
Welcome to Fort Bend Co 

Risk Management 
presents 

Your Employee Bene£· s 



What Does Risk Management Do?i 

□ Employee Health Insurance 

□ Section 125 Plan - Flex Plan 

□ Worker's Compensation 

□ Safety Issues 

□ Loss Control 

D Training Courses 

□ Health & Wellness 

□ Employee Health Clinic 



Topics to be Covered 
□ Medical Options 

□ Prescription Coverage 

□ HIPAA - Health Information Portability & Accountability Act 

□ Care Navigation 

o Employee Health and Wellness Center 

o Fitness Classes/ Employee Gyms 

□ Employee Assistance Program 

□ Dental Options 

□ Vision 

□ Dependent Eligibility 

□ Section 125 Plan 

□ Group Life Insurance 

o Long-Term Disability 

o Workers' Compensation 

□ County Vehicles 

□ Training Courses 

□ Retirement 

\ 
\ 



FORT BEND COUNTY EMPLOYEE B 

58 Day Waiting Period: 

All benefits, except EAP, will be effective the first of the month f llowin 
fifty-eight (58) days of continuous active service. EAP is effective f st day 

employment. 

Medical 

Dental 

Vision 

Section 125 Health and Dependent Care Reimbursement 

Employee Assistance Program (EAP) 

Group Term Life / Accidental Death & Dismemberment rd ura 

Long Term Disability 

Optional Life Insurance 
/ 



Verification of New Hire Benefits 
Enrollment Effective Date 

As a full-time employee with Fort Bend County, I am eligible to elect health 

benefits within 30 days from my date of hire. I understand that my benefit (s) 
effective date will be ___________ _ 

If enrolling spouse/dependents in Fort Bend County benefits, the documentation 
required needs to be received by Risk Management within 30 days of employee's 
date of hire, to be eligible for benefits. 

I acknowledge the date stated above is the effective date for all elected benefits 

with Fort Bend County, if I enroll and provide documentation within my 30 days of 
hire. 

Employee's Printed Name Social Security Number 

Employee's Signature Date 

Department Name 

••Note for Rehires: Due to limitation in Lawson Employee Self Service, the 

initial Lawson eligibility Effective Date (Start Date) of benefits may be incorrect, 

due to an existing prior benefit record. This date will be correct subsequent to 

your online enrollment. 



Medical Options 

2023 Fort Bend County PPO Plan and Premiums 

o Plan A- $300.00 Deductible 
Employee: $ 71.43 

Employee & Child(ren): $ 159.55 

Employee & Spouse: 

Employee & Family: 

$ 248.95 

$ 337.07 

o Plan B- $850.00 Deductible 
Employee: $ 30.19 

Employee & Child(ren): $ 72.02 

Employee & Spouse: $ 114.06 

Employee & Family: $ 155.88 

Premiums are deducted upon benefit effective date. 
Deducted from 24 payroll periods. 

\ 



Fort Bend County PPO Overview 

D Self-Funded Plan 

o Administered by Boon-Chapman: www.boonchapman.c 1m 

□ PPO Medical Provider Lookup : www.aetna.com/asa 

o Annual Vision Benefit (Subject to Calendar Year Deductibl ) 

□ Annual Wellness Benefit: $5,000.00 (anything over paid as re 
benefit) 

□ Dependent Children are covered until end of month of 26th Birth 

D Spouse Coverage: If a spouse's employer offers a group Medical 
the spouse must be enrolled in their plan to participate in Fort Ben 
County Medical plan as secondary. (COCC or Ineligibility Letter 

□ Healthcare Bluebook: healthcarebluebook.com/cc/boon~ha 
Manage Your Out-of-Pocket. Search by procedure, d: ctors, 
or hospitals. Go GREEN to save GREEN. 



New Hire 
Spousal Eligibility Verification 

• ••Annual completion of this form is necessary 
for any Spouse covered under a Fort Bend County Medical plan • •• 

Before completing this form, please consider: What is your integrity worth? 

FRAUD NOTICE: ~ information provided on this form is subject to the R>RT •ND COUNlY AIAUO PREVENTION AND 
. . 

DEIECTION POUCY, which prohibits obtaining a beMfit or thine of value from the County by false daims, misn!presenhtion of 

fact, falsification of document:s/reconls, deceptive or false sugutions or suppnssion• of tnith. Prowidinc information on this 
tonn in vio1111ion of the Fraud Palq sulljedS a fNlBDn to inves1iplion, which may result in a denial of 11w County benef°lt plan 

to the participant Mt/It/or emploVff aswd asdlsdplinary aAions up to and indudinctfflftinalion. 

A Fort Bend County •mployee's spouse who is....,.. at any tinM to,- medical cowrap ttirouc,, the spous.'• f!fflPloy« will MN 

to enroll in their .rnploy@r's m.dical plan in ord« to be • licibl• for secandaly c:ow,ap under UN! Fort Bend County Employ .. 

Benefit Plan. 

□ I admowledge having read the FRAUD NOTICE and other information above. 

