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2024 Benefit Guide

City of Little Rock Employees,
We are excited to present your 2024 benefits to you! The City of Little Rock is 
committed to providing their employees with comprehensive and affordable benefit 
options. The 2024 Health and Welfare benefit offerings provide employees with 
unlimited flexibility that reflects the City’s optimal culture. 

This guide will help you understand the full range of health and welfare benefits that 
will be available January 1, 2024. After reading through the enclosed information, be 
sure to use this guide as a benefits resource you can refer to throughout the year.

At the City of Little Rock, we want to encourage and support our employees in living 
their best and happiest life. With this in mind, we recommend our employees start 
utilizing the benefits available to you now, to make these positive habits easier to 
embrace in 2024 and beyond!

For your reference, City of Little Rock Human Resources Benefit personnel 
contact information is below:

P L E A S E  N O T E :  Y O U  W I L L  N O T  B E  A U T O - E N R O L L E D  I N  Y O U R  F S A .  Y O U 
M U S T  R E - E N R O L L  E V E R Y  Y E A R !

Name Title Phone Number Email

Jenny Bradford Benefits & Risk Manager (501) 371-4502 HRBenefits@littlerock.gov

Kaylebrae Clark Benefits Analyst (501) 371-4518 HRBenefits@littlerock.gov

Christopher Barnett Health & Wellness Plan Coordinator (501) 371-4670 cbarnett@littlerock.gov
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C U S T O M E R  S E R V I C E
Char les  Angel

(501)  690.2532 |  char les.angel@jtsfs .com

Nancee Roberson
(501)  400.1805 |  nancee@jtsfs .com

M el issa  Fox
(501)  238.3210 |  mel issa@jtsfs .com

Fax:  1  (888)  965.4050
Business  Hours :  Monday-Thursday 8 :00-5 :00

 Fr iday 8 :00-4 :00 
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WHAT YOU NEED TO KNOW
We recommend that  you review your  current  information,  inc luding. . .
•  Benef ic iar ies
•  Removing inel igible  dependents
•  I f  you have Spousal  L i fe  I nsurance coverage,  and you have divorced,  your 

ex-spouse may no longer  be e l igible  for  this  coverage
•  I f  a  chi ld  no longer  qual i f ies  for  coverage as  a  dependent  ( i .e .  s tepchi l -

dren who are  no longer  e l igible  due to  divorce,  loss  of  guardianship,  or  i f 
chi ld  reaches  age 26,  etc. )

I f  you are  a  current  employee (not  a  new hire) ,  p lease keep the fol lowing 
information in  mind:

•  You cannot  make any changes unt i l  the annual  “open enrol lment  per iod ”, 
which a l lows employees,  who may have previously  decl ined to  enrol l , 
the opportunity  to  enrol l  in  new coverage.  (Certa in  restr ict ions  and 
l imitat ions  may apply  to  employees  who in i t ia l ly  decl ined coverage when 
they f i rst  became el ig ible  to  enrol l . )

 
However,  there  are  certa in  qual i fy ing events  that  a l low current  employees  to 
make benef i t  changes .  These include,  but  are  not  l imited to :
•  marr iage,  d ivorce,  adoption or  bi r th  of  chi ld ,  death of  a  spouse or  other 

e l ig ible  dependent .  

PRE-TAX PAYROLL DEDUC TIONS
To help of fset  your  contr ibut ions  for  the medical ,  dental  and v is ion plans,  we 
of fer  these benef i ts  on a  pre -tax  bas is  through the Cit y  of  L i t t le  Rock  Sec t ion 
125 (or  ”cafeter ia” )  p lan.  By  mak ing your  contr ibut ions  for  these 
benef i ts  on a  pre -tax  bas is ,  the premium is  withheld f rom your  pay before 
federal ,  s tate  ( in  most  cases)  and F ICA taxes  are  calculated.  This  can reduce 
the amount  of  taxes  you pay per  paycheck . 

E M P LOY E E  E L I G I B I L I T Y
To be e l igible  for  benef i ts ,  you must  be a  regular  fu l l  t ime employee.  Benef i ts 
for  new employees  go into ef fec t  the 1st  of  the month fol lowing 30 days  of 
employment. 

D E P E N D E N T  E L I G I B I L I T Y
You must  be covered or  enrol led in  a  benef i t  p lan to  enrol l  your  e l igible 
dependents.  These include your  spouse,  chi ldren up to  age 26,  stepchi ldren of 
lawful  spouse,  chi ldren for  whom benef i ts  must  be provided through a  Cour t 
Order  Mandate,  or  grandchi ldren who are  legal ly  recongized as  dependents.

D I S C L A I M E R :  T h i s  b e n e f i t  s u m m a r y  i s  p r o v i d e d  f o r  i l l u s t r a t i v e  p u r p o s e s  o n l y  a n d  i s  s i m p l y 
a n  o v e r v i e w  o f  y o u r  b e n e f i t s .   F o r  a  d e t a i l e d  e x p l a n a t i o n  f o r  e a c h  p o l i c y  y o u  s h o u l d  r e v i e w 
a  c o p y  o f  t h e  a c t u a l  p o l i c y  o n  f i l e  w i t h  t h e  H u m a n  R e s o u r c e s  D e p a r t m e n t  o r  y o u  m a y  s p e c i -
f i c a l l y  r e q u e s t  a  c o p y  o f  e a c h  p o l i c y  f r o m  J T S  F i n a n c i a l  S e r v i c e s ,  L L C
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GLOSSARY
OF INSURANCE TERMS

Annual  Maximum -  The total  dol lar  amount  that  a  plan wi l l  pay for  care 
incurred by an indiv idual  enrol lee  or  fami ly  (under  a  fami ly  plan)  in  a  speci f ied 
benef i t  per iod.

Benef i t  Year  -  A  per iod in  which covered expenses  are  accrued and are  counted 
toward the annual  maximums,  deduc t ibles,  and/or  out- of-pocket  l imits .

Benef i ts  -  I tems or  ser v ices  covered under  an insurance plan.

Benef ic iar y  -  A  person or  ent i t y  ent i t led to  receive the c la im amount  and other 
benef i ts  upon the death of  the benefac tor  or  on the matur i t y  of  the pol ic y.

Broker  -  An indiv idual  agent  or  agenc y who represents  the buyer,  rather  than 
the insurance company,  and tr ies  to  f ind the buyer  the best  pol ic y.  The broker 
can make speci f ic  recommendat ions  about  which plans  best  suit  you and your 
fami ly ’s  needs.

COBRA -  A  federal  law that  may a l low the insured to  temporar i ly  keep 
insurance coverages  af ter  employment  ends.

Cla im -  A  request  for  payment  under  an insurance plan.  A  c la im wi l l  l i s t  the 
ser v ices  rendered,  the date  of  ser v ice,  and an i temizat ion of  cost .

Coinsurance -  I nsurance in  which the insured is  required to  pay a  f ixed 
percentage of  the cost  of  expenses  af ter  the deduc t ible  has  been paid.

Copayment  (Copay)  -  A  f ixed amount  that  the insured is  required to  pay before 
receiv ing the ser v ice.

Deduc t ible  -  An out- of-pocket  amount  that  an insured must  pay pr ior  to  an 
insurance plan paying a  c la im.

Dependent  -  A  chi ld  or  other  indiv idual  for  whom a parent ,  re lat ive,  or  other 
person may c la im a  personal  exemption tax  deduc t ion.

E l iminat ion Per iod -  A  per iod of  cont inuous disabi l i t y  which must  be sat is f ied 
before  you are  e l igible  to  receive benef i ts .

6
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Evidence of  I nsurabi l i t y  (EOI)  -  Par t  of  the appl icat ion process  for  an 
insurance pol ic y  dur ing which an appl icant  provides  health  information. 
Coverage does  not  become ef fec t ive  unt i l  approval  of  the EOI .

Flexible  Spending Account  (FSA)  -  A  t ype of  account  that  provides  the account 
holder  with speci f ic  tax  advantages  on qual i f ied medical  and/or  dependent 
care  expenses  (ex .  Medical   Reimbursement,  Dependent  Care,  and/or  L imited 
Purpose FSA) .

Guaranteed Issue -  A  predetermined benef i t  amount  a l lowed by an insurance 
plan without  requir ing Evidence of  I nsurabi l i t y  (EOI) .  GI  a l lows you to  enrol l 
regardless  of  health  status,  age,  gender,  or  other  fac tors  that  might  predic t  the 
use of  health  ser v ices.  This  does  not ,  however,  preclude the appl icat ion of  the 
pre - exist ing condit ion exclus ions.

Health  Savings  Account-  A  savings  account  used in  conjunc t ion with a  h igh-
deduc t ible  health  insurance pol ic y  that  a l lows users  to  save money tax- f ree 
against  medical  expenses.

