
Another Voluntary Benefits Information Meeting set May 16 

Due to the the popularity of a presentation on Voluntary Employee Benefits, a second  

session has been scheduled for Thursday, May 16, 2019 at 1:00 p.m. in Room 220 of the Kent 

County Administrative Complex.  

Representatives from AFLAC, SunLife, and 

MassMutual will provide information about the County’s 

optional benefit offerings including supplemental term life 

insurance, supplemental whole life insurance, additional long 

term disability insurance, AFLAC accident insurance, cancer 

insurance, short term disability insurance, for you and family 

members. These voluntary insurances are payroll deducted 

and fully paid by the employee. 

General information will also be provided about the possible tax advantages of a Flexible 

Spending Account for healthcare and dependent care expenses, although a representative from 

ASIFlex will not be able to attend. Employees can enroll or reenroll in a FSA in the Personnel 

Office or online with the County’s new FSA Administrator ASIFlex featuring a debit card.  

FSA annual enrollment as well as any health or dental plan changes must be completed 

by May 16. Optional insurance enrollments need to be completed by May 31.  Payroll deductions 

start with the July 12, 2019 paycheck. 

Open Enrollment (April 29 – May 16) is the opportune time to add these valuable 

benefits that offer additional financial protection for you and your family in the event of 

hospitalization, accident, cancer, critical illness, death, or short and long term disability. 

Premiums for AFLAC insurance and the MassMutual (which acquired MetLife) whole life 

insurance programs vary, but the representatives are happy to schedule an appointment with you 

to discuss the programs further. 

AFLAC representative Eunice Craig is currently accepting appointments for Tuesday, 

May 21, 2019 beginning at 9:00 a.m. in Room 221 of the Kent County Administrative Complex 

to meet with interested employees. Please schedule an appointment by contacting the Personnel 

Office.  

The AFLAC representative will be available to meet with employees at the Emergency 

Services Building on Monday, May 13, 2019 from 8 a.m. – 10 a.m. and Thursday, May 16, 

2019 beginning at 3:00 p.m. Please schedule appointments with Nicole Vautard or Jennifer 

Graham.  She will be at the Regional Resource Recovery Facility on Wednesday, May 15, 2019 

at 3:00 p.m. Please schedule appointments with Mary Fabres. And she will be at the Recreation 

Center on Monday, May 13, 2019 at 1:00 p.m. Please schedule appointments with Angel Short. 

The MassMutual whole life insurance representative will be available May 16, 2019 after 

2:00 p.m. to meet with existing still valid Metlife insurance policy holders and those employees 

interested in more information about portable whole life insurance available for you, your 



spouse, your children and grandchildren from MassMutual. This whole life insurance policy can 

be continued into retirement at the same rate, while the optional term life insurance policy 

currently offered to employees from SunLife loses the lower cost group rate upon retirement.  

Please schedule MassMutual appointments with the Personnel Office. 

VOLUNTARY LIFE INSURANCE (SunLife) 

 

If you wish to enroll in payroll deducted (or change) optional employee paid age-rated group 

term life insurance for you and/or your dependents, you should do so during Open Enrollment 

and submit forms to the Personnel Office by May 16, 2019 (May 31 at the latest). No forms are 

required to keep your current plan.  Coverage increases and/or additions for current employees 

require completion of a simple health questionnaire and medical review by the insurer for 

approval. 

 
In order to estimate your monthly rate—if eligible, multiply your FY2020 annual salary by 0.5, 1, 
2, or 3 times, then round up to the nearest $1,000, then divide by 1,000 and multiply by the rate 
in the table.  
 
Employees can also enroll in additional optional accidental death & dismemberment coverage at 
the rate of $0.03 per $1,000 for employee coverage or $0.05 per $1,000 for family coverage. 
 
The monthly premium for a spouse is the same as the employee’s age category for a minimum 
$10,000 and can be increased up to a maximum benefit of $50,000 with an acceptable medical 
history. Coverage terminates at age 69. 
 
Parents may also purchase term life for their children up to $500 for newborns from 14 days to 6 
months, and up to $10,000 from 6 months to age 19 or age 25 if a full-time student.  The rate for 
children (1 child or several children costs the same price) coverage is 20 cents per thousand or 
$2.00 per month. Retirees are not eligible for the dependent coverage. 
 

AGE <30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70+   50-54 

SunLife 
Optional 
Term 
Life Ins. 
Rate 

$0.07 $0.09 $0.11 $0.17 $0.26 $0.42 $0.67 $0.87 $1.47 $2.21 $0.42 

 

The County’s Open Enrollment period runs from April 29
th

 thru May 16th, whereby 

employees may make changes without a qualifying event, to their medical, dental, AFLAC, and 

life insurances. 

 For more information about voluntary benefits or Kent County employee health, dental, 

or vision benefits, stop by the Personnel Office or call 744-2310. 

