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60P-6.006 Definitions.

Unless otherwise expressly stated whenever used in chapter 60P-6, F.A.C., the following terms shall have the respective meaning indicated:

(1) “Claim Filing Deadline” is April 15 following the participant’s period of eligibility. All initial prior plan year claims filings must be postmarked or received, when not mailed, at the Department on or prior to this date to be considered for processing.

(2) “Claim filing run-out period” is the period during which the Department will accept documentation in support of claims filed within the claim filing deadline. This period will not extend beyond June 30 following the end of the prior plan year.

(3) “Dependent” means:

An individual for whom the participant is entitled to a tax deduction under the Internal Revenue Code; requires full time care because of a physical or mental incapacity; or is the spouse of the participant and is physically or mentally incapable of caring for himself or herself.

(4) “Dependent Care Expenses” means expenses incurred by a participant for the care of an eligible dependent as defined in applicable Internal Revenue Code to permit a participant and spouse, if any, to be gainfully employed.

(5) “Dependent care reimbursement account” means an account under which an employee may set aside money, on a pretax basis via salary reduction to pay for qualified daycare expenses.

(6) “Participant” means an employee who has enrolled in the Program for a period of coverage, and who has not become ineligible for participation at any time during the period of coverage.

(7) “Health care expenses” means any unreimbursed eligible expenses incurred by a participant or by a spouse or dependent of such participant for medical care.

(8) “Health care reimbursement account” means an account under which an employee may set aside money, on a pretax basis via salary reduction to pay for qualified health care expenses.

(9) “Period of coverage” means the Plan Year or that portion of the Plan Year during which coverage of benefits under the Plan is available to and elected by the participant.

(10) “Program” means the Florida Flexible Benefits Program established pursuant to section 110.161, F.S.

(11) “Plan year” means a 12-month period beginning January 1 and ending December 31.

(12) “Salary reduction agreement” means an agreement by and between the State and the employee, in which the employee elects to participate in the Program.

(13) “Qualifying status change (QSC) event” or “QSC event” means the change in employment status, for subscriber or spouse, family status or significant change in health coverage of the employee or spouse attributable to the spouse’s employment.

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-3-89, Amended 4-17-91, Formerly 22FB-1.006, Amended 8-26-96, Repromulgated 4-25-02.

60P-6.0063 Enrollment.

(1) Those employees participating in the Health Program or Life Plan through premium contributions shall be enrolled in the Pretax Premium Plan in accordance with subsection 60P-2.002(7), F.A.C.

(2) Those employees participating in a supplemental insurance plan shall be enrolled in the Pretax Premium Plan.

(3) Eligible employees may elect to enroll in the Reimbursement Plan within sixty (60) calendar days of employment, within thirty-one (31) calendar days of a QSC event, or during open enrollment by completing an application in accordance with subsection 60P-2.002(2), F.A.C. Such application shall include an annual election amount for either or both reimbursement account(s).

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-26-96, Repromulgated 4-25-02.

60P-6.0065 Coverage Period.

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-26-96, Repromulgated 4-25-02, Repealed 1-20-16.
60P-6.0068 Change in Participation, Termination, and Continuation of Participation.

(1) A participant’s salary reduction amount shall be increased or decreased automatically to correspond to any changes in employee contributions where, during the Plan Year, there has been a change in the cost of the premium under the State Health Insurance Program.

(2) An election made under the Pretax Premium Plan shall be irrevocable during the Plan Year except when a participant experiences a QSC event.

(3) A participant may revoke an existing election and make a new benefit election for the remaining period of coverage when a QSC event is or has been experienced, provided that the new election is consistent with the event and the request for such a change is made within thirty-one (31) calendar days of the event’s occurrence by submission of an application to the Department. Such application shall be required in addition to any insurance applications that may be required to comply with chapter 60P-2, F.A.C. The Department shall determine if the requested benefit change is consistent with the change in status. Documentation of the occurrence of the change in status is required.

(4) Retirees under the State University System Phased Retirement Program who elect to continue their coverage shall be treated as having taken an unpaid leave of absence upon returning to employment, if they return during the same Plan Year.