In ord« to d«.rmm whl!th« your spouse i• .ticjW. to be -H Uftd« the FBC Medal Plan for primary 

(if not elipW. tllroup their employer's plan)« SKOndarya,wnp. .--comple• and submit this form. 

section 1 

Employee's Name: __________ _ 

Department: ____________ _ 

Spouse Employment Options 

• Is your spouse currently employed? Yes/ No 
If No, please skip to Section 4. 
If Yes: 

Circle type of employment: Company/Self 

Employee 101:~ - ---------

Spouse's full name: ________ _ 

If Company employed, proceed to Section 3. 

Section 2 

If Self-ffllployed, does your self~mployed spouse have medical coverage? Yes/ No 

If No, please skip to Section 4. 

If Yes, please proceed to Section 2. 

Spouse Employer Cover-ace Information: FOR SELF EMPLQYED SPOUSES 

Name of your self-ffllployed spouse's insurance covera1e: ____________ _ 

Effective date of your self~mployed spouse's insurance coverage: _________ _ 

Please read pending notice below and then continue to complete Section 4 . 

Continue to other side 



Cost-Per Doctor-Visit - I/ you visit o health care 
provider's office or clinic 

Prima Care- treat an injury or illness 
Specialist Visit 

Other Practitioner office visit 

Preventive Ca re/ Screening immunization 

2023 Medical Plan Details 
FBC Medical Plan A FBC Medica l P lan B 

In-Network Out-of-Network In-Network OUt-o/-Netwark 

$30 50% $30 50% 

20% 50% 20% 50% 

20% 50% 20% 50% 

No Charge Not Covered No Charge No t Covered 

The plan will pay for Immunizations and vaccinations for all covered members If administered at a Prefe rred Provide r, except for the 
purpose of International travel. In addition, these Immunizations will not be subject to the calendar year benefit maximum for annual 
health screening benefit. Immunization charges Incurred at a non-PPO Provider will be processed the same as any other non•PPO 
service. 

Calendar Year Deductible- Pe r Participant 

Calendar Year Deductible -Annua l Family limit 
Annual Medical Co-insurance-Applies t o medica l 
se rvices exce pt for office v isit o r e mergency 
room co ayments a nd p revent ive services 

If not covered by ot her gro u p health insu ra nce, 

Plan 1>ays 100% Co-Insura nce when eligib le 
e xpenses reach: 

Annual Wellness Benefit 

Annual Vision Benefit-Not covere d: Refract ion 
Fee, Glasses, Cont act a nd othe r e xclusion s. 

$300 X 5 =$1500 

20% 

$19,000 

5000 

$700 

$700 X 5 "' $ 3500 

Maxim um Eligib le 
Cha e•• 

$20,000 

None 

$850 X 3 =2550 

20 %' 

$12, 500 

$5000 

$ 1 ,000 

$1000 X 3 =-$3000 

Maximum Eligib le 
Char e • • 

$15,000 
None 

limite d t o one exam per cale nda r year. 20% 50 % 20% 50% 
This benefit will be paid at 80% co-Insurance subject to calendar year deductible and $30 copay If PPO provider performs exam. Out-of· 

Network rovlder, benefits will be a able at 50% co-insurance sub ect to calendar ear deductible. 
Emergency Room 20% 20% 20% 20% 

Emergency Room (Non- Emerge ncy)-Subject t o 

CalendarYear Deductib le 20% 50% 20 % 50% 

Emergen Medical Transportatio n 20% 20% 20% 20% 

Ur entCare 20% 50% 20 % 50 % 

Hospitalization- Inpatie n t -Subje ct t o Ca le ndar 50% Plus $250 Per 50% Plus $5 00 Per 
Year Deductib le 20% Hospital 20% Hospital 

Hospitalization- Outpatient-Subject to Cale ndar 
Year Dedu ct ible 20% 50% 20 % 50% 

Facility Fee (e.g . hospital room)-Prece rtiflcation 
is required 20% 50% 20% 50% 

Ph sician / Surgeon Fee 20% 30% -50% 20 % 30%-50% 

Diagnostic test (x•rays, b lood work) 20% 5 0% 20% 50% 

Imaging (CT/PET scans, MRls) 20% 5 0% 20% 50% 

Surgery- Inpatient 20% 50 % 20% 50% 

Surgery- Outpatien t 20 % 30% 20% 



Express Seri pts Retail Pharm · cies: 

Examples of Nationwide Availability: 

Albertsons * Brookshire Brothers * Costco 
CVS * H.E.B. * Lifecheck * Medicine Shop 

Randall's * Sam's Club * Target * W lg 
Walmart 



Express Scripts OJ Prescription ates 
Mail Co-Pay 

Drug Retail Co-Pay (90 Day Supply) 
(30 Day Supply)** *May also fill 90 day script 

at Walgreens* 

Tier 1 
Generic $12.00 $24.00 

Tier2 
Pref erred Brand $30.00 $60.00 

Tier3 
Non-Preferred Brand $50.00 $100.00 

Tier4 
Specialty $125.00 $250.00 

Please see Express Scripts Information located on the right sid I your blu 
For information at your fingertips, download the Expre~ 1pts app ont 
smartphone! / 



Your rights under H.I.P.A.A. 