H igh Deduc t ible  Plan -  A  health  insurance plan with a  s izable  deduc t ible  
for  medical  expenses.  A  H igh Deduc t ible  Plan usual ly  has  a  larger  annual 
deduc t ible  than a  t ypical  health  plan but  charges  lower  monthly  premiums.

Long-Term Care  -  A  range of  ser v ices  and suppor ts  you may need to  meet  your 
personal  care  needs in  the event  of  a  chronic  i l lness  or  d isabi l i t y. 

Medical ly  Necessar y  -  A  covered health  ser v ice  or  t reatment  that  i s  mandator y 
to  protec t  and enhance the health  status  of  a  pat ient ,  and could adversely 
af fec t  the pat ient ’s  condit ion i f  omitted,  in  accordance with accepted 
standards  of  medical  prac t ice.

Net work -  The fac i l i t ies,  providers  and suppl iers  your  insurance plan has 
contrac ted with to  provide health  care  ser v ices  ( i .e .  “in-net work ”) .

Non-Preferred Provider  -  A  provider  who does  not  have a  contrac t  with  your 
insurance carr ier  or  p lan to  provide ser v ices  to  you.  You’ l l  pay more to  see a 
non-preferred provider.   ( i .e .  “out- of-net work ”) .

Out- of-Pocket  Maximum -  The maximum amount  of  money you may pay for 
ser v ices  in  a  benef i t  year. 

Pre -Exist ing Condit ion -  A  medical  condit ion that  i s  excluded f rom coverage 
by an insurance company because the condit ion was  bel ieved to  exist  pr ior  to 
the indiv idual  obtaining a  pol ic y  f rom the insurance company.

Premium/R ate -  The amount  you pay for  your  insurance premiums each month.

7
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WELLNESS
PROGRAM

MotivateMe Program

MotivateMe provides a personalized customer experience and 
motivates customers at every touch point, both online or on the 

phone, in order to improve their health and help them to spend wisely 
to lower health care costs.

Benefits of MotivateME

• Focuses on outcomes, offering incentives for biometric 
target and improvements

• Educates customers about available health improvement 
programs and encourages use

• Empowers customers to make the best available health 
care decision

• Helps lower medical costs for clients and customers

• Educates customers about opportunities to earn 
incentives every time they interact with Cigna

For More Information Contact Christopher Barnett:
Health & Wellness Plan Coordinator

Phone: (501) 371-4670 
cbarnett@littlerock.gov
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PROGRAM
Health insurance covers  you and your  fami ly  for  your  bas ic  health  needs af ter  you’ve met  your 
coverage deduc t ible  (some benef i ts  inc lude copay af ter  deduc t ible) .  Coverage includes  v is i ts  with 
a  pr imar y  care  physic ian and specia l t y  physic ians,  inpat ient  and outpat ient  hospita l  care,  and 
ambulance ser v ices. 

HEALTH
INSURANCE

HEALTH 
BENEFITS

Base Plan Buy Up Plan 1 Buy Up Plan 2 

CALENDAR YEAR DEDUCTIBLE

Per Covered Person $3,000 $2,000 $1,000

Per Family Unit $6,000 $4,000 $2,000

Coinsurance 80% 80% 80%

OUT-OF-POCKET CALENDAR YEAR MAXIMUM

Per Covered Person $6,500 $4,000 $4,000

Per Family Unit $13,000 $8,000 $8,000

The following charges apply towards the maximum out-of-pocket.  Once this amount is reached, the Plan will pay 
100% of the remainder of Covered Charges for the rest of the Calendar Year unless stated otherwise: 

• Deductible(s)
• Coinsurance
• Medical and Pharmacy Copayments

• All benefit payments are subject to the Maximum Allowable Charge. Use of an Out-of-Network provider 
may result in you being  balance billed and having higher out-of-pocket costs. Amounts in excess of the 
Maximum Allowable Charge do not count toward Deductible or Coinsurance limits.

• Calendar Year maximums are combined between In-Network and Out-of-Network. If, for example, “30 Visits 
per Calendar Year” are listed under both In-Network and Out-of-Network Providers, you are only allowed a 
combined maximum of 30 visits.
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HEALTH BENEFITS Base Plan Buy Up Plan 1 Buy Up Plan 2 

IN-NETWORK SERVICES

Inpatient Services 80% After 
Deductible 

80% After 
Deductible 

80% After 
Deductible 

Outpatient Surgery/Ambulatory 
Surgical Center 

80% After 
Deductible 

 80% After 
Deductible 

80% After 
Deductible 

Emergency Room  Services $350 Copayment $300 Copayment $300 Copayment  

 Urgent Care Services $75 Copayment $75 Copayment   $75  Copayment

Ambulance Service 
Per Trip Maximum:  
$5,000 for Ground Ambulance and 
$10,000 for Air Ambulance

80% After Deductible

Skilled Nursing/Rehabilitation Facility 
60 days Calendar Year Maximum 

80% After 
Deductible

80% After 
Deductible

80% After 
Deductible

PHYSICIAN SERVICES

Primary Care Physician Office Visits 
(PCP) 
Evaluation & Management 

 $40 Copayment  $30 Copayment  $25 Copayment 

Specialists Office Visits (SCP) 
Evaluation & Management  $70 Copayment  $60 Copayment  $50 Copayment

All Qualified Wellness Exams    No Cost to 
Employee

    No Cost to 
Employee

    No Cost to 
Employee

Advanced Diagnostic services, such as 
advanced imaging (CT, MRI, PET, MRA), 
Nuclear Medicine, Pharmaceutical 
Products,      
Scopic Procedures; Therapeutic 
Treatments and Genetic Testing.      
As well as, advanced surgical services 
performed in a physician’s office.

   80% After  
Deductible

   80% After  
Deductible

   80% After  
Deductible
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HEALTH BENEFITS Base Plan Buy Up Plan 1 Buy Up Plan 2 

PREVENTATIVE CARE SERVICES

Preventive health benefits are intended for the early detection of diseases by screening for their presence in an individual 
who has neither symptoms nor find-ings suggestive of those diseases. Some tests are not covered as part of the preventive 
health screening benefit because they are not recommended by the United States Preventive Services Task Force (USPSTF) 
or approved medical polices. Those services that will be considered to be a preventive health service are subject to change 
at any time in order to align with and be consistent with the USPSTF guidelines and medical policies.

Routine Well Baby Care & 
Immunizations No Cost to You No Cost to You No Cost to You 

Routine Well Child/Adult Care 
& Immunizations No Cost to You No Cost to You No Cost to You

MATERNITY SERVICES

Physician Services 
Initial Office Visit 

The amount you pay is based on where the covered health
care service is provided except that an Annual Deductible will

not apply for a newborn child whose length of stay in the
Hospital is the same as the mother’s length of stay.

MENTAL DISORDERS / SUBSTANCE ABUSE

Inpatient Hospital Services  80% after deductible 80% after deductible 80% after deductible

Professional Services (Office/
Outpatient Visits) $70 Copayment  $60 Copayment  $50 Copayment

Professional Services 
(Inpatient/Outpatient 
Facility)

   100% after  Deductible    100% after  
Deductible

   100% after  
Deductible

HEALTH BENEFITS Base Plan Buy Up Plan 1 Buy Up Plan 2 

Prosthetic Services and 
Devices

   80% after  Deductible

Limited to a single 
purchase of each type of 

prosthetic device
every three years.

   80% after  
Deductible

Limited to a single 
purchase of each type 

of prosthetic device
every three years.

   80% after  
Deductible

Limited to a single 
purchase of each 
type of prosthetic 

device
every three years.

Transplantation Services The amount you pay is based on where the covered health care service is 
provided.

Temporomandibular Joint 
Disorders (TMJ)

The amount you pay is based on where the covered health
care service is provided.

Hearing Aid Device      
Covered once every 3 years

80% After Deductible

Limited to a single purchase per hearing impaired ear every
three years.
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PRESCRIPTION DRUG BENEFITS

(30 DAY SUPPPLY RETAIL) Base Plan Buy Up Plan 1 Buy Up Plan 2 

Tier 1 - Generic $0 Copayment $15 Copayment $15 Copayment

Rx Deductible(Tier 2, 3, 4) $200 No Deductible

Tier 2 - Preferred $20 Copayment $45 Copayment $45 Copayment

Tier 3 - Nonpreferred $40 Copayment $70 Copayment $70 Copayment

(90 DAY SUPPLY RETAIL OR 
MAIL ORDER) Base Plan Buy Up Plan 1 Buy Up Plan 2 

Tier 1 - Generic $0 Copayment $37 Copayment $37  Copayment

Rx Deductible(Tier 2, 3, 4) $200 No Deductible

Tier 2 - Preferred $50 Copayment $112 Copayment $112 Copayment

Tier 3 - Nonpreferred $100 Copayment $175 Copayment $175 Copayment

Tier 4 - Specialty N/A

Note: If your prescription drugs are dispensed at your physician’s office/ facility, see your medical plan for your cost share.

