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Imagine this...
You wake up one morning with cold-like symptoms. 
You don't want to take time off from work, but you 
need care now. What can you do?

You consider urgent care, 
but don't want to spend the 

time and money.

Turns out you have 
sinus problems.

The Teladoc doctor calls you
back about your symptoms.

Problem solved.
Boss happy.

You pick up an antibiotic 
at your local pharmacy on 

your way to work.

Then you
call Teladoc®.

1

4

2

5

3

6

Facebook.com/Teladoc Teladoc.com/mobile

Teladoc provides a national network of U.S. board-certif edi  
doctors available 24/7/365 to resolve many of your medical issues. It's quality 
care when you need it at a price you can afford. 

© 2015 Teladoc, Inc. All rights reserved. Teladoc and the Teladoc logo are trademarks of Teladoc, Inc. and may not be used without written permission. Teladoc is being provided to fully-insured 
Aetna members and members of plans administered by Aetna. Teladoc is also provided to self-insured Aetna members and members of plans administered by Aetna whose employer has elected to 
offer the program to their employees. Teladoc and Teladoc physicians are independent contractors and are neither agents nor employees of Aetna or plans administered by Aetna. Teladoc is not 
available in all states. Teladoc does not replace the primary care physician. Teladoc does not guarantee that a prescription will be written. Teladoc operates subject to state regulation and may not be 
available in certain states. Teladoc does not prescribe DEA controlled substances, non-therapeutic drugs and certain other drugs which may be harmful because of their potential for abuse. Teladoc 
physicians reserve the right to deny care for potential misuse of services. 20



Quality health plans & benefits
Healthier living
Financial well-being
Intelligent solutions

The most value from your 
prescription drug plan
Aetna value drugs

05.03.913.1 B  (8/16)
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This is a select list of Tier 1 
drugs that are available for 
a reduced copay.

Health benefits and health insurance plans are offered, administered and/or underwritten by Aetna Health Inc., Aetna Health 
Insurance Company of New York, Aetna Health Insurance Company and/or Aetna Life Insurance Company (Aetna). In Florida, 
by Aetna Health Inc. and/or Aetna Life Insurance Company. In Maryland, by Aetna Health Inc., 151 Farmington Avenue, 
Hartford, CT 06156. Each insurer has sole financial responsibility for its own products. Aetna Pharmacy Management refers 
to an internal business unit of Aetna Health Management, LLC.
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Category Generics

Allergies alavert tab 10 mg* cetirizine HCl tab 5 mg*
cetirizine HCl tab 10 mg*

loratadine tab 10 mg*

Antibiotic 
treatments

amoxicillin cap 250 mg
amoxicillin cap 500 mg
amoxicillin susp  

125 mg/5 mL
amoxicillin susp 

200 mg/5 mL
amoxicillin susp 

250 mg/5 mL

amoxicillin susp 
400 mg/5 mL

cephalexin cap 250 mg
cephalexin cap 500 mg
ciprofloxacin tab 250 mg
ciprofloxacin tab 500 mg
penicillin vk sol 

125 mg/5 mL

sulfamethoxazole/
trimethoprim susp  
200 mg/40 mg per 5 mL

sulfamethoxazole/
trimethoprim tab  
400 mg/80 mg

sulfamethoxazole/
trimethoprim tab  
800 mg/160 mg

Antivirals acyclovir cap 200 mg
acyclovir tab 400 mg

Arthritis and pain allopurinol tab 100 mg
allopurinol tab 300 mg
baclofen tab 10 mg

cyclobenzaprine HCl tab  
5 mg

cyclobenzaprine HCl tab 
10 mg

diclofenac sodium tab  
75 mg

ibuprofen tab 400 mg
ibuprofen tab 600 mg
ibuprofen tab 800 mg
meloxicam tab 7.5 mg
meloxicam tab 15 mg

naproxen tab 250 mg
naproxen tab 375 mg
naproxen tab 500 mg

Cholesterol gemfibrozil tab 600 mg
lovastatin tab 10 mg
lovastatin tab 20 mg
lovastatin tab 40 mg

pravastatin sodium tab  
10 mg

pravastatin sodium tab  
20 mg

pravastatin sodium tab  
40 mg

pravastatin sodium tab  
80 mg

simvastatin tab 5 mg
simvastatin tab 10 mg
simvastatin tab 20 mg
simvastatin tab 40 mg
simvastatin tab 80 mg

Diabetes glimepiride tab 1 mg
glimepiride tab 2 mg
glimepiride tab 4 mg

glipizide ER tab 5 mg
glipizide ER tab 10 mg 
glipizide tab 5 mg
glipizide tab 10 mg

glyburide micronized tab  
5 mg

glyburide tab 2.5 mg
glyburide tab 3 mg
glyburide tab 6 mg

metformin HCl ER tab  
500 mg 

metformin HCl tab 500 mg
metformin HCl tab 850 mg
metformin HCl tab  

1000 mg

Gastrointestinal 
health

dicyclomine HCl cap 10 mg
dicyclomine HCl tab 20 mg
enulose soln 10 g/15 mL

famotidine tab 20 mg*
famotidine tab 40 mg
lactulose soln 10 g/15 mL
metoclopramide HCl soln  

5 mg/5 mL

metoclopramide HCl tab 
10 mg

ranitidine HCl tab 300 mg
smoothlax powder  

17 g/dose*

Get the most from your drug coverage when you choose one  
of these drugs. The value drugs on this list are offered to you  
at a fixed-rate copay.

*Drug is covered if plan provides coverage for over-the-counter products, but a prescription is required.
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Category Generics

Heart health and 
blood pressure

amiloride HCl/
hydrochlorothiazide 
(HCTZ) tab 5 mg/50 mg

amlodipine besylate tab 
2.5 mg

amlodipine besylate tab  
5 mg

amlodipine besylate tab 
10 mg

atenolol tab 25 mg
atenolol tab 50 mg
atenolol tab 100 mg
atenolol/chlorthalidone 

tab 50 mg/25 mg
atenolol/chlorthalidone 

tab 100 mg/25 mg
benazepril HCl tab 5 mg
benazepril HCl tab 10 mg
benazepril HCl tab 20 mg
benazepril HCl tab 40 mg
benazepril HCl/HCTZ tab 

5 mg/6.25 mg
benazepril HCl/HCTZ tab 

10 mg/12.5 mg
benazepril HCl/HCTZ tab 

20 mg/12.5 mg
benazepril HCl/HCTZ tab 

20 mg/25 mg
bisoprolol fumarate tab  

5 mg
bisoprolol fumarate tab 

10 mg
bisoprolol fumarate/HCTZ 

tab 2.5 mg/6.25 mg
bisoprolol fumarate/HCTZ 

tab 5 mg/6.25 mg
bisoprolol fumarate/HCTZ 

tab 10 mg/6.25 mg

bumetanide tab 0.5 mg
bumetanide tab 1 mg
captopril tab 12.5 mg
captopril tab 25 mg
captopril tab 50 mg
captopril tab 100 mg
carvedilol tab 3.125 mg
carvedilol tab 6.25 mg
carvedilol tab 12.5 mg
carvedilol tab 25 mg
clonidine HCl tab 0.1 mg
clonidine HCl tab 0.2 mg
clonidine HCl tab 0.3 mg
digoxin tab 125 mcg
digoxin tab 250 mcg
diltiazem HCl tab 30 mg
diltiazem HCl tab 60 mg
diltiazem HCl tab 90 mg
diltiazem HCl tab 120 mg
doxazosin mesylate tab  