(Posted 05/09/19) 
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Sun Life Assurance Company of Canada 

 

 

Voluntary Life insurance 
Kent County Levy Court | All Eligible Employees | 900298 

Protect your family 
The people you love and support could face financial challenges if you were 
no longer around. Life insurance provides your loved ones with money they 
can use for household expenses, tuition, mortgage payments and more. 

How it works 
Your employer is offering you and your coworkers this coverage as a group, 
at a group rate. You are responsible for paying all or a portion of the cost. 
Choose the benefit that best meets your needs and your budget. 

Benefits 

For you You can choose One Half Times, One Times, Two Times or 
Three Times your basic annual earnings, not to exceed 
$300,000—with no medical questions asked up to the 
Guaranteed Issue amount of $150,000. 

The benefit amount is reduced to 50% at age 70. 

Your coverage ends at termination of employment or retirement. 

For your 
spouse 

If you elect coverage for yourself, you can choose from $10,000 
to $50,000—in increments of $10,000 —with no medical 
questions. 

(The amount you select for your spouse cannot exceed 100% of 
your coverage amount.) 

Spouse rates are based on employee age. 

Coverage ends when you turn age 70. 

The benefit amount may be reduced when the employee benefit 
amount is reduced. 

For your 
child(ren) 

If you elect coverage for yourself, you can choose $10,000—with 
no medical questions asked. 

(The amount you select for your child(ren) cannot exceed 100% 
of your coverage amount.) 

The benefit amount may be reduced when the employee benefit 
amount is reduced. 

A full benefit is payable for a dependent child from birth to 26 
years old. 

 

What does life insurance 
mean for the Jones 
family? 
Jason and Charlotte just bought their 
first house and are expecting their 
first child. They didn’t think they 
could afford life insurance—and they 
didn’t think they needed it because 
they’re young and healthy.  

However, Jason’s best friend from 
high school was recently killed in a 
car accident. Sadly, his wife is selling 
their home because she can’t afford 
the mortgage on her own.  

Jason and Charlotte started to rethink 
life insurance, and were surprised to 
find options at work that meet their 
budget. 

Since most people would 
have trouble paying living 
expenses after several 
months if their primary 
wage earner died,* it may 
 be worth asking, who 
depends on you? 
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Additional considerations 

If I become 
terminally ill 

You may apply to receive a portion of your life insurance to help cover medical and living 
expenses. This is not long-term-care insurance. It will reduce the total amount of the life 
insurance payment we pay to your beneficiary(ies). Receipt of the Accelerated Benefit may be 
taxable and may impact your eligibility for public assistance programs. 

If I become 
Totally Disabled 

If we determine that you are Totally Disabled and cannot work, your life insurance coverage may 
continue at no cost. You must meet certain requirements, as detailed in the Certificate. 

If I leave my 
employer 

Depending upon state variations and your employer’s plan, you may have an option to continue group 
coverage when your employment terminates. Your employer can advise you about your options. 

If I’ve had a life 
change 

You may be able to adjust your coverage as your needs change (e.g., you get married or have a 
baby). Certain changes require you to answer health questions. Ask your employer for details. 

Life FAQ 
Do I have to answer health questions to enroll? 
You will be required to answer health questions if (1) 
you do not elect coverage when it’s first available to you 
and you want to elect at a later date; (2) you request an 
amount higher than the Guaranteed Issue amount 
noted in the table, if offered; or (3) you want to increase 
coverage at a later date. You will need to fill out and 
submit our Evidence of Insurability application which 
must be approved by Sun Life before the coverage 
takes effect. 

How is my benefit claim filed and paid? 
You or your beneficiary(ies) and your employer will 
complete the appropriate claims forms and submit 
these to Sun Life. Our claims examiners review the 
claim and gather additional information if necessary. We 
will notify you or your beneficiaries when the decision is 
made. If your death claim is approved, beneficiaries may 
elect to receive a lump sum payment or to have the 
benefit paid into an account where the funds 
accumulate interest and can be withdrawn at any time. 
(State restrictions apply and options may vary by state.) 

 

Read the important plan provisions section for more information including limitations and exclusions. 
* Facts About Life 2016, LIMRA.com, September 2016, accessed June 2018. 



Rate Sheet        
Coverage and monthly rates for Voluntary Life Insurance.    
Find your age bracket (as of the effective date of coverage) to determine the associated rate. 
Follow the example below to determine your pay period cost.    
        
Voluntary Life Rates       
        

Employee       

Age 
Monthly rate 
per $1,000 of 

coverage  

  

   
Under 30 $0.070       

30-34 $0.090       
35-39 $0.110       
40-44 $0.170       
45-49 $0.260       
50-54 $0.420       
55-59 $0.670       
60-64 $0.870       
65-69 $1.470       
70+ $2.210        

        
Cost to You        
You are responsible for paying the cost of Voluntary Life coverage through payroll deduction. Calculate  
your cost by dividing your amount of optional life insurance by 1000 and multiplying the result  
by the appropriate rate above.        
        

