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Focus on what matters

Everyone who works at Pacsun has an impact 

on our success. And we know that we canôt be 

the best possible us, unless you are the best 

possible version of you!

Your health and wellbeing are important, so weôre pleased to 

offer a comprehensive benefits package to all eligible 

associates. 

Our benefits are designed to support you when you need it 

most. Some of them are paid for in full by Pacsun and will 

support you automatically. Others are available for you to 

choose from to build a benefits package that suits your 

needs.

This guide includes detail about all of the benefits available. 

Please take the time to read through it and understand the 

choices available to you. If you need any more information, 

you can visit The Collective at thecollective.pacsun.com or 

contact the benefits department using the details on page 

21. When youôre ready to enroll, log into UKG Pro.

Peace of mind so you can focus on what matters.
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First things first

Making your benefit selections

Benefit plans are effective each plan year from June 1 through May 31. In 

general, you may make benefit choices as a newly eligible associate, 

during Open Enrollment and if you have a qualifying life change.

· Newly eligible associates: When youôre first eligible you need to 

make your benefit selections within 31 days of your hire or eligibility 

date. Benefits begin on the first day of the month following 30 days 

of employment and remain in effect through the plan year unless 

you have a qualifying life change. If you are a variable hourly 

associate, the date your benefits begin is based on when your 

measurement period* is satisfied.  STD and LTD benefits have a 

180 day eligibility waiting period.

· Open Enrollment: Choices you make during Open Enrollment are 

in effect through the plan year unless you have a qualifying life 

change.

· Qualifying life change: Certain events throughout the year such 

as marriage or divorce, birth or adoption of a child, death of a 

covered family member, or gain/loss of other coverage can allow 

you to make changes to your benefit plans consistent with your life 

change. You have 31 days from the date of the event to submit this 

request, and documentation is required. Please review the 

information in UKG Pro or on The Collective for more details. 

Enrollment occurs in UKG Pro; login instructions are 

available on The Collective.

Eligibility

Active, full-time associates working at 

least 30 hours per week are eligible 

for benefits. Associates in Hawaii 

working at least 20 hours per week are 

eligible for most benefits. 

Eligibility groups

· Group 1: Executives (VPs and above)

· Group 2: All Full-time, nonseasonal 

benefit-eligible associates

· Group 4: Part-time, nonseasonal 

associates working an average of 30+ 

hours a week during the measurement 

period*

Eligible family

In addition to associates, we extend benefit 

coverage to eligible dependents. 

· Your spouse

· Your natural, adopted, foster, stepchildren, 

and children in your custody due to a court 

order to age 26

· Disabled dependents: children age 26 and 

above who become disabled before age 

26 and meet carrier requirements

*The measurement period is the time the company uses to track hours worked and determine if you have worked an average of 30 hours per week or more. If it has been 

determined that you have worked an average of 30 hours or more during your measurement period, you are eligible to enroll in health benefits and receive coverage for up to 12 

months while the company tracks your hours to determine eligibility for the next 12 months.

Contact the Benefits Department if you have questions 

about your eligibility or enrollment.

https://n33.ultipro.com/
thecollective.pacsun.com
https://thecollective.pacsun.com/
https://n33.ultipro.com/
thecollective.pacsun.com
https://thecollective.pacsun.com/
mailto:benefits@pacificsunwear.com


First things first

Your cost for coverage
Below are the per-paycheck (bi-weekly) costs for coverage by plan for medical, dental and vision benefits. The rates shown are 

for associates that are non-tobacco users and who do not have a spousal surcharge. If you are a tobacco user and/or your 

enrolled spouse has other health coverage available through their own employer, the additional cost(s) mentioned in the section 

below would apply. A high level overview of your benefits begin on page 6. Please refer to the Evidence of Coverage for 

complete details.

1 State registered domestic partner coverage is permitted on Kaiser plans. Spousal surcharge requirements apply to domestic partners as 

well. Visit The Collective for details.