(Health Information Portabilit 
Accountability Act of 1996) 

Please sign & complete the Acknowledgement FoVU 
located on the left side of your folder. 



ACKNOWLEDGEMENT 

I acknowledge that I have received the attached Fort Bend County 

Employee Health Plan - NOTICE OF PRIVACY PRACTICES. 

Our intent is to make you aware of the possible uses and disclosures of 
your protected health information and your privacy rights. The delivery 

of your health care services will in no way be conditioned upon your 
signed acknowledgment. 

Please retain the Fort Bend County Health Plan - NOTICE OF PRIVACY 

PRACTICES for your files. 

Please print, sign, and date this acknowledgment below. 

Signature 

Printed Name 

Department 

Date 



Care Navigation Progran1: 
Meliical Tourisn1 

FREE with Your Benefits! 

Might need surgery, imaging, physical therapy? 
Contact your Boon-Chapman Member Advocate at 1-888-660-0467 

Absolutely Free. 
No Co-Pays. No Deductibles. 

No Bills. No Forms. 

A bundled, all inclusive fixed-priced surgery. 

IMPORTANT: 

This benefit is not subject to Coordination of Ben;9tC 

This means only those with primary coverage t fough a 

Fort Bend County medical plan are 1gible. 



Fort Bend County Emplo 
Health and Wellness Clini 

This is an exclusive Medical Facility for Fort Bend County 

Employee Benefit Plan Participants: 

■ Employees 

■ Dependents (age 5 and older) 

■ Retirees 

Eligible participants will receive clinical services where the 

Deductible and Co-Pay are Waived! 

Location: 

Hours of Operation: 

Monday thru Friday 7:00 a.m. -~ .m. 



The goal of this on-site program is to improve access to quality hea th 
and wellness services while promoting preventive and well-patient rogramS: 

Administered by a third-party contractor, Next Level, thereby protecting the 
integrity of patient healtn information. 

Schedule an appointment: Next Level App or call 281-633-7750. 

Walk-in visits are welcome. 

Provided Services: 

Primary Care / Minor Emergency Care / Immunizations / Sports ysic 
Disease Management I X-Rays / Health & Wellness Progra~ Presc · 
Wellness Screenings / Pre-Employment Physicals / Post cident T 



Fitness is FREE at Fort Bend 
Zumba - Free Weights - Yoga - Treadmills -

Pilates - Universal Weights - Core -
Stationary and Spin Bikes - Boot Camp -

Outdoor Equipment - Group Exercise Classes 

All fitness levels welcome, waiver must be · 

FITNESS CENTER 

Travis Building Ros1nb 

Gus George Academy Emil\ Co 

Missouri City Annex Sien a An 

Mirabeau Lamar Homeste 
Park 



FORT BEND COUNlY 
FITNESS CE.NTERS 

lllf4ill:I: 
As a auest, it is my desire to use a Fort Bend County Fitness Center and I 
aaree to abide by the rules durtna my visit. I understand that partidpation 
in wellness activities at a Fort Bend County Fitness Center may involve 
several risks of injury induding, but not limited to death, paralysis, and 
injury to virtually any aspect of my body. I understand and will assume all 
such risks of injury. 

In consideration of the use of a Fort Bend County Fitness Center fadlities 
and equipment, I do hereby waive, release, covenant not to sue, and forever 
discharge Fort Bend County, and its officers, agents, employees, 
representatives, and all others from any and all responsibilities or liability for 
injuries or damages resulting from my participation in any activities or from 
use of equipment at said facility except for direct damages for any such 
injuries or damages caused by an intentional act or gross negligence by any 
of the foregoing. 

I certify that I have read this Agreement and I agree with all the amtents of 
this Agreement. I presently have no physical infirmities or limitations that 
prevent me from exercising safely. 

Print Name: 
LAST NAME FIRST NAME 

Signature: 

Telephone Number: _______ Department: 

County Access card Number: 

Approved by: ____________ Date: ________ _ 

Date card Activated: 

LOCAUONS: 

-........................ . 
, .. C .,C;u....._~ 

By: 

G.G.LE.A. Fitness Center 
Travis Building Fitness Center 
Missouri City Annex Fitness Center 
Rosenberg Annex Fitness Center 
Sienna Annex Fitness Center 
Emily Court Fitness Center 



Biometric / Health Risk Assessme 

Employees can complete a voluntary Biometric Screening wit ealtn 
Risk Assessment by September 30th of each year in order to qu , Iify fot 
a discount on the following plan year's medical premiums. 
That is a $120.00 savings! 

Health Risk Assessment with Biometric Screening may be performed by: 

o A medical provider of your choice (Medical Provider Verification of HRA & Biometric S ,ree 
Form) 

D Fort Bend County Employee Health and Wellness Center 

Steps for a Voluntary Biometric / Health Risk Assessment (HRA): 

1.) Schedule and complete Biometric Screening 

2.) Complete online HRA questionnaire by September 30th 

**Employees with benefits beginning after the September cutoff date h ve 30 days 
benefits become effective to complete the Biometric/HRA or tur in a Med· 
Verification Form. ** 



. . