductiblesfor specific

cervices? equivalent is ailable. There are no | amount before this plan begins to pay for these services

other specifideductibles

Is there anoutdofd ;(es $.2’500 pgzofgg Op% fam:]y The out-of-pocket limit is the most you could pay during a coverage period
pocket limit on my PrFgpurane e, PEr person | ysually one year) for your share of the cost of covered services. This limit

expenses? $8,200 family for copayand Rx you plarfor health care expenses.
expense

; ; .| Premiums, balantdled charges, pre

What isnot incl in A ) ’

tH | tSé ?; C;‘ied authorization penalties, chargesover Even t hough you pay t ttevaretheukoppooket e
eOulopigpgckel maximum allowed amount, services { limit.

Ny i
limit * doesnodt cover
Is there an overall

annual limit on what No
the plan pays?

The chart starting on page 2 describes any limits on what the plan will pay
specifiovered services, such as office visits.

If you use an metwork doctor or other health carevider, this plan will pay
some or all of the costs of covered services. Be awars;ngiuoirk doctor or
hospital may use an aftnetworkprovider for some services. Plans use the
term innetwork preferred or participating fqorovidersin theirnetwork. See
the chart starting on page 2 for how this plan pays different kimdsidérs.

Does this plan use a Yes.Seevww.anthem.coifor a list of
network of providers? | participating providers

Do | need a referral to

see aspecialis? No You can see thgpecialistyou choose without permission from this plan
Are there services this Yes Somel Of 1tihiel S edvli c B s Righll & % B IR2AR @ @

pandoesndt ¢ or plan document for additional information atlexaiuded services



NEW HIRE CHECKLIZA:Time of Enrollment

[ll. Provide the following information when the employee enrolls in the plan

A Provide a copy of the SPD

Clickon this link and select the appropriate Certificate Booklet for the pla
selected by the employee:

http://www.gabankers.com/WCM/Insurance Retirement/Plan_Certific
Books/WCM/Insurance __ Retirement/GBA _Insurance_Trust/Plan_Certi
e_Books.aspx?hkey=38a658ti&4e8696abbe7a63a35f9b

A Initial COBRA Notice

This notice requirement is satisfied whemgtty GBAIT through the new
hire enroliment process

i HIPAA Privacy Practices Notice
R Click here foGBAIT Privacy Practices Notice

N Wo me Health and Cancer Rights Naticéck herdor Model Notice

*Model Notices and forms marked with an asterisk require customizatian
Hard copies of motices current as of February 1, 2015



HEALTH INSURANCE INFORMATION
REPORTING:dfms 1094 and 1095



Information is o Coverage information is
reported to used to determine if
employees EMPLOYEE is subject to

and the IRS penalties
> Employer plan information

Is used to determine if
EMPLOYER is subject to
penalties

HEALTH INSURANCE INFORMATION REPORTHSI®Es 1094 and 1095




Information is o Every employer that offers
reported to health insurance must
employees report coverage information

and the IRS ¢ Only the employers subject
to the payorplay penalties
must report employer plan
information

HEALTH INSURANCE INFORMATION REPORTHSI®Es 1094 and 1095



: o Employers not subject to
Different penalties file
strokes for Seriesé

different folks o Employers with 50 or more
full time and full time
equivalent employees file the
0C Serieso

o Employers with 5699 full
time and full time equivalent
employees file C Series even
though not subject to
penalties for 2015

HEALTH INSURANCE INFORMATION REPORTHSI®Es 1094 and 1095




Different o B Series Below 50
strokes for

different folks
o CSeries:Ca n 0t

of anythingClever

HEALTH INSURANCE INFORMATION REPORTIRIES 1094 and 1095



TRANSMITTING INFORMATION TOIRSE
Forms 1094 B and 1094 -C



Form 1094 is o 1094-B
¢ Basic employer information

used to _
transmit é E:l%glgz_sBc))f employee returns
Information to . 1094-C
the IRS ¢ Detailed information required
¢ Coples of employee returns
(1095-C)

¢ Electronic filing requirec>
250 returns

TRANSMITTAL OF INFORMATION:  Form 1094 B, Form 1094 C




COVERAGE INFORMATION

Forms 1095 B and 1095-C



l:’ VOID 600115
--1095-C Employer-Provided Health Insurance Offer and Coverage QUBo, 15452281
afgigﬁ":g&:;;geslsiizuw Information about Form 1095-C and its separate instructions is at www.irs.gov/f1095c. D ACBRSSIER 20 14
Employee Applicable Large Employer Member (Employer)

