












   

  

Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 05/31/2027 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first 
day of employment, but not before accepting a job offer. 
Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 

Address (Street Number and Name) Apt. Number (if any) City or Town State ZIP Code 

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number 

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

2. A noncitizen national of the United States (See Instructions.) 

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. An alien authorized to work until            (exp. date, if any) 

If you check Item Number 4., enter one of these: 
USCIS A-Number 

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

Signature of Employee Today's Date (mm/dd/yyyy) 

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

 Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure 
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check here if you used an alternative procedure authorized by DHS to examine documents.     

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the 
best of my knowledge, the employee is authorized to work in the United States. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form I-9 Edition 01/20/25 Page 1 of 4 
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LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or
outlying possession of the United States 
provided it contains a photograph or 
information such as name, date of birth, 
sex, height, eye color, and address

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

3. Foreign passport that contains a
temporary I-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

2. ID card issued by federal, state or local
government agencies or entities, provided it 
contains a photograph or information such as 
name, date of birth, sex, height, eye color, 
and address

4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form I-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

5. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)

8. Native American tribal document
6. Identification Card for Use of Resident

Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

For persons under age 18 who are 
unable to present a document 

listed above: 
10. School record or report card

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form I-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 

For receipt validity dates, see the M-274. 

● Receipt for a replacement of a lost,
stolen, or damaged List A document.

● Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

● Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR 
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 

Receipt for a replacement of a lost, stolen, or 
damaged List C document. 

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.

Form I-9 Edition 01/20/25 Page 2 of 4 
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 Supplement A, 
Preparer and/or Translator Certification for Section 1 

 

 

 

 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 05/31/2027

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

Form I-9 Edition 01/20/25 Page 3 of 4 



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

Supplement B
OMB No. 1615-0047 
Expires 05/31/2027

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

New Name (if applicable)Date of Rehire (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Form I-9 Edition 01/20/25 Page 4 of 4 
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HEPATITIS B VACCINE DECLINATION 

Appendix A to Section 1910.1030 

 

I understand that due to my occupational exposure to blood or other potentially infectious 

materials I may be at risk of acquiring hepatitis B virus (HBV) infection.  I have been given 

the opportunity to be vaccinated with hepatitis B vaccine, at no charge to myself.  However, I 

decline hepatitis B vaccination at this time.  I understand that by declining this vaccine, I 

continue to be at risk of acquiring hepatitis B, a serious disease.  If in the future I continue to 

have occupational exposure to blood or other potentially infectious materials and I want to be 

vaccinated with hepatitis B vaccine, I can receive the vaccination series at no charge to me. 

[61 FR 5508, Feb 13 1996] 

 

 

 

 

___________________________________  _________________________________ 

Employee Signature     Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



            

           
 

          
         

         

 
       

       

Employee Signature Date

55

EMPLOYMENT SEPARATION ACKNOWLEDGEMENT

Regardless of the type of separation, it is the employee' s responsibility  to report to the PEO
Company in order to conduct a complete exit interview and possible reassignment. This
interview  must take place within three (3) calendar days from the last paid day of employment.
Failure to schedule and appear at an exit interview could affect the employee’ s eligibility for
unemployment benefits. During this interview the employee will return all files, documents,
equipment, keys, or other property belonging to the client company. The employee will be
interviewed, and a complete review of the departing assignment will be conducted by the PEO
Company for any possible reassignment of employment. All final paychecks for hours worked
will be paid on the pay day following the separation date. Accrued unused paid leave will be
included in the final paycheck.

Any employee who separates in good standing may re-employ provided they are qualified for
the position they are applying for. Any person re-employed with at least one-year time & service
and who is re-employed within three months of separation will keep all accumulated time &
service.
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ACKNOWLEDGEMENT: 

 

I acknowledge that I have read and understand the contents of this policy.  If I am unable to 

read, I acknowledge that the contents have been read and explained to me. I understand there 

is a copy of the Employee Manual available for further review located at the Client Company 

office and the PEO Company office. The Client Company may change or withdraw any of the 

policies at its sole discretion, at any time and without advance notice. I understand that 

compliance with all Client Company policies is a condition of, but not a guarantee or promise 

of my employment and continued employment with the Client Company. I further understand 

that my failure to comply immediately and fully with Client Company policies will result in 

disciplinary action, which may include immediate termination for cause. 

