
Print Employee Name:______________________________________________________

Employee Sign & Date:____________________________________________________

Premium per Enrollee
 (from age rate chart)

Waive _________

Per Adult: $6.24 Per Child: $5.21 Total:________________

Plan Name/ Network

Employee Only: $1.73 ____

Family: $4.57 ___

Health FSA________

Health FSA________

Health FSA________
Your employee only cost per pay period:

(annual election/26)
Dependent Care FSA __________

*If you are electing Health or Dependent Care FSA, please initial beside the option noted above and complete the chart. The Kabel Flex enrollment form 
included in your packet is also required for enrollment if Flex Spending.

Health Care FSA Contributions Dependent Care FSA Contributions

I wish to elect: Dependent Care FSA __________

Annual Election Amount: Dependent Care FSA __________

Flex Spending Accounts - TASC

*If you are electing dental coverage, please initial beside the election option noted above and list names and ages of those to be covered.  Then please add and 
insert your total per pay period based on your enrollment.
*To figure dependent cost, add up the oldest of 3 children under the age of 21.  Children over the age of 21 will be additional.
* Please note: You are also required to complete the coordinating Delta Dental enrollment form.

Vision Plan: VSP
VSP Choice

I wish to elect vision insurance: _________

Your cost per pay period: Employee + Spouse: $2.78___

Employee + Child(ren): $2.83 ___

I wish to waive vision insurance: _________

*If you are electing vision coverage, please initial beside the election option noted above.  You will also need to complete the coordinating VSP 
enrollment form.
*If you are waiving vision coverage, simply initial beside the waiver option above.

I wish to waive dental insurance: _________

Total Per Pay Period (Pre-tax) Contribution

I wish to waive medical insurance:

* If you are enrolling in medical coverage, please initial beside the plan option you have decided on.  You will then want to complete the enrollment and 
contribution chart above by filling in the name, age, and relationship of each enrollee.  Your premiums are age rated per person, so you will find the premium by 
plan per enrollee on the age rate chart behind this page..  Insert each rate in the premium column on the chart above and total to determine your per pay period 
cost.
* To figure dependent cost, add up the oldest of 3 children under the age of 21.  Children over the age of 21 will be additional.
* Please note: You are also required to complete the coordinating Wellmark enrollment form.

Dental Plan: Delta Dental of Iowa
Plan B Plus HC / Delta Dental Premier with Pediatric EHB

I wish to elect dental insurance: _________

Enrollee #1:__________________________________ Enrollee #3:__________________________________

Enrollee #2:__________________________________ Enrollee #4:__________________________________

Your employee only cost per pay period:

Enrollee Name Enrollee Age and Relationship

2021 Required Enrollment Worksheet
All eligible employees are required to complete this worksheet and required carrier forms.  These need submitted to Terri by 

Thursday, December 10th.

Medical Plans: Wellmark Blue Cross Blue Shield of Iowa 

Plan Name/ Network
Option #1 Option #2

CompleteBlue 4000 HMO ___________ CompleteBlue 4000 PPO _____________



Age Monthly Premium EE Cost per payroll* Age Monthly Premium EE Cost per payroll*
Under 14 $224.37 $36.24 Under 14 $264.21 $54.63

15 $244.32 $39.47 15 $287.70 $59.49
16 $251.94 $40.70 16 $296.68 $61.35
17 $259.57 $41.93 17 $305.66 $63.20
18 $267.78 $43.26 18 $315.33 $65.20
19 $275.99 $44.58 19 $325.00 $67.20
20 $284.50 $45.96 20 $335.02 $69.27
21 $293.30 $47.38 21 $345.38 $71.42
22 $293.30 $47.38 22 $345.38 $71.42
23 $293.30 $47.38 23 $345.38 $71.42
24 $293.30 $47.38 24 $345.38 $71.42
25 $294.47 $47.57 25 $346.76 $71.70
26 $300.34 $48.52 26 $353.67 $73.13
27 $307.38 $49.65 27 $361.96 $74.84
28 $318.82 $51.50 28 $375.43 $77.63
29 $328.20 $53.02 29 $386.48 $79.92
30 $332.29 $53.77 30 $392.01 $81.06
31 $339.93 $54.91 31 $400.29 $82.77
32 $346.90 $56.05 32 $408.58 $84.48
33 $351.37 $56.76 33 $413.76 $85.56
34 $356.06 $57.52 34 $419.29 $86.70
35 $358.41 $57.90 35 $422.05 $87.27
36 $360.76 $58.28 36 $424.82 $87.84
37 $363.10 $58.65 37 $427.58 $88.41
38 $365.45 $59.03 38 $430.34 $88.98
39 $370.14 $59.79 39 $435.87 $90.13
40 $374.84 $60.55 40 $441.39 $91.27
41 $381.87 $61.69 41 $449.68 $92.98
42 $388.62 $62.78 42 $457.63 $94.63
43 $398.01 $64.29 43 $468.68 $96.91
44 $409.74 $66.19 44 $482.49 $99.77
45 $423.52 $68.41 45 $498.73 $103.13
46 $439.95 $71.07 46 $518.07 $107.12
47 $458.43 $74.05 47 $539.83 $111.62
48 $479.54 $77.46 48 $564.69 $116.76
49 $500.37 $80.83 49 $589.22 $121.84
50 $523.83 $84.62 50 $616.85 $127.55
51 $547.00 $88.36 51 $644.13 $133.19
52 $527.52 $92.48 52 $674.18 $139.40
53 $598.33 $96.65 53 $704.57 $145.69
54 $626.19 $101.15 54 $737.38 $152.47
55 $654.06 $105.66 55 $770.20 $159.26
56 $684.27 $110.54 56 $805.77 $166.61
57 $714.77 $115.46 57 $841.69 $174.04
58 $747.32 $120.72 58 $880.03 $181.97
59 $763.46 $123.33 59 $899.02 $185.89
60 $796.01 $128.59 60 $937.36 $193.82
61 $824.17 $133.14 61 $970.52 $200.68
62 $842.65 $136.12 62 $992.27 $205.18
63 $865.82 $139.86 63 $1,019.56 $210.82

64 and over $879.90 $142.14 64 and over $1,036.14 $214.25

Option 1:
CompleteBlue 4000 HMO Silver Plan

Option 2:
CompleteBlue 4000 PPO Silver Plan

Age Rated Premium Chart: 2021 Health Insurance Rates - Wellmark