2 Hawaii associates are automatically given the non-tobacco discount. 

Factors that impact your cost for coverage

Spousal surcharge

If your spouse has health coverage available through their own employer but is covered under the Pacsun medical plan, a $46 

bi-weekly spousal surcharge will apply to your medical coverage. More information is available on The Collective.

Non-tobacco discount

If you and/or your enrolled spouse use tobacco products, a $46 bi-weekly increase will be added to the rates shown on the 

medical pages. Please contact the benefits department at benefits@pacificsunwear.com or 1-866-989-6958, #2 to learn about 

removing the surcharge by completing our tobacco cessation program. More information is available on The Collective.

Plan / Coverage Level Associate Only
Associate + 

Spouse

Associate + 

Child(ren)

Associate + 

Family

HRA Medical PPO Plan $33.30 $80.86 $72.78 $115.34

PPO Medical Plan $98.85 $246.97 $220.73 $351.33

Southern California Medical HMO 1 $65.08 $154.16 $139.48 $217.15

Hawaii Medical Plan (HMAA) 2 $5.88 $78.67 $85.82 $110.86

Puerto Rico Medical Plan (Triple-S Salud) $27.82 $67.82 $59.36 $82.97

Basic Dental PPO Plan $11.11 $22.23 $20.00 $33.34

Enhanced Dental PPO Plan $20.01 $40.04 $36.04 $60.07

Vision Plan $4.51 $7.38 $6.65 $14.73

https://thecollective.psebllc.com/
https://thecollective.pacsun.com/
thecollective.pacsun.com
https://thecollective.pacsun.com/
mailto:benefits@pacificsunwear.com
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Medical

We know the peace of mind that great medical coverage 

can provide, and we want you to have just that. Pacsun 

offers several medical plans so you can choose the one 

that suits you best.

Each of our medical plans covers in-network preventive care at 100% when received in a physicianôs office. Beyond that, your 

responsibility depends on the plan you choose, the services you need, and where you receive your care.

Plan options at-a-glance: Mainland U.S. Associates

Associates in Hawaii and Puerto Rico have separate plan options; see page 9 for details.

All mainland U.S. associates Southern California ONLY

HRA PPO Plan PPO Plan
California 

HMO

Network options In-and out-of-network In-and out-of-network In-network ONLY (Kaiser)

Paying for care Mostly deductible then coinsurance
A mix of copays and 

deducible then coinsurance

A mix of copays and deductible 

then coinsurance

Health account eligibility

Health Reimbursement 

Arrangement (HRA)

Health Care FSA

Health Care FSA Health Care FSA

Plan information

Use the HRA funds contributed by 

Pacsun to help pay for eligible 

medical and pharmacy expenses. 

See page 7 for more information.

The Aetna PPO plan has a 

higher premium, but with 

more predictable costs during 

the year. 

These plans offer in-network care 

at predictable costs when you 

use Kaiser facilities. 

Available in addition to Aetna 

HRA PPO and PPO plan options 

for California associates.

See page 8 for more information.

Accruals for deductibles and 

out-of-pocket maximums

Run on Plan Year 

(June-May)

Run on Plan Year 

(June-May)
Run on Plan Year (June-May)

Helpful insurance terms

These terms will help you understand your 

benefits and coverage options. 

Copay ïa set fee you pay whenever you use 

certain medical services, like a doctor visit.

Deductible ïthe dollar amount you pay before 

your medical insurance begins paying deductible-

eligible claims.

Coinsurance ïthe percentage of covered medical 

expenses you continue to pay after youôve met your 

deductible and before you reach your out-of-pocket 

maximum.

Out-of-pocket maximum ïthe most you will pay 

annually / during the year for covered expenses. 

This includes copays, deductibles, coinsurance, 

and prescription drugs.

Balance billing ïthe amount you are billed by your 

out-of-network provider to make up the difference 

between what your provider charges and what 

insurance reimburses. This amount is in addition to 

and does not count toward your out-of-pocket 

maximum.