1 Name of employee 2 Social security number (SSN) 7 Name of employer 8 Employer identification number (EIN)

3 Street address (including apartment no.) 9 Street address (including room or suite no.) 10 Contact telephone number

4 City or town 5 State or province 6 Country and ZIP or foreign postal code | 11 City or town 12 State or province 13 Country and ZIP or foreign postal code

EUMIN Employee Offer and Coverage
All 12 Months Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec

14 Offer of
Coverage (enter
required code)

15 Employee Share
of Lowest Cost
Monthly Premium,
for Self-Only

Sdo /) )/ ) )1s) /s s s s (sl ile L LEES ERREAREIE SR
16 Applicable

Section 4980H Safe
Harbor (enter code,

CUMI Ccovered Individuals

If Employer provided self-insured coverage, check the box and enter D
the information for each covered individual.

(c)DOB (If SSNis | (d) Covered (e) Months of Coverage
not available) all 12 months June July Aug

[] L O

(a) Name of covered individual(s) (b) SSN




Form 1095 o Employees

must show ¢ Including spouse and
coverage dependent child(en)

WO 2 ¢ Full time and part time

every person  ° Early retirees

¢ Including spouse and
who had dependent child(en)

coverage forat . cogra participants

least one day In ¢ Including spouse and
2015 dependent child¢en)

COVERAGE INFORMATION: ~ Form 1095 B, Part IV, Form 1095C, Rartlll



Form 1095

o 0 Em!:)loyee
deliveredto o Retiree
the ~ 9COBRA dhe:

T esPOr S S uSehol d

COVERAGE INF ION: rm 10 i



Form 1095
must show

coverage for o GBAIlTcoverage

the month It 11ns from first of
person haa

coverage for ~ Mmonth to last of

at least one month
day that

month
COVERAGE INFORMATION:  Form 1095-B, Line 23(e); Form 1095-C,Line 17(e)



o If you do not have the SSN,

Form 1095 you may use DOBuL:
¢ Must request SSN at
must show enrollment

i ' ¢ Must request again no later
social security than December 31 of year

numbers for enrolled

ver ver ¢ Must request for 39 time no
inikiinhi ed later than December 31 of

person second year of enrollment
¢ Document requests

COVERAGE INFORMATION:  Form 1095 B, Line 23(b); Form 1095-C,Line 17(b)
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FORM_1095C: PART HTHE BASICS

The information requested in Part |l generally must be
given on a monthby-month basis:
A Coverage or status (e.g., patime or fulHime) for
one day in a month is reported for the entire month
A If circumstances do not change over the course of
the year, the OoAlIIl 12 Mo

Part Il Employe@Offer and Coverage
All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec

Premium, for

||||||||||||




FORM_ 1095C: PART HTHE BASICS

Line 14: Was the employee offered coverage for each month?

Employee Offer and Coverage

14 Offer of Months

All 12

Jan Feb

Mar

Coverage
(enter
required
code)

dlie U
Lowest Cost
Monthly
Premium, for

- U L s ks s s s
fg vgﬁ)%iable
Section 4980H
Safe Harbor
(enter code, if
applicable)
AAn oofferdé means the employee is el
to enroll

A The codes that are entered in Line 14 include information about the type of

coverage offered:

A Minimum essential coverageNIEQ

A Minimum value (MV)

A Dependent and/or spouse coverage
IMPORTANT NOTE: All of the slides in this deck assume the coveragé&($ MV, and

is available to employees, spouses and dependents

g



FORM_ 1095C: PART HTHE BASICS

Line 14: Was the employee offered coverage for each month?

Employee Offer and Coverage

14 Offer of
Cover

age

All 12 Jan Feb Mar
Months

overage
16 Applicable
Section 4980H
Safe Harbor

(enter code, if
applicable)

AC

odes applicable taGBAITplans include:

A 1A 3 Employee offered coverage at monthly cost less than or equal to
$93.18*

A 1E - Employee offered coverage (at monthly cost greater than $93.18)*

A 1G- Coverage offered to employee who was not a ftithe employee at any
time during year, and employee enrolled

A 1H - Employee was not offered coverage

*All references to $93.18 are valid for 2015 only. See next slide for definition of
empl oyeeds cost



FORM_ 1095C: PART HTHE BASICS

Line 15: What was the empl oye

Part Il Employee Offer and Coverage
All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec

14 Offer of Months
Coverage
(enter

reguired

15 Employee
Share of
Lowest Cost
Monthly
Premium, for
Self-Only
Minimum Value
Coverage

Section 4980H
Safe Harbor
(enter code, if
applicable)

AThe oOempl oyeeds mbnthiyamunt the ersptoyee wosld hivie ® pay
for:
A Selfonly coverage
A For the lowest cost coverage offered by the employer
A This will NOT be the amount an employee pays if he covers dependents and/or
chooses a richer plan
AEnter the amount of the employeeds | o



FORM_ 1095C: PART HTHE BASICS

Line 16: Was the employee enrolled for the month? If not, why
not?