(5) A participant may revoke an existing election if employment is terminated during the Plan Year. However, the participant may not make a new benefit election for the remaining portion of the Plan Year. A participant who fails to make the required contributions to the Medical Reimbursement Account in accordance with the salary reduction agreement at any time during the coverage period will have benefit payments suspended, regardless of account balance, until payment of required contributions resumes.
(6) Contributions under any pretax plan shall not be discontinued, except in the event of termination of participation as provided in this section. Any contribution made under any Plan may not be refunded to the participant. Reimbursements made under any Reimbursement Plan shall not be considered refunds of contributions.
(7) A participant shall continue to participate in any pretax plan until the earlier of the following dates:
(a) The date the participant ceases to be an eligible employee, unless the participant elects to continue coverage in the Medical Reimbursement Account by continuing payment of contributions, or
(b) The date on which the coverage period ends due to non-payment of contributions for a Medical Reimbursement Account, or
(c) The date the Plan Year ends.
(8) Upon subsequent employment with the State, an eligible employee who has terminated participation in the Plan shall be entitled to recommence participation as follows:
(a) If the participant is rehired as an eligible employee within 31 calendar days of termination and during the same Plan Year in which employment terminated, the participant shall not be allowed to make any new benefit elections under the Plan and will have the same level of benefits as were in effect immediately prior to the termination of employment unless there has been a Qualifying Status Change other than the termination and rehire.
(b) If reemployment as an eligible employee occurs during the same Plan Year in which employment terminated but occurs more than 31 calendar days after termination, and the participant has revoked his earlier benefit election, the participant shall not be entitled to recommence participation until the following Plan Year. However, the employee will be entitled to elect insurance coverage under the State Group Health Insurance Program on an after-tax basis, in accordance with chapter 60P-2, F.A.C.
(c) If reemployment occurs during a Plan Year subsequent to the one in which termination occurred, the employee shall be entitled to recommence participation upon reemployment and can make new benefit elections for the new Plan Year in accordance with rules and procedures established for newly-hired and newly-eligible employees.
(9) Upon termination of employment, the participant may desire to continue in the Medical Reimbursement Account and satisfy his or her annual election. The participant must notify the Department of his or her desire to continue no later than sixty (60) calendar days from the later of:
(a) The employment termination date;
(b) The date the participant is notified by the Department of his or her eligibility to continue participation.
(10) Continuation in the Medical Reimbursement Account requires that the participant satisfy his or her annual election by one of the following methods:
(a) Arranging, in advance of termination, to have all or part of the remaining balance deducted from his or her payment for annual or sick leave through payroll deduction on a pretax basis. Any amount needed to satisfy the annual election after this deduction is taken must be paid by personal check or money order within forty-five (45) calendar days of the participant’s election to continue participation;
(b) Making a single after-tax payment by check or money order for 100% of the remaining balance due within forty-five (45) calendar days of the participant’s election to continue participation;
(c) Making monthly after-tax payments by check or money order for the required monthly contribution made as an active employee. Such payments must be made no later than the first of each month. The first payment must be made within forty-five (45) calendar days of the participant’s election to continue participation.
Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-26-96, Repromulgated 4-25-02, Amended 3-2-17.

60P-6.007 Termination of Participation.

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-3-89, Amended 4-17-91, Formerly 22FB-1.007, Amended 8-26-96, Repromulgated 4-25-02, Repealed 3-2-17.
60P-6.0075 Benefits.

Rulemaking Authority 110.161(5), 110.403(1), 110.605(1) FS. Law Implemented 110.161, 110.205(2), 110.403(1)(c), 110.603(2) FS. History–New 8-26-96, Repromulgated 4-25-02, Repromulgated as Amended 4-25-02, Amended 10-20-10, Repealed 1-20-16.
60P-6.0079 Continuation of Participation.

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-26-96, Repromulgated 4-25-02, Repealed 3-2-17.
60P-6.0081 Submission of Claims for Reimbursement.

(1) The participant shall submit to the Department a request which shall include the following:

(a) Social security number, name, address, work and home telephone numbers;

(b) A description of the expenses;

1. For medical expenses, the patient’s name, the dates and descriptions of services, and the expenses the participant is claiming for reimbursement;

2. For dependent day care expenses, the dependent’s name, the dates and descriptions of services, and the expenses the participant is claiming that are directly associated with the day care provided to the dependent;

(c) A statement certifying that the expenses claimed were incurred by the participant or my eligible dependent on the dates indicated, such expenses have not and will not be reimbursed by any other plan and are eligible for reimbursement, and such expenses are not eligible as deductions or credits when filing a federal income tax return;

(d) Signature of the participant, date signed, and accompanied by documentation of the expense incurred.

(2) Claims for expenses covered by insurance must include a statement from the insurer indicating the patient’s responsibility for the expense(s). Expenses shall be reimbursed only in accordance with the level of benefits in effect at the time the expense was incurred. Expenses shall be deemed incurred at the time such services are rendered.

(3) Initial requests for reimbursement for expenses incurred during a participant’s period of coverage must be postmarked or received if not mailed, at the Department no later than April 15 following the prior Plan Year.

(4) For requests filed prior to the claims filing deadline and rejected due to lack of proper documentation, such documentation must be submitted, within the claims filing run-out period.

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-26-96, Repromulgated 4-25-02.

60P-6.009 Underpayment.

(1) If non-payment of the required contribution to any plan occurs as a result of an authorized leave without pay, the amount of such contribution will be adjusted and payment will resume with the next payroll check.