 

 

 

___________________________________ 

Employee Name (printed) 

 

 

 

___________________________________  _________________________________ 

Employee Signature     Date 

 

 



How to Enroll in BerniePortal

www.BerniePortal.com

Forgot your password?
1. Go to www.bernieportal.com
2. Click Login
3. Click Forgot Password
4. Type in email address
5. Submit

3 Tips for electing benefits
1. Use the sidebar on the left to navigate among the benefit types.
2. Use the cart on the right to budget your elections.
3. Use the sidebar on the left if you need to review/adjust your elections.

1. Verify your information on the Personal Information screen when you login.
2. Enroll in benefits.
           a. List your spouse and dependents (if applicable).
           b. If you don’t know one of their SSNs use “111-11-1111.”
           c. Elect or waive each coverage: health, dental, & vision.
           d. Confirm your elections, sign with your mouse & select “I Agree."
3. You’re finished! You can login to your BerniePortal account anytime to  
    view your elections.

What do I do next?

1. A BerniePortal account has been created for you!
2. You will login at www.bernieportal.com/en/login with the following 
    credentials:
          a. Username: Your email address. Your broker will let you know which 
              address to use.
           b. Password: This will be the last 4 digits of your SSN and the two digits
               of your birth month.
                   • E.g.: Last 4 digits of SSN is "1234" and birth month is June; 
                     password is "123406."

How do I login?

http://www.BerniePortal.com
http://www.BerniePortal.com


 

 

 
 

2024 Employee Benefits Guide 

   

Plan Year: January 1, 2024— December 31, 2024 

2955 Harrison Street, Suite 203A  Beaumont, TX 77702 * 409-924-8900 
www.jsolutions.us 



 

 
  

The information in this Benefits Guide is presented for illustrative purposes and is based on 
information provided by the employer. The text contained in this Summary was taken from various 
summary plan descriptions and benefit information. While every effort was taken to accurately 
report your benefits, discrepancies, or errors are always possible. In case of discrepancy between 
the Benefits Summary and the actual plan documents, the actual plan documents will prevail. All 
information is confidential, pursuant to the Health Insurance Portability and Accountability Act of 
1996. If you have any questions about this summary, please contact your manager. 



 

 

 
 

 

That is why at J Solutions, Inc. we are committed 
to an employee benefit program that helps our 

employees stay healthy, feel secure, and maintain 
a work/life balance. 

Our employees are our 
most valuable asset.   



 

 
 

Eligibility 

Full-time employees working at least 30 hours per week and their eligible dependents may 
participate in the Benefits Program. 

  

Generally, dependents are defined as: 

• Your spouse  

• Dependent “child” up to age 26 (Child means the employee’s natural child or adopted child and 
any other child as defined in the certificate of coverage)  

• Your disabled children of any age  (see contract for further information) 

Making Election Changes During the Year 

In most cases, your benefit elections remain in effect until the next annual open enrollment period.  
You will not be able to make any plan changes unless you experience a change in life status. 

Qualifying Life Events 

Events described in IRS regulations allow you to make a change to your benefit coverage if you 
experience any of the following: 

 

• Marriage or divorce 

• Death 

• Birth or adoption of a dependent 

• Change in employment status 

• Dependent satisfying or ceasing to satisfy the plan’s eligibility requirements 

• Loss of or significant change to your current coverage 

• Judgment, decree or court order 

• Enrollment / ceasing to be enrolled in Medicare or Medicaid 

• Ceasing to be enrolled in Children’s Health Insurance 
Program (CHIP) 

 

You have 30 days from the date of the event to 
report and update your benefits changes. 

    Eligibility 

 



 

 

 
 

  Employee Acknowledgements 

 

I acknowledge once enrollment is closed, I will verify my elections and dependents 
with the carrier(s) for the upcoming plan year.  I will notify HR if changes are 
necessary. 