Example 
amount of 
Insurance 

Divided by 
1000   Mutliplied by 

rate Example cost*      

        

$20,000  / 1000 = 20 x $0.110 $2.20    
        
Your volume of 

insurance 
Divided by 

1000   Multiplied by 
rate 

Your monthly 
cost*     

         

$___________ 
/ 1000 = 
______ x $___________ $___________    

        

Your monthly 
cost # of Months   Annual cost 

# of pay periods 
per year (12, 24, 

26, 52, etc.) 
  

Your 
estimated cost 

per pay 
period*  

        

$____________ x 12 
 

= $___________  / __________ 
 

= $___________  
        
*Contact your employer to confirm the portion of the cost for which you will be responsible. 

 
 
 
  



Rates are effective as of July 01, 2019. 
The chart below shows possible coverage amounts and the corresponding costs per Monthly pay period. 
Find your age bracket (as of the effective date of coverage) to determine the associated cost of the coverage amount you choose. 
 
 
Spouse - Coverage and Monthly cost for Spouse Voluntary Life 

Age and Cost 
 

Coverage 
Amounts <30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 

$10,000 0.70 0.90 1.10 1.70 2.60 4.20 6.70 8.70 14.70 
$20,000 1.40 1.80 2.20 3.40 5.20 8.40 13.40 17.40 29.40 
$30,000 2.10 2.70 3.30 5.10 7.80 12.60 20.10 26.10 44.10 
$40,000 2.80 3.60 4.40 6.80 10.40 16.80 26.80 34.80 58.80 
$50,000 3.50 4.50 5.50 8.50 13.00 21.00 33.50 43.50 73.50 

Spouse rate based on Employee Age 
 
 
 
Child - Coverage and Monthly cost 

Coverage 
Amounts 

Voluntary Life  
Cost  

$10,000 2.00 
 



sunlife.com 
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Important plan provisions 
The following coverage(s) do not constitute comprehensive health insurance (often referred to as “major medical 
coverage”) and do not satisfy the requirement for Minimum Essential Coverage under the Affordable Care Act. 
They do NOT provide basic hospital, basic medical, or major medical insurance as defined by the New York State 
Department of Financial Services.   

To become insured, all persons must be actively at work and performing their regular duties at their usual place of 
business on the proposed effective date or their date of coverage will be deferred until they return to active work. Refer 
to the Certificate for details and similar requirements for dependent coverage. 

Limitations and exclusions 
The below exclusions and limitations may vary by state law and regulations. This list may not be comprehensive. Please 
see the Certificate or ask your benefits administrator for details. 

Life 
If cause of death is suicide, no amount of contributory Life insurance will be paid if suicide occurs within a specific time 
period after the insurance or increase in insurance becomes effective. Please see the Certificate for details. 

Accidental Death and Dismemberment 
We will not pay a benefit that is due to or results from: suicide while sane or insane; injuring oneself intentionally; 
committing or attempting to commit an assault, felony or other criminal act;  war or an act of war; active participation in 
a riot, rebellion or insurrection; voluntary use of any controlled substance/illegal drugs; operation of a motorized vehicle 
while intoxicated; bodily or mental infirmity or disease or infection unless due to an accidental injury; riding in or driving 
any motor-driven vehicle in a race, stunt show, or speed test. 

Long-Term Disability 
We will not pay a benefit that is caused by, contributed to in any way or resulting from: intentionally self-inflicted injuries; 
committing or attempting to commit an assault, felony or other criminal act; war or an act of war; active participation in a 
riot, rebellion or insurrection; operation of a motorized vehicle while intoxicated. We will not pay a benefit if you do not 
submit proof of your loss as required by us (this covers medical examination, continuing care, death certificate, medical 
records, etc.); or for any Period of disability during which you are incarcerated. 

Information about services offered 
Value-added services are not insurance, are offered only on specific lines of coverage and carry a separate charge, which 
is added to the cost of the insurance. The cost is included in the total amount billed. The entities that provide the value-
added services are not subcontractors of Sun Life and Sun Life is not responsible or liable for the care, services, or advice 
provided by them. Sun Life reserves the right to discontinue any of the Services at any time.  

This Overview is preliminary to the issuance of the Policy. Refer to your Certificate for details. Receipt of this 
Overview does not constitute approval of coverage under the Policy. In the event of a discrepancy between this 
Overview, the Certificate and the Policy, the terms of the Policy will govern. Product offerings may not be 
available in all states and may vary depending on state laws and regulations. 

Sun Life Financial companies include Sun Life and Health Insurance Company (U.S.) and Sun Life Assurance Company of Canada (collectively, “Sun Life 
Financial” or “Sun Life”).  
Group insurance policies are underwritten by Sun Life Assurance Company of Canada (Wellesley Hills, MA) in all states, except New York, under Policy 
Form Series P-LH, P-ADD, -GP-, -ADD-C-, -GP-, -LF-C-, -ADD-C-, -DI-C-, -DI-C-, TDBPOLICY-, TDI-POLICY, 
-AC-C-, -AC-C-, -SD-C-, -SD-C-, and -CAN-C-.  