1 mg
doxazosin mesylate tab  

2 mg
doxazosin mesylate tab  

4 mg
doxazosin mesylate tab  

8 mg
enalapril maleate tab  

2.5 mg
enalapril maleate tab  

5 mg
enalapril maleate tab  

10 mg
enalapril maleate tab  

20 mg
enalapril maleate/HCTZ 

tab 5 mg/12.5 mg

enalapril maleate/HCTZ 
tab 10 mg/25 mg

furosemide tab 20 mg
furosemide tab 40 mg
furosemide tab 80 mg
HCTZ cap 12.5 mg

HCTZ tab 25 mg

HCTZ tab 50 mg

hydralazine HCl tab 25 mg

lisinopril tab 2.5 mg

lisinopril tab 5 mg

lisinopril tab 10 mg

lisinopril tab 20 mg

lisinopril/HCTZ tab  
10 mg/12.5mg

lisinopril/HCTZ tab  
20 mg/12.5 mg

lisinopril/HCTZ tab  
20 mg/25 mg

losartan potassium tab  
25 mg

losartan potassium tab  
50 mg

losartan potassium tab 
100 mg

losartan/HCTZ tab  
50 mg/12.5 mg

losartan/HCTZ tab  
100 mg/12.5 mg

losartan/HCTZ tab  
100 mg/25 mg

metoprolol tartrate tab  
25 mg

metoprolol tartrate tab  
50 mg

metoprolol tartrate tab 
100 mg

propranolol HCl tab 10 mg

propranolol HCl tab 20 mg

propranolol HCl tab 40 mg

propranolol HCl tab 80 mg

sotalol tab 80 mg

sotalol tab 120 mg

spironolactone tab 25 mg

terazosin HCl cap 1 mg

terazosin HCl cap 2 mg

terazosin HCl cap 5 mg

terazosin HCl cap 10 mg

triamterene/HCTZ cap 
37.5 mg/25 mg

triamterene/HCTZ tab 
37.5 mg/25 mg

triamterene/HCTZ tab  
75 mg/50 mg

verapamil ER tab 120 mg

verapamil HCl tab 40 mg

verapamil HCl tab 80 mg

verapamil HCl tab 120 mg

warfarin sodium tab 1 mg

warfarin sodium tab 2 mg

warfarin sodium tab  
2.5 mg

warfarin sodium tab 3 mg

warfarin sodium tab 4 mg

warfarin sodium tab 5 mg

warfarin sodium tab 6 mg

warfarin sodium tab  
7.5 mg

warfarin sodium tab  
10 mg
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Category Generics

Mental health amitriptyline HCl tab  
10 mg

amitriptyline HCl tab  
25 mg

amitriptyline HCl tab  
50 mg

amitriptyline HCl tab  
75 mg

amitriptyline HCl tab  
100 mg

benztropine mesylate tab 
0.5 mg

benztropine mesylate tab 
1 mg

benztropine mesylate tab 
2 mg

buspirone HCl tab 5 mg
buspirone HCl tab 10 mg
carbamazepine tab  

200 mg
citalopram HBr tab 10 mg
citalopram HBr tab 20 mg
citalopram HBr tab 40 mg

fluoxetine HCl cap 10 mg
fluoxetine HCl cap 20 mg
fluoxetine HCl cap 40 mg
nortriptyline HCl cap  

10 mg
nortriptyline HCl cap  

25 mg
paroxetine HCl tab 10 mg
paroxetine HCl tab 20 mg
paroxetine HCl tab 30 mg
paroxetine HCl tab 40 mg

sertraline HCl tab 25 mg
sertraline HCl tab 50 mg
sertraline HCl tab 100 mg
trazodone HCl tab 50 mg
trazodone HCl tab 100 mg
trazodone HCl tab 150 mg
trihexyphenidyl HCl tab  

2 mg

Other medical 
conditions

oxybutynin chloride tab  
5 mg

prednisone tab 1 mg
prednisone tab 2.5 mg

prednisone tab 5 mg
prednisone tab 10 mg 
prednisone tab 20 mg
tamsulosin HCl cap 0.4 mg

Skin conditions gentamicin sulfate oint   
0.1%

triamcinolone acetonide 
cream 0.025%

triamcinolone acetonide 
cream 0.1%

triamcinolone acetonide 
cream 0.5%

triamcinolone acetonide 
oint 0.025%

triamcinolone acetonide 
oint 0.1%

triamcinolone acetonide 
oint 0.5%

Thyroid conditions levothyroxine sodium tab 
25 mcg

levothyroxine sodium tab 
50 mcg

levothyroxine sodium tab 
75 mcg

levothyroxine sodium tab 
88 mcg 

levothyroxine sodium tab 
100 mcg

levothyroxine sodium tab 
112 mcg

levothyroxine sodium tab 
125 mcg

levothyroxine sodium tab 
137 mcg 

levothyroxine sodium tab 
150 mcg

levothyroxine sodium tab 
175 mcg

levothyroxine sodium tab 
200 mcg

Vitamins and 
nutritional health

potassium chloride cap CR 
10 mEq

potassium chloride tab  
8 mEq

potassium chloride tab CR 
8 mEq

potassium chloride 
microencapsulated CR 
tab 10 mEq

potassium chloride 
microencapsulated CR 
tab 20 mEq

Women’s health alendronate sodium tab 
70 mg

estradiol tab 0.5 mg
estradiol tab 1 mg
estradiol tab 2 mg

medroxyprogesterone 
acetate tab 2.5 mg

medroxyprogesterone 
acetate tab 5 mg

medroxyprogesterone 
acetate tab 10 mg

 

Note: Lists are not all-inclusive and are subject to change.
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Please remember that this is not a complete list of medications covered under your plan. Because there are thousands of medications 
included in your pharmacy benefit, we only list the most common ones. Certain drugs, such as those for smoking cessation or 
vitamins, may not be covered by your particular pharmacy plan. Diabetic supplies may be covered under your medical plan. If you 
have any questions about your pharmacy benefits, please visit www.aetna.com and log in to your secure member website. If you 
don’t have access to our website, call the toll-free number on your member ID card.
To check coverage and copay information for a specific medicine, visit www.aetna.com and log in to your secure member website. 
For more details, please call the toll-free number on your member ID card.
This is not an inclusive list. Products that are not represented on this list may be subject to plan-specific copayment or coinsurance. 
Void where prohibited by law.
Specific prescription benefits plan design may not cover certain categories or may be subject to additional charges or restrictions, 
regardless of their appearance in this document. 
Aetna may receive rebates, discounts and service fees from pharmaceutical manufacturers for certain listed products.
Your privacy is important to us. Our employees are trained regarding the appropriate way to handle your private health information. 
Information is believed to be accurate as of the production date; however, it is subject to change. For questions, please call the  
toll-free number on your member ID card. 

www.aetna.com

©2016 Aetna Inc.  
05.03.913.1 B  (8/16)
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Quality health plans & benefits
Healthier living
Financial well-being
Intelligent solutions

Live well with  
on-the-spot savings

00.02.333.1 J  (8/16)

Aetna Discount 
Program

www.aetna.com

Inside — 
• Gym memberships
• Weight-loss programs
• Eyewear and exams
• Massage and more
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Healthy, sharp vision
Savings on eyewear and exams

A fit, fabulous you
Savings on gyms and personal training

Plenty of prescription savings 

If your vision isn’t 20/20, you’ll love discounts on:

• Designer frames 

• The latest in lens technology

• Non-disposable contact lenses  

• Sunglasses, and more 

Great rates on eye exams

Your eye exams are always discounted. So even if your plan 
covers your first exam, you can save on another one from any 
participating doctor. 

