NASSAU DISTRICT SCHOOLS

EMPLOYEE BENEFITS


Presenter
Presentation Notes
Welcome to Nassau District Schools 2020-2021 Employee Benefits Presentation.


B
OPEN ENROLLMENT IS HERE!


Presenter
Presentation Notes
Open Enrollment will begin on July 31, 2020 through August 28, 2020.  Open Enrollment will allow you the opportunity to enroll in benefits or change your current elections for the next benefit year which starts on October 1, 2020 and runs through September 30, 2021.  Open enrollment is your annual opportunity to enroll in a plan for the first time or make changes to the benefits you previously selected. 


OPTIONS TO CONSIDER...



Presenter
Presentation Notes
During open enrollment, it is important for you to consider all of your options carefully before making any decisions.  Because of COVID 19 we are limiting exposure by having presentations from Florida Blue, Humana, Teladoc, and other companies on our District website.  The presentations are detailed and will help you to decide what options are best for you and your family.  Once your elections have been made, you will be locked into those decisions for the duration of the benefit year, unless you experience a qualified life event.  There are also links you can click on to review your ancillary options such as voluntary life and disability insurance, AFLAC, etc.


QUALIFIED LIFE EVENTS

When can |
make a change
to my benefits? °



Presenter
Presentation Notes
A Qualified Life Event allows you to make changes to your benefits, outside of the open enrollment period.  Examples of these types of events are marriage or divorce, birth or adoption of a child, you or a dependent child turning 26 years old and ageing off the plan or a change in employment status such as going from a part-time position to a full-time position.  If you experience any of these types of events and choose to make changes to your benefits, you will need to notify the Human Resource Department within 30 days of the event date in order to qualify.


ALL CARRIERS ARE STAYING THE SAME!
Medical & Prescription FM% Bﬂ(e

Dental & Vision Humana

Disability and Life Af%'ac

Cancer, Critical Illness, AfL\a Liberty National /)y
Hospital & Accident / o Lifelnsurance Company e

: Libert Natlonal
L]fe Insurance Life Insuance Company — . Af

1900

Legal & ID Theft )
Protection @ LegalShield


Presenter
Presentation Notes
For the 2020-2021 benefit year, all of the current insurance carriers will stay the same.  Please note, for the 6th straight year in a row there is no increase to your Florida Blue health cost.   


Humana
Dental Plan C5150 (HMO) is no longer available

e NetWork: HD DHMO/Prepg#t



Presenter
Presentation Notes
There is one dental option that will no longer be available for the 2020-2021 benefit year.  The old platform DHMO-CS150 plan will be eliminated.  Employees enrolled in the CS150 Dental Plan will be automatically transferred to the HS 205 plan.  The HS 205 is a DHMO just like the CS 150,  but it has more covered services. Please refer to your Insurance and Benefits Information Guide for rate information, depending on your enrollment tier.  There is no need to complete a new application for the dental unless you are making a change such as adding or deleting a dependent or if you want to move to another plan (ADVANTAGE or PPO).


Telemedicine

Q TELADOC.

You have access to a doctor

DAY o= NIGHT

Talk to a doctor in minutes

FOR 24/7 REMOTE CARE OF ISSUES LIKE
COLD & FLU, ALLERGIES & MORE...

Talk to a doctor

WEB: Teladoc.com
PHONE: 1-800-TELADOC (835-2362)
MOBILE: Teladoc.com/mobile

anywhere

SOME CONDITIONS
WE TREAT INCLUDE

#  pyailgbleonthe | | GETITON

| @& AppStore P> Google play

And more!
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Presentation Notes
Please be sure to listen to the Teladoc presentation.  This is a valuable benefit available to you for just a small copay at the time of service.  This is a good time to enroll especially with the current COVID 19 challenges.  By using Teladoc, for non-emergency services, it will allow you to speak to a doctor over your home phone, smart phone or computer rather than possibly being exposed by sitting in a physician’s office.  The last slide on the Teladoc presentation will detail how you can enroll for this benefit.



HSA Contribution Limit

Limit 2019 2020 Change
Self-only HDHP coverage $3500  $3550  Up$50
Family HDHP coverage $7,000 $7,100 Up $100
Catch-up contributions* $1,000 $1000  Nochange

*not adjusted for inflation
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Presentation Notes
The HSA Contribution limits have increased for employee only coverage on a High Deductible Health Plan from $3,500 to $3,550 and for family coverage on a High Deductible Health Plan from $7,000 to $7,100.  There is no change to the catch-up contributions.  Individuals are eligible for this extra contribution if they are 55 or turning 55 anytime during that year.


WHAT’S DIFFERENT THIS YEAR?

FSA Limits
Limit 2019 2020 Change
Health FSA (limit on emplyees’
pre-tax contributions) 52,100 S2,150 Up 350
$5,000 $5,000
Dependent care FSA ($2500f married (2500 if married o pano
(tax exclusion)* and filing taxes and filing taxes g
separately) separately)

*not adjusted for inflation


Presenter
Presentation Notes
The IRS has increased the allowable pre-tax contribution from $2,700 to $2,750 for the (Health) Flexible Spending Account (FSA).  No changes have been made to the allowable amount for Dependent Care FSA.  Flexible spending accounts allow you to have pre-tax payroll deductions for certain medical and dependent care expenses.  Section 125 also permits your insurance premiums to be taken on a pre-tax basis. This provides tax savings to you.


ONLINE TOOLS

Corrior = asomm -
= ® L

Attendees

Y U

Alerts Speakers

TODAY'S AGENDA AT-A-GLANCE

Sample Session #1
@ 9:00AM- 9:00PM

Q. somnsmitn

ELGIBILITY @

TRICARE cligibiity  ELIGIBLE (PRIME)

TRICARE Prime - Active

Progrom Duty Family Members
Yeor of birth 1990

PCM

PCM nome GONZALEZ, MARIA A

DEDUCTIBLE & CATASTROPHIC CAP @
Point-of-Service deductible

50.00 of $300.00
Catastraphic cap

<nnAafs3oNN0N

hd

Legal
A Call Your Law Firm "~

@ Call Your IDT Advisor | .

A Call Member Services W

# Emergency Legal Acce:

v

ly Legal Access

Humana

Performance

Kein Jeremiah Richardson

O TeLADOC.

How would you
like to talk to the
doctor?

[
TELADOC.
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Presentation Notes
A number of your carriers have mobile assistance available to you.  These online tools can assist you with locating an in-network provider, viewing claims status, checking coverage and some carriers even offer Digital ID cards for your convenience.  These apps can be downloaded for free from your app store on your mobile device.


Employee Enrollment Form - Florida Blue

Employee Enroluent Application “ . _ _

Flovida Blue @)

An Independent Licensee of the
Blue Cross and Blue Shield Association

Please type or write clearly in black or blue ink.

Section A: Current Information
Group Name: Group #: Division #:  Package #:
Effective Date of Coverage: Date of Hire: Location #: Employee #: Job Title:
Work Status: [ Actively at Work [ Cobra [] Rﬂﬁredll Retirement Date: ‘ Paid:[ ] Houry [ ] Salary [] Open Enroliment
Section B: Employee Information
Social Security #: Last Name: First Name: M.1.:| Birth Date: Sex:
OMOF
Street Address: Apt. # | City: State: Zip:
County: Phone: Marital Status: Legally
[ Single [ Married I Divorced [C Widowed [ Separated

Physician Name / 1D # HMO only. Existing Patient: Language of Preference: opfional - for data collection purposes only

[ Yes [~ No| [ English [ Spanish [ Other [ Prefer not to answer

Ethnicity optional
Check all that apply:

D Asian/Pacific |slander D Black/African American D Caribbean Islander D Hlspanlc D Native American D Whﬂe—

Section C: Health Coverage Level and Plan Information

Employee Health Coverage: (] Employee [ ] *Employee & Spouse [ “Employee & One Dependent [ *

*When available

_1BlugOptions Plan #

L BlueChoice (PPO) Plan #

‘ [ BlueCare (HMO)

#d(ren) [ Family

_| BlueSelect Plan #

[ 1Other Plan#

"I am Refusing all Health Coverage at this time. | understand that if | decide to apply later coverage may not be available until the

next open or special enroliment period.

Signature:

Date:

Florida Blue is an Independent Licensee of the Blue Cross and Blue Shield Association.

Saction E: Dependent Information Atfach separate sheet, if additional space is needed, with dapendent information, sign & dafe.

Relation to You Ethnicity optional
D""‘"""Jcm'a all that apply.