©  Sun Life Assurance Company of Canada, Wellesley Hills, MA . All rights reserved. Sun Life Financial and the globe symbol are registered 
trademarks of Sun Life Assurance Company of Canada. Visit us at www.sunlife.com/us. 

GVBH-EE-                                                                                                                                                            SLPC  / (exp /) 
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Accidental Death and 
Dismemberment (AD&D) insurance 
Kent County Levy Court | All Eligible Employees | 900298 

Protect your savings and your family 
A serious accident can change the course of your life and leave you and the 
people you love with unexpected expenses. AD&D insurance provides 
financial protection if you or anyone on your plan suffers from a covered 
accidental injury or accidental death. 

How it works 
Your employer is offering you and your coworkers this coverage as a group, 
at a group rate. 

You are responsible for paying all or a portion of the cost. 

Benefits 

For you You can choose 1 times to 3 times your basic annual 
earnings—up to $300,000. 

Benefits are reduced to 50% at age 70. 

Coverage ends at termination of employment or 
retirement. 

For your 
spouse 

If you elect coverage for yourself, you can choose 50% of 
your coverage amount or 60% of your coverage amount if 
no dependent children are covered. 

Spouse rates are based on spouse age. 

Coverage ends when you turn age 70. 

Benefit may be reduced when the employee benefit 
amount is reduced. 

For your 
child(ren) 

If you elect coverage for yourself, you can choose 10% of 
your coverage amount or 15% of your coverage amount if 
there is no spouse coverage. 

Benefit may be reduced when the employee benefit 
amount is reduced. 

A full benefit is payable for a dependent child from birth to 26 
years old. 

 

Reasons why you may 
need AD&D insurance 

 

Provide financial 
support for you  
or others  

 

Pay household  
expenses  

 

Hire help for child  
or elder care 

 

Funeral or medical 
expenses 

  

You or your 
beneficiaries can use 
the benefit to pay for 
injury-related expenses 
or to help replace lost 
income—however way 
the money is needed. 
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Covered accidental injuries 
You may receive up to 100% of your AD&D coverage amount for losses resulting from one accident, such as paralysis, 
speech or hearing loss, or thumb and index finger loss. If a covered accident results in your death, your beneficiary will 
receive 100% of your AD&D coverage amount. 

This chart shows a partial list of AD&D insurance benefit amounts as a percentage of coverage. You may refer to the 
certificate for the full list of covered accidental injuries. 

Benefits 

Accidental injury The plan pays 

Accidental death 100% 

Quadriplegia 100% 

Loss of sight of one eye 50% 

Loss of speech only or hearing only 50% 

Loss of limb (arm or leg) 50% 

Loss of thumb and index finger on the same hand 25% 

Accidental Death and Dismemberment FAQ 

If I do not elect coverage now, can I elect it in the 
future? 
If you do not elect coverage when you are first eligible, 
you will be required to wait 6 months until you are 
eligible to elect coverage again. 

Can I take my insurance with me if I leave my 
employer? 
Depending upon state variations and your employer’s 
plan, you may have an option to continue group 
coverage when your employment terminates.  Your 
employer can advise you about your options. 

How is my benefit claim filed and paid? 
In the event of your accidental death or injury, you or 
your beneficiary(ies) and your employer will complete 

the appropriate claims forms and submit these to Sun 
Life. Our claims examiners review the claim and gather 
additional information if necessary. We will notify you or 
your beneficiaries when the decision is made. If your 
death claim is approved, beneficiaries may elect to 
receive a lump sum payment or to have the benefit paid 
into an account where the funds accumulate interest 
and can be withdrawn at any time. (State restrictions 
apply, and options may vary by state.) If your AD&D 
claim for an accidental injury is approved, the benefit 
amount will be paid directly to you. 

 

Read the important plan provisions section for more information including limitations and exclusions.  

 



Sun Life Financial
Group Enrollment form

o Sun Life Assurance Company of Canada
One Sun Life Executive Park
Wellesley Hills, MA 02481

o Sun Life and Health Insurance Company (U.S.)
One Sun Life Executive Park
Wellesley Hills, MA 02481

1. General Information

Employer Name
Kent County Levy Court

Account / Policy Number
900298

Location Date Effective

Street Address City State
DE

Zip Code

Type of activity: o New Enrollment o Change
Reason:

Occupation

2. Employee Information

Employee's Full Legal Name (First, M.I., Last) o Male
o Female

Date of Birth

Street Address City State Zip Code

Marital Status Social Security Number Phone Number

Date employed: o Full-Time o Part-Time o Rehire o Return from layoff
Date: Date: Date: Date:

Current Active Employment Type
_____ # of hours o Full-Time o Part-Time

Employee Status: o Management o Salary
o Hourly o Union o Non-Union o Retired

Salary

You need to complete all sections of the enrollment form including electing or refusing insurance coverage below from
one of the insurance companies above, outside of New York, and sign it. This must be done either during the enrollment
period or within 31 days of your eligibility date. Benefits completely paid by your employer ("non-contributory benefits")
cannot be refused. Not all of the benefit options listed below will be necessarily available to you. Your employer will tell
you which benefits are available and what your Maximum Guaranteed Issue amount is. See the Evidence of Insurability
section for details.

