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FRMS Benefit Program 
Open Enrollment is the one time of the year you can 
change your employee benefit elections without a 
“qualifying event”. If you would like to change from one 
plan to another or change your enrollment for yourself 
or your dependents, you must do so during Open 
Enrollment. The Open Enrollment period is from 
October 1, 2023, to November 15, 2023. Any changes 
will go into effect on January 1, 2024. 
Please complete the “Benefit Election/Change Request 
Form” included in this packet; if you are enrolling 
yourself or your eligible dependents for the first time, 
please confirm with your Benefits Administrator if any 
additional forms or information may be needed. If you 
are not making any changes or are declining coverage, 
please check the appropriate boxes on the Benefit 
Election/Change Request Form and return the form to 
your Finance Department by November 13, 2023. 
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FRMS Benefit Program (Cont…) 

WHEN MAKING YOUR ELECTIONS YOU SHOULD 
BE AWARE OF THE FOLLOWING INFORMATION: 

 
• There are no changes to the benefit designs for the 

2024 Medical, Life, or Employee Assistance Program 
(EAP) coverages. However, please submit an updated 
Life Insurance beneficiary form if necessary. 

• If you request to elect supplemental life insurance for 
the first time or request to increase your existing 
coverage amount, you will be required to complete & 
submit the Evidence of Insurability application. 

 
• If you’re not making any changes to your benefits, 

select the “No Change” box for each line of coverage 
on your Benefit Election/Change Request Form. 
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Blue Shield & Kaiser Permanente 
FRMS Medical Program 

 
North Central FPD 

 
Medical Plans Blue Shield 

Premium EPO 
Blue Shield 

Premium PPO 
Blue Shield 
Basic PPO 

Kaiser 
Premium HMO 

Kaiser 
Basic HMO 

Network In-Network Only In-Network Out-of-Network In-Network Out-of-Network In-Network Only In-Network Only 
Deductible None $500 / $1,500 $1,000 / $3,000 None $500 / $1,000 
Out-of-Pocket Max Ind/Fam $1,500 / $4,500 $2,000 / $6,000 $4,000 / $12,000 $3,000 / $9,000 $6,000 / $18,000 $1,500 / $3,000 $3,000 / $6,000 
Office Primary / Specialist Visit $15 Copay $15 Copay 30% $30 Copay 40% $15 Copay $20/$40 Copay 
Urgent Care $15 Copay $15 Copay 30% $60 Copay 40% $15 Copay $20 Copay 
 
Laboratory Outpatient 

 
No Charge 

 
10% 

 
30% 

 
20% 

 
40% 

 
No Charge 

 
$10 per encounter 

 
X-ray & Diagnostic Imaging 

 
No Charge 

 
10% 

 
30% 

 
20% 

 
40% 

 
No Charge 

 
$10 per encounter 

Imaging (CT/PET Scans, MRIs) $100 Copay 10% 30% 20% 40% No Charge $50/procedure 
 
Emergency Room 

 
$100 Copay 

 
$100 Copay + 10% 

 
$100 Copay + 10% 

 
$150 Copay + 20% 

 
$150 Copay + 20% 

 
$100 Copay 

 
10% of visit 

Hospital Services $250/admit 10% 30% 20% 40% No Charge 10%/admit 
Inpatient Physician 100% 10% 30% 20% 40% 100% 100% 
Outpatient Facility Charge $250 / surgery 10% 30% 20% 40% $15 / occurrence 10% / occurrence 
Rehabilitative Speech Therapy $15 Copay 10% 30% 20% 40% $15 Copay $20 Copay 
Occupational/Physical Therapy $15 Copay 10% 30% 20% 40% $15 Copay $20 Copay 
 
Skilled Nursing Facility $0 First 10 days then 

$25/day 

 
10% 

 
30% 

 
20% 

 
40% 

 
No Charge 

 
10% 

Mental Health Outpatient $15 Copay $15 Copay 30% $30 Copay 40% $15 Copay $20 Copay 
Rx - Deductible $100 None None None None 
 
Generic 

 
$10 Copay 

 
$10 Copay $10 Copay 

+ 50% AWP 

 
$20 Copay $20 Copay 

+ 50% AWP 

 
$10 Copay 

 
$10 Copay 

Formulary Brand 
(Non-Formulary Brand) 