If electing an HMO Plan: 

 

Please use the "Find a BCBS HMO PCP" document attached for instructions on how 
to select a Primary Care Physician (PCP). Enter the PCP ID in the required field 
below. A PCP is required for an HMO plan.  To change your PCP, contact BCBS 
using the information on the back of your ID card. 

 

If a PCP is required for the selected plan and is NOT provided at the time 
of enrollment, one will be assigned for you.  

 

***Please note, there are time restrictions to make a PCP change and referrals 
from your PCP are required to see a Specialist*** 



 

 
 

 

Aetna Medical Plan Options 

Our medical benefits are administered through BlueCross BlueShield.  We encourage all members to register as a member 
once you have your ID card, by logging on to www.bcbstx.com. The charts below give a brief look at the benefits when you 
use in-network and out-of-network providers.  (For additional information please refer to your policy.) To find a doctor 
or hospital, please visit www.bcbstx.com and select  your chosen network or call the customer service number on your ID 
card and a representative will assist you.   

Selection of an HMO plan requires you to choose an HMO Primary Care Physician at the time of application.  **REFERRALS 
FROM YOUR PCP ARE REQUIRED TO SEE A SPECIALIST**   

  Medical Benefits - Option 1 BCBS MTBAB039 Plan HMO 

Blue Advantage 

Medical Benefit Network Non-Network 

Calendar Year Deductible 

Individual 

Family 

$5,000 

$15,000 

Not Covered 

Not Covered 

Coinsurance (after Deductible) 0% Not Covered 

Out of Pocket Maximum 

Individual 

Family 

$7,900 

$15,800 

Not Covered 

Not Covered 

Office Visit 

PCP 

Specialist 

  

$40 copay 

$80 copay 

Not Covered 

Preventive Care No charge Not Covered 

Lab/X-Ray No charge after deductible Not Covered 

Complex Imaging 

     MRI, PET/CT Scans, etc. 
No charge after deductible Not Covered 

Outpatient No charge after deductible Not covered 

Hospitalization No charge after deductible Not Covered 

Emergency Room $500 per visit , plus deductible 

Urgent Care  $75 copay Not Covered 

Prescription Drug Coverage 

 Multi-Tier / Specialty Drug 

$0/$10/$50/$100/$150/$250  
for HEB, Walgreens and Walmart.  

Otherwise $10/$20/$70/$120/$150/$250 
Not Covered 

http://www.bcbstx.com
http://www.bcbstx.com


 

 

 
 

 

Aetna Medical Plan Options 

Our medical benefits are administered through BlueCross BlueShield.  We encourage all members to register as a member 
once you have your ID card, by logging on to www.bcbstx.com. The charts below give a brief look at the benefits when you 
use in-network and out-of-network providers.   

(For additional information please refer to your policy.) To find a doctor or hospital, please visit www.bcbstx.com and 
select your chosen network or call the customer service number on your ID card and a representative will assist you.   

  Medical Benefits - Option 2 BCBS MTBCP026 Plan PPO  

Blue Choice 

Medical Benefit Network Non-Network 

Calendar Year deductible 

Individual 

Family 

$3,000 

$9,000 

$6,000 

$18,000 

Coinsurance (after deductible) 30% 50% 

Out of Pocket Maximum 

Individual 

Family 

$7,350 

$14,700 

Unlimited 

Unlimited 

Office Visit 

PCP 

Specialist 

  

$50 copay 

$100 copay 

50% after deductible 

Preventive Care No charge 50% after deductible 

Lab/X-Ray No charge 50% after deductible 

Complex Imaging 

     MRI, PET/CT Scans, etc. 
30% after deductible  50% after deductible 

Hospitalization 30% after deductible  50% after deductible 

Emergency Room $500 per visit plus 30% after deductible 

Urgent Care  $75 copay 50% after deductible 

Prescription drug Coverage 

 Multi-Tier / Specialty drug 

$0/$10/$50/$100/$150/$250  
for HEB, Walgreens and Walmart.  