) Asian/Pacifc lslandar

B) BlackiAfican American

) Caribbean |slander

H) Hispanic

) Mative American

W) White

Plan
Type

Namg/ID
HMO

=

Last Name:

{f difoenthan amployee)
First Name, M.

Social
Security  Birth Date:
Number.

Domesic Pariner (DP)
Domes$c Pat Child (DPC)
Other (O
Existing Patient (YIN)
O[O | O | You Support
O | |0 | [ | Lives With You

Sex (M or F)

Spouse (S}
Child (C)
O[O |0 | O | Check if Disabled

ABCH
ABCH
ABCH
ABCH

i

1 [ | s a Student

0
N
0

0
n|in] 0

List the name of each dependent listed above that is marmied or has dependent child(ren) or lives outside of Florida.

=|=|=|=
=)= | ==

* If you indicated “0" in ‘Relation o You" above for any dependents, please explain here:

22095 9MR SR.

Section F: Other Health Insurance Information This
In addtion to this palicy, do you or your dependents have any other i
coverage begins? [ | Yes [ | Mo

Florida Blue Confract # Medicare # Pharlnﬁ!hladicarﬁ D#
Complete the following anly if this is the first time you or your dependents: (1) are enroling for health insurance with this employer, (2) cumentty have health
Duwrma;md:hr[S]l’mnanfhﬂmMagainmm‘lﬂrm'ﬂ‘ﬂmg‘i}iwmmURmmMamdmmm.
Prior Heath Carrier Name: Confract #: Effective Date:

cessing and Prior Coverage Information
lorida Blue plans) that wil be in effect after this

Prior Employee Hire Data: Cancel Date: | List names of all family members that were covered, including yoursedf:

| understand that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of
claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degres.

Signature: "Date:
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Presentation Notes
If you are enrolling yourself and your family for the first time, you will have to complete an Employee Enrollment Application.  Note that the word “Enrollment” is in the form for people enrolling for the first time. 

The areas highlighted in yellow, are the areas the employees must answer. On the left, shows the details needed under Part B, employee details. Also, if you are choosing the HMO, part B is the place where a member would select their PCP. If left blank, Florida Blue will pick one for you! If you chose any of the PPO options, no need to place doctor name or ID number. 

Section C requires you select the level of coverage (Employee Only, Spouse & Employee, Employee & Children, Family.) You must also select the network name, BlueOption or BlueCare, and the plan number.  

On the right of your screen, we continue down page one, of the Florida Blue Enrollment form. Section E, is for dependent details. If you are not covering any dependents, please leave blank. You may also assign each dependent a separate PCP, if enrolling on any of the HMO options. 

On page 2 of the document, Section F, is asking if members have any insurance coverage elsewhere. Section F, only requires your attention, if you have other health insurance coverage (private or public plan, Any part of Medicare). For members without secondary coverage, please answer No…. sing and date. Lastly, sign and date section G, Acceptance of Coverage, at the bottom of page 2.  


Employee Change Application - Florida Blue

Florida Blue 9

An Indepenient Licensea of the
Blue Cross and Blue Shieldf Association

Employee Change Application

Please type or write clearly in black or blue ink

| Section A: Current Information

Group Name: Group# Division #; Package #:
Employee Name: (Last, First Name, M. Social Securty #: EffectveDatecf | Dateof Bvent
Coverage:
| Section B: Coverage Change Information # |
Reasonfor  OAdoption ODeath OlLeave of Mence/Layofl  OMoved from Service Area
Chang: ~ OOpenEnvollment ~ DSection 15 OMamage OBith
O0ver-Aged Dependent O Temninate O Retum of Attemate OLoss of Coverage
ODworce Employment Insurance OPlan Type;
DOlLocation OEmployee# (ex. PPO, HMO, RY)
Change ONew Name: New Prysician Name/ID:
Request Typa:
I New Address; New Phone #

Plan Coverage Type Requested: OAdd Health ODelete Health OAddVision ODelete Vision
0 Change Plan; Indicate Plan #

Coverage Level Requested: OEmployes C*Employee & Spouse 2*Employee & One Dependent C*Employee & Children O Family
*When avalable

0 Dependent Change Complete Section C

00ther Change:

Applcable to Group Administrator. The Affordable Care Act prohibits rescissions; cancel ations cannot be submitted for the pariod in
which a premium s collected. By submitting cancellation(s you represent that you have not collected a premium from the employees/
dependents for coverage after the requested termination dite.

