
New Health Insurance Marketplace Coverage 
Options and Your Health Coverage

PART A: General Information 
:

What is the Health Insurance Marketplace? 

Can I Save Money on my Health Insurance Premiums in the Marketplace? 

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

How Can I Get More Information? 
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PART B: Information About Health Coverage Offered by Your Employer 

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number

7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address



13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the 

employee eligible for coverage?     (mm/dd/yyyy) (Continue)
No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15) No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay  if  he/ she
received the  maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.
a. How much would the employee have to pay in premiums for this plan?  $
b. How often?     Weekly     Every 2 weeks     Twice a month     Monthly     Quarterly Yearly

16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan 
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)

a. How much would the employee have to pay in premiums for this plan?  $
b. How often?     Weekly     Every 2 weeks     Twice a month     Monthly     Quarterly Yearly


	3 Employer name: WINDSTREAM SERVICES LLC
	4 Employer Identification Number EIN: 20-792300
	5 Employer address: 4001 N RODNEY PARHAM RD
	6 Employer phone number: 501-748-7000
	7 City: LITTLE ROCK 
	8 State: AR
	9 ZIP code: 72212
	fill_1_2: 866-553-9409
	12 Email address: WINDSTREAMBENEFITS@WINDSTREAM.COM
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	Text7: An eligible Employee is a person who is classified by the employer on both payroll and personnel records as an Employee who is regularly scheduled to work 30 or more hours per week, but for purposes of this Plan, it does not include the following classifications of workers except as determined by the employer in its sole discretion: 
• Leased Employees. 
• An Independent Contractor as defined in this Plan. 
• A consultant who is paid on other than a regular wage or salary by the employer. 
• A member of the employer's Board of Directors, an owner, partner, or officer, unless engaged in the conduct of the business on a full-time regular basis. 
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	Text11: Your spouse (the lawful husband or wife) who is not legally separated or divorced from You. This includes Your Common-Law Marriage spouse only if common-law status is recognized in Your state of legal residency, and You meet the common-law requirements at the time You enroll the Dependent in coverage. 
 
• Your Children up to age 26 without regard to school status, marital status, financial dependency, residency, or eligibility for their own employer's Plan. 
 
• Your Children age 26 or over who are incapable of self-support because of a disability and were covered under the Plan prior to reaching the limiting age of 26 may be able to continue coverage subject to annual recertification. For additional information, please contact Your Benefits Center. 
 
• Children include the following persons: 
 
Ø A biological Child; 
Ø Any of the following persons in a parent-Child relationship with You, the Employee: 
§ Your step Children; 
§ Your adopted Children; 
§ Your legal ward; or 
§ Children lawfully placed with You for adoption, and 
Ø A grandchild only if Your Child (who is the parent and is an eligible family member) is enrolled in the Plan and Your grandchild lives with You and is dependent on You for support (Your grandchild or the parent of the grandchild must be listed on Your federal tax return as a Dependent); 
Additional Rules: 
Your spouse or Child will not be eligible for coverage if they have Employee coverage under this Plan. 
If both the Employee and spouse are covered as Employees, their eligible Children may be covered by only one parent. 
• A Dependent does not include the following: 
 
Ø A foster Child unless a Legal Ward of the Employee; 
Ø Any other relative or individual unless explicitly covered by this Plan. 
 
Note: An Employee must be covered under this Plan in order for Dependents to qualify for and obtain coverage.
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