
 

 
 
 
 
 
 
 
 

 
If you have any questions about the program, please contact the 
Compensation and Benefits team in the OTE Department at (616) 
685-6060. 
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Medical Plan Contribution Discount Program 
 

In order to increase access to health care and treatment for all 
of our associates, Trinity Health has developed a medical plan 
discount program.  This program makes medical benefits more 
affordable for eligible associates enrolled in a Trinity Health 
medical benefit plan by reducing the associate’s cost towards 
the medical plan. 
 
Who is eligible? 

• Full –or Part-time benefit eligible associates (budgeted 
for 40 or more hours per pay period) who are enrolled in 
a medical option. 

• Associates who meet certain income requirements based 
on household income and size of family. (see Income 
Guidelines chart) 

 
When can I enroll? 

• You must enroll within 30 days of your date of hire, 
status change or during the annual open enrollment 
period. 

 
What is the discount? 

• The discount reduces the premium contribution amount 
(taken through payroll deduction) that an associate pays 
for coverage under a Trinity Health sponsored medical 
plan. The discount applies to all levels of medical 
coverage.  It does not apply to other insurance plans. 

 
How much is the discount? 

• Depending upon household income and family size, you 
may be eligible for 25 or 50 % discount on your medical 
plan contributions. 

 
 

OTE Use Only 
 

Discount: 25%      50% 
 
Budgeted Hours: ________ 
 
Martial Status: _______________________ 
 
Insurance Level:  EE    EE+Child(ren)     EE+Spouse     Family 
 
Insurance Type:  HBS     PCA      
 
Effective Date: ________________________________ 
 
Discounted Amount: $___________________________ 
 
Approved by: __________________________________ 
 
 
 
 



 

 
 
 
How do I apply for the program? 

• Take a copy of your most recent Federal income tax 
return (Form 1040 or 1040EZ) to a Compensation and 
Benefits Administrator in the OTE department. Your form 
will be confidentially reviewed to confirm your eligibility. 

• You must complete the Certification Statement. 
 

Income Guidelines 
 
 

25% Discount 50% Discount Family 
Size* Annual Family Income** 

Must be less than… 
Annual Family Income**

Must be less than… 

1 $20,800.00 $18,200.00 
2 $28,000.00 $24,500.00 
3 $35,200.00 $30,800.00 
4 $42,400.00 $37,100.00 
5 $49,600.00 $43,400.00 
6 $56,800.00 $49,700.00 
7 $64,000.00 $56,000.00 

8*** $71,200.00 $62,300.00 
 

* Based on the number of exemptions (yourself, spouse, 
dependents) reported on your most recent federal tax return 
under “Family Size” 
 
** Based on 2007 IRS guidelines and the income amount 
indicated on Line 22 of your most recent federal income tax 
Form 1040 (refer to line 4 on the form 1040EZ). 
 
*** Use eight even if your family size is greater. 
 

 
 

 
 
Associate Certification Statement: I swear the information 
provided on this form to be true.  I understand that any 
misrepresentation of material fact (or false information) 
provided as part of this certification is subject to the terms and 
conditions outlined in the appropriate OTE Policies and 
Procedures manual and, in this regard, can result in disciplinary 
action up to and including termination.  Any dispute over the 
Medical Plan Contribution Discount Program is subject to final 
ruling by the Plan Administrator.  Saint Mary’s Health Care 
reserves the right to modify or terminate this program at any 
time.  
 
Please complete:  
 
1. Martial Status:   Single  Married Separated 
 
        Divorced            Widowed 
 
2. If married, do you and your spouse file joint or separate 

taxes?     Joint   Separate 
 
3. Does someone else claim you as a dependent on there taxes?  

     Yes   No 
 
4. Number living in household: ____________________________ 
 
5. Total household income (is income of all living in house):  
                  ____________________________ 
 
 
 
 
Associate Signature     Date 
 
 
Associate Printed Name Social Security    

Number 