Florida Blue is an Independent Licensee of the Blue Cross and Blue Shield Association.

Florida Blue Q)

Section C: Dependent Information Attach separate sheeY, If addltional space is needled, with dependent information, sign and date.

Relation | Plan
toYou  Type

Ethnicity optional
Dependent o althat apply.
3 A) Asian/Pacific lslander
> & B) Black/Afican Amercan
i3 3 C Cgribbgan Islander
= &  H) Hispanic

11
HF
a0

ician
Name/lD

B
Last Name: E
E HMO only
Q
0
0
0

(if different than employes)
First Name, M..

Social
Security Number: Birth Date:

(M or F

N) Native American

) White
ABCHNW
JJABCHNW
OOJABCHNW

a|g| |0 OO0OABCHNW
List the name of each dependent listed above that is married or has dependent child(ren) or lives outside of Florida.

Other (O)*
Health
Existing Patient (/M)

Spouse (S)
Child (C})
| [ | [ | vision

§

[ =y -

*Ifyou indicated "0" in "Relation to You" above for any dependents, please explain here:

| Section D: Other Health Insurance Information This section must be co#nd Prior Coverage Information |
In addition to this palicy, do you or your depandents have any ather insurance coverageluding Florida Blue plans) that will be in

effect after this coverage begins? OYes ONo
Florida Blue Contract # Medicare #

Pharmacy/Medicare D #

Complete the following only if this is the frst time you or your dependents: (1) are enralling for health insurance with this employer;

2) currently have health coverage; and/or (3) have any health coverage in the past 12 months that this coverage replaces OR you can
attach a Certificate of Creditabﬁ’e Caverage. Any person who knowingly and with intent ta injure, defraud, or gecei\re any insurer flles a
statement of claim or an application containing any false, incomplete, or misleading information is quilty of a felony oftge third degree.

Prior Health Carrier Name Contract #: Effective Date:

Prior Employes Hire Date: Cancel Date: List names of all family members that were covered, including
yourself:

Employee Signature: Date:



Presenter
Presentation Notes
Note that the word “Change” is in the form for people that have Florida Blue but decide to make plan changes for the new year. Examples of changes include: Adding, deleting dependents or changing plans, members will need to complete an Employee Change Application.

On your screen you will see the areas that need your attention highlighted in yellow. Page #1, Section A on the left of your screen, requires a member’s name, social security number, and change effective date. Section B requires the reason for change. For the discussion at hand, open enrollment should be the option used. Part B also has the section to select your PCP (For HMO only). Member can change their plan, coverage level (employee, employee + spouse, employee + children, Family coverage) or make dependent changes (add, delete dependents). 

Continuing down page 1 on the right,  section C, is for dependent information. At the end of the page, you will find the other insurance coverage section, part D. Answer yes or no to other coverage, sign and date. Please share the details of your other coverage, if you answered yes to this question. 

On page 2 of the change form, not seen on your screen, members need to only sign and date part E, Change Authorization, to complete the form.  


Employee Enrollment Form -Humana

Dental and Vision Benefits
Enrollment Form

Group Name: Nassau County School Board

[Please camplete the following information

|Socal Secury Mo. [Last Mame | i
i Address Hema Phona Sandar
[ b MmO FO
City Enata | Zip Coda Business Phong Dotz Faciky &
FEIE oeivi
[ 1
First [=T] Last [rer— = (Garcer | Cste of B
Chica HA208 anin
[ M OF
|Spouss [ wisian
[ carmi
crild [ M F
O canmi
Child O viaizn M F
DD.I—
Crild ) viaice M F
Chid E: M OF
Efactive Date E-mail Addrass Ot of Hime

Please Check your Dental and Vision Enrollment Choice

Monthly Fremioms
Dental Dental Vision
Flan Mame O hiszos O Achantage 0 eeo O wvian
Empiayes Only [Jsres [ sz8.30 [ 53418 [T% eea
Empioyes + One Dapandant [] sas.sa [] senmz [] ssern HiE
Employes + Spousa Hi& TN L L) D'h].BB
Emplayes + Child{ren) A L) HiA [ st7.08
Emplayes + Family [ sea5a |:| $Bz.02 |:| §108.52 |:| 52350
| wish i ereol in T plan ndcated abows ﬂw_rw undersiand that tis is a miniun one
o uﬂmmu ) pariaisy. 1 InAGIIANG than Suck conDUTGR T3t 'uu.:a_nm

I chianga o ihe anniversary date of e plan. | Pereby represant at all infonmation Samishad By e hanson &
and compkeis o the besi of my knowksdge. =
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Presentation Notes
If you are enrolling yourself and your family in dental or vision for the first time, you will have to complete an Employee Enrollment Application.  Note that the word “Enrollment” is in the form for people enrolling for the first time. 