3. Benefit Elections
Voluntary Life Coverage; underwritten by Sun Life Assurance Company of Canada (Wellesley, MA)

Elect Refuse

Life Life Coverage amount elected

Employee Coverage: o o $

Spouse Coverage: ** o o $

Child(ren) Coverage: ** o o $

** Spouse and children may only be covered if you are. You cannot elect more than 100% of the amount of Voluntary Insurance you
have elected for yourself for your spouse and child(ren).

GMPFM-1868



Voluntary AD&D Coverage; underwritten by Sun Life Assurance Company of Canada (Wellesley, MA)

Elect Refuse

Coverage amount elected

Employee Coverage: o o $

Family Voluntary AD&D Coverage; underwritten by Sun Life Assurance Company of Canada (Wellesley, MA)

(Note: Family coverage includes employee, spouse and child(ren))

Elect Refuse

Coverage amount elected

Family election: o o $

Spouse Coverage equals C0% of your employee amount if there are no eligible children or B0% of your employee amount if there are 
eligible children. Child(ren) Coverage equals 10% of your employee amount if there is spouse coverage, or 15% of your employee 
amount if there is no DE coverage.

4. Dependent Information
Please complete this entire section if you are selecting dependent coverage. No employee can be insured as a dependent 
when he/she is also insured as an employee for any benefit under the same policy.

If more space is needed, please add additional pages.
Check if elected

Relationship
Full Legal Name
(First, Middle Initial, Last) Gender

Social
Security No. Date of Birth Dep Life Dep Vol AD&D

Spouse or Partner o o

Children o o

o o

o o

5. Beneficiary Designation Information

Primary Beneficiary Designation
Employee Basic Life and AD&D Insurance - On the lines below, list the individual(s) who should receive proceeds in the
event of your death. You may specify as many individuals as you like, but the total proceeds must equal 100%. This is your
primary beneficiary. Attach additional pages if necessary. If you do not name a beneficiary or if no beneficiary is alive at
the time of your death, proceeds will be payable in accordance with your Group insurance policy.
Primary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%

GMPFM-1868



Employee Voluntary Life Insurance - On the lines below, list the individual(s) who should receive proceeds in the event of
your death. You may specify as many individuals as you like, but the total proceeds must equal 100%. This is your primary
beneficiary. Attach additional pages if necessary. If you do not name a beneficiary or if no beneficiary is alive at the time
of your death, proceeds will be payable in accordance with your Group insurance policy.
Primary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%

Voluntary AD&D Insurance - On the lines below, list the individual(s) who should receive proceeds in the event of your
death. You may specify as many individuals as you like, but the total proceeds must equal 100%. This is your primary
beneficiary. Attach additional pages if necessary. If you do not name a beneficiary or if no beneficiary is alive at the time
of your death, proceeds will be payable in accordance with your Group insurance policy.
Primary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%

Secondary Beneficiary Designation
Employee Basic Life and AD&D Insurance - On the lines below, list the individual(s) who should receive proceeds ONLY IF
ALL of the individuals listed above are not living at the time of your death. This is your secondary (or contingent)
beneficiary. The Secondary beneficiary is not paid if your primary beneficiary is alive at the time of your death. Attach
additional pages if necessary.
Secondary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%

GMPFM-1868



Employee Voluntary Life Insurance - On the lines below, list the individual(s) who should receive proceeds ONLY IF ALL
of the individuals listed above are not living at the time of your death. This is your secondary (or contingent) beneficiary.
The Secondary beneficiary is not paid if your primary beneficiary is alive at the time of your death. Attach additional pages
if necessary.
Secondary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%

Voluntary AD&D Insurance - On the lines below, list the individual(s) who should receive proceeds ONLY IF ALL of the
individuals listed above are not living at the time of your death. This is your secondary (or contingent) beneficiary. The
Secondary beneficiary is not paid if your primary beneficiary is alive at the time of your death. Attach additional pages if
necessary.
Secondary Beneficiary(ies)
1. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*

%

Address Phone number Date of birth

2. Name (First, M.I., Last) Relationship to employee Social Security Number Percent share of proceeds*
%

Address Phone number Date of birth

*Must equal 100%
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6. Evidence of Insurability and authorization information

A medical Evidence of Insurability ("EOI") application will be required for any employee who applies for coverage more
than 31 days past his/her eligibility date. An EOI application is also needed if you:
� apply for higher coverage than the maximum Guaranteed Issue amount.
� want to increase your existing coverage now or at a later date, whether your existing coverage is with Sun Life

Assurance Company of Canada and/or Sun Life and Health Insurance Company (U.S.) or a prior insurance carrier.
� decline coverage and then want it at a later date.