Part Il Employee Offer and Coverage
All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec

14 Offer of Months
Coverage
(enter
required
code)
15 Employee
Share of
Lowest Cost
Monthly
Premium, for
seftony |3 $ $ $ $ $ $ $ $ $ $ $ $
T6 Applicable
Section 4980H
Safe Harbor
(enter code, if
applicable)

The following codes may based frequently :
2A: Not employedon any day of the month

2B: Notfull4time at any time during the month and did not enroll (if offered)
[ZC: Employee enrolledThis code trumps all others that may appI)]!
2D: Waiting period or initial measurement period

2F: Employee lowest costot greater thanW-2 safe harbor

2G:Employee lowest cost not greater than FPL safe harbor ($93.18 for 2015)
2H: Employee lowest cost less than 9.5% of rate of pay



FORM_1095C: PART H THE BASICS

IMPORTANT NOTE: The codes for Line 16 are very
complex and depend upon employeand employee
specific circumstances. The following slides illustrate
the use of these codes in common scenarios, but the
Form 1095-C Instructions should be consulted for
possible exceptions or exclusions.



DECODING FORM 1095: Rart |

QUESTION IWAS COVERAGE OFFERED TO THE EMPLOYEE THIS MONT

YES NO
Empl oyeeds <$8B8MBesft | ca&mpl oyeeds | owes cost > $P3.18
L::-Z.IE Use Code 1A Use Code 1E Use Code 1H
LINE EnterEe 0 s
15 Leave Blank Lowest Cost Leave Blank

QUESTION 21D EMPLOYEE QUESTION 21D EMPLOYEE
ENROLL THIS MONTH? ENROLL THIS MONTH?
YES NO YES NO

vVooov v ¥ 4

LINE CODE 2A, 2B. 2D, 2F. OR
| F353 | SUES s 2 LeavaBlak 2H, or Leave Blank




DECODING FORM 1095: PART Il

Example 1:
A Employee is hired into a full time position on January 2, 2015
A Employer does not have a waiting period

A Employee enrolls as soon as she is able
A Employer pays full cost of employee coverage

Employee Offer and Coverage

All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
14 Offer of Months

Coverage

qired 1H | 1A 1A | 1A |1A |1A | 1A |1A |1A | 1A| 1A | 1A

code)

15 Employee
Share of
Lowest Cost
Monthly
Premium, for
Self-Only

Far o $ $ $ $ $ $ $ $ $ $ $ $
Coverage

pplicable
Section 4980H

{ener cbocii 2D |[2C | 2c|2C|2Cc (2c |2c |2c |2Cc | 2C| 2c | 2C

applicable)




FORM 1095C: PART HTHE O EASY

Template 1.:

A Employee employed in@me statusfor every
month

A Coverage for at least one month

Part Il Employee Offer and Coverage

All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
ffer of Months

ﬁﬁ%ﬂ“;{e 1G

A Do not complete Lines 15 or 16
A Part 11l should be completed to show months of
coveragefor employee and dependents



FORM 1095C: PART HTHE O EASY

Template 2:
A Retiree or COBRA head of household with

N0 employment statusduring the year
A Coverage for at least one month

Part Il Employee Offer and Coverage

All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
ffer of Months

1G

A Do not complete Lines 15 or 16
A Part 11l should be completed to show months of
coverage for employee and dependents



FORM 1095C: PARTHT HE OEASY

Template 3:

A Full time employee, eligible for coverage all year long
A Enrolled in coverage for every month

A Employee lowest cost is $93.18

Part Il Employee Offer and Coverage
All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
ffer of M

1A )

S?r']fiﬂr'%” value|® $ $ $ $ $ $ $ $ $ $ $ $

A Do not complete Line 15
A Part 11l should be completed to show months of
coverage for employee and dependents



FORM 1095C: PART HTHE O EASY

Template 3A: What if the employee did not enroll at all during the
year?
A Full time employee, eligible for coverage all year long

A No coverage in 2015
A Employee lowest cost is $93.18

Part Il Employee Offer and Coverage
All 12 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
14 Offer of S
Coverage
(enter
required ‘
code)
15 Employee
Share of
Lowest Cost
Monthly
Premium, for
Self-Only
S A $ $ $ $ $ $ $ $ $ $ $ $ $

A Code 2I: Alternate code ????

A Do not complete Line 15
A Part Ill should be completed to show months ebverage for employee

and dependents