 
$20 ($35) Copay 

 
$20 ($35) Copay $20 ($35) Copay 

+ 50% AWP 

 
$30 ($50) Copay $30 ($50) Copay 

+ 50% AWP 

 
$30 Copay 

 
$30 Copay 

 
Specialty Drugs 20% to $100 

per script 
20% to $100 

per script 
20% to $100 

per script 
20% to $100 

per script 
20% to $100 

per script 
20% up to $100 

per script 
20% up to $150 

per script 
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The Hartford 

FRMS Critical Illness Program 
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CORDICO First Responders Mobile App 
 
 

• This benefit is included for 
each fire district that offers 

 
CORE FEATURES AND BENEFITS 

an FRMS medical plan 
• No additional cost 
• Confidential 
• On-Demand 24/7 
• Peer Support Program 
• In-Hand Wellness Tools 
• Self-Assessments, Cancer 

Awareness, Employee 
Assistance Program, 
and more 

 
• Alcohol Abuse 
• Anger Management 
• Anxiety, Panic Attacks & Worry 
• Behavioral Health Tools 
• Brain Health & Cognitive Strength 
• Chaplain Support 
• Compassion Fatigue 
• Critical Incidents 
• Depression 
• Emotional Health 
• Family Support 
• Financial Fitness 
• Firefighter Wellness 
• Grief & Loss 
• Healthy Habits 
• Injury Prevention for Firefighters 
• Major Life Events 
• Marriage Guidance 
• Mental Toughness 
• Mindfulness 
• Moral Injury 
• New Hire: Keys to Wellness 
• Nutrition for Firefighters 

 
• Parenting Tips for Firefighters 
• Peak Performance 
• Peer Support 
• Physical Fitness for Firefighters 
• Posttraumatic Stress 
• Psychological First Aid 
• Relationship Success 
• Resilience Development 
• Retirement: Getting Prepared 
• Self-Care Checklists 
• Sleep Optimization 
• Stress Management 
• Stress Response 
• Substance Abuse 
• Suicide Prevention 
• Supporting Children 

Who Fear for Your Safety 
• Therapist Finder 
• Trauma 
• Wellness Self-Assessment Tools 
• Wellness Videos 
• Work-Life Balance 
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FRMS 
Employee Assistance Program 

Halcyon EAP offers expert guidance 
& resources, including: 

• Access to licensed clinicians & 
immediate assistance 24/7/365 

• Up to 6 in-person or virtual, 
CONFIDENTIAL counseling sessions 

• Access to financial consultations 
• Access to legal consultations 
• Access to family resources & referrals 

for child & elder care, home repair, 
pet care, & more 
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The Hartford 

FRMS Life/AD&D Program 
 

 

NORTH CENTRAL FPD 
The Hartford 
Basic Life Insurance - Employer Paid Benefit 
Basic Employee Life Insurance $15,000 

Basic Employee AD&D Insurance 
 

Basic Family Life Insurance 

$15,000 
 

$10,000 Spouse/$5,000 Child 

Supplemental Life Insurance - Voluntary Employee Paid Benefit Range 
Minimum Maximum 

Supplemental Employee Life Insurance   
Guaranteed Issue Amount When First Eligible - $200,000 $20,000 $500,000 
Purchased in increments of $10,000   

   
   

A spouse can enroll for up to 100% of the Employee's current 
Supplemental Life coverage amount 

$5,000 $150,000 

   
   
   

Single purchase covers all eligible child(ren) to age 26 $2,000 $10,000 
 Requires current Supplemental Employee Life enrollment  

Purchased in increments of $2,000 
Members not currently enrolled will be required to complete the Evidence of Insurability process for all amounts. 
Any requested increase will require the Evidence of Insurability process to be completed for enrolled members. 

Employees that were previously declined for coverage are not eligible. 

Supplemental Spouse Life Insurance 
Guaranteed Issue Amount When First Eligible - $50,000 

 

Purchased in increments of $5,000 
Supplemental Dependent Child Life Insurance 

Guaranteed Issue Amount When First Eligible- $10,000 
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2024 Monthly Premiums 

FRMS Rates 
 

 



 

2024 Benefit/Change Request Form 

FRMS Benefit Program 
 

 

 Step 1 - Check Coverage Boxes Step 2 - Check Tier/Amount Coverage Step 3 - Sign & Return 
 
MEDICAL No 

Change 
Enroll / 
Change 

Decline 
Coverage 

Employee 
Only 

Employee + 1 
Dependent 

Employee + 
Family 

 
Benefit Election Form 

     I affirm that the benefit 
selections made confirm my intent 

for the 2024 plan year. Blue Shield 
 
 
 
 
 
 

Check one box 

Premium EPO     
Premium PPO    
Basic PPO    

Kaiser 
 

Print Name 

Premium HMO     
Basic HMO    

 Check one box 
(only if "Enroll/Change" box is checked) 

SUPPLEMENTAL LIFE* No 
Change Enroll / Change Employee Signature 

Employee Life   
 

SEE BENEFITS CONTACT PERSON 

 
Spouse Life  

Dependent Child 
Life 

 
Date 

  Upon completion return to Finance 

* May require approval through the Evidence of Insurability (EOI) process. 