Lots of locations

You can visit many doctors in private practice. Plus, national 
chains like JCPenney Optical, LensCrafters®, Target Optical®, 
Sears OpticalSM and Pearle Vision®.1 You can find them all on 
your member website at www.aetna.com. 

More eye-openers

• Savings on LASIK laser eye surgery

• Replacement contact lenses, delivered to your door 

You can even save on eyeglass chains, lens cases and 
cleaners, and nonprescription sunglasses.

Built-in plan discounts with  
no referrals, claims or limits.  
Your family can use them, too.

Discounts on gym memberships 

Get the lowest rates at your choice of over 10,000 gyms*  
(and growing) in the GlobalFit® network. 

Plus, these sign-up perks: 

• Flexible membership options

• Free guest pass (at most gyms)

• Easy billing

• Travel, transfer or freezing privileges at some gyms 

Keep in mind these savings are for new gym members.  
You can find more details on www.globalfit.com/fitness. 

A healthier you from home 

If staying home is more your style, you have choices. 

Health coaching
Get one-on-one support** to quit smoking, ease stress,  
lose weight and more. On your schedule. 

Personal training 
With an On Demand*** program, it’s easy to get fit in private, 
at your pace. Your sessions air from any computer or mobile 
device. Just choose solo or group training. 

At-home weight-loss program
Your body is your business. So you get weight-loss tips, menus 
and weigh-ins ... right in the privacy of your home.

Savings on home exercise equipment 
Build your body — and your home gym — with discounts on 
home exercise helpers like Zumba® equipment. 

***GlobalFit website. www.globalfit.com/fitness. March 2016. 
***By HealthAdvocate™, through GlobalFit. 
***By Les Mills™ On Demand and Trainer On Demand, through GlobalFit.
      1EyeMed Select Network and Provider List. January 1, 2016.

Health benefits and health insurance plans are offered, administered and/or underwritten by Aetna Health Inc., Aetna 
Health Insurance Company of New York, Aetna Health Insurance Company and/or Aetna Life Insurance Company (Aetna). 
In Florida, by Aetna Health Inc. and/or Aetna Life Insurance Company. In Utah and Wyoming, by Aetna Health of Utah Inc. 
and Aetna Life Insurance Company. In Maryland, by Aetna Health Inc., 151 Farmington Avenue, Hartford, CT 06156. Each 
insurer has sole financial responsibility for its own products.
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Natural therapy services

You can try these services† at a discount off the normal fee. 

• Ease your stress and tension with massage therapy.

• Heal pain or stress points with acupuncture. 

• Relieve neck and back pain with chiropractic care.

• Get advice from registered dietitians with nutrition 
services. 

It’s easy: You can find program professionals at  
www.aetna.com. Just bring your Aetna ID card to your visit. 

Natural products, too

You can also order healthy items you use every day, like 
over-the-counter vitamins and yoga equipment. 

Plus:

• Aromatherapy

• Natural body care products

• Herbal and nutritional supplements 

Ready to browse and buy? Just log in to your member 
website at www.aetna.com for easy ordering instructions. 

You have options 

With Hearing Care Solutions, you get: 

• Discounts on a large choice of hearing aids

• A three-year supply of batteries, then you can join a 
discount battery mail-order program

• Free in-office service of hearing aids for one year 

• Free routine cleanings and battery door replacements  
for one year after purchase from the original provider

With Amplifon Hearing Health Care, you get: 

• Discounts on many styles of hearing aids, including 
programmable and digital hearing aids from leading makers

• Savings on hearing exams and hearing aid repairs

• Free follow-up services for one full year

• A two-year supply of batteries

A natural health boost
Savings on massage and more

Hearing your world better 
Savings on hearing aids and exams

How to get started
Once you’re an Aetna member, just log in to your member website at www.aetna.com.  
It’s the place to take care of your benefits. Your place to save, too. 

You can:  

• Find a vision, hearing  
or natural therapy 
professional

• Start personal training
• Sign up for a weight-loss 

program

• Buy health products
• Get a free gym trial,  

and more

† Through the ChooseHealthy® program, which is made available through American Specialty Health Administrators, Inc., a 
subsidiary of American Specialty Health Incorporated (ASH). ChooseHealthy is a federally registered trademark of ASH and used 
with permission herein.
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*** The Aetna discount does not apply to any plan in which you are already enrolled. To receive the discounted rate, you must wait 
until your current plan ends. If you are enrolled in auto-delivery, you must cancel it and then re-enroll to receive the discounted 
rate.

*** Offer good on new 28-day auto-delivery orders only. With auto-delivery, you receive a discount off Nutrisystem’s regular 
28-day plan price and free shipping to the continental U.S. only.

*** Fifty percent discount on $99 enrollment fee. Monthly membership fee of $19 required. Plus the cost of food. Plus the cost of 
shipping, if applicable. Member is responsible for all payments for the Jenny Craig program. Active program enrollment and 
program eligibility status required, which includes meeting with a consultant and adhering to the full Jenny Craig meal plan 
based on stage of weight loss. Food discount not applicable to shipping cost and only valid for personal consumption. New 
enrollment in the Jenny Craig All Access program is required in order to receive food discount, even if participant is already 
enrolled in another Jenny Craig program. No cash value. Not valid with any other offer or discounts. Only available at 
participating locations and Jenny Craig Anywhere. Not valid at jennycraig.com. New members only. Restrictions apply. 

         †† You can cancel your program membership at any time during the first seven days by logging in to your CalorieKing account  
and following the instructions in “Payment and Account Details” under “Account Settings.” If you do not cancel during the first 
seven days, your credit card will be charged on the eighth day.

         ††If you are already a CalorieKing member, you will need to end your current account and rejoin to receive the Aetna discount.