(2) Upon receipt of the required contributions, participation in any plan will resume as if no break had occurred.

(3) If payment of required contributions does not resume, no reimbursement will be made for expenses incurred after the last date of the coverage period for which the required contribution was made.

(4) Collection efforts will be made to ensure that a participant satisfies his annual elections.

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-26-96, Repromulgated 4-25-02.

60P-6.010 Forfeitures.

Rulemaking Authority 110.161(5) FS. Law Implemented 110.161 FS. History–New 8-26-96, Repromulgated 4-25-02, Repealed 1-20-16.
60P-6.011 Shared Savings Program.
(1) The Shared Savings Program allows the enrollee of a state group health insurance plan or state-contracted health maintenance organization (HMO) to collect a Reward for receiving a healthcare service or bundled service provided through the online transparency platform established under section 110.12303(3), F.S., or receive a bundled surgery or other bundled medical procedure through the use of the Department’s contracted entity authorized under section 110.12303(2), F.S. A “Reward” is the amount that will be credited to an enrollee’s account or reimbursed to the enrollee for out-of-pocket healthcare expenses based on the date the enrollee or eligible dependent receives the healthcare service. An enrollee is limited to one Reward for receiving a healthcare service or bundled service.
(2) To earn a Reward by utilizing the online transparency platform, the enrollee or the enrollee’s eligible dependent must have:
(a) Complied with any prior approval or prior authorization required under the enrollee’s HMO or State group health insurance plan for the healthcare service;
(b) Received a covered healthcare service under the enrollee’s health insurance plan; and
(c) Shopped for the healthcare service through the online transparency portal within 12 months from the date of the healthcare service.
(3) A Reward for a healthcare service or bundled service received pursuant to section 110.12303(2), F.S., is available to a member enrolled in Medicare if the sum of the cost of the healthcare service or bundled service and the Reward is less than the Medicare reimbursement rate for a comparable bundled service.
(4) A Reward will be credited to the account(s) selected by the enrollee as of the date that the administrator receives notice that the Reward has been earned.
(a) A enrollee may designate the following accounts for the Reward to be credited to: a medical reimbursement account (healthcare flexible spending account or a limited purpose flexible spending account), a health savings account, a health reimbursement account, or a post-deductible health reimbursement account.
(b) If an enrollee fails to designate an account within thirty (30) days of availability of a Reward, the Reward will be credited as follows:
1. To a health reimbursement account for enrollees not enrolled in a high deductible health plan.
2. To a health savings account for enrollees enrolled in a high deductible health plan and receiving a state contribution to a health savings account.
3. To a post-deductible health reimbursement account for enrollees enrolled in a high deductible health plan and not receiving a state contribution to a health savings account.
(c) Once a Reward is credited to an account, funds cannot be credited to a different account, except as provided by these rules.
(5) Rewards credited to a health reimbursement account:
(a) Shall not be used to pay for insurance premiums; and
(b) Will roll over to the following Plan Year if not used.
(6) Rewards credited to a post-deductible health reimbursement account:
(a) Are available only after the enrollee satisfies the minimum federal deductible for high deductible health plans; and
(b) Are limited as set forth in paragraph (9)(a) of this rule.
(7) Rewards designated to be credited to a medical reimbursement account will be credited on January 1 of the following Plan Year. If the enrollee designates a Reward to be credited to a medical reimbursement account but fails to elect a medical reimbursement account for the following Plan Year, Rewards will be credited as set forth in paragraph (3)(b) of this rule.
(8) The annual maximum amount of Rewards that can be credited to a medical reimbursement account is $500.
(9) If any portion of a Reward remains after a Reward is designated to an account, the remaining portion will be credited to:
(a) A health reimbursement account for enrollees not enrolled in a high deductible health plan.
(b) A health savings account for enrollees enrolled in a high deductible health plan and receiving a state contribution to a health savings account.
(c) A post-deductible health reimbursement account for enrollees enrolled in a high deductible health plan and not receiving a state contribution to a health savings account.
(10) An enrollee may request the administrator of the health reimbursement account or post-deductible health reimbursement account to debit the account and provide the enrollee with a payment in an amount not to exceed the amount of the enrollee’s out-of-pocket medical expenses.
(11) Funds maintained within a health reimbursement account at the end of the Plan Year will be converted to a post-deductible health reimbursement account if the enrollee enrolls in a high deductible health plan. Funds maintained within a post-deductible health reimbursement account at the end of the Plan Year will be converted to a health reimbursement account if the enrollee is no longer enrolled in a high deductible health plan.
(12) Once an enrollee is no longer enrolled in a state group health insurance plan or HMO plan, all health reimbursement accounts and post-deductible health reimbursement accounts terminate and any funds contained therein are forfeited.
Rulemaking Authority 110.1055, 110.123(5) FS. Law Implemented 110.12303 FS. History–New 5-14-19.