Otherwise $10/$20/$70/$120/$150/$250 

$10/$20/$70/$120/$150/$250 
plus 50% additional charge 

http://www.bcbstx.com
http://www.bcbstx.com


 

 
 

 

Aetna Medical Plan Options 

Our medical benefits are administered through BlueCross BlueShield.  We encourage all members to register as a member 
once you have your ID card, by logging on to www.bcbstx.com. The charts below give a brief look at the benefits when you 
use in-network and out-of-network providers.   

(For additional information please refer to your policy.) To find a doctor or hospital, please visit www.bcbstx.com and 
select your chosen network or call the customer service number on your ID card and a representative will assist you.   

  Medical Benefits - Option 3 BCBS MTBCP006H Plan HSA 

Blue Choice  

Medical Benefit Network Non-Network 

Calendar Year deductible 

Individual  

Family 

 

$4,000  

$8,000 

 

$8,000 

$16,000 

Coinsurance (after deductible) 0% 30% 

Out of Pocket Maximum 

Individual 

Family 

$4,000  

$8,000 

Unlimited 

Unlimited 

Office Visit 

PCP 

Specialist 

  

No charge after deductible 

No charge after deductible 

  

30% after deductible 

30% after deductible 

Preventive Care No charge 30% after deductible 

Lab/X-Ray No charge after deductible 30% after deductible 

Complex Imaging 

     MRI, PET/CT Scans, etc. 
No charge after deductible 30% after deductible 

Hospitalization No charge after deductible 30% after deductible 

Emergency Room No charge after deductible 

Urgent Care  No charge after deductible 30% after deductible 

Prescription drug Coverage 

 Multi-Tier / Specialty drug 

No charge after deductible 

Preferred Pharmacies: HEB, 
Walgreens and Walmart.  

No charge after deductible plus  
additional 50% charge 

http://www.bcbstx.com
http://www.bcbstx.com


 

 

 
 

  Health Savings Account 

 

Employees enrolled in an eligible health plan can save for anticipated medical, dental and vision expenses on a pre-tax 

basis. 

 

Who is eligible to participate? Employees who work 30 hours or more per week. 

• Your HSA account features: 

• No minimum deposit 

• All accounts receive a debit card 

• Unlimited withdrawals allowed each month for qualified medical expenses. 

• Pays Interest 

• Free Mobile and Online Banking 

• No minimum balance requirement or monthly maintenance fee 

• Optional investment choices available for balances over $2,000. There is a small monthly fee for this account. 

Customer may make unlimited trades unless otherwise noted 

2024 
Regulatory Limits for 

Contributions and 
Deductibles 

  2024 

Individual Maximum Contribution $4,150 

Family Maximum Contribution $8,300 

Age 55 Catch-Up Contribution $1,000 



 

 
 

  Health Savings Account 

Your health savings account (HSA) may reimburse: 

• Qualified medical expenses incurred by the account beneficiary and his or her spouse and dependents; 

• COBRA premiums; 

• Health insurance premiums while receiving unemployment benefits; 

• Qualified long-term care premiums*; and 

• Any health insurance premiums paid, other than for a Medicare supplemental policy, by individuals age 65 or older. 
 
Distributions made from an HSA to reimburse the account beneficiary for eligible expenses are excluded from gross income. 

Qualified Medical Expenses 

The Internal Revenue Service (IRS) defines qualified medical care expenses as amounts paid for the diagnosis, cure or   
treatment of a disease, and for treatments affecting any part or function of the body. The expenses must be primarily to 
alleviate a physical or mental defect or illness. 

 This list is not all-inclusive; additional expenses may qualify, and the items listed below are subject to change in    
accordance with IRS regulations. For more information or clarification on individual list items, refer to Publication 502 
or consult a tax professional. 