North Central Fire Protection District
Monthly Employee 20% Deduction
Carrier Coverage

EE Only EE + 1 Dep EE + Family
Blue Shield Premium EPO 204.806 448.07 1062.48
Blue Shield Premium PPO 213.854 538.6 1180.16
Blue Shield Basic PPO 199.744 399.482 996.62
Blue Shield HAS PPO 185.822 371.642 815.67
Kaiser Premium HMO 181.888 361.898 749.53
Kaiser Basic HMO 164.058 326.234 517.69

Please Divide by 2 to get your deduction per Paycheck for the 125 flex form. If you 
want it to be taken out pre-taxed. 

2024 Employee 20% Rates



Health Benefits 

Waiver Form 
 

 

 

Employer:  North Central Fire Protection District 15850 W. Kearney Blvd., Kerman, CA 93630 

Employee Name: Last 

 

First 

 

Middle Initial 

 

Employee Social Security Number: 

Date of Employment: 

Date of Birth: 

 

For the plan year effective _____/_____/_____ I am declining coverage for: 

 Myself 

 Spouse/Domestic Partner 

 Dependent(s) – Please list names: ________________________________________________ 
 
I am declining to enroll for the reason shown below: 

Covered under my spouse’s/domestic partner/parent plan 

Carrier Name and Member ID   

Enrolled in another Insurance Carrier Plan 

Carrier Name and Member ID   

Covered by Medicare, Medi-Cal, COBRA, Medicaid, TRICARE or CHAMP VA (please circle) 

Other (Please explain)    
 
By signing below, I acknowledge that I have been given the opportunity to enroll in a group insurance health plan for myself 
and my eligible dependents, if any. I understand that I am declining enrollment for myself or my eligible dependents (including 
spouse) because of other health insurance or group health plan coverage.  I may be able to enroll myself and my eligible 
dependents in this plan if I or my eligible dependents lose eligibility for that other coverage. 
 
I understand that I must request enrollment no more than 30 days after the date the other health plan coverage ends.  If I do 
not do so, I will not be able to enroll until the plan’s next open enrollment period. 
 
In addition, I understand that if I have a newly eligible dependent as a result of marriage, birth, adoption, or placement for 
adoption, I may be able to enroll myself and my eligible dependent(s).  However, I must request enrollment within 30 days 
after the marriage, birth, adoption, or placement for adoption. 
 
 

_________________________________________    ______________________ 
Employee Signature        Date 

























Employee's Address:  (Reimbursement Checks will be sent to this address) Street

Hrs. Worked

Male Single Divorced Weekly?

Female Married Widowed

  [ ] Weekly (52/yr) [  X  ] Semi Monthly (24/yr) [  ] Other

  [ ] Bi-weekly (26/yr)  [    ] Monthly (12/yr)

Health Insurance Premiums Day Care Expenses

Administration Fees Medical Expenses

Signature Date

Signature Date

I certify the information above to be correct and true to the best of my knowledge. I authorize payroll deductions
from my earnings for any contribution I am making toward the cost of any of the above. Applicable account(s) at
the end of the plan year not used for eligible expenses incurred during the plan year will be forfeited in accordance
with current plan provisions and tax laws. I further understand that the Section 125 Flexible Benefit Plan
deductions(s) will be in effect for the plan year and cannot be revoked unless I experience a change in my family
status as defined in the Plan Document. 

DECLINATION OF COVERAGE AND PARTICIPATION

I have been given the opportunity to participate in the above Section 125 Flexible Benefit Plan and have elected not
to do so. If I later wish to enroll in this Plan, I understand that my eligibility and effective date will be determined
according to Plan Document provisions elected by my Employer.

AUTHORIZATION FOR COVERAGE AND PARTICIPATION
I request the following amounts to be deducted from my salary per pay period, as follows:

$ $

$ $

Are you paid:                                                       

Social Security Number Date of Birth Hire Date

City State Zip

North Central Fire Protection District
Employee's Last Name First Name Mid. Phone#

SECTION 125 CAFETERIA BENEFIT PLAN
2024 EMPLOYEE ENROLLMENT AUTHORIZATION FORM

Employer Job Title Present Salary $
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