If you require language assistance, please call the Member Services number on your Aetna ID card, and an Aetna 
representative will connect you with an interpreter. If you’re deaf or hard of hearing, use your TTY and dial 711 for the 
Telecommunications Relay Service. Once connected, please enter or provide the Aetna telephone number you’re calling.
Si usted necesita asistencia lingüística, por favor llame al número de Servicios al Miembro que figura en su tarjeta de 
identificación de Aetna, y un representante de Aetna le conectará con un intérprete. Si usted es sordo o tiene problemas 
de audición, use su TTY y marcar 711 para el Servicio de Retransmisión de Telecomunicaciones (TRS). Una vez conectado, 
por favor entrar o proporcionar el número de teléfono de Aetna que está llamando.
This material is for information only and is not an offer or invitation to contract. An application must be completed to obtain benefits. 
Discounts offers provide access to discounted services and are not part of an insured plan or policy. Discount offers are rate-access 
offers and may be in addition to any plan benefits. Check any insurance benefits you have before using these discount offers, as 
those benefits may result in lower costs to you than using these discounts. Discount offers are not guaranteed and may be 
discontinued at any time. Aetna makes no payment to the discount vendor. You are responsible for the full cost of the discounted 
services. Aetna does not endorse any vendor, product or service associated with these discount offers. Vendors are independent of 
Aetna, not agents or employees. Programs, products and services may not be available at all times. Certain offers may not be 
available in some states. Products may be subject to a warranty from the manufacturer. Aetna makes no representations or 
warranties, and disclaims all product warranties. Aetna has no liability for providing or guaranteeing service and assumes no liability 
for the quality of service rendered. Aetna may receive a percentage of the fee paid to a discount vendor. Information is believed to 
be accurate as of the production date; however, it is subject to change. Gym services are provided by GlobalFit and health coaching 
through HealthAdvocate. Products and services are provided by Hearing Care Solutions and Amplifon Hearing Health Care (formerly 
HearPO). Natural health care services providers are credentialed using ASH Networks’ credentialing policies and procedures, which 
are consistent with URAC accreditation and NCQA certification requirements. LASIK surgery discounts are offered by the U.S. Laser 
Network. Providers are independent surgeons and are not agents of EyeMed, Aetna or their affiliates. 

www.aetna.com

©2016 Aetna Inc. 
00.02.333.1 J  (8/16)

Nutrisystem® discounts 
You get plans to help you lose the 
weight and keep it off. That is, savings 
on any 28-Day Nutrisystem® SuccessTM 
weight-loss meal plan.* And a larger 
discount on auto-delivery.**

You also get:

• Over 150 menu items
• Daily protein shakes packed with 

nutrition
• Online tools and coaching 

Jenny Craig® discounts
Jenny Craig can help you take charge of 
that “I’m ready now” moment. 

With the Jenny Craig All Access 
program, you get***:

• Your first month free (food not 
included) 

• Support to meet your goals and keep 
up the good work

• Ten percent off all food going forward

Jenny Craig foods free you from 
worrying about what to eat. 

CalorieKing® discounts
Here’s support based on your body. 
Just try the program free for seven 
days.† Then choose a program:  
monthly or yearly (bigger discount).††

You also get: 

• Savings on products in the CalorieKing 
online store

• A diary to track calories and activity 
• A calorie and carb database for your 

favorite foods

A healthier body with a little help
Savings on weight-loss plans  
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JB Holland Construction, Inc. 
Wellness Program 

 
 

Annual screening and Age-appropriate Diagnostic 
screening 

 
Eligible employee:  full-time having completed 90 days 
of service 

 
Under health plan benefits; NO ADDITIONAL COST! 
 
Drawing for Prizes 

 
 
 
 
 
 

Biometric Screening Results 

Physical Exam Most recent date completed or N/A 
(not age appropriate) 

PAP/Pelvic  
Blood Pressure  
HDL Cholesterol  
Fasting Glucose  
Triglycerides  
Cancer Screening (thyroid, mouth, skin, 
ovaries, testicles, lymph nodes) 

 

Waist Circumference (inches)  
Clinical Breast Exam  
Prostate Cancer  

Screening  
Colorectal Cancer (fecal occult blood test)  
Sigmoidoscopy  
Colonoscopy  
Tobacco, Alcohol and Drug Use  
Osteoporosis  

 

32



33



•
•

•

34












35



36



How to Access Your Member Resources

ID Cards are not required for receiving services. Once eff ective, 
members can easily print ID cards online, complete with their name and 
group-specifi c information.

1 Go to www.avesis.com
Click “Members” at the top of the 
page.

How to Use Your Benefi ts

› Select a participating provider

› Call and identify yourself as an 
Avēsis member

› Schedule an appointment

› Pay any co-pays and expenses 
not covered under the vision 
program

Once registered, you’ll get 
a message that says your 
registration was successful, and 
you can then log in. Once you’re 
in your account, you can click 
to view the desired member’s 
information, check benefi ts, print 
ID cards, and more.

3 4

www.avesis.com

Enter your account information—
Username and Password 
(required)—and Confi rm Password.

Select your three security 
questions and fi ll in the answers.

5 6When you’re fi nished, check the 
box that says you’ve agreed to the 
Terms & Condition.

Click Submit & Get Started.

2 Click “Sign up,” and enter First 
Name, Last Name, and DOB 
(all required).
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VISION BENEFITS ON THE GO.

AVESIS E-SSENTIALS
OUR NEW MOBILE APP:

www.avesis.com

—

• 

• 

• 

• 

• 

• 

Available for download on:

38









39



40



Flexible
Spending
Account
Eligible
Expenses
Which expenses can be reimbursed by an
FSA?
Your JB Holland Construction, Inc.
Reimbursement Flexible Spending Account
lets you pay for medical care expenses not
covered by your insurance plan with pre-tax
dollars. The expenses must be primarily to
alleviate a physical or mental defect or
illness, and be adequately substantiated by a
medical practitioner. The products and
services listed below are examples of
medical expenses eligible for payment under
your JB Holland Construction FSA, to the
extent that such services are not covered by
your medical and dental insurance plan.

Unfortunately, we cannot provide a
definitive list of “qualified medical
expenses.” A determination of whether an
expense is for “medical care” is based on all
the relevant facts and circumstances. To be
an expense for medical care, the expense
has to be primarily for the prevention or
alleviation of a physical or mental defect or
illness.

Under a rule that went into effect January 1, 2011, claims for over-the-counter
medicine or drug expenses (other than insulin) cannot be reimbursed without a
prescription. This rule does not apply to items for medical care that are not medicines
or drugs.

• Acupuncture

• Alcoholism treatment

• 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 (improvements or special equipment installed to a home, if
meant to accommodate a disabled condition)

• Car modifications or special equipment installed for a person with a disability

• Chiropractor

• Christian Science practitioner

• Contact lenses

• Crutches

This Know Your Benefits article is provided by Holmes Murphy & Associates and is to be
used for informational purposes only and is not intended to replace the advice of an
insurance professional. Visit us at http://www.holmesmurphy.com. ©2008-2013 Zywave,
Inc. All rights reserved.
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Flexible Spending Account Eligible Expenses
• Dental treatment (not including teeth

whitening)

• Diagnostic devices

• Disabled dependent care expenses

• Drug addiction treatment

• Eye exam

• Eye glasses

• Eye surgery

• Fertility enhancement (in vitro fertilization
or surgery)

• Guide dog or other service animal

• Health institute fees (if treatment is
prescribed by a physician)

• Intellectually or developmentally disabled
care, treatment or special home

• Laboratory fees

• Lactation expenses

• Lead-based paint removal (if a child in
the home has lead poisoning)

