
 
 
 

 

City of Shakopee Benefit Enrollment Form 

Employee Name: _______________________ Middle Initial: ______ Last Name: _________________________________ 

Social Security Number: _______________________________ Date of Birth: ___________ Marital Status: _____________ 

Street Address: __________________________ City: ___________________ State: ______ Zip Code: _____________ 

Email Address: ______________________________________ Phone #: ______________________________ 

*Make sure to complete ALL information about dependents (name, ssn, sex, birth date, and relationship). If you need 
additional lines, please attach another sheet. 

Dependent Name Social Security Number Sex Birth Date Relationship Coverages 
             Medical 

        Dental 
        Vision 

             Medical 
        Dental 
        Vision 

             Medical 
        Dental 
        Vision 

             Medical 
        Dental 
        Vision 

             Medical 
        Dental 
        Vision 

 
1. Medical/Health 

Primary Care Clinic (ONLY for Medica Elect): _______________________________________________________ 

Type Plan Coverage 
Check one: 

 
3300/6600 

 
1650/3300 

 
Traditional  

(Only Park Nicollet or Passport) 

Check one: 
            Park Nicollet 
             
            Ridgeview 
             
            Elect 
             
            Passport 

Check one: 
 

Employee 
 

      Employee + 1 
 
              Family 

WAIVE COVERAGE 



 

 
2. Dental                                                            3.  Vision  

Coverage 
Check one: 

Single 
 

                        2-Party 
 

Family 
               
                 WAIVE COVERAGE 

 

 

 

 

 

   4. HSA                                                                        5. FSA 

 

 

 

 

 

 

 

 

 

 

Coverage 
Check one: 

Single 
                        Employee+Spouse 
                        Employee+Child(ren) 

Family 

                 WAIVE COVERAGE 

Coverage 
Check one: 

Single ($4,300 annual limit) 
Family ($8,550 annual limit) 

                   $_________ 
(amount YOU want to contribute per pay period) 

                 WAIVE COVERAGE 

In order to be enrolled in an HSA, you need to 
be enrolled in a City high deductible plan. The 
2025 Federal annual max contributions is 
$4,300 for individual/single and $8,550 for 2-
party or family. Remember, the City of 
Shakopee contributes $800 for single and 
$1,600 for 2-party or family. 



 

6. National Insurance Services-Madison Life (NIS) – Life Insurance 

 

 

 

 

 

 

 

 

 

 

6b. Optional: Supplemental Life and AD&D-Madison Life (NIS) 

Age Employee Rate per $1000 
Up to Age 25 $0.08 

25-29 $0.09 
30-34 $0.11 
35-39 $0.12 
40-44 $0.15 
45-49 $0.23 
50-54 $0.33 
55-59 $0.54 
60-64 $0.71 
65-69 $1.30 

To calculate your premium: 

_________________ / $1,000 = ____________x_____________=$__________________ 

 

7. Optional: PERA Life (NCPERS)-Supplemental Life, please complete the separate form (green 
tab). 

8. Optional: MissionSquare-Deferred Comp, MSRS-Deferred Comp, Nationwide-Deferred Comp, 
AFLAC-Supplemental Insurances, John Hancock via Edward Jones-IRA (see next page). 

Dependent Life Coverage 
 

Do you have a spouse and/or child(ren) up 
to age 25? 

 
yes       no 

 
This is an employer sponsored benefit. 

As a City employee, you receive $25,000 in life insurance, $25,000 in Accidental 
Death and Dismemberment (AD&D) and long-term disability (LTD).  

Your spouse is eligible for $5,000 in coverage, and each dependent child over six 
months old is covered for $2,000. 

If you're interested in additional life insurance coverage through NIS, 
please proceed to the next section. 

 

Coverage Amount Rate (See Chart) Premium 



 

9. Mandatory: Please complete the Healthcare Savings Plan (HCSP) form (blue tab).  

10. Beneficiary Designations 

I designate the following individual(s) as my primary or contingent death beneficiary(ies) for ALL benefits. If you 
would like to specify different beneficiaries, do that on that specific form. If I am married, I must designate my 
spouse as my primary beneficiary UNLESS spouse’s signature is obtained and notarized below.  Shared 

percentages must equal 100 percent for primary and 100 percent for contingent. 

Subscribed and sworn to before me this 

_____________ day of ____________________________, 20 ________ 

 

______________________________________________________________ 
Notary Public 

____________________________________________        _____________ 
            Signature of Spouse                                Date 

11.  I certify below that I have completed this form to the best of my knowledge, and I understand the 
following: 

• My coverage elections on this form cannot be revoked or modified during the year (except for HSA/FSA) 
unless I have a qualifying change in status as defined by the IRS; I may, however, change my coverage 
elections during the next open enrollment period. 

• My pay will be reduced by the amount of any required contributions noted for coverages elected where the 
contributions are pre-tax. 

• I acknowledge receiving a copy of the City of Shakopee Enrollment Guide and reading the descriptions of 
the benefit plans in which I am enrolling.  

 

___________________________________________________________________                         ______________ 

                                                Signature                                                                                     Date 

Primary Beneficiary(ies): 
No. Name Date of Birth Social Security Number Relationship Share % 

1.      
2.      

Contingent Beneficiary(ies): 
1.      
2.      
3.      

*Only if necessary 
– See above. 