• Abortion 

• Acupuncture 

• Alcoholism 

• Ambulance 

• Annual Physical Examination 

• Artificial Limb 

• Artificial Teeth 

• Bandages 

• Birth Control Pills 

• Body Scan 

• Braille Books and Magazines 

• Breast Pumps and Supplies 

• Breast Reconstruction Surgery 

• Capital Expenses 

• Car 

• Chiropractor 

• Christian Science Practitioner 

• Contact Lenses 

• Crutches 

• Dental Treatment 

• Diagnostic Devices 

• Disabled Dependent Care Expenses 

• Drug Addiction 

• Drugs 

• Eye Exam 

• Eyeglasses 

• Eye Surgery 

• Fertility Enhancement 

• Founder's Fee 

• Guide Dog or Other Service Animal 

• Health Maintenance Organization  HMO 

 
 
 

• Hearing Aids 

• Home Care 

• Home Improvements 

• Hospital Services 

• Insurance Premiums 

• Intellectually and Developmentally Disabled 

• Laboratory Fees 

• Lactation Expenses 

• Lead-Based Paint Removal 

• Learning Disability 

• Legal Fees 

• Lifetime Care—Advance Payments 

• Lodging 

• Long-Term Care 

• Meals 

• Medical Conferences 

• Medical Information Plan 

• Medicines 

• Nursing Home 

• Nursing Services 

• Operations 

• Optometrist 

• Organ Donors 

• Osteopath 

• Oxygen 

• Physical Examination 

• Psychiatric Care 

• Pregnancy Test Kit 

• Prosthesis 

• Psychoanalysis 

• Psychologist 

 
 

• Special Education 

• Sterilization 

• Stop-Smoking Programs 

• Surgery 

• Telephone 

• Television 

• Therapy 

• Transplants 

• Transportation 

• Trips 

• Tuition 

• Vasectomy 

• Vision Correction Surgery 

• Weight-Loss Program 

• Wheelchair 

• Wig 

• X-ray 

 
Plans that do not allow reimbursement of all 
eligible medical expenses as defined by the IRS 
and Department of Treasury must customize 
this brochure prior to use. 
 
Source: www.irs.gov 

https://www.irs.gov/publications/p502/ar02.html
https://www.irs.gov/publications/p502/ar02.html


 

 

 
 

  Examples of Ineligible H.S.A Expenses 

 

The products and services listed below are examples of expenses NOT eligible for payment under your Health 
Savings Account, according to the Internal Revenue Service. Typically, expenses for items that promote general 
health are not eligible expenses. Please note that this list is not all-inclusive and is subject to change. 

Listed below are some services and expenses that are not eligible for reimbursement. This list is not 

all- inclusive: 

• Baby Sitting, Childcare, and Nursing Services 
for a Normal, Healthy Baby 

• Controlled Substances 

• Cosmetic Surgery 

• Dancing Lessons 

• Diaper Service 

• Electrolysis or Hair Removal 

• Flexible Spending Account 

• Funeral Expenses 

• Future Medical Care 

• Hair Transplant 

• Health Club Dues 

• Health Savings Accounts 

• Household Help 

• Illegal Operations and Treatments 

• Insurance Premiums 

• Maternity Clothes 

• Medical Savings Account (MSA) 

• Medicines and Drugs From Other Countries 

• Nonprescription Drugs and Medicines 

• Nutritional Supplements 

• Personal Use Items 

• Swimming Lessons 

• Teeth Whitening  

• Veterinary Fees 

• Weight Loss Program 

 

 

 



 

 
 

  Dental Benefits 

NEW THIS YEAR, we offer a dental PPO plan through BCBS of Texas which allows you to see any provider you 
would like to see.  (For a complete list of services and prices, please refer to your policy.) To find a Den-
tist or facility, please go to: www.bcbstx.com and choose the PPO network.  

Dental PPO 

Policy Year Deductible 
    Individual / Family 

$50 / $150   

Annual Benefit Maximum $2000 

Preventive 

• Diagnostic Evaluations 

• Preventive Services 

• Diagnostic Radiographs 

• Sealants 

• Space Maintainers 

Covered in full, Deductible 
Waived 

Basic 

• Basic Restorative Services 

• Non-Surgical Extractions 

• Non-Surgical Periodontal Services 

• Adjunctive Services 

• Endodontic Services 

• Oral Surgery Services 

• Surgical Periodontal Services 
 

20% after  

Deductible   

Major 

Major Restorative Services 
Prosthodontic Services 
Implants 
Miscellaneous Restorative and Prosthodontics Services  

50% after  

Deductible   

Orthodontia 

Adult/Child orthodontia - Plan pays 50 percent (no deductible) 

of the covered orthodontia services. 