• Learning disability care or treatment

• Legal fees associated with medical
treatment

• Lifetime care, advance payments or
“founder’s fee”

• Lodging at a hospital or similar institution

• Long-term care

• Medical conference expenses, if the conference concerns a chronic illness of
yourself, your spouse or your dependent

• Medical information plan

• Medications, if prescribed

• Nursing home fees

• Nursing services

• Operations

• Optommetrist

• Organ donors

• Osteopath

• Oxygen

• Physical examination

• Pregnancy test kit

• Prosthesis

• Psychiatric care

• Psychoanalysis

• Psychologist

• Special education

• Sterilization

• Stop-smoking programs

• Surgery
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Flexible Spending Account Eligible Expenses

• Special telephone for hearing-impaired
individual

• Television for hearing-impaired
individuals

• Therapy received as medical treatment

• Transplants

• Transportation for medical care

• Tuition for special education

• Vasectomy

• Vision correction surgery

• Weight-loss program if it is a treatment
for a specific disease

• Wheelchair

• Wig

• X-ray

Source:
www.irs.gov/publications/p502/ar02.html#en
_US_publink1000178947

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.

43



44









45



46



New Health Insurance Marketplace Coverage 
Options and Your Health Coverage

PART A: General Information 
:

What is the Health Insurance Marketplace? 

Can I Save Money on my Health Insurance Premiums in the Marketplace? 

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

How Can I Get More Information? 

47

Diane Henry, Controller dhenry@jbhc.biz or 563-382-2902
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D-211DD Revised 07 2013

LARGE GROUP DENTAL 
ENROLLMENT / CHANGE APPLICATION

TeamService@deltadentalia.com
Fax: 1-888-558-9212
Phone: 1-877-983-3582
www.deltadentalia.com

Social Security No. Group Number Effective Date
____/_____/_____

New Applicant  Change of Coverage
Late Enrollee  Name/Address Change

Part-time to Full-
time

Dept/EE Number

SECTION I
Name (First, Middle Initial, Last) Telephone

(        )
Date of Birth
____/____/___

� Male
� Female

Complete Address – Street           City                    State  Zip Status �� Single ��Married 
� Other (specify)________

Hire Date
___/___/___

Employer Name & Location Please check the coverage you are applying for:
� Employee Only � Employee/Spouse
� Employee/Child(ren) �� Employee/Spouse/Child(ren)

I authorize Delta Dental of Iowa to notify me via e-mail to retrieve my Explanation of Benefits (EOB’s) from the Delta Dental 
of Iowa’s subscriber connection website @ www.deltadentalia.com.   E-Mail: _________________________________________   
Signature: _______________________________________________________

SECTION II ELIGIBLE DEPENDENTS
List eligible members of your family to be covered

First Name Middle Initial Last (if different)

Social
Security
Number

Birthdate Sex
Full-Time

College 
Student

Disabled
Status

Other
Dental 

Coverage
Spouse

___/___/__
�   M
�   F

Disabled?
�Yes

�No
�Yes

Eligible Child
___/___/__

�   M
�   F

�Yes     �No
School Name:

Disabled?
�Yes

�No
�Yes

Eligible Child
___/___/__

�   M
�   F

�Yes     �No
School Name:

Disabled?
�Yes

�No
�Yes

Eligible Child
___/___/__

�   M
�   F

�Yes     �No
School Name:

Disabled?
�Yes

�No
�Yes

Eligible Child
___/___/__

�   M
�   F

�Yes     �No
School Name:

Disabled?
�Yes

�No
�Yes

Eligible Child
___/___/__

�   M
�   F

�Yes     �No
School Name:

Disabled?
�Yes

�No
�Yes

Other Dental Coverage - If any person(s) on this application has dental insurance through another company where the employer 
pays any portion of the cost or makes payroll deductions, please complete:  Contract holder:______________________________
___________________________________________________________________________   ____/____/___    � Single  � Family
Name of other dental carrier                 Policy Number                                       Effective Date Contract type

SECTION III        CHANGE OF COVERAGE
Please check events requiring Contract changes:

Marriage   Death    Divorce  Birth/Adoption   Drop Spouse/Child(ren) COBRA   Terminating Benefits
Other (explain)  __________________________  Name of Affected Party ____________________  Date of Event _______

SECTION IV AGREEMENT and CERTIFICATION

I have read and understand the Agreement and Certification and/or Waiver of Coverage language on the back of this application and 
acknowledge receipt of a fully completed copy of this application.

ACCEPTANCE OF COVERAGE

________________________________ ____/____/____
Employee Signature Date

WAIVER OF COVERAGE
� I waive dental coverage for my dependents and myself. 

(Please indicate reason)
� I (We) have coverage under another dental plan.
� I (We) do not wish to enroll

________________________________ ____/____/____
Employee Signature Date
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D-211DD Revised 07 2013

AGREEMENT AND CERTIFICATION

I certify that I am legally authorized to apply for coverage for myself and for all other persons named in this application. I
understand that I am making application for the coverage sponsored by my employer or group sponsor offered by Delta 
Dental of Iowa.  I authorize my employer, as my agent to deduct from my pay or collect from me in advance the premium 
therefore and remit such sums to Delta Dental of Iowa on my behalf. This authorization is to remain in effect until Delta 
Dental of Iowa is notified by me or my employer or group sponsor to the contrary. I understand that coverage for the 
dental care policy applied for will not start until after this application and the monies deducted from my pay for payment 
of the premium or paid to my employer for such premium are received and accepted by Delta Dental of Iowa and an 
effective date is established by Delta Dental of Iowa. I understand that written notice of rate changes will be furnished by 
my employer or group sponsor as my agent.

I certify that after this application was completed, I carefully and fully read it, that the statements and answers set forth are 
full, true, and correct, to the best of my knowledge and belief, and that no information required to be given, either 
expressly or by implication, has been knowingly withheld. I understand that Delta Dental of Iowa will rely upon the 
completeness and truthfulness of the information given and the statements made, and that if I have made any false 
statements or misrepresentations, or have failed to disclose or have concealed any material fact, Delta Dental of Iowa will 
be entitled to declare the dental care policy applied for void and refuse allowance of benefits to any person thereunder.

I authorize any health care provider to release medical records to Delta Dental of Iowa when reasonably related to the 
dental care coverage for which I have applied.  If any law or regulation requires additional authorization for release of 
dental records, I will give this authorization.

WAIVER OF COVERAGE

I understand that if I decide not to apply for coverage, or if I apply only for single coverage even though I am eligible for 
family coverage, any subsequent application will be subject to the applicable terms and conditions of the Master 
Agreement to Provide Dental Benefits, which may require additional limitations and waiting periods. I also understand 
that Delta Dental of Iowa, reserves the right to reject such an application.
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TO BE COMPLETED BY THE EMPLOYEE
Employee Last Name Employee First Name MI

Date of Birth Social Security Number Sex

Street Address Apartment No.

