
  
 

                 

PREMIUM REDUCTION OPTION       SECTION 125 CAFETERIA PLAN 

VOLUNTARY BENEFITS ADMINISTRATORS, INC. 
PREMIUM REDUCTION OPTION 

DATA GATHERING FORM 
 

Name of Organization: ___________________________________________________________ 
  (Enter name exactly as it appears on tax returns and is to appear in the documents.) 
Federal Employer ID No: __________________ Date Incorporated/Organized: ___________________ 
Mailing Address:  ____________________________________________________________________ 
City:  ________________________________________   State:  _______  Zip: ___________________ 
Street Address:  ______________________________________________  Zip:  __________________ 
 
Organization Type: 
 Corporation       
 Professional Corporation 
 Partnership 
 Government Agency 
 Other  ___________________________ 

 
 Sub-chapter “S” Corporation 
 Professional Association 
 Sole Proprietorship 
 LLC Limited Liability Company 

NOTE:  Only employees can participate in a cafeteria plan.  Thus, while partnerships, sole proprietorships and Sub-chapter “S” 
corporations may sponsor cafeteria plans, the following cannot participate: sole proprietors, partners, and greater than 2% 
shareholders in Sub-chapter “S” corporations.  

The Employer/Organization entity is operating pursuant to the laws of the State of ___________ 
Principal Business Activity Code: __ __ __ __ __ __  

Nature of Business:  _____________________________________________________________ 
PLAN ELECTIONS SECTION 125 CAFETERIA PLAN 

Original Plan Begin Date: ___/___/___  Amended Plan New Year Begins: ___/___/___ 

Current Plan Effective Date: ___/___/___  Amended Plan New Year End Date:  ___/___/___ 

Current Plan End Date:  ___/___/___ 

ELIGIBILITY REQUIREMENTS 

1. Number of eligible employees: _______ 

2. The following class of employees is eligible to participate 
___ All  ___ Salaried Employees Only ___ Hourly Employees Only
___ Other ___________________________________________________________ 

Tax penalties may be imposed if the Plan contains eligibility requirements that have the effect of favoring 
highly compensated employees.  Consult your tax advisor before limiting participation in the Plan. 
 

3. The following employees are excluded from participation: 
 No Exclusions. 
 Part-time employees normally expected to work less than _____ hours a week. 
 Employees under the age of ______. 
 Union employees (unless the bargaining agreement provides for coverage). 
 Non-resident aliens. 
 Other:_____________________________________________________________ 

Section 125 does not specifically provide for election exclusions.  Consult your tax advisor before excluding 
any classification(s) of employees. 

 



PREMIUM REDUCTION OPTION  SECTION 125 CAFETERIA PLAN 

4. The service period employees must complete before being eligible to participate is as follows:
 As of date of hire or Plan effective date.
 Number of days after date of hire: _____
 Number of months after date of hire: ______

Employees must be in service or on the job as one of the requirements.
5. Once the employees are eligible, they can begin participating in the plan:

 First day of pay period following the date employee becomes eligible.
 First day of month following the date employee becomes eligible.
 First day of quarter following the date employee becomes eligible.
 First day of Plan Year following the date employee becomes eligible.

6. Payroll Frequency
___ Weekly     ___ Bi-weekly     ___ Semi-monthly     ___ Monthly 

BENEFITS 
Check the benefits to be offered under this Plan: 
 Core Health Benefits (Group Health)
 Non-Core Supplemental Health Benefits

(Dental, Accident, Cancer, Heart, & Vision)
 Group Term Life Benefits (50,000 Maximum Employee Only)
 Short Term Disability Benefits
 Long Term Disability Benefits
 Health Savings Accounts

BENEFIT COORDINATOR 
The Benefit Coordinator is the individual at the Employer with whom Employees should communicate. 

Name: ________________________________   Title: _________________________________ 

Telephone: ____________________________    Fax:  _________________________________ 

E-mail: _______________________________    Website:   _____________________________

OWNER, MANAGER, OR OFFICER AUTHORIZED TO ESTABLISH OR CHANGE 
CAFETERIA PLAN 

Name: ________________________________   Telephone:  ____________________________ 

Title: _________________________________   E-mail:  _______________________________ 

ENROLLMENT & SERVICING AGENT 

Name: ________________________________   Telephone:  ____________________________ 

Title:  ________________________________   E-mail  ________________________________ 

Mailing Address:  _______________________________________________________________ 

City: _____________________________________________ State: _____  Zip: _____________ 

Fees: 

Free- If LICOA products are being implemented or are already in place. If no LICOA products are in 

place or being implemented, fee will be $150 per year. 