Plan year ïJune-May

Calendar year ïJanuary-December

Your health



Your health

Medical plan comparison

When you need care, your medical plan with Aetna is here for you ïregardless of the selection you make. Take a moment to 

review the options available to you, and head over to The Collective for additional details. Amounts shown are your share of 

service cost.

Mainland US - all locations

1 Out-of-network costs are subject to balance billing from providers.

2 If you have family coverage, no one family member will contribute more than the single amount towards the family deductible.

3 Non-network pharmacy benefits not available. If you use a non-network pharmacy, you will be responsible for the full prescription cost. 

4 For your 4th and subsequent refills of long-term maintenance drugs, you are required to use the CVS Caremark mail service pharmacy or a CVS/Target 

retail pharmacy to receive a 90-day supply, otherwise you will pay 100% of the drug cost. You do not need to satisfy the planôs deductible first.

5 PrudentRx will reach out to eligible members taking specialty medications to enroll or you can call 800-578-4403 and speak to a PrudentRx Advocate. As 

long as you are enrolled in the program, your cost will be $0 for specialty medications.

This is a summary of some benefits and their copays and coinsurance. For specific information about your covered health plan benefits, limitations, and 

exclusions, including those not listed in this summary, please see your Evidence of Coverage.

(AD) = After Deductible

HRA PPO Plan PPO  Plan 

Aetna  HealthFund  

Aetna Choice POS  II
Out-of-Network 1

Open Access Aetna 

Choice POS II
Out-of-Network 1

Plan Year Deductible and Maximum Out-of-Pocket

Deductible2: Single / Family $3,000 / $6,000 $4,000 / $8,000 $1,500 / $3,000 $3,000 / $6,000

Maximum: Single / Family $6,000 / $12,000 $8,000 / $16,000 $3,000 / $9,000 $6,000 / $18,000

HRA: Pacsun Contribution Annually: $500 Individual / $1,000 Family Not eligible

Physician Office Visit

Preventive Care 100% covered 50% after deductible 100% covered 40% (AD)

Primary Care & Mental Health 10% after deductible 50% after deductible $20 copay 40% (AD)

Specialty Care 10% after deductible 50% after deductible $40 copay 40% (AD)

Virtual Care from Teladoc 100% covered Not covered 100% covered Not covered

Diagnostic Services

Diagnostic X-ray and Lab 10% after deductible 50% after deductible 20% (AD) 40% (AD)

Complex Imaging 10% after deductible 50% after deductible 20% (AD) 40% (AD)

Emergency Services and Hospitalization

Urgent Care Facility 10% after deductible 50% after deductible $20 copay 40% (AD)

Emergency Room $250 copay, then deductible + 10% $250 copay, then deductible + 10%

Inpatient Hospitalization 10% after deductible 50% after deductible 20% (AD) 40% (AD)

Outpatient Surgery 10% after deductible 50% after deductible 20% (AD) 40% (AD)

Prescription drug coverage (CVS Caremark) 

In-Network Benefits ONLY 3 30-day supply4 90-day supply4 30-day supply4 90-day supply4

Generic (Tier 1) $10 copay 30% to $50 max $10 copay 30% to $50 max

Preferred (Tier 2) 40% to $50 max 40% to $100 max 40% to $50 max 40% to $100 max

Non-Preferred (Tier 3) 50% to $75 max 50% to $150 max 50% to $75 max 50% to $150 max

Specialty (Tier 4) 5 40% to $200 max Not covered 40% to $200 max Not covered

The Aetna HRA PPO plan does not comply with Massachusetts Minimum Creditable Coverage (MCC) requirements.

https://thecollective.psebllc.com/
https://thecollective.pacsun.com/


Your health

Health Reimbursement Account (HRA)

If you elect the Aetna HRA PPO plan, you will automatically have a Health Reimbursement Account, or HRA, set up to help 

you pay for eligible medical and pharmacy expenses. Your HRA is funded annually by Pacsun; $500 for single coverage or 

$1,000 if youôre enrolling dependents. 