To verify a legal 
spouse

A photocopy of a marriage certificate or an acceptably executed marriage license that 
identifies the couple, date of marriage, legal jurisdiction and has a signature or seal 
showing it has been properly recorded with the County and/or State. A church ceremony 
document will not be acceptable if it does not meet these requirements.

To verify a natural 
or adopted child, 

or stepchild who is 
eligible to age 26

Provide a legible photocopy of an acceptable birth certificate or hospital birth record that 
shows your name or the name of your enrolled spouse as the parent of the child and is 
signed by a hospital administrator or physician on staff. If you do not have the birth certifi-
cate you may send a copy of the pages of any court document that shows the parents and 
child’s names, identifies the court, county or state, date of the action and the filing record 
or a court signature that have been signed and/or stamped by a member of the court or 
you may provide a paternity test.

If your spouse is not enrolled and his/her name is on the birth certificate and your name is 
not listed, you must also provide a copy of your marriage certificate.

To verify
 PERMANENT Legal 

Guardianship or
Legal Custodian for
children under age 

18.

NOTE: Children placed 
in temporary custody 

are not eligible

Language states: any child for whom either the Card Holder or Card Holder’s spouse is the 
legal Guardian or Custodian.
**Definition of Custodian = a person who, by court order, has permanent custody of a 
child.
**Definition of Legal Guardian = an individual who is either the natural guardian of a child 
or
who was appointed a guardian of a child in a legal proceeding by a court having the
appropriate jurisdiction.
Standard document: court document that is signed and/or stamped by a member of the 
court assigning minor child to employee or the employee’s spouse.

CERTAIN DOCUMENTATION IS REQUIRED if you are providing dependent coverage for medical, dental or 
vision through the City of Little Rock then we will need to receive copies of the appropriate documentation 
listed below. This information can be dropped off at our offices or scanned and emailed to HRBenefits@
littlerock.gov. NOTE: We will not accept documents that are not legible or pictures of documents. We NEED 
actual copies.

REQUIRED DOCUMENTS NEEDED TO VERIFY ELIGIBILITY OF DEPENDENTS: 
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HEALTH BENEFITS HDHP

CALENDAR YEAR DEDUCTIBLE

                                                  IN-NETWORK OUT-OF-NETWORK

Per Covered Person $2,500  $5,000

Per Family Unit $5,000 $10,000

Coinsurance 100% 80%

OUT-OF-POCKET CALENDAR YEAR MAXIMUM

Per Covered Person $2,500 $7,500

Per Family Unit $5,000 $15,000

The following charges apply towards the maximum out-of-pocket.  Once this amount is reached, the 
Plan will pay 100% of the remainder of Covered Charges for the rest of the Calendar Year unless stated 
otherwise: 

• Deductible(s)
• Coinsurance
• Medical and Pharmacy Copayments

Inpatient Services 100% After Deductible 80% After Deductible 

Outpatient Surgery/
Ambulatory Surgical 
Center 

100% After Deductible 80% After Deductible

Emergency Room  
Services 100% After Deductible 100% After Deductible

 Urgent Care Services 100% After Deductible 100% After Deductible

Ambulance Service 
Per Trip Maximum:  
$5,000 for Ground 
Ambulance and $10,000 
for Air Ambulance

100% After Deductible 100% After Deductible

Skilled Nursing/
Rehabilitation Facility 
60 days Calendar Year 
Maximum 

100% After Deductible 80% After Deductible 

PHYSICIAN SERVICES

Primary Care Physician 
Office Visits (PCP) 
Evaluation & Management 

 100% After Deductible 80% After Deductible

Specialists Office Visits 
(SCP) 
Evaluation & Management

100% After Deductible 80% After Deductible
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HEALTH BENEFITS HDHP

                                                                                  IN-NETWORK OUT-OF-NETWORK

PHYSICIAN SERVICES

All Qualified Wellness Exams    No Cost to Employee No Cost to Employee

Advanced Diagnostic services, such as 
advanced imaging (CT, MRI, PET, MRA), 
Nuclear Medicine, Pharmaceutical Products,      
Scopic Procedures; Therapeutic Treatments 
and Genetic Testing.      
As well as, advanced surgical services 
performed in a physician’s office.

   100% After Deductible 80% After Deductible

  Preventive health benefits are intended for the early detection of diseases by screening for their presence in an individual 
who has neither symptoms nor find-ings suggestive of those diseases. Some tests are not covered as part of the preventive 
health screening benefit because they are not recommended by the United States Preventive Services Task Force (USPSTF) or 
approved medical polices. Those services that will be considered to be a preventive health service are subject to change at any 
time in order to align with and be consistent with the USPSTF guidelines and medical policies.

Routine Well Baby Care & Immunizations Plan Pays 100% Plan Pays 100%

Routine Well Child/Adult Care & 
Immunizations Plan Pays 100% Plan Pays 80%

MATERNITY SERVICES

Physician Services 
Initial Office Visit 

The amount you pay is based on where the covered health
care service is provided except that an Annual Deductible will

not apply for a newborn child whose length of stay in the
Hospital is the same as the mother’s length of stay.

MENTAL DISORDERS / SUBSTANCE ABUSE

Inpatient Hospital Services 100% after Deductible 80% after Deductible

Professional Services (Office/Outpatient Visits) 100% after Deductible 80% after Deductible 

Professional Services (Inpatient/Outpatient 
Facility)    100% after  Deductible 80% After Deductible 

HEALTH BENEFITS HDHP

Prosthetic Services and Devices 100% after Deductible 80% After Deductible

Transplantation Services The amount you pay is based on where the covered health 
care service is provided.

Temporomandibular Joint Disorders (TMJ) The amount you pay is based on where the covered health
care service is provided.

Hearing Aid Device      
Covered once every 3 years

100% After Deductible 100% After Deductible

Limited to a single purchase per hearing impaired ear every
three years.
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PRESCRIPTION DRUG BENEFITS

(30 DAY SUPPPLY RETAIL) HDHP

                                                                  IN-NETWORK OUT-OF-NETWORK

Tier 1 - Generic 10% After $2,500 Deductible 10% After $5,000 Deductible

Tier 2 - Preferred 20% After $2,500 Deductible 10% After $5,000 Deductible

Tier 3 - Nonpreferred 30% After $2,500 Deductible 10% After $5,000 Deductible

(90 DAY SUPPLY RETAIL OR MAIL ORDER)

Tier 1 - Generic 10% After $2,500  Deductible 10% After $5,000 Deductible

Tier 2 - Preferred 20% After $2,500 Deductible 10% After $5,000 Deductible

Tier 3 - Nonpreferred 30% After $2,500 Deductible 10% After $5,000 Deductible

Tier 4 - Specialty N/A

Note: If your prescription drugs are dispensed at your physician’s office/ facility, see your medical plan for your cost share.

  

To verify a legal spouse

A photocopy of a marriage certificate or an acceptably executed marriage license that 
identifies the couple, date of marriage, legal jurisdiction and has a signature or seal 
showing it has been properly recorded with the County and/or State. A church ceremony 
document will not be acceptable if it does not meet these requirements.

To verify a natural 
or adopted child, or 

stepchild who is eligible 
to age 26

Provide a legible photocopy of an acceptable birth certificate or hospital birth record that 
shows your name or the name of your enrolled spouse as the parent of the child and is 
signed by a hospital administrator or physician on staff. If you do not have the birth certifi-
cate you may send a copy of the pages of any court document that shows the parents and 
child’s names, identifies the court, county or state, date of the action and the filing record 
or a court signature that have been signed and/or stamped by a member of the court or 
you may provide a paternity test.

If your spouse is not enrolled and his/her name is on the birth certificate and your name is 
not listed, you must also provide a copy of your marriage certificate.

To verify
 PERMANENT Legal 

Guardianship or
Legal Custodian for

children under age 18.

NOTE: Children placed in 
temporary custody are not 

eligible

Language states: any child for whom either the Card Holder or Card Holder’s spouse is the 
legal Guardian or Custodian.
**Definition of Custodian = a person who, by court order, has permanent custody of a 
child.
**Definition of Legal Guardian = an individual who is either the natural guardian of a child 
or
who was appointed a guardian of a child in a legal proceeding by a court having the
appropriate jurisdiction.
Standard document: court document that is signed and/or stamped by a member of the 
court assigning minor child to employee or the employee’s spouse.

CERTAIN DOCUMENTATION IS REQUIRED if you are providing dependent coverage for medical, dental or vision 
through the City of Little Rock then we will need to receive copies of the appropriate documentation listed below. 
This information can be dropped off at our offices or scanned and emailed to HRBenefits@littlerock.gov. 
NOTE: We will not accept documents that are not legible or pictures of documents. We NEED actual copies.

REQUIRED DOCUMENTS NEEDED TO VERIFY ELIGIBILITY OF DEPENDENTS: 
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HEALTH
INSURANCE RATES

BI-WEEKLY COSTS

ACTIVE EMPLOYEES MEDICAL EMPLOYEE 
COST

EMPLOYEE 
COST WITH 
WELLNESS 

CREDIT

EMPLOYER 
COST

Employee Only Base Plan $25.00 $0.00 $232.64

Employee + Spouse Base Plan $220.04 $195.04 $293.38
Employee + Child Base Plan $201.43 $176.43 $265.48
Employee + Family Base Plan $303.74 $278.74 $418.94
Employee Only Buy Up 1 Plan $57.67 $32.67 $232.64
Employee + Spouse Buy Up 1 Plan $286.99 $261.99 $293.38
Employee + Child Buy Up 1 Plan $261.85 $236.85 $265.48
Employee + Family Buy Up 1 Plan $400.10 $375.10 $418.94
Employee Only Buy Up 2 Plan $69.44 $44.44 $232.64
Employee + Spouse Buy Up 2 Plan $311.70 $286.70 $293.38
Employee + Child Buy Up 2 Plan $284.21 $259.21 $265.48
Employee + Family Buy Up 2 Plan $435.40 $410.40 $418.94
Employee Only HDHP $25.00 $0.00 $227.42
Employee + Spouse HDHP $207.43 $182.43 $293.38
Employee + Child HDHP $189.86 $164.86 $265.48
Employee + Family HDHP $286.44 $261.44 $418.94

Health insurance covers  you and your  fami ly  for  your  bas ic  health  needs af ter  you’ve met  your 
coverage deduc t ible  (some benef i ts  inc lude copay af ter  deduc t ible) .  Coverage includes  v is i ts  with 
a  pr imar y  care  physic ian and specia l t y  physic ians,  inpat ient  and outpat ient  hospita l  care,  and 
ambulance ser v ices. 
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MYCIGNA
APP

Online home for assessment tools, plan 
management, medical updates and much more!

Manage 

Find care

Profile

Virtual Care

ID Cards

• Quickly access your plan benefits all in one place

• Easily locate top providers near you or schedule a 
virtual doctor visit 

• View full doctor details and read verified patient 

• Connect with a board-certified doctor or pediatrician 

• Quickly access your ID card straight from the app
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SEE A DOCTOR WHENEVER, WHEREVER.

VIRTUAL
HEALTH

Suite of Virtual Services

BENEFITS OF VIRTUAL HEALTH

PRIMARY CARE

• Preventive care wellness screenings available at no 
cost

• Routine care visits that allow members to establish a 
relationship with the same PCP

• Prescriptions available through home delivery or at 
local pharmacies, if appropriate

DERMATOLOGY

• Board-certified dermaatologists review pictures and 
symptoms

• Dermatologists provide treatment plans and if neces-
sary, prescriptions generally within 24 hours 

• Care for the most common hair, skin, and nail condi-
tions

MINOR MEDICAL CARE

• Avalible 24/7, including after hours and holidays 
• Care for more than 80 minor medical conditions
• Less expensive than urgent care centers and the 

emergency roon

BEHAVIORAL CARE

• Access to psychiatrists and therapists
• Video and phone options at flexible times
• Option to select the same provider for every session

When you’re sick and need care quick, a Virtual Visit is a 
convenient way to start feeling better faster.

With a Virtual Visit, you can see and talk to a doctor via 
mobile device or computer - 24/7, no appointment needed. 

To connect to Virtual Care easily, go to myCigna.com
You can also download the myCigna App and conveniently chat with a doctor  on the go. 
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HEALTH

CONTRIBUTION LIMITS

Individual $4,150

Family $8,300
* Employees 50+ can contribute an additional $1,000

BENEFITS OF A HEALTH SAVINGS ACCOUNT

A Health  Savings  Account ,  HSA,  i s  a  savings  account  that  works  a longside your  H igh Deduc t ible 
Health  Plan.  Us ing an HSA helps  you reduce qual i f ied out- of-pocket  healthcare  expenses  up to 
35%,  including the deduc t ible  par t

You can save up to 35% on out-of-pocket health care expenses with tax free dollars. 
Thats like having $100 to spend rather than $65. Qualified expenses include your 
health plan deductible (doctors, labs, prescriptions, hospitalization). Plus vision, 

dental, chiropractic, and mental health services.

HSA‘s are particularly helpful because they can rollover from year to year and never 
expire (even lasting into retirement years), so you can use the funds you‘ve saved 

even if you change health plans or employers.

HEALTH SAVINGS
ACCOUNT

Key HSA Features
• Account Management
• Track HSA Spending
• Automative Contributions

• Monitor HSA Investments
• Easy Reimburesments
• Access HSA Marketplace 

City of Little Rock will pay $10/Month to employees participating in a HSA account

The “L ively  HSA & FSA” mobi le  app br ings  the s impl ic i t y,  ease - of-use, 
and modern exper ience of  the L ively  plat form to the palm of  your  hand, 

mak ing i t  easy  to  manage your  accounts  on the go

HSA Eligibile Items
• X-Rays
• Contact Lenses
• Chiropractor
• Lab Work

• Prescriptions
• Dentist
• MRIs
• Physical Therapy

* You can use your  HSA money on a l l  qual i f ied medical  expenses  as
def ined by the IRS .  The IRS  Publ icat ion 502 has  the ful l  l i s t  of  th ings  that 
are  qual i f ied,  are  not  qual i f ied,  and could potent ia l ly  be qual i f ied based 

on cer  ta in  c i rcumstances.  *
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Savings: Standard shipping on all medications is always free

Convenience: Medications are delivered to your mailbox

   

Call your Doctor:  Ask your doctor to send a 90-day prescription  

(with refills) electronically to Express Scripts Home Delivery 

myCigna.com or myCigna app: Click on the Prescriptions tab and 

select My Medications from the drop-down menu. Then simply 

click the button next to your medication name to move your pre-

scription(s) elecronically. 

Phone: Call Express Scripts Pharmacy at (800) 835-3784   

For more information, call the toll-free number 
on your  ID card, or visit myCigna.com or myCigna App

MAIL ORDER
RX
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COVERAGE TIER LOW PLAN HIGH PLAN

EMPLOYEE 
BI-WEEKLY RATES

Employee $0.00 $8.77

Family $17.46 $44.38

EMPLOYER 
BI-WEEKLY RATES

Employee $10.56 $10.56

Family $10.56 $10.56

D E N TA L  S E R V I C E S LO W  P L A N H I G H  P L A N

DIAGNOSTIC & PREVENTIVE SERVICES   (No Deduc t ible)
•  Exams
•  Cleanings
•  Fluor ide
•  X-rays
•  Sealants
•  Brush Biopsy

80% 100%

BASIC SERVICES
•  Emergenc y Pal l iat ive  Treatment
•  M inor  Restorat ive  S er vices  -  Fi l l ings  and Space 

Maintainers
•  Endodontic  S er vices  -  Root  Canals
•  Non-Surgical  Per iodontic  Ser vices
•  Oral  Surger y  Ser vices
•  O ther  Bas ic  Ser vices

80% 80%

MAJOR SERVICES
•  Surgical  Per iodontic  S er vices
•  Major  Restorat ive  S er vices  -  Crowns
•  Rel ines  and Repairs  -  Br idges,  I mplants,  Crowns,  and 

Dentures
•  Prosthodontic  S er vices  -  Br idges  and I mplants

50% 50%

ORTHODONTIC SERVICES
•  Or thodontia  is  considered a  PRE-EXISTING CONDITION 

i f  TREATMENT is  in i t iated pr ior  to  the date  the COVERED 
PAR TICPANT became el igible  under  this  PLAN and wi l l  not  be 
considered a  BENEFIT  under  this  PLAN.