50% 

$2,000 per Child Lifetime 

http://www.principal.com/


 

 

 
 

  Frequently Asked Questions   Vision Benefits   

NEW THIS YEAR, Our vision plan is through BCBS of Texas for the upcoming plan year. 

For additional information, please refer to your policy.) To find a Doctor or facility, please go to: 
www.bcbstx.com or you can call the customer service number on your ID card. 

Vision PPO In-Network Benefits 

Vision Exam Copay 

Materials Copay 

$10 

$10 

Lenses 

   (Single/Bifocal/Trifocal/Lenticular) 
Covered in full after materials copay 

Contact Lenses 

   (Elective) 

 

$150 plan allowance 

Contacts are in lieu of glasses 

Contact Lenses 

   (Medically Necessary) 
Covered in full after materials copay 

Frames Up to $150 allowance 

Frequency of Services 

Vision Exam Every 12 months 

Lenses (Eyeglasses and Contacts) Every 12 months 

Frames Every 12 months 



 

 
 

Aetna Dental Plan   Life and AD&D Benefits 

Our employee benefits package provides all full-time          
employees with $15,000 of basic life/AD&D insurance through 
Humana at no cost to the employee.   

 

Please contact the HR department to gain access of the Basic 
Life with Accidental Death and Dismemberment claim form. 

 

 

Employee  $15,000 flat amount – paid by employer  

Age Reductions  

 

 35% benefit reduction at age 65 

 Additional 15% reduction at age 70 

  

Waiver of Premium 

If you are totally disabled for at least six consecutive 
months prior to age 60, you can continue life insurance 
coverage and waive the premium. Waiver ends at 
age 65. 

Accidental Death &                         
Dismemberment (AD&D) 

Death as a result of an accident – your beneficiary will receive an  

additional $15,000 

 

Benefits are available due to bodily injury resulting in loss of vision, hearing or a 
limb.  See your plan certificate for full details. 

Remember to update your beneficiary form if your 
circumstances have changed throughout the year.   

Seek advice from your attorney before listing a 
minor as a primary or contingent beneficiary.  



 

 

 
 

Aetna Dental Plan   Voluntary Life  

Full-time employees are provided with  the option to purchase Voluntary Life coverage for yourself, spouse and/or children 
through Guardian. You must purchase the coverage for yourself in order to cover your dependents.  Guarantee issue amounts 
are only available for an employee’s enrollment when initially eligible.  If you are adding voluntary life or increasing your 
current amount, an Evidence of Insurability statement will be required. 

Please complete and return a beneficiary change form if you do not recall your initial beneficiary designation or if you would 
like to change it at this time. 

 

Employee Benefit $25,000 increments to a maximum of $100,000 

Spouse Benefit $5,000 increments to a maximum of $25,000 

Child Benefit 
Your dependent children age 14 days to 26 age. $1,000 increments to a maximum of 
$10,000 

Guarantee Issue: 

The guarantee issue means you are not required to answer health questions to qualify for 
coverage up to and including the specified amount, when you sign up for coverage during 
the initial enrollment period. 

Employee: $100,000 

Spouse: $25,000 

Child: $10,000 

Age Reduction 

Benefits are reduced by a certain percentage as an employee ages 

35% at age 65, 60% at age 70, 75% 

at age 75, 85% at age 80 



 

 
 

 

Who do I contact with 
questions or claim issues? 

 
 

 

 

 

 

 

 

 

 

Corbin Cooke, VP 
Phone 713-493-7704 
Fax 713-647-9702 

Email:corbin@corebenefits.net  
 

Sara Leighton , Account Manager 
Phone 713-647-9700 
Fax 713-647-9702 

Email: sleighton@corebenefits.net  

 

Carolyn Halliburton, Customer Service 
Phone 713-647-9700 
Fax 713-647-9702 

Email: carolyn@corebenefits.net 

 

Core Benefits * 16420 Katy Freeway, Suite 440 * Houston, TX  77084 * (713)647-9700 * www.corebenefits.net 

mailto:kim@corebenefits.net
mailto:kim@corebenefits.net
mailto:carolyn@corebenefits.net
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