Unused funds at the end of the plan year will roll into the next yearôs allowance, up to a maximum of $2,250 for individuals or 

$4,500 if you cover any dependents. If you only work for part of the plan year, Pacsunôs contributions will be pro-rated to your 

participating period on the plan. Your funds are non-transferable and are forfeited if your employment with Pacsun terminates 

for any reason.

How Does it Work?

1. You receive a covered medical service through your plan.

ï Present your member ID card so network discounts can be applied.

2. Your service provider (e.g. doctor, hospital, etc.) will send your claim to Aetna.

3. Aetna will then process the claim and send you an Explanation of Benefits (EOB).

4. Your EOB states how much you owe for the covered service and how much was 

applied to your Plan Deductible. 

ï The HRA will automatically reimburse the amount applied to your Plan Deductible 

or coinsurance costs (subject to your HRA benefit maximum). 

5. After receiving your EOB from Aetna, you will receive a bill from Aetna and/or your service 

provider for the balance owed. The amount of the bill should match the amount stated on your 

EOB from Aetna.

6. You are responsible to pay Aetna and/or your service provider. 

EOB

Bill

Example

Joe is enrolled in the Aetna HRA plan with employee only coverage. He plans on having an 

outpatient surgery to remove some warts on his hand that are impeding his ability to work. He 

schedules his surgery in a network facility with an estimated cost of $635. Below is what Joe 

can expect to pay under the Aetna HRA plan.

Because this is Joeôs first medical procedure this year, the cost of his surgery will be subject 

to the deductible until he reaches his full deductible amount of $3,000 before his coinsurance 

benefit will occur.

Deductible ($3000 Limit)

Cost of the outpatient surgery $635

HRA Pays ($500 annual amount provided 

by Pacsun)

$500

Joe Pays $135

Remaining balance until coinsurance 

benefits are effective 

$2,365

For more information on your HRA, please call Aetna at (877) 204-9186 or email them through the Aetna secure member 

website at www.aetna.com. Their team will be able to walk you through the  process of using your HRA and answer any

questions you may have.

http://www.aetna.com/


Your health

Southern California Associates

Additional option with Kaiser Permanente are available for associates in Southern California. Please confirm that a Kaiser 

location is nearby by going to www.kp.org. These plans require the designation of a Primary Care Physician. Although you do 

not need to select one at enrollment, be sure to designate one within 90 days or one will be assigned to you. 

(AD) = After Deductible
California HMO

Kaiser Network

Annual Deductible and Maximum Out-of-Pocket

Deductible: Single / Family $1,000 / $2,000

Maximum: Single / Family $3,000 / $6,000

HRA: Pacsun Contribution Not eligible

Physician Office Visit

Preventive Care 100% covered

Primary Care, includes Mental Health $20 copay

Specialty Care $20 copay

Virtual Care 100% covered

Diagnostic Services

Diagnostic X-ray and Lab $10 copay after deductible (unless preventive)

Complex Imaging 20% up to $150 max/procedure after deductible

Emergency Services and Hospitalization

Urgent Care Facility $20 copay

Emergency Room 20% after deductible

Inpatient Hospitalization 20% after deductible

Outpatient Surgery 20% after deductible

Retail Pharmacy (30-day supply, deductible does not apply)

Generic (Tier 1) $10 copay

Preferred (Tier 2) $30 copay

Non-Preferred (Tier 3) $30 copay

Specialty (Tier 4) 20% to $200 max

Mail Order Pharmacy (100-day supply, deductible does not apply) 90-day supply

Generic (Tier 1) $20 copay

Preferred (Tier 2) $60 copay

Non-Preferred (Tier 3) $60 copay

Specialty (Tier 4) Not available

State registered domestic partner coverage is permitted on Kaiser plans. Spousal surcharge requirements apply to 

domestic partners as well. Visit The Collective for details.