City State Zip Code

TO BE COMPLETED BY THE EMPLOYER

New Enrollment Add
Dependent(s)

Change
Address Phone
Name COBRA

Cancel Coverage
Policy Holder
Dependent(s)

Reason for Change Employment Status
Qualifying Event: (PLEASE STATE) ___________________________________________

Requested Effective Date Date of Employment

AVESIS ADVANTAGE VISION CARE EMPLOYEE ENROLLMENT FORM
Underwritten by Fidelity Security Life Insurance Company  Kansas City, Missouri Policy No. VC-16/VC-23

MACY C. O’BRIEN SCHOOL DISTRICT #90 & PINAL COUNTY SPECIAL EDUCATION
12345-1234
01
900

I authorize deductions from my earnings at the required contributions towards the cost of the coverage.

Signature Date

A-00713 M-9059/M-9069/M-9086

Dependent Name Date of Birth

Spouse /
Domestic Partner

Child

Child

Child

Child

Child

Child

Male Female

Do you wish to cover your eligible dependents? Yes No
If yes, complete the following:

I would like to cover additional eligible dependents (PLEASE LIST ON A SECOND ENROLLMENT FORM)

--//

-

//

//

//

//

//

//

//

//

PLEASE PRINT LEGIBLY

//
0 /1  - R03 

//

FIRST LAST
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Flexible Spending Account Claim Form
Send To: Midwest Group Benefits, Inc., PO Box 408, Decorah IA 52101

Phone: 563/382-9611 Fax: 563/382-9613
Please complete all information requested.  See the back of this form for further instructions.

***Additional copies of this form can be printed from www.midwestbenefits.com/flexplan.html.***
Employee Information 

Employer Employee Name Social Security Number

[   ] Yes [   ] No
Employee Address Is this a new address?

Health Claims
When filing for expenses eligible under your insurance, but not paid (deductibles, co-insurance, etc.) be sure to attach copies of the 
Explanation of Benefits from your insurance company, showing the extent of reimbursement or denial of claims.  For expenses that are not 
eligible under your insurance, attach an itemized bill that includes the information requested below.  Cancelled checks and bills 
showing "Balance Forward" or "Previous Balance" are not acceptable.

Patient Name
Relation to
Employee Description of Service Provider of Service

Service
Date

Amount
Incurred

________________ __________ _________________ ______________________ __/__/___ ________
________________ __________ _________________ ______________________ __/__/___ ________
________________ __________ _________________ ______________________ __/__/___ ________
________________ __________ _________________ ______________________ __/__/___ ________
________________ __________ _________________ ______________________ __/__/___ ________
________________ __________ _________________ ______________________ __/__/___ ________

TOTAL: ________

Dependent / Child Care Claims

If your provider completes and signs the following, no other receipt is required.  Otherwise, a receipt that includes the following 
information must be attached.  Cancelled checks are not acceptable proof of an incurred expense. Effective January 1, 1989, the IRS 
requires the dependent / child care provider(s) to furnish the provider's current name, address and tax identification number (or social security 
number) to the taxpayer making claim, unless the provider is exempt from federal income taxation as described in IRC Section 501(c)(3).  A 
provider failing to comply with this law is subject to a $50 fine for each such failure unless proven that failure is due to reasonable cause, not 
willful neglect.  The dependent care information including provider(s) name, address, TIN/SSN is correct to the best of my knowledge.  I 
understand I may incur penalties of perjury if the information is knowingly misstated.

Name of Dependent Age TIN/SSN Provider Address Provider Signature
Service
Date

Amount
Incurred

________________ _______ ___________ _________________ _______________ __/__/___ ________
________________ _______ ___________ _________________ _______________ __/__/___ ________
________________ _______ ___________ _________________ _______________ __/__/___ ________
________________ _______ ___________ _________________ _______________ __/__/___ ________
________________ _______ ___________ _________________ _______________ __/__/___ ________
________________ _______ ___________ _________________ _______________ __/__/___ ________

TOTAL: ________

Signature

I request reimbursement from my flexible spending account(s) as listed above and certify that these are legitimate expenses which I or my 
dependents have incurred.  I understand expenses must qualify as deductible expenses for federal income tax purposes and cannot be 
reimbursed from any other source or used as a deduction on my personal income tax return(s).  I fully understand that I alone am responsible 
for the sufficiency, accuracy and veracity of all information relating to this claim, and unless an expense for which payment or reimbursement 
is claimed as a proper expense under the Plan, I may be liable for payment of federal, state and city income taxes on amounts paid from the 
Plan which relate to such expenses.

Participant's Signature Date

Version Date: 1/1/05 Decorah, IA 52101

Midwest Group Benefits
PO Box 408
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Expenses reimbursed through these accounts are not eligible for tax deduction or credits.

Included are:
 -

 -

 - Dental care, including braces.
 - Routine physical examinations, x-rays and lab fees.
 - Prescription drugs, including insulin and birth control pills.
 -

 - Ambulance service and other transportation costs necessary to receive medical care.

Eligible Dependents
 -

Eligible Expenses
 -

Eligible Providers
 - A licensed daycare center.
 - An unlicensed provider caring for less than six persons.
 - An in-home provider, as long as that person is not your child under age 19 or someone you and your 

spouse claim as a dependent for tax purposes.

For more information, see IRS Publication 503 "Child and Dependent Care Credit", available from your local IRS 
Office.

Dependent Care Expenses
Only those dependent care expenses which allow you (and your spouse, if you are married) to be gainfully 
employed are eligible.  This excludes care which is primarily for medical or educational purposes.  Dependent 
care expenses reimbursed through the Plan cannot be applied toward the tax credit.  Maximum expenses for the 
tax credit calculation are reduced by the amount of expenses reimbursed through this Plan.

Dependent children under age 13 or any other dependent who is incapable of caring for himself or 
herself and whole principal residence is your home.

Reimbursement is limited to the income of the lower earning spouse.  If your spouse is a full-time 
student or incapable of caring for himself or herself, the maximum is $200.00 for one child or $400.00 
per month for two or more children.

Medical and dental expenses which are covered but not paid by insurance (deductible amounts paid 
before benefits begin and the percentage of charges not covered).
Vision and hearing expenses including examinations, eyeglasses, contact lenses, hearing aids and 
seeing-eye dogs.

Special equipment bought or rented because of a physical problem (wheelchairs, crutches, orthopedic 
shoes, etc.)

For more information, see IRS Publication 502, "Medical and Dental Expenses", available from your local IRS 
Office.

Reimbursement of Expenses
Contributions made during any Plan Year can be used only for reimbursement of expenses incurred during that 
Plan Year.  Expenses are incurred on the date services are provided.

Health Care Expenses
Eligible health care expenses are those which would normally be deductible for federal income tax purposes 
(without regard to adjusted gross income limitations).  Expenses incurred by you, your spouse or your dependents 
which are not reimbursed from another source (i.e. insurance) are eligible for reimbursement.
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Primary Care Physician Form 
For use at your personal Physician’s office 

Participant Instructions: 
• Schedule a visit (preventive physical examination) with your personal Physician with a Biometric Lab Screening 
• Complete the Participant Information section of this form (below.) 
• Prepare for the Lab Screening by fasting 9 to 12 hours prior to your appointment (nothing to eat or drink besides water. 
• Take this form with you to your physician/lab appointment and request the provider complete the portion below. 
• Once the form is complete, provide a copy to Diane Henry or fax to Holmes Murphy (1-866-237-4660.) 
  