N/A 50%

CARRY OVER BENEFIT RIDER

•  Carr y  O ver  Benef i t $312.50 $437.50

•  Carr y  O ver  Benef i t  M aximum $1,250 $1,750

ANNUAL MAXIMUM
$1,250 per  person 
per  ca lendar  year

$1,750 per  person 
per  ca lendar  year

ORTHODONTIC LIFETIME MAXIMUM N/A
$1,500 l i fet ime 
maximum

DEDUCTIBLE
$50 per  person / 
$150 per  fami ly

$50 per  person / 
$150 per  fami ly

With Delta  Dental  you can receive care  f rom any dent ist .  However,  Delta  Dental  has  contrac ts 
with  a  large net work of  dent ists  who have agreed to  not  charge more than a  speci f ied amount 
for  par t icular  ser v ices.   I f  you use one of  these net work dent ists ,  you won’t  have to  worr y  about 
being charged for  addit ional  amounts  above the a l lowable  amount  covered by the plan. 
Locate  a  Dent ist  within  the Delta  Dental  net work at  w w w.deltadentalar.com

DENTAL
INSURANCE
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Regular  v is ion checkups can help ident i fy  v is ion issues,  and correc t ive  lenses  can make the di f -
ference bet ween per forming wel l  on the job and at  school ,  as  wel l  as  af fec t ing safe  dr iv ing.  That ’s 
why we offer  you the oppor tunit y  to  purchase voluntar y  v is ion coverage for  you and your  fami ly. 

V I S I O N  S E R V I C E S I n-Net work Out- of-Net work

Exam Covered in  fu l l Up to  $50 reta i l

Frames

$120 a l lowance for  a  wide 
selec t ion of  f rames

$140 a l lowance for  featured 
brands

20% savings  on amount  over
al lowance

Frames -  up to  $70.00
Single  -  up to  $50.00

Lined bi focal  -  up to  $75.00 
L ined tr i focal  -  up to  $100.00

Contact Lens Fitting (standard) Covered in  fu l l Not  covered

Contact Lens Fitting 
(specia l t y) $50 Retai l  Al lowance Not  Covered

Contact Lenses

$105 a l lowance for  contac ts ; 
copay does  not  apply

Exam,  f i t t ing and evaluat ion - 
up to  $60 copay

Up to  $105

LENSES

Lens Enhancements

Standard Progress ive  -  $50
Premium Progress ive  -  $80-$90

Custom Progress ive  -  $120-
$160

35%-40% off  other  lens  enhan-
cements

Up to  $28 reta i l

SERVICES FREQUENCY

Exam 12 months

Frames 24 months

Lenses 12 months

Contacts 12 months

COVERAGE TIER BI-WEEKLY RATES

EMPLOYEE EMPLOYER

Employee $0.00 $2.50

Family $1.00 $2.50

CO-PAYS

Exams $10

Materials $20

Contact Lens Fitting $30

Discounts on Covered  Materials

Frames 20% off amount over allowance

Lens options 20% off retail

Progressives 20% off amount over standard 
progressive retail

VISION
INSURANCE

Diabetic Eyecare Plus Program - $20 copay for services 
related to diabetic eye disease, glaucoma and age-related macular 
degeneration. Retinal screening for eligible members with diabetes.
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BASIC LIFE 

Symetra  is  our  group term l i fe  and accidental  death and dismemberment  provider.  Term l i fe  co -
verage provides  benef i ts  to  your  designated benef ic iar y  for  loss  of  l i fe.  AD&D coverage provides 
payment  for  the loss  of  l i fe  or  l imbs susta ined as  a  result  of  acc idental  bodi ly  in jur y. 

INSURANCE

B E N E F I T B E N E F I T  A M O U N T S

Maximum Life Benefit
The Bas ic  L i fe  insurance benef i t  i s  based on 
your  employee group with a  maximum of  up 
to  $500,000 of  coverage. 

Accidental Death & Dismemberment
The AD&D benef i t  i s  1  t imes your  annual  sa lar y 
rounded to  the nex t  thousand of  coverage.

Reduction Schedule
Benef i ts  reduce by 35% at  age 70 and by 50% 
at  age 75

EMPLOYER PAID
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B E N E F I T S B E N E F I T  A M O U N T S

Maximum Monthly Benefit 60% of  your  paycheck ;  up to  $7,500 per  month     

Maximum Benefit Duration SSNRA,  Socia l  Secur i t y  Normal  Ret i rement  Age

Elimination Period 180 Days  (6  months)

Pre-existing condition

You may not  be e l igible  for  benef i ts  i f  you have 
received treatment  for  a  condit ion within  the 
past  3  months  unt i l  you have been covered 
under  this  p lan for  12 months.  

I f  you stopped receiv ing a  paycheck today,  how would you pay for  your  mor tgage,  b i l l s ,  food,  and 
other  monthly  expenses?  Could you maintain  your  current  l i fest y le? 

E M P LOY E R  P R O V I D E D  B E N E F I T 

The Cit y  of  L i t t le  Rock provides  e l igible  employees  with Long-Term Disabi l i t y 

I nsurance.  I t  i s  des igned to  provide protec t ion i f  you become disabled and can no 
longer  work  due to  a  covered Accidental  I n jur y  or  S ick ness.

NOTE:  This  benef i t  i s  not  of fered to  uni formed employees  of  the Pol ice  or  Fi re 
Depar tments. 

H O W  T H E  P L A N  W O R K S 

I f  you become disabled due to  a  covered accident  or  s ick ness,  long-term disabi l i t y 

income insurance wi l l  pay up to  60% of  your  monthly  income (once you have sat is f ied 

the e l iminat ion per iod. )  Disabi l i t y  benef i ts  wi l l  be  payable  up to  the benef i t  per iod 

stated in  your  pol ic y. 

BENEFITS BEGIN

Accidental  in jur y  and s ick ness  benef i ts  wi l l  become payable  beginning on the 181st 

day of  d isabi l i t y.

E M P LOY E R  P R O V I D E D  B E N E F I T 

Mental  i l lness :  24  months

Substance Abuse:  24  months

Specia l  i l lness :  24  months

LONG TERM
DISABILITY

EMPLOYER PAID
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EMPLOYEE SPOUSE DEPENDENT

Coverage 

Amount

Salar y  based 
opt ions  avai lable : 

1 ,  2 ,  3  t imes
annual  sa lar y.  Roun-

ded to  the nex t  h igher 
$1,000.

I ncrements  of  $5 ,000.
Not  to  exceed 50% of 

the employee‘s  benef i t 
amount.

Rounded to  the nex t  h igher 
$5,000. 

Employee must  have 
coverage under  voluntar y 
l i fe  plan to  have coverage 

on spouse.

I ncrements  of  $5 ,000 not 
to  exceed $10,000.  Begins 

at  l ive  bir th  and ends at  26

Maximum 

Amount
$500,000 $50,000 $10,000

Guarantee Issue
(Newly  E l igible 
for  Coverage)

$500,000 $50,000 $10,000

Benefit 

Reduction

Benef i ts  wi l l  reduce by 
35% at  age 70 and

50% at  age 75

Benef i ts  wi l l  reduce by 
35% at  age 70 and

50% at  age 75

Terms at  age 19 (or  25 
unless  unmarr ied & a  fu l l -

t ime student) .

Your  needs var y  great ly  upon age,  number  of  dependents,  dependents '  ages  and your  f inancia l 
s i tuat ion.  Term Li fe  is  des igned to  pro v ide benef i ts  to  your  designated benef ic iar y  for  loss  of  l i fe. 

R AT E S  W I L L  B E  C A LC U L AT E D  BY  B E N E F I T  A M O U N T  A N D  AG E  D U R I N G  E N R O L L M E N T 

P R O C E S S .  CO N TAC T  J T S  W I T H  Q U E S T I O N S .

VOLUNTARY
TERM LIFE & AD&D

ACCIDENTAL DEATH & DISMEMBERMENT

Employee

An amount,  e lec ted by You,  equal  to  mult iples  1  to  10 t imes Your  Bas ic  Annual 
Earnings,  rounded to  the nex t  h igher  $1,000 

Maximum of  500k

Spouse
Only

An amount,  e lec ted by You,  which is  a  mult iple  of  $5 ,000 equal  up to  60% of  Your 
Voluntar y  Accidental  Death and Dismemberment  I nsurance.

Maximum of  250k

Spouse & 
Children

An amount  equal  to :  (a )  50% for  Your  Spouse Only ;  and (b)  10% for
each Chi ld ;  of  Your  Voluntar y  Accidental  Death and Dismemberment  I nsurance

Child(ren) 
Only

An amount  equal  to  20% of  Your  Voluntar y  Accidental  Death and Dismemberment 
I nsurance for  each Chi ld

Maximum of  25k
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With Cancer  insurance,  you can rest  a  l i t t le  eas ier.  The coverage pays  you a  cash benef i t  to  help with 
costs  associated with t reatments,  to  pay for  dai ly  l iv ing expenses  and more impor tant ly,  to  empower 
you to  seek the care  you need.

R A D I AT I O N  & 
C H E M OT H E R A P Y

P L A N 
1 P L A N  2 B E N E F I T  D E TA I L S

RADIATION & 
CHEMOTHERAPY

$10,000 $20,000 maximum benef i t  per  12-month 
per iod

BLOOD, PLASMA, 
AND PLATELETS

$10,000 $20,000 maximum benef i t  per  12-month 
per iod

W E L L N E S S  & N O N -
M E D I C A L  B E N E F I T S B E N E F I T  PAY S B E N E F I T  D E TA I L S

WELLNESS $100 $100 per  calendar  year  for  cancer 
screening tests

INITIAL DIAGNOSIS $2,000 $5,000 pays a one-time,lump sum benefit when 
a covered person is  initially diagnosed 
with cancer for the first time ever.

LODGING BENEFIT $100 $100 per  day,  50  day maximum per  12 
month per iod

GUARANTEE ISSUE The f i rst  t ime an employee is  e l igible  to  apply

PRE-EXISTING 
PERIOD

You may not  be e l igible  for  benef i ts  i f  you have received 
treatement  for  cancer  within  the past  12 months  unt i l 
you have been covered under  the plan for  12 months.

H O S P I TA L 
B E N E F I T S B E N E F I T  PAY S B E N E F I T  D E TA I L S

ANESTHESIA 25% 25% of  covered surger y  benef i t

PROSTHESIS $500 $2,500 ac tual  charges 

SURGERY I npat ient :
$1,000

Outpat ient :
$1,500

I npat ient :
$5,000

Outpat ient :
$7,500

ac tual  benef i t  i s  determined by the 
surger y  scheadule  in  the contrac t

HOSPITAL 
CONFINEMENT

$100 $100 per  day of  covered conf inement

 
MONTHLY PREMIUM PLAN OPTION 1 PLAN OPTION 2

Individual $18.47 $35.33

Single Parent Family $21.37 $39.92

Family $34.07 $63.62

INSURANCE
CANCER
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R A D I AT I O N  & 
C H E M OT H E R A P Y

P L A N 
1 P L A N  2 B E N E F I T  D E TA I L S

RADIATION & 
CHEMOTHERAPY

$10,000 $20,000 maximum benef i t  per  12-month 
per iod

BLOOD, PLASMA, 
AND PLATELETS

$10,000 $20,000 maximum benef i t  per  12-month 
per iod

W E L L N E S S  & N O N -
M E D I C A L  B E N E F I T S B E N E F I T  PAY S B E N E F I T  D E TA I L S

WELLNESS $100 $100 per  calendar  year  for  cancer 
screening tests

INITIAL DIAGNOSIS $2,000 $5,000 pays a one-time,lump sum benefit when 
a covered person is  initially diagnosed 
with cancer for the first time ever.

LODGING BENEFIT $100 $100 per  day,  50  day maximum per  12 
month per iod

GUARANTEE ISSUE The f i rst  t ime an employee is  e l igible  to  apply

PRE-EXISTING 
PERIOD

You may not  be e l igible  for  benef i ts  i f  you have received 
treatement  for  cancer  within  the past  12 months  unt i l 
you have been covered under  the plan for  12 months.

H O S P I TA L 
B E N E F I T S B E N E F I T  PAY S B E N E F I T  D E TA I L S

ANESTHESIA 25% 25% of  covered surger y  benef i t

PROSTHESIS $500 $2,500 ac tual  charges 

SURGERY I npat ient :
$1,000

Outpat ient :
$1,500

I npat ient :
$5,000

Outpat ient :
$7,500

ac tual  benef i t  i s  determined by the 
surger y  scheadule  in  the contrac t

HOSPITAL 
CONFINEMENT

$100 $100 per  day of  covered conf inement

 

Accident  coverage pays  cash benef i ts  for  expenses  associated with an accidental  in jur y  and can 
help protec t  hard- earned savings  should an on or  of f - the - job accidental  in jur y  occur.  

COVERAGE TIER MONTHLY RATES

Employee $22.44

Employee + Spouse $35.80

Employee + Child(ren) $44.02

Family $57.38

M E E T I N G  YO U R  N E E D S
•  Coverage that  i s  guaranteed issue;  not  required to  take medical  exams or  tests
•  Benef i ts  that  correspond with t reatment  for  on and off - the - job accidental  in jur ies  inc luding 

hospita l izat ion,  emergenc y t reatment,  intes ive  care,  f rac tures,  and more.
•  Benef i ts  paid  direc t ly  to  you (unless  you ass ign them to someone else)

B E N E F I T S

Emergency Room 
Treatment

Hospital Emergency Room with X-Ray $400
Hospital Emergency Room without X-Ray $250

Urgent Care
Urgent Care Facility with X-Ray $300

Urgent Care Facility without X-Ray $150

Doctor‘s Office or Facility

Doctor’s office or facility (other than a hospital emergency room or Urgent Care) 
with X-Ray $300

Doctor’s office or facility (other than a hospital emergency room or Urgent Care) 
without X-Ray $150

Initial Hospitalization 
$2,000 

We will pay the amount shown when an insured is admitted to a hospital and confined as an 
inpatient because of a covered accidental injury.

Hospital Confinement $500 per day, maximum of 365 days per accident within 6 months of the accident

Ambulance Air Ambulance $1,500 ; Ground Ambulance $500

Annual Wellness Benefit
*See page 31 for details on this 

benefit

$100

Burns Up to $15,000

Fractures Up to $4,000 based on a schedule

Laceration Up to $1,000

Eye Injury $400

Portable Yes

INSURANCE
VOLUNTARY ACCIDENT
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Crit ica l  I l lness  benef i ts  can help meet  the needs your  fami ly  by  of fer ing f inancia l  suppor t  when i t 
i s  needed the most .  Cr i t ica l   I l lness  I nsurance supplements  any exist ing medical  benef i ts  you may 
a l ready have. 

B E N E F I T  D E S C R I P T I O N B E N E F I T  A M O U N T S

Maximum Principal Sum
   Employee
   Spouse
   Child

$40,000
$40,000
$40,000

Guarantee Issue
   Employee
   Spouse
   Child

$40,000
$40,000
$40,000

Employee Coverage Increments of $5,000

Spouse Coverage Increments of $5,000

DEPENDENT COVERAGE Increments of $5,000

Covered Critical Illnesses I nvasive  Cancer :  100%,  M inor  Cancer :  50%, 
Sk in  Cancer :  $250,  Hear t  Attack :  100%,  Stroke: 
100%,  Coronar y  Ar ter y  Disease Needing 
Surger y  or  Angioplast y :  25%,  Major  Organ 
Fai lure :  100%,  Occupat ional  HIV:  100%,  End-
Stage Renal  Fai lure :  100%,  Loss  of  S ight :  100%, 
Loss  of  Speech:  100%,  Loss  of  Hear ing:  100%, 
Paralys is :  100% (Covers  S ick ness  and Accident) , 
Severe  Burns :  100%

Portable I ncluded

Benefit Waiting Period N/A

Pre-existing Period N/A

Benefit Reduction N/A

R AT E S  W I L L  B E  C A LC U L AT E D  BY  B E N E F I T  A M O U N T  A N D  AG E  D U R I N G 
E N R O L L M E N T  P R O C E S S .

ILLNESS
VOLUNTARY CRITICAL
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BENEFIT PLAN 1 PLAN 2

HOSPITAL CONFINEMENT
$750 first day,
$150 day 2+,
180 incident(s) pp/pcy

$1,500 first day,
$300 day 2+,
180 incident(s) pp/pcy

INTENSIVE CARE UNIT
$750 first day,
$225 day 2+,
30 incident(s) pp/pcy

$1,500 first day,
$450 day 2+,
30 incident(s) pp/pcy

SUBSTANCE ABUSE FACILITY $100 per day, 30 day(s) 
pp/pcy

$150 per day, 30 day(s) 
pp/pcy

MENTAL HEALTH FACILITY $100 per day, 30 day(s) 
pp/pcy

$150 per day, 30 day(s) 
pp/pcy

NURSING FACILITY
(THIS BENEFIT IS PAID ONLY IF FOLLO-

WING A COVERED HOSPITAL STAY OF AT 
LEAST THREE CONSECUTIVE DAYS.)

$100 per day, 30 day(s) 
pp/pcy

$150 per day, 30 day(s) 
pp/pcy

WELLNESS SCREENING $50 per day, 1 day(s) pp/
pcy

$50 per day, 1 day(s) pp/
pcy

INCLUDED:  PORTABILITY, HSA COMPATIBILITY

 
 

HOSPITAL INDEMNITY
INSURANCE

Symetra  is  our  Hospita l  I ndemnit y  provider.  Hospita l  I ndemnit y  helps  of fer  you f inancia l 
protec t ion in  the event  that  you or  your  dependents  are  admitted to  the hospita l .  Benef i ts 
provide you with ass istance in  paying your  deduc t ible  and co -payments  associated with inpat ient 
expenses. 