This is a summary of some benefits and their copays and coinsurance. For specific information about your covered health plan benefits, limitations, and 

exclusions, including those not listed in this summary, please see your Evidence of Coverage.

http://www.kp.org/
https://thecollective.psebllc.com/
https://thecollective.pacsun.com/


Your health

Hawaii and Puerto Rico locations

1 Out-of-network costs are subject to balance billing from providers.

2 Non-network pharmacy benefits not available. If you use a non-network pharmacy, you will be responsible for the full prescription cost. 

3 HMAA 90-day prescription drug costs apply to use at a participating retail pharmacy or mail order pharmacy.

This is a summary of some benefits and their copays and coinsurance. For specific information about your covered health plan benefits, limitations, and 

exclusions, including those not listed in this summary, please see your Evidence of Coverage.

(AD) = After Deductible
HMAA Hawaii Plan Puerto Rico Triple-S Salud Plan

HWMG Out-of-Network 1 Commercial PPO Out-of-Network 1

Deductible and Maximum Out-of-Pocket Calendar year Plan year

Deductible: Single / Family $100 / $300 $100 / $300 $100 / $300 $3,000 / $6,000

Maximum: Single / Family
Medical: $2,000 / $6,000

Rx: $5,000 / $7,500

Medical: $2,000 / $6,000

Rx: $5,500 / $9,000

Med/Rx: $6,350 / $12,700

Major Med: $2,000 / 

$4,000

$6,000 / $18,000

HRA: Pacsun Contribution Not eligible Not eligible

Physician Office Visit

Preventive Care 100% covered 100% covered 100% covered 40% (AD)

Primary Care & Mental Health $15 copay $15 copay $10 copay 40% (AD)

Specialty Care $15 copay $15 copay $10 copay 40% (AD)

Virtual Care with own 

physician

Varies depending on the 

type of service being 

received 

Varies depending on the 

type of service being 

received 

Not covered 

(Nurseline access)
Not covered

HMAAôs HiDoc Service100% Not covered 
Not covered 

(Nursline access)
Not covered

Diagnostic Services

Diagnostic X-ray and Lab 20% 20% 20% (AD) 40% (AD)

Complex Imaging 20% 20% 20% (AD) 40% (AD)

Emergency Services and Hospitalization

Urgent Care Facility $25 copay $25 copay
Illness: $50 copay

Accident: No charge
40% (AD)

Emergency Room 20% 20%
Illness: $50 copay

Accident: No charge
$250 + 20% (AD)

Inpatient Hospitalization 20% 20% $100 copay 40% (AD)

Outpatient Surgery 20% 20% $100 copay 40% (AD)

Prescription drug coverage 

In-Network Benefits ONLY 2 30-day supply 90-day supply 3 30-day supply 90-day supply 3

Generic (Tier 1) $12 copay 3 $24 copay 3 30% to $25 max 30% to $50 max

Preferred (Tier 2) $24 copay 3 $48 copay 3 40% to $50 max 40% to $100 max

Non-Preferred (Tier 3) $48 copay 3 $96 copay 3 50% to $75 max 50% to $150 max

Specialty (Tier 4) 

Not applicable. All drugs 

over $250 member pays 

greater of copayment or 

20% of ingredient cost.

Not applicable. All drugs 

over $250 member pays 

greater of copayment or 

20% of ingredient cost.

40% to $200 max Not available

Hawaii associates are automatically given the non-tobacco discount. 



Your health

Try virtual visits

Do you have a smart phone or tablet? Virtual visits allow you 

to get fast, convenient care with a board-certified physician ï

no matter where you are or what time it is.

Virtual physicians can diagnose symptoms and prescribe 

medications for minor health concerns. Use it when your 

primary doctor is not available, if youôre sick while traveling, 

on nights and weekends, or when itôs inconvenient to leave 

home.

Use virtual doctor visits for:

· Allergies · Cold and flu

· Ear infections · Fever

· Headache · Nausea

· Rashes · Sinus infection

Å And more!

