Calculation to Determine Reasonable Cost

for

Health Insurance Premiums

Your employee may have an order that states they shall provide health care coverage only if it is available at a reasonable cost.  Vermont statute defines reasonable cost as 5% of pre-taxable monthly gross income.  In order to determine if you are required to enroll the employee, please complete the information below.  
	#1
	Gross monthly income is based on your pay frequency. Please complete the appropriate line below.
	

	Weekly
	$______ per hour X ____ hours worked X 4.333 =
	$             ; or

	Every 2 Weeks
	$______ per hour X ____ hours worked X 2.165 =
	$             ; or

	Twice Monthly
	$______ per hour X ____ hours worked X 2 =
	$             ; or

	            Annually
	$______ per year / 12 =
	$             

	#2
	Calculate Gross Monthly Income            #1 $________ X 5% =
	$

	#3
	Monthly cost for the single plan
	$

	#4
	Monthly cost for the family plan
	$

	#5
	Monthly cost for the 2 person plan
	$

	Is the employee currently enrolled?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No,      FORMCHECKBOX 
 Single   FORMCHECKBOX 
 Family   FORMCHECKBOX 
 2+


If the monthly health insurance premium (#4 OR #5) is less than 5% of the gross monthly income (#2), you must:

1. enroll the child(ren) as required by the National Medical Support Notice;
2. complete the Plan Administrator Response (NMSN Part B); and
3. submit the NMSN Part B and the calculation sheet via mail or facsimile (802) 241-2748.
If the monthly health insurance premium (#4 OR #5) is more than 5% of the gross monthly income (#2), you must:

1.  contact the Vermont OCS Employer Assistance Line before enrolling the child(ren); 

2. complete the Employer Response (NMSN Part A); and 

3. submit the NMSN Part A and the calculation sheet via mail or facsimile (802) 241-2748. 

If you have any questions, please contact the Employer Assistance Line at:
1-800-786-3214, Press 2, Press 0.

Company Name:__________________
Employee Name:  ________________

Prepared by:  ___________________________
__________



  Signature



 Date