Coverage subject to evidence of insurability will not go into effect until Sun Life Assurance Company of Canada and/or
Sun Life and Health Insurance Company (U.S.) approves it.

I understand that:
� I am requesting coverage under a Group Insurance policy offered by my employer. This coverage will end when my

employment terminates, subject to any portability or continuation provisions available under the Group Insurance
policy.

� My employer will deduct all or part of the premium for contributory coverage from my pay.

� If I decline coverage for myself or, if applicable, for my family now and want it at a later date, I/we will have to
submit an Evidence of Insurability application which is acceptable to Sun Life Assurance Company of Canada and/or
Sun Life and Health Insurance Company (U.S.). I have read the Evidence of Insurability notice.

� If I decline coverage for Voluntary AD&D and do not enroll when I am eligible, I will not be allowed to enroll for at
least 6 months.

� If I am not actively at work due to injury, illness, layoff or leave of absence on the date that any initial or increased
coverage is scheduled to start under the plan, such coverage will not start until the date I return to work.

� When required by the coverage, if my spouse or any of my dependent children are confined due to an injury or
illness, as required by the coverage, on the date that any initial or increased coverage is scheduled to start under the
plan, such coverage will not start until the date they are no longer confined and are able to perform their normal
activities.

By signing below, I am representing that the information I have provided is true and correct to the best of my knowledge
and belief.

Signature of employee Date signed
X

To the Employee: Make a copy of this form for your records before submitting it to your employer.
To the Employer: This original enrollment form should remain at the employer's site. Family status, coverage, or
beneficiary changes should be recorded on another copy of the Enrollment Form.

7. Employer Information

For Employer Use Only.
Provide the employee's earnings amount below.

Indicate pay frequency. If hourly, please indicate the number of hours worked per week. Although most plans define
earnings as salary-only (not including bonuses, commissions, etc.), you should check your group policy for the proper
earnings definition to use.
Life Earnings o Annual o Semi-Monthly o Weekly o Hourly
$ o Monthly o Bi-Weekly Number of hours worked per week: _______
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Contact us

By mail
Sun Life Assurance Company of Canada and/or Sun Life and Health Insurance Company (U.S.)
One Sun Life Executive Park
Wellesley Hills, MA 02481

www.sunlife.com/us Customer Service 800-247-6875 M-F 8:00 a.m.-8:00 p.m., ET

Sun Life Assurance Company of Canada and Sun Life and Health Insurance Company (U.S.) are members of the Sun Life Financial group of companies.
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Flexible Spending Accounts (FSAs) are year-to-
year accounts that allow you to set aside money 
from your paycheck on a pre-tax basis to pay for 
medical and child/elder care expenses. That means 
you do not have to pay federal, and in most cases, 
state income tax, or FICA taxes on those 
dollars…which means you have more money in your 
pocket! Most people can save at least 25% on each 
dollar that is set aside, for expenses they are paying 
for anyway! 

 
The FSA is easy to manage, and you can take 
advantage of the spending accounts by following 
three easy steps: 

1) Review your expenses for medical and/or 
child/elder care for the previous year. Make 
note of what you spend on regular, planned 
expenses, and what expenses you may incur 
in the coming year. 

2) Sign up for your FSA during your employer's 
annual open enrollment period. 

3) Submit claims to ASIFlex for reimbursement 
of your expenses. 

 
You can submit claims via the ASIFlex Mobile App, 
online at asiflex.com; or otherwise by fax or mail. 

Estimating your plan year election amount is easy! 
ASIFlex offers the following tips and tools to help! 

 

First, take a look at your prior year’s expenses, as 
this is a good indicator of what you might anticipate 
for next year. 

 

Then make a list of your predictable or recurring 
expenses that you know you have, such as copays, 
annual deductible, monthly prescriptions, dental or 
vision expenses, over-the-counter health care 
products or ongoing child care costs.  
 

Next, think about any other anticipated expenses 
you plan to incur next year, such as eyeglasses or 
orthodontia. 

 

You can review ASIFlex’s Eligible Expense list as a 
reference of the hundreds of eligible expenses. 

 

Then you can use the ASIFlex expense estimator 
and the tax savings calculator to see your savings! 

 

Remember that the more you set aside, the more you 
save, so it is to your advantage to do a thorough 
review of your expenses. 

 
 
 
 

Have questions? Customer Service Hours:  7:00 am - 7:00 pm CT Monday -Friday; 9:00 am - 1:00 pm CT Saturday 

1.800.659.3035   www.asiflex.com    asi@asiflex.com 
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There are two types of accounts 
 
 
 

The Health Care FSA provides you an opportunity to use pre- 
tax dollars to pay for out-of-pocket medical, dental, vision and 
hearing expenses for you, your spouse and any of your 
dependents (even if they are on a different insurance plan). There 
are hundreds of eligible expenses, including copays, deductibles, 
prescription drugs and many more. Check the Eligible Expense 
list at asiflex.com for more information. 