You must complete all three sections. The first section includes employee details. Also, if you are choosing the DMO, in this section you will include the dental facility number. If left blank, Humana will pick one for you! If you chose the Dental Advantage or PPO options, no need to place doctor name or ID number. 

The middle section of the form is for dependent details. If you are not covering any dependents, please leave blank. 

The final section requires you select the level of coverage (Employee Only, Spouse & Employee, Employee & Children, Family) and the appropriate plan. Please don’t forget to complete the form with your signature at the bottom.


Employee Change Form -Humana

‘Humana Employee Change Form
Pleass print chearly and fill in sach applicable dirde.

Cument Wirdical Group rumber Banefit sumber ClassiDrasion

Cumank Dental ¥ ision Group rumber 757019 Frogoeed Etioctive Dateforchangee ¢ 7
Compay néme  Masan County School Baard Compamp cily Fernandina Beach Hale Flarida

Please prosyde smpiopes infvemation and indicste ol spphcetls smpoes changes

Lag] nama Firdt name A el Sequrity mumber
3 Change Medical benefiticlass to: Benefis mamber Clma/livtsion
T Change or Sekect Employee Primary Care Physician (HW0 and FO5 arkjl
Frimany cane physician Phegsician ID:
2y Change Dental benafittclass fo: Benefi nimber ks Tlivision
¥ Change or Sekect Employee Primary Cane Dentist[apphcabls RS, EX MO, NG OH, TR T and W' onbd:
Primany dentist: Faility numbar:
[ Change Basic Life benefiticlass to; Bonefi nombe CliwsMivsion:
¥ Change: Basic Life Beneficiary: Group nember
Primary benediiany name; - Lasl same Firdt e 11
Secondary beneficiany name: Last same Firad name 11
) Change Veluntary Life Baneficiary: Group nember:
Primary beapdiciary name;  Lasi same Firid ame 1A
Secondary beneficiany name: Last same Firad name 11
) Change Vision besefiticlass in: Fanefr nurhe ClrsiDivisicn

(v Canccel My Coverage 0 me olmang prodects: O Madica
12 Yizign b

Yoluntary L O Shorberm Incnme Piniaction
1 Health Cane P38 O Dependest Core P58

Pleaze indivate e quakijang men? dale oo’ reason for smplopse or depenonf changes defra:

Qualifying eventdate: /i
Reason for change:
i Ra:hire O Waniage O Spouse terminates eeployment
O Employer comtrhution crases O Legal separation O Spowse’s employer ierminates cowrizge
b Dependent birth | adaption 0 Drwcite 0 e thanges fom fal-time o
3 Depmdemtchange fofulbime skt (2 Spoune decnased . ;::'""“P“*“““
 Change Address information
Huldress chamge applies tec
b Empiimpes only (20 Employee and &l povered dependents
o Gy dor the Folkowing dependent ploase print full namel; Las name Firsd namee 11
Koy st addiess Apt ! Syine | W) B nemben
ity Gale Jip code Lownty
Email address Phone mumber
GR-EN2-CG 117006 1 Feoderd  GH-D9955-00 102008

K TR70LY Cncial Seourity Humber ]

Phoane complete thix sertin for al dapendant changes.

q Last name First naree: Date bt __J__J____
Social Seouriy umbe Farder 13 Rmde O KGOk Relatineships O Spousa O Chid O Cthee
[epedent strtes (F applicatlal O Fullime studert O Disabled £ disahled, indicate reasom;

2 Add or O Delete dependent tnfiam 1 phan for the Follow m:DWI O Deptal Or Basic Life

o wry cument plan laming pod 3 M I:I'Eﬂln 114

2y Chamge or Select Pimary Care Physician:HWD 2rd POG anfy]l

Frimary care ppsican Hrysician ID:
3 Change: or Select DHMO{applicabla 10 AL AT, T8, FL GA, IL, 1K, KE, KX W0, NC, OH, TH T and '@ ol
Primary dentist “acility number:

2 Lsst e Fird name 1 Mate kit _J__/____
Social Seanisy mumber Gerder. O kemale O Wake  Relatiashipc O Spouse O Child O Cither:
[ependent states (F applcablal - O Fullsime studert 3 Disabled 1 disahled. indicate reasm;

1 Add 0 O Delletn tazender tafrom amp cument plas for the Folkosing pducts: O Wadical O Oentd O Raer 1

O Yplumary Life 1 Yisinn

1 Chamge or Select Primary Care PhysiciansH i ang AT anly)
Primary care phpdcan Hrysician I10:
O Change or Select DHMOIzpplcable 1o 8L AZ T4, FL GA, L, I, K5, KX, W0, R, COH, T T and W0 onli:
Primary dentise “acility numbar:
T Last name Firdt name M Dateolbih__J__J____
Locial Saquriny mumber Garder. O Remale O Wk Relatinashipe O Spouse O Child O Other:

[ependent shries ﬁ[ammﬁl' 3 Fullsme shderé 1 Dsabded B disahled, indicate reanmn:
2 Add or mwchmlw-hhmmmm:%mﬁﬂr 3 Dental D Basic Life

lfe O Yison
[ Chamge or Select Primary Care PhysiciansH 1A and FUS onfy)

Primary care phpddan Hrmician ID:
C Change or Select DHMO|ppicabls 1o 80, A7, C4, FL GR L IR, KE, K B0, R O, THL T and W6 onli:
Frimary dentist ‘acility number:
£ Last name First namee M Deteofbich  / J
Social Sequrizy mmber Garder Oh bomale Ch Wake  Relatipnshipr O Spouse O Chid O Mither:

Dependent states (if apphcatlal: O Fullome student 2 Disabled 1 disahled, indicate reason;
[} g L B | i 0 Bagi
Add or O Delete dazendert tfrarm amy cument plas for the follesing poducts Qmﬂ!lﬁ Dlﬁ]ﬂ Basic Life

un
23 Chamge or Select Primary Care Physician:HWD 2rd POG cnly]l
Primary care phpdcam Hrysician 10
O Chamge or Select DHMO applicable 10 8L, A7 CA, FL GA L, T, KE, K W0, NG, OH, T, T and ‘W onlvk
Primary dentise “acility numbar:

Employer o legal represantarive ignatune:
Hame and wlatinesaip of legal repasentatiar
GRENILCE 1120 2 Reoderd  GH-SO9S5-CG 12009



Presenter
Presentation Notes
Note that the word “Change” is in the form for people that have Humana but decide to make plan changes for the new year. Examples of changes include: Adding, deleting dependents or changing plans, members will need to complete an Employee Change Form.

On your screen you will see the areas that need your attention highlighted in yellow. Page #1, on the left of your screen, requires a member’s name, social security number, and benefit plan number, either dental or vision. There is a separate box for canceling your coverage. 

Page 2 of the change form is for dependent information. If you are adding or deleting dependents, you will indicate on this page. At the end of the page, after you add or delete dependents as needed, please sign and date. 


a \
DISTRICT WEBSITE PROVIDES VALUABLE RESOURCES

WWW.NASSAU.K12.FL.US/HR

= Translate  Signin

)\ Nassau County School District ——
Oursahonls...ourS‘tudents...u!rFuture! s

OUR DISTRICT DEPARTMENTS & PROGRAMS STUDENTS & PARENTS EMPLOYMENT COMMUNITY coviD-19 O\

|3 e i q
- e, - ey

am
A Kindergartner's Day

These young students were happily working on

thyming words with their teacher.

Superintendent's Message Upcoming Events
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Presentation Notes
If you have not already done so, please take some time and visit the District’s Human Resource Department website for many valuable resources, such as Human Resources Department contacts including areas of responsibility, benefits & insurance, personnel documents, NTA and NESPA Contracts, evaluation plans, leave information, etc.
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Presentation Notes
If you have questions that were not addressed in the presentation today, please refer to your 2020-2021 Insurance Benefits Information Guide. Always remember that we are here to help; specific contact information can be found on the back of your guide or feel free to call Leanne Peacock at 904-491-9876.
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