MONTHLY PREMIUM PLAN OPTION 1 PLAN OPTION 2

Employee $17.76 $32.97

Employee + Spouse $37.85 $70.26

Employee + Child(ren) $29.11 $54.05

Family $52.69 $97.83
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UNIVERSAL LIFE

GUARANTEED
ISSUE* 

(new hires only)
ELIGIBILITY

EMPLOYEE 
- $150,000

To be eligible for insurance, an employee must satisfy all of the following requirements:
     - be age 16 through 80.
     - be on active service, performing in the usual manner all of the regular duties of his 
or her occupation at one of the places of business where he or she normally works or at 
some location directed by the employer; and
     - be continuously employed for the amount of time and working the 
minimum number of hours per week as you require to be eligible for 
benefits. These requirements will be defined on the Life and Health 
Group Application and Agreement.

SPOUSE 
- $25,000

To be eligible for insurance, a spouse (or equivalent as defined by state law or otherwise 
agreed upon between you and us) must satisfy all of the 
following requirements:
     - must be age 16 through 65.
     - must be legally married to the employee as determined by the laws of the state in 
which the employee resides or meet the eligibility requirements required by the group to 
be benefit eligible.
     - must not be disabled.
     - must not be eligible as an employee under the group policy.

CHILD 
- $25,000

To be eligible for universal life insurance, a child must satisfy all of the 
following requirements:
     - must be under the age of 26.
     - must be an employee‘s natural child, stepchild, grandchild, legally 
adopted child or child for whom adoption proceedings have begun, or a child for whom 
the employee has been appointed legal guardian.
     - must not be disabled.
     - must not be eligible as an employee under the group policy.

CHILD TERM 
RIDER

 - $10,000

To be eligible for insurance under this rider, a child must satisfy all of the following 
requirements:
     - must be 15 days through age 25.
     - must be an employee‘s natural child or stepchild, legally adopted child or child for 
whom adoption proceedings have begun, or a child for whom the employee has been 
appointed legal guardian.
     - must not be eligible as an employee under the group policy.

 

Universal  L i fe coverage provides permanent l i fe insurance protect ion wi th a premium that 
never increases due to age or a speci f ied term. Li fe Insurance is a promise to your fami ly to 
help protect  their  future.  The death benef i t  can be used any way you or your fami ly sees f i t .

R AT E S  W I L L  B E  C A LC U L AT E D  BY  B E N E F I T  A M O U N T  A N D  AG E  D U R I N G 
E N R O L L M E N T  P R O C E S S .

VOLUNTARY
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VOLUNTARY

Features of an FSA

Why an FSA?

Using a  Flexible  Spending Account  (FSA)  is  great  way to  stretch your 
benef i t  dol lars .  You use before -tax  dol lars  in  your  FSA to  re imburse 
yoursel f  for  e l igible  out- of-pocket  medical  expenses.  That  means you can 
enjoy tax  savings  and increased take -home pay—al l  with  the convenience 
of  a  prepaid debit  card.

Employee Benef i ts

•   Reduces  your  income taxes  (Federal ,  s tate,  and F ICA)  because 
   sett ing as ide pre -tax  FSA dol lars  results  in  a  lower  taxable  sa lar y.
•   Us ing pre -tax  dol lars  to  pay for  e l igible  medical  and/or  dependent 
   care  expenses  t ranslates  into savings  of  as  much as  30%.
•   O ffers  immediate  access  to  e lec ted healthcare  FSA funds v ia  an 
   FSA debit  card.
•   Most  common expenses  such as  medical ,  dental ,  or thodontic ,  v is ion, 
   prescr ipt ion drug,  and daycare  expenses  are  e l igible  for 
   re imbursement  with suppor t ing documentat ion.

How i t  Works

•   Decide how much you wi l l  contr ibute to  your  FSA each year,  up to  
   the maximum al lowed by your  employer ’s  FSA plan.  This  e lec t ion 
   amount  (div ided equal ly  by  the number  of  payrol l  per iods)  i s 
   automatical ly  deduc ted f rom your  paycheck by your  employer.  From a 
   tax  perspec t ive,  the more you elec t  to  put  into your  FSA,  the more you   
   save! 
•   You can choose to  be re imbursed for  e l igible  medical  expenses  up to 
   the amount  of  your  annual  e lec t ion by submitt ing a  request  to  CAS v ia
   your  onl ine FSA por ta l ,  by  emai l / fax ,  or  on your  CAS FSA 
   phone app.  Or  you may choose to  use your  convenient  FSA debit  card to 
   pay for  the e l igible  expense at  the point  of  purchase,  e l iminat ing the 
   need to  request  re imbursement  (per  IRS  requirements,  note  that  addit ional 
    substant iat ing documentat ion may be requested by CAS for  debit  card 
    purchases) .

FOR EMPLOYEES/PARTICIPANTS

•  Convenient  CAS Mobi le  Technology 
(mobi le  app)

•  Mult iple  account  management  tools 
(web,  phone,  and fax)

•  Fast  re imbursements
•  Tol l - f ree  Customer  Care  Center
•  Easy  onl ine enrol lment  or  re - enrol lment
•  Tax  Savings  Calculator

FLEXIBLE
SPENDING ACCOUNT

P L E A S E  N O T E :  Y O U  W I L L  N O T  B E  A U T O - E N R O L L E D  I N  Y O U R  F S A .  Y O U  M U S T 
R E - E N R O L L  E V E R Y  Y E A R !

MAXIMUM CONTRIBUTION AMOUNTS

•  $3,050 -  Medical  Reimbursement
•  $5 ,000 -  Dependent  Care  Reimbursment
•  $570 -  Rol lover 
•  90  Days  -  C la im Fi le  Per iod

Example:  You have 90 days  star t ing Januar y 
1 st,  to  f i le  your  2023 c la ims.
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PLAN FEATURES

A sec t ion 125 Cafeter ia  Plan (FlexSystem FSA)  a l lows for  the inclus ion of  Dependent  Care  (Sec t ion 
129 of  the I nternal  Revenue Code)  benef i ts .  E l igibi l i t y  for  the dependent  care  benef i t  requires 
that  cer ta in  cr i ter ia  be met  with respec t  to  the expense,  the provider,  etc.

    A)  The dependent  care  expenses  must  be work  re lated.  The care  must  be necessar y 
    for  the employee and the employee’s  spouse to  work ,  to  look for  work ,  to  attend 
    school  fu l l - t ime or  are  physical ly  unable  to  care  for  their  chi ldren.

    B )  The dependent  care  expenses  provided dur ing a  calendar  year  cannot  exceed 
    $5 ,000.  I n  the case of  a  separate  return by a  marr ied indiv idual ,  the l imit  i s  $2 ,500.
    

The dependent  care  expenses  must  be for  the care  of  one or  more qual i fy ing persons.  A  qual i fy ing 
person is  one of  the fol lowing:

    A)  A  dependent  who was under  age 13 when the care  was  provided and for  whom an 
    exemption can be c la imed.

    B )  A  spouse who was physical ly  or  mental ly  not  able  to  care  for  h imsel f  or  hersel f, 
    and l ived with you for  more than hal f  the year.

    C )  A  dependent  who was physical ly  or  mental ly  not  able  to  care  for  h imsel f  or  hersel f 
    and for  whom an exemption can be c la imed,  and l ived with you for  more than hal f 
    the year.

ELIGIBLE AND INELIGIBLE EXPENSES FOR FSA DEPENDENT CARE (PARTIAL LIST): 

•  F ICA/FUTA taxes  of  dependent  care  provider

•  Nanny expenses  attr ibuted to  dependent  care

•  Nurser y  school  (pre -school)

•  Late  pick  up fees

•  Day Camp —primar y  purpose must  be custodia l  care  and not  educat ional  in  nature

INELIGIBLE EXPENSES

• K indergar ten

•  Ac t iv i t y  fees/suppl ies

•  Late  payment/charges

•  O vernight  camp

•  Transpor tat ion

DEPENDENT
CARE REIMBURSEMENT
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DEPENDENT
CARE REIMBURSEMENT

SWEAP Connections offers confidential, no cost, 24/7 access to a network of experts, resources, and 
services to meet your and your family’s mental health needs.

We know that mental health and wellbeing is an important workplace interest.

Services Include:
• 8 Face to Face, Telephonic & Virtual Sessions: Locally staffed EAP office, in addition to 

a curated network of master's level counselors nationwide, providing short-term counseling 

for a number of life-related concerns.

• 24/7 Toll Free Crisis Line & Intervention: Unlimited telephone access to master's level 

counselors for crisis intervention. Available 24/7 through a toll-free line answered live.