 
Check your employer plan for the amount that you can contribute 
to the Health Care FSA each year. You can use these dollars for 
eligible expenses you incur throughout the year. And, your full 
plan year election is available to you on the first day of your plan 
year! 

 

 
 
 

The Dependent Care FSA is for qualifying work-related child care 
expenses, but you can also use DC FSA money to pay for work-related 
expenses for older tax dependents who are not capable of self-care. 
Eligible expenses include daycare, summer day camps (overnight 
camps are NOT eligible), babysitting, before and after school care, 
nursery school and pre-kindergarten expenses that are primarily for 
the protection and well-being of the dependent. 

 
You can set aside up to $5,000 per household per calendar year; 
or $2,500 if married and filing separate income tax returns. You can be 
reimbursed up to the cash balance in your account. 

 

Don't forget… 
 

Remember that your FSA election is fixed once your employer’s 
open enrollment period has closed, so please take your time when 
determining your annual election. The FSA accounts are year-to- 
year commitments, and you will want to spend all funds you have 
set aside each year. 

 
Unused funds are forfeited. But don’t let this keep you from 
participating! You can avoid forfeitures by planning carefully and 
setting aside money only for predictable and recurring expenses that 
you know you will have. So, take your time and make an informed 
decision regarding how much to set aside in the Health Care and/or 
Dependent Care FSA. 

 
Remember, the FSA helps you avoid paying taxes which means you 
have more spendable income in your pocket! If you have questions, 
just contact ASIFlex!  We are here to help! 

 

Check your account statement, submit claims, and manage your personal account settings at asiflex.com. Click on the 
Online Access/Account Detail Tab to sign in! 

 
 

Have questions? Customer Service Hours:  7:00 am - 7:00 pm CT Monday -Friday; 9:00 am - 1:00 pm CT Saturday 

1.800.659.3035        www.asiflex.com    asi@asiflex.com 
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*Items are eligible for reimbursement through a Health Care FSA if they are treating a current or imminent medical 

condition. Some items may require additional documentation such as a letter of medical necessity or a prescription (for 

over-the-counter medications) from your medical provider. Please visit asiflex.com for more information and a 

comprehensive list of eligible expenses.                                                                                                                           Revised 05_2018 

 

 
HEALTH CARE EXPENSES 
 
Acupuncture  

Ambulance 

Artificial Limb/Teeth 

Bandages 

Birth Control/Contraceptives 

Body Scan 

Braille Books/Magazines 

Breast Pumps/Supplies 

Breast Reconstruction 

Chiropractors 

Concierge Medical Care 

(amount billed for service and 

not monthly fee) 

Contact Lenses, 

solutions/cleaners 

Copays, Coinsurance, 

Deductibles 

Dental Care 

Diagnostic Services/Devices 

Durable Medical Equipment 

(crutches, canes, walkers, 

wheelchairs) 

Dermatologist 

Eye Exams and Eyeglasses 

(prescription) 

Fertility Enhancement 

Guide Dog or other service 

animal 

Hearing exams, aids/devices 

and batteries 

 

 

 

 

Hospital Services 

Immunizations 

Infertility Treatment 

Insulin and Diabetic supplies 

Laboratory/Diagnostic Fees 

Lactation Expenses 

Language training (dyslexia) 

Laser Eye Surgery 

Learning Disability 

Massage Therapy* 

Medical Conferences* 

Medicines 

Midwife 

Mileage incurred to seek health 

care 

Nursing Services 

OB/GYN Fees 

Occlusal Guards 

Operations 

Optometrist 

Organ Donors 

Orthodontia 

Orthotics 

Osteopath 

Over-the-Counter Drugs* 

Over-the-Counter health care 

products 

Oxygen 

Physical Examination 

Physical Therapy 

 

 

 

 

Physician Office Visits 

Pregnancy Test Kit 

Prescription Drugs 

Prosthesis 

Psychiatric Care 

Psychoanalysis 

Psychologist Fees 

Reading Glasses 

Sales Tax, Shipping, Handling 

fees for medical supplies 

Stop-Smoking Program 

Smoking Cessation prescriptions 

Speech Therapy 

Substance Abuse Treatment 

Sunglasses (prescription) 

Surgery 

Sterilization 

Telephone/TV for disability or 

impairment 

Therapy for medical condition 

Transplants 

Trips/Travel Expense to seek 

health care 

Vasectomy 

Vision Care 

Vision Correction Surgery 

Weight-Loss Program for 

medical condition* 

Wigs* 

X-Rays 

  

DEPENDENT CARE EXPENSES 
 
Adult/Elder/Senior Day Care Center  

Au pair or Nanny 

Babysitting 

Before- or after-school care 

Child Day Care Center 

Nursery school or Preschool 

Registration Fees (after service provided) 

Sick Child Care 

Summer Day Camp 

 

 

  

 

 

ELIGIBLE EXPENSE LISTING 

 



    

Download the ASIFlex Mobile App! 