PLEASE DO NOT FAX THIS FORM UNTIL PHYSICIAN/PROVIDER HAS COMPLETED AND SIGNED. 
----------------------------------------------------------------------------------------------------------------------------------- 

JB Holland Construction, Inc. 
 

Patient Name: ______________________________ Birth___  ___  ___ Visit Date____________ 
   Please print              Month Day     Year 

Gender:  □Male   □Female             Fasting:  □Yes   □No 
    

Physician/Nurse Instructions: 
• Complete the patient examination based on age-appropriate guidelines. 
• Please complete the form below by providing the Date of the exam was completed not patient results. 
• Once completed, please return this form to the patient. 
 

Biometric Screening Results 

Physical Exam Most recent date completed or N/A  
(not age appropriate) 

PAP/Pelvic  
Blood Pressure  
HDL Cholesterol  
Fasting Glucose  
Triglycerides  
Cancer Screening (thyroid, mouth, skin, 
ovaries, testicles, lymph nodes) 

 

Waist Circumference (inches)  
Clinical Breast Exam  
Prostate Cancer  

Screening  
Colorectal Cancer (fecal occult blood test)  
Sigmoidoscopy  
Colonoscopy  
Tobacco, Alcohol and Drug Use  
Osteoporosis  
 

 
________________________________________________   ___________________ 
Physician/Provider Signature       Date 
 
________________________________________________ 
Physician/Provider Name (Please Print) 
 
 
Physician Practice Address 
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653301.1 Fidelity Investments Institutional Operations Company, Inc.

BONUS CONTRIBUTION ELECTION FORM

Social Security Number   Plan Number: 14715

Plan Name:  JB Holland Construction, Inc. 401(k) & Profit Sharing Plan
 
Participant Information

Participant Name:
Last First Middle Initial

Participant Address:
Street

City State Zip

Bonus Deferral Contribution Election(s)

a.  I elect to contribute the following whole percentage or dollar amount of my bonus on a PRETAX basis:

Percentage:  _________________ % or $_______

b.  I elect to contribute the following whole percentage or dollar amount of my bonus as a Roth Deferral Contribution. Note: These 
amounts will be includable in your income for the year in which they are deferred.

Percentage:  _________________ % or $_______

Note: The amount elected above cannot exceed 100% of the Employer paid cash bonus and the total Deferral Contributions for the full 
Plan Year cannot exceed 75.00% of your eligible Compensation.  Your total Deferral Contributions for the calendar year cannot 
exceed the applicable dollar limit in effect under Federal law. Eligible Compensation under the Plan is limited to the applicable dollar 
limit in effect under Federal law for the Plan Year.  The Employer has the right to restrict a Participant’s right to make Deferral 
Contributions if they will adversely affect the Plan’s ability to pass the “ADP” and/or the “ACP” test.

Investment Elections

Note:  Your contribution will be invested according to your existing investment elections for future contributions.

Signatures
I understand that my bonus contribution election(s) will become effective commencing with the payment of the designated bonus 
made after my Employer can reasonably process it.  I hereby certify that the above Participant information is true, accurate and 
complete, and I authorize my Employer to reduce my eligible bonus by the amount indicated above and to make this bonus deferral 
contribution to the Plan on my behalf. 

PARTICIPANT DATE

As Plan Administrator I hereby acknowledge receipt of this form.

PLAN ADMINISTRATOR (Authorized signer)    ______________________________      DATE  __________________

PLAN ADMINISTRATOR (print name): ________________________________________________

63



64



Fidelity Investments Institutional Operations Company, Inc.

644658.1

DESIGNATION OF BENEFICIARY FORM

Social Security Number Plan Number: 14715

Plan Name:  JB Holland Construction, Inc. 401(k) & Profit Sharing Plan

Participant Information
Note:  The accompanying instructions are an integral part of this form and you should use them to assist you.

Name:
Last First Middle Initial

Address:
Street

City State Zip

Marital Status: Single Married

Primary Beneficiary(ies)
I understand that if I am married, my spouse shall automatically be my designated Beneficiary unless I elect otherwise and my spouse 
consents to such election on this form.  I hereby designate the following person or persons as primary Beneficiaries of my Account 
under the Plan payable in the event of my death.

Name: Name:
Social Security Number: Social Security Number:
Address: Address:

Date of Birth: Date of Birth:
Relationship to Participant: Relationship to Participant:
Percentage: Percentage:

The total of the percentages cannot exceed 100%.  When more than one Beneficiary is designated, and no percentage is specified, 
payment will be made in equal shares to each surviving Beneficiary, or all to the last surviving Beneficiary.

Contingent Beneficiary(ies)
In the event that there are no living primary Beneficiaries at my death, I hereby designate the following person or persons as 
contingent Beneficiaries of my Account:

Name: Name:
Social Security Number: Social Security Number:
Address: Address:

Date of Birth: Date of Birth:
Relationship to Participant: Relationship to Participant:
Percentage: Percentage:

The total of the percentages cannot exceed 100%.  When more than one Beneficiary is designated, and no percentage is specified, 
payment will be made in equal shares to each surviving Beneficiary, or all to the last surviving Beneficiary.

Signatures
I understand that if there is no designated Beneficiary upon my death, payment of my Account shall be made to my surviving spouse, 
or, if none, my estate.  I reserve the right to revoke or change any Beneficiary designation.  By designating the Beneficiary(ies) above, 
I hereby revoke all my prior designations (if any) of primary and contingent Beneficiaries.
(NOTE:  IF YOU ARE MARRIED, SEE THE SECOND PAGE OF THIS FORM FOR APPLICABLE SPOUSAL CONSENT REQUIREMENTS.)
Please return this form to the Plan Administrator after you have completed it.

PARTICIPANT DATE
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EMPLOYEE INFORMATION

Name of Employee:______________________ Group Contract Number: _____________

Employee Social Security Number: ____________________

EMPLOYEES DESIGNATION OF BENEFICIARY
Subject to the terms of the above Supplemental Unemployment Benefit Plan Group Contract, between NeuBridg, Inc. and said employer, I request that the
following beneficiary (beneficiaries) be substituted under said Supplemental Unemployment Benefit Plan as my designated beneficiary (beneficiaries) in lieu of
any and all beneficiaries previously named by me:

Primary Beneficiary Designation
Name of Beneficiary Related as Date of Birth Address of Beneficiary Percentage

First, MI, Last i.e. Spouse (MM/DD/YYYY) %

Percentage Total (Must equal 100%)

Contingent Beneficiary Designation
Name of Beneficiary Related as Date of Birth Address of Beneficiary Percentage

First, MI, Last i.e. Spouse (MM/DD/YYYY) %

Percentage Total (Must equal 100%)

*If more than one named, the beneficiaries shall share equally unless otherwise stated above

Unless otherwise above expressly provided, if any beneficiary listed above designated predecease me, the plan document shall determine the distribution of
benefit.

ACKNOWLEDGMENT
The above beneficiary designation has been recorded by plan administrator on behalf of the employee. A copy of this designation is being returned for your
records.