Your source for virtual visits depends on your medical 

plan:

· Aetna: Teladoc.com/aetna

Consider creating an account and providing your 

medical information once you get your medical ID card 

so care is available when you need it. Teladoc has no 

cost for enrolled Aetna members. If you have a 

telehealth visit with your own doctor (not through 

Teladoc), you will pay the normal office visit cost 

share.

· Kaiser California: Log into your Kaiser account for 

care or call 1-833-574-2273.  

website: https://kp.org/getcare

· HMAA Hawaii: Visit www.HiDocOnline.com or call  

808-400-4113.

· Triple-S Salud Puerto Rico: Nurseline available 

through TeleConsulta at 1-800-255-4375 (not board-

certified physicians).

Outpatient imaging

In most cases, imaging services (MRI, CT, and X-ray) can 

be done in outpatient centers that are not attached to a 

hospital. Smaller buildings generally mean smaller bills ïa 

big savings opportunity if youôre paying a percentage of the 

cost.

Go generic and save

Generic drugs are the non-brand-name, FDA-approved 

versions of their brand-name counterparts. Theyôre required 

to have the same active ingredients as the brand-name drug 

ïbut at a fraction of the price.

Ask your doctor or pharmacist if a generic is a good option 

for you. If you are enrolled in an Aetna plan and you fill a 

brand name drug instead of an available generic drug, you 

will pay the brand name drugôs cost share plus the cost 

difference between the two drugs.

Save the emergency room for 

emergencies

Unless loss of life or limb is imminent, consider using Urgent 

Care or a Virtual Visit to save money, time, and aggravation.

If you have a true emergency ïhead injury, severe trauma, 

chest pain, allergic reaction, etc. ïget care from your 

nearest emergency room as quickly as possible. Coverage 

is the same in- and out-of-network for true emergencies.

Making smart healthcare choices helps you ïand your wallet ïfeel healthy, secure, and supported.

http://teladoc.com/aetna
https://healthy.kaiserpermanente.org/southern-california/get-care
https://kp.org/getcare
http://www.hidoconline.com/
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Dental

Dental coverage is a highly valued benefit, and for good reason! Good oral health has been 

shown to enhance your mental and overall wellbeing and knowing that youôre covered should you 

need to see a dentist or specialist for a big-ticket procedure is a big relief. 

We offer you dental insurance through Aetna. This coverage is optional (like flossing!), so you must actively elect the plan when 

you make your benefit selections in order to be covered. If you choose to use a dentist who doesnôt participate in the Aetna 

dental network, your out-of-pocket costs will be higher and you will be subject to balance billing.

For more information on dental coverage, visit the dental page on The Collective.

Coverage Summary

1 Out-of-network services are subject to balance billing from providers.

2 Enhanced PPO Major Services include implants.

This is a summary of some benefits and their copays and coinsurance. For specific information about your covered health plan benefits, limitations, and 

exclusions, including those not listed in this summary, please see your Evidence of Coverage.

Amounts shown indicate memberôs 

responsibility.

(AD) = After Deductible

Basic PPO Enhanced PPO

In-Network Out-of-Network 1 In-Network Out-of-Network 1

Plan Year Deductible and Maximum

Deductible: Single / Family $100 / $300 $100 / $300 $50  / $150 $50 / $150

Maximum: per person $1,000 $1,000 $2,000 $2,000

Services

Preventive (oral exams, cleanings, x-

rays)
100% covered 100% covered 100% covered 100% covered

Basic (fillings, root canals, extractions, 

oral surgery)
40% after deductible 40% after deductible 20% after deductible 20% after deductible 

Major (implants,crowns, dentures, 

bridges, inlays/onlays)
60% after deductible 60% after deductible 50% after deductible 2 50% after deductible 2

Orthodontia

Child and Adult Not covered
50% after $50/person deductible,

up to $1,500 lifetime maximum

https://thecollective.pacsun.com/
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Vision

Regular eye exams are an important part of health 

maintenance, no matter your age. And if you or your family 

members wear glasses or contact lenses, you already know 

that the cost of vision care can quickly add up. Not only that, 

but regular eye examinations can detect general health 

problems at their earliest stages.