• 24/7 Online Support: Website provides on-demand resources on health/emotional well-

being, family/caregiving, financial calculators, legal resources and documents, webinars, 

and courses.

• Specialized Services for Alcohol and Chemically Dependent Employees: 

Assessment, treatment planning, referral, case management, family education sessions, 

and aftercare coordination are all provided by specially trained staff.
• Childcare and Eldercare Referral Services: Help finding childcare, elder care, schools, 

camps, back-up care and more.

• Legal/Financial Resources and Services:

 Legal- 30 minute telephonic legal consultation per issue on an unlimited number of    

    issues, including identity theft.

 Financial- 30 minute telephonic financial consultation per issue on an unlimited 

number of issues, such as, credit counseling, debt and budgeting, retirement planning, tax             

   return assistance, and college planning.

• Web Based Resources and Support: Website planning on-demand resources on 

health/emotional well-being, family/caregiving, financial calculators, legal resources and 

documents, webinars, and courses.
*This program is available to all employees and their families.*

Help is always available:
Phone: (501) 663.1797 or (800) 777.1797

info@SWEAP.com or www.SWEAPconnections.com
Password: SWEAP

EMPLOYEE
 ASSISTANCE PROGRAM
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BENEFIT CARRIER
WEBSITE AND CUSTOMER SERVICE 

PHONE NUMBER

Medical Cigna 1-800-997- 1654
https://www.myCigna.com/

Telemedicine Cigna 1-800-997-1654
https://www.myCigna.com/

Dental Delta Dental
1-800-462-5410

https://www.deltadentalar.com/

Vision VSP
1-800-877-7195

https://www.vsp.com/login

Long Term Disability Symetra 1-800-796-3872
https://www.symetra.com/

Non-Uniform Pension 
Retirement Plan City of Little Rock HRBenefits@littlerock.gov

Arkansas Local Police and 
Fire Retirement System LOPFI dcollins@lopfi-prb.com

Deferred Compensation Arkansas Diamond
Cheryl Daughenbaugh

cheryl.daughenbaugh@stephens.com

Cancer Transamerica 1-888-763-7474
https://www.transamerica.com/login

Voluntary Life &
Voluntay AD&D Symetra 1-800-796-3872

https://www.symetra.com/

Critical Illness Symetra 1-800-796-3872
https://www.symetra.com/

Hospital Indemnity Symetra 1-800-796-3872
https://www.symetra.com/

Accident Insurance AFLAC
1-800-992-3522

https://www.aflacgroupinsurance.com

Universal Life Transamerica
1-888-763-7474

https://www.transamerica.com/login

Flexible Spending 
Account Consolidated Admin Services (CAS)

1-877-941-5956
https://www.consolidatedadmin.com/

Health Savings Account Lively 1-888-576-4837
https://www.hello@livelyme.com/

Employee Assistance 
Program SWEAP Connections

501-663-1797 or 800- 777-1797
Info@SWEAP.com

www.SWEAPConnections.com
(username: SWEAP)

Medical Transport 
Solutions MASA 1-877- 503-0585 

https://www.masamts.com/

SimpleWill SimpleWill 1-501- 503-0119
 https://oursimplewill.com/

BENEFITS
OVERVIEW
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BENEFITS
OVERVIEW REFERENCE GUIDE

Below is  a  quick  reference guide on the annual  wel lness  benef i ts  of fered through the accident , 
cr i t ica l  i l lness  pol ic ies,  and cancer.  You must be enrol led in the cr i t ical  i l lness,  cancer,  or 

accident pol icy in order to receive the appl icable wel lness benef i t  below.

VOLUNTARY BENEFITS

Accident Policy
$100 Health Screening

To File: By Mail Online

Aflac, 1932 Wynnton Road, 
Columbus, GA 31999

https://www.aflac.com/file-a-claim/default.
aspx

https://myaflac.aflac.com/

Information Needed

Include Bill or Statement as proof of test. 
Bill/statement should include the following:

• Full Name
• Name and address of the facility where the test/procedure was performed
• The specific test/procedure performed

Covered
Tests

We will pay the amount shown for the following wellness tests performed as the result of 
preventive care, including tests and diagnostic procedures ordered in connection with routine 
examinations. Annual physical exams; Flexible Sigmoidoscopy; Mammograms PSA Tests; Pap 
Smears Ultrasounds; Eye Examinations; Blood Screening; Immunizations

Cancer Policy
$100 Wellness Screening

To File: Online

https://www.transamerica.com/login

Information Needed

Include Bill or Statement as proof of test. 
Bill/statement should include the following:

• Full Name
• Name and address of the facility where the test/procedure was performed

Covered Tests One Cancer Screening per calendar year
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The high cost  of  emergent  and non- emergent  t ranspor tat ion results  in  unexpec ted out  of  pocket 
expenses.  MASA protec ts  members  f rom these expenses  re lated to  emergenc y a i r  t ranspor tat ion 
and ground ambulance charges. 

ANY GROUND. ANY AIR. ANYWHERE. TM

MEDICAL TRANSPORT 
                   SOLUTIONS

BENEFITS EMERGENT 
PREMIER

Emergency Air Ambulance Coverage Yes

Emergency Ground Ambulance 
Coverage Yes

Hospital to Hospital Ambulance 
Coverage Yes

Repatriation Near Home Coverage Yes

Hospital to Rehab, Skilled Nursing, 
Long Term Care, or Home Coverage Yes

Pandemic Quarantine Expense 
Protection Yes

Minor Return Transportation Coverage Yes

Pet Return Transportation Coverage Yes

Companion Transportation Coverage No

Hospital Visitor Transportation 
Coverage No

Patient Return Transportation Coverage No

Mortal Remains Transportation 
Coverage No

Vehicle & RV Return Coverage No

Organ Retrieval & Organ Recipient 
Transportation Coverage No

MONTHLY RATES

COVERAGE TIER EMERGENT PREMIER

EMPLOYEE/FAMILY $19.00

Did You Know?
28M
    Emergency transports are 
    dispatched by 911 annually

21,000
    Licensed ground ambulance 
    providers in the U.S.

300
   Air medical providers in the U.S.

79%
     All ground ambulance rides could
     result in and out-of-network bill

$2,000
    Average ground ambulance charge

MASA SOLUTION:
100%
    U.S. ambulance provider coverage

50
    Years industry pioneer

Affordable  •  Protection  •  Peace of Mind
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Affordable  •  Protection  •  Peace of Mind

Creating a will can seem overwhelming or too expensive.  SimpleWill is an online platform that makes 
creating a will...simple and affordable.  Get peace of mind about your future, visit www.oursimplewill.com 
today!

3 Simple Steps 

Choose an attorney and create an 
account

Create your customized SimpleWill 
documents and receive a digital copy

Schedule a 20 minute virtual 
appointment with an attorney who 
reviews, revises and approves all 
SimpleWill documents

Documents Included:
• Last Will and Testament
• General Durable Power of 

Attorney
• Healthcare Power of Attorney
• Living Will
• HIPAA Authorization
• Personal Property 

Memorandum

Employer Code:
Employee: employeeIND

Family: employeeFAMILY

Disclaimer: JTS Financial Services is not a law firm and does not engage in the practice of law.  All legal services in the SimpleWill plan shall be rendered by a law firm licensed in the State where the services will be rendered (a “Firm”) 
as part of a “prepaid group legal service plan” as defined by attorney Rules of Professional Conduct governing licensed attorneys.  No attorney-client relationship is being created between any employee (and/or employee’s spouse) 

and JTS Financial Services.  Any attorney-client relationship created pursuant to enrollment in SimpleWill shall be between a Firm and the employee (and/or employee’s spouse, as applicable), and it shall be evidenced by a separate, 
written engagement letter, between a Firm and its client. 

(*The codes above must be used to get the pricing shown below)

Choose a Plan

Employee Plan*
(Me)

$249

Family Plan*
(Me & My Spouse)

$379
Documentation Review and Revision by 

Affiliated Licensed Attorney ✓ ✓
20 Minute Virtual Appointment with 

Affiliated Licensed Attorney ✓ ✓
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NOTES
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C U S T O M E R  S E R V I C E
Heather  M ar t in

1 (501)  400.1809
heather@jtsfs .com

CUSTOMER SERVICE
Char les  Angel

(501)  690.2532 |  char les.angel@jtsfs .com

Nancee Roberson
(501)  400.1805 |  nancee@jtsfs .com

Mel issa  Fox
(501)  238.3210 |  mel issa@jtsfs .com

Fax:  1  (888)  965.4050
Business  Hours :  Monday-Thursday, 

8 :00-5 :00;  Fr iday,  8 :00-4 :00