INSTRUCTIONS
1. If a mistake is made, no erasures or corrections should be attempted, but a new form should be used.
2. If a married person is to be named, their full given name should be shown. For example: Mary J. Smith, not Mrs. John H. Smith. Likewise if the card

is to be signed by a married person, they should sign their given name.
3. When two or more beneficiaries are to be named and they are not to share equally, the percentage of each beneficiary is to receive should be

shown.
4. If there are any questions, you should contact either the person handling your group Supplemental Unemployment Benefit Plan.

____________________________ ________ ____________________________
Signature of Employee Date Witness

____________________________ ________
Administrator Date
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Reliance Standard Life Insurance Company Group Enrollment Card
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Designation of Beneficiary
Policyholder Policy Number(s) 

Insured Name Social Security Number 

I hereby designate the following as my beneficiary (ies) under the above policy number(s): 
Primary Beneficiary(ies)

Full Name and Address (Please Print) Percentage*
(Must total 100%) 

Date of Birth Relationship Social Security Number 

* If no percentages are indicated, benefits will be divided equally between all primary beneficiaries. 

Contingent Beneficiary(ies) (applicable only if you are not survived by one or more primary beneficiaries) 

Full Name and Address (Please Print) Percentage*
(Must total 100%) 

Date of Birth Relationship Social Security Number 

* If no percentages are indicated, any benefits payable to contingent beneficiaries will be divided equally between all 
contingent beneficiaries. 

This beneficiary designation revokes all revocable prior beneficiary designations.  
Unless you indicate otherwise, if any beneficiary predeceases you, that beneficiary’s share will be divided pro-rata among 

     the surviving beneficiaries of the same class (primary or contingent). 
If no beneficiary (primary or contingent) survives you, payment will be made pursuant to the terms of the applicable 

     policy. 

Date Signature of Insured 

EF-1245

75

JB Holland Construction, Inc.

Diane Henry, C



Fidelity Investments Institutional Operations Company, Inc.

644658.1

As Plan Administrator I hereby acknowledge receipt of this form. 

PLAN ADMINISTRATOR (Authorized signer)    ______________________________      DATE  __________________

PLAN ADMINISTRATOR (print name): ________________________________________________

Note:  The Plan Administrator will maintain possession of this form.
 
The Plan requires a married Participant's spouse to consent to the Designation of Beneficiary if the Participant elected to waive the 
pre-retirement survivor annuity.  Therefore, if you intend to designate more than 100% of your vested Account balance to a primary 
Beneficiary other than your spouse, then your spouse must consent to waive the pre-retirement survivor annuity on a separate Waiver 
of Pre-Retirement Survivor Annuity form provided by the Plan Administrator and consent to the Beneficiary Designation below under 
the Consent of Spouse section.  If your spouse fails to consent to either the pre-retirement survivor annuity or the non-spouse 
Beneficiary designation, then upon your death the Plan will pay the pre-retirement survivor annuity to your surviving spouse and will 
pay your remaining Account balance, if any, to your designated Beneficiary.
 
If your spouse is not your Designated Primary Beneficiary, then this Designation of Beneficiary is invalid without the consent of your 
spouse unless your spouse waived the right to consent to any change in the beneficiary designation under a prior beneficiary 
designation.

Consent of Spouse
I acknowledge that I am the spouse of the Participant named on this form.  I hereby certify that I have read this Designation of 
Beneficiary Form and understand that I possess a beneficial interest in my spouse's Account under the Plan if I survive him/her.  I 
hereby acknowledge and consent to the Designation of Beneficiary on this form.  My consent shall be irrevocable unless my spouse 
subsequently changes the Designation of Beneficiary.  If my spouse changes the designation,
{Choose (a) or (b)}:

  (a)  I understand I must sign a new consent to the new designation for it to be effective.

  (b)  I waive my right to consent to any future change in designation.  I understand I have the right to restrict my consent only to the 
Beneficiary designated on the reverse side of this form by checking box (a).

I have executed this consent this ______ day of , _____.

Signature of Participant's Spouse
(Must be witnessed by a Plan Representative or a Notary Public)

Plan Representation

Signature of spouse witnessed this _____ day of , ____, in the presence of:

Plan Representative

(Print Name)

OR

Notary Public

STATE OF 
(ss.)
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Fidelity Investments Institutional Operations Company, Inc.

644658.1

COUNTY OF 

On this ______________ day of ______________________, _____, before me appeared 
who acknowledged herself or himself to be the person who executed the consent set forth above and acknowledged the consent to be 
his or her free act and deed.

Notary Public

My Commission Expires:
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Fidelity Investments Institutional Operations Company, Inc.

644658.1

INSTRUCTIONS FOR DESIGNATING OR CHANGING BENEFICIARY

General Instruction
These instructions will assist you, in properly completing the Primary and Contingent Beneficiary Section(s) of the Designation of 
Beneficiary Form.

(1)  To designate one person, insert the name and relationship in the spaces provided.  If your Beneficiary is not related to you, 
show relationship as “Friend.”  

(2)  If you wish to name your estate, insert “Estate” in the blank space.

(3)  If you wish to designate a trust, insert the name of the trustee and trust in the blank space using language similar to the 
following example:

• To X Bank as Trustee, or its successor Trustee, of the John E. Jones Trust dated the 26th day of June, 2018,  including 
any amendments to the Trust.

(4)  If you wish to designate more than one Beneficiary - here are the most common examples:

• Three or more beneficiaries:                             James O. Jones, brother
                                                                                            Paul A. Jones, brother
                                                                                            Jane A. Smith, sister

• Unborn children:                                               My children living at my death

Note:  Unless you provide otherwise in completing the Designation of Beneficiary Form, the Trustee will pay all sums 
payable to more than one Beneficiary equally to the living Beneficiaries.

(5)  You may not designate your will as a beneficiary.

(6)  Contingent Beneficiaries will only receive benefits if all designated primary Beneficiaries die before you.

Spousal Consent
 
If you are married, the Plan requires payment upon your death of all of your Account balance to your spouse in the form of a pre-
retirement survivor annuity, unless you waive that benefit with your spouse's consent on the separate Waiver of Pre-Retirement 
Survivor Annuity form which can be provided by the Plan Administrator.  The remaining amount of your Account, if any, will be 
payable based upon the instructions listed below.  If your spouse has consented to the waiver of the pre-retirement survivor annuity, 
then your spouse must also consent to the designation of a non-spouse primary Beneficiary on the Designation of Beneficiary Form.  
Your spouse's consent must be witnessed by a Plan representative or notary public.  

• If you want your spouse to receive 100% of your Account balance, then you should designate your spouse as the primary 
Beneficiary on the Designation of Beneficiary Form.  No spousal consent or waiver of the pre-retirement survivor annuity is 
required.  Your spouse will receive a distribution of your entire Account balance in any form of payment allowed by the Plan.

• If you want any portion of your Account balance to be paid to someone other than your spouse, then (1) your spouse must 
consent to the waiver of the pre-retirement survivor annuity and (2) you must designate the non-spouse Beneficiary on the 
Designation of Beneficiary Form with the desired percentage and your spouse must consent to this designation.
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