We offer comprehensive vision coverage through VSP which provides you and 

your family with access to great eye doctors, quality eyewear and affordable eye 

care. This plan is also optional; youôll need to elect it at enrollment to be 

covered. 

Your costs will depend on the services you require and whether it is received at 

an in-network Choice provider. With network eye care providers, you can also 

get discounts on products and services, including:

· Frame amounts exceeding allowance

· Extra pairs of eyeglasses and sunglasses

· LASIK eye surgery 

Just log in at www.vsp.com to see more or call 800-877-7195.

You are responsible for copay and 

amounts over plan allowances.
Vision Service Plan (VSP) 

Choice Network Out-of-Network

Benefit Frequency

Exams / Lenses / Frames / Contacts / Lightcare Once every 12 months

Exams

Routine Exam $10 copay Covered up to $45 

Vision Materials

Eyeglass Lenses 

Single / Bifocal / Trifocal

Anti-reflective coating

No charge after copay

$40 copay

Covered up to: $30 / $50 / $65 

Not covered

Contacts 

Elective
$200 allowance

Exam (fitting and evaluation) Up to $60 Covered up to $105 

Frames

Standard Frames

Featured Frame Brands

Walmart / Samôs Club / Costco

$200 allowance

$220 allowance 

$110 allowance

Covered up to $70

LightCare (in lieu of glasses or contacts)

After $10 copay, $200 allowance for ready-

made non-prescription sunglasses or blue 

light filtering glasses.

Covered up to $70

For more information on vision coverage, visit the vision page on The Collective. To find an in-network provider in 

your area, search the Choice network at www.vsp.com. 

This is a summary of some benefits and their copays and coinsurance. For specific information about your covered health plan benefits, limitations, and 

exclusions, including those not listed in this summary, please see your Evidence of Coverage.

http://www.vsp.com/
https://thecollective.psebllc.com/
https://thecollective.pacsun.com/
http://www.vsp.com/


Flexible Spending Accounts (FSA)

Flexible Spending Accounts (FSAs) allow you to pay for eligible health care and dependent care expenses using tax-free 

dollars. FSA contributions are exempt from federal taxes and Social Security taxes (FICA). The FSA Plan Year is June 1st

through May 31st and you can carryover up to $570 but you MUST re-enroll in the FSA each plan year in order to 

carryover any funds. 

Health and Dependent Care

Our Health and Dependent Care FSA options are administered through TRI-AD.

* FSA maximum and carryover limits are set by the IRS each year.

Your money

Plan Healthcare FSA Dependent Care FSA

Whoôs 

Eligible
For all benefit eligible employees. For all benefit eligible employees

How 

Much?
Contribute up to $2,850* per FSA Plan Year.

Contribute up to $5,000 per year, or $2,500 if married 

and filing separate tax returns.

Whoôs 

Covered

You, your spouse, and dependent children, even if not 

covered on your medical plan.

Dependent children under age 13 or any dependent 

claimed on federal income taxes who is incapable of 

self-care. 

Eligible 

Expenses

Medical, dental or vision copays, coinsurance, 

deductibles, eyeglasses, and many over-the-counter 

medications.

Day care and after-school programs for dependents up 

to age 13 or day care for a tax-claimed dependent of 

any age. Care must be necessary for you and your 

spouse to work or attend school full-time. 

Spend By:
You have until August 31, 2023 to submit claims for expenses incurred (performed) from June 1, 2022 ïMay 31, 

2023. 

For more information on the FSA options available to you, visit the FSA page on The Collective

or the TRI-AD website.

This is a summary of some benefits and their copays and coinsurance. For specific information about your covered health plan benefits, limitations, and 

exclusions, including those not listed in this summary, please see your Evidence of Coverage.