 
 

 
Health Care Worksheet     Dependent Care Worksheet 

 
Medical   Amount    Month   Amount 
Copays, Deductibles $ ________    Month 1  $ ________ 

Physician Visits  $ ________    Month 2  $ ________ 

Prescriptions   $ ________    Month 3  $ ________ 

Over-the-Counter Items $ ________    Month 4  $ ________ 

Diabetic Supplies  $ ________    Month 5  $ ________ 

Chiropractic Treatments $ ________    Month 6  $ ________ 

Mileage   $ ________    Month 7  $ ________ 

         Month 8  $ ________ 

Dental        Month 9  $ ________ 

Fillings    $ ________    Month 10  $ ________ 

Crowns   $ ________    Month 11  $ ________ 

Bridges   $ ________    Month 12  $ ________ 

Dentures & cleaners $ ________ 

Oral Surgery   $ ________    TOTAL  $ ________ 

Orthodontia   $ ________ 

Mileage   $ ________ 

 
Vision/Hearing 
Prescription Eyeglasses $ ________ 

Prescription Sunglasses $ ________ 

Reading Glasses  $ ________ 

Contact Lenses  $ ________ 

Contact Cleaners  $ ________ 

Laser Eye Surgery  $ ________ 

Hearing Exams  $ ________ 

Hearing Aids & Batteries $ ________ 

Mileage    $ ________ 

 

 

TOTAL   $ ________  
 

      

 

 

 

 

 

EXPENSE WORKSHEET 
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                   Flexible Spending Account Agreement Form 

                                                  Print clearly and return this completed Agreement to Human Resources/Benefits Dept. 

Employer Name 

 

Name (Last, First, MI) Social Security Number or ID Number 

  

Street Address City State ZIP Code 

    

Effective Date of Election Type of Election Date of Birth-MM/DD/YY 

 
 Open Enrollment Election   

 New Hire Election 
 

 

Health Care Flexible Spending Account (FSA) Election – Medical, dental, vision, hearing care expenses  

Qualified expenses include medical, dental, vision, and hearing expenses for you & your tax dependents that are not reimbursed under 
any other source. 

Plan Year Salary Reduction Amount  
Check your plan for the maximum limit. 

Per Pay Period 

$    

Plan Year Election 

$    

 

Dependent Care Flexible Spending Account (DCFSA) Election - Child/elder daycare expenses 

Qualified expenses are those incurred primarily for the protection and well-being of a child or elder dependent while you work.   DO NOT include medical 
expenses for your dependents in the DCFSA election.  Include these expenses in your election for the Health Care FSA program below. 

Plan Year Salary Reduction Amount  
Maximum $5,000, or $2,500 if married and filing separate income 
tax returns 

Per Pay Period 

$    

Plan Year Election 

$    
 

Claim reimbursement is sent directly to a bank account of your choice, and you will be notified by email/text alert each  
time reimbursement is issued. 

Note:  If you have previously signed up for this option and do not wish to change the information ASIFlex has on file from a previous year, 
there is no need to complete the following section. 

 

 Please use account information below to set up direct deposit to my bank account and send email/text alerts of my account activity.  
Attach a voided check or copy of a check to this form.  Note:  Standard text message charges may apply from your wireless provider. 
 
Name of Financial Institution/Bank  ______________    __________________________ Bank Routing Number (9-digit) ________    ________    

Account number _____      _         ___________________________________________   Type of Account:        Checking             Savings  

Email:  ________________________  _______    Cell Phone:  _____________________ Mobile Carrier: ___________________ 
 

 Mail a check to my home address.  ASIFlex and your employer are not responsible for lost or delayed mail. 
 
I understand: 
 I have elected to have pretax deductions from my pay based on the number of pay periods as set up by my employer during the plan year, and that this 

election will continue until this Agreement is amended or terminated as allowed under the Plan. 
 Pretax deductions reduce my compensation for tax purposes which reduces my Social Security benefits. 
 I cannot change or terminate my election unless I experience a qualified change in status as allowed under the Plan.   
 My employer may change my election if necessary in order to satisfy certain provisions of the Internal Revenue Code. 
 My election and this Agreement will cease upon termination of employment. 
 Complete claims with correct supporting documentation must be submitted timely as described in the Plan in order to be considered for reimbursement. 
 Expenses for which I claim a tax deduction under my income tax return cannot also be reimbursed under this Plan. 
 Unused funds are forfeited at the end of the Plan Year as defined in the Plan. 
 The Dependent Care FSA and Health Care FSA benefits, and my rights and obligations under this plan, as specified in my employer’s Plan materials. 
 This Agreement cancels any prior election agreement I have made under the Plan and cannot be changed except as stated in my employer’s Plan. 

Employee Signature _______________________________________________________                                 Date ___________________  
 
 

www.asiflex.com | asi@asiflex.com | 1-800-659-3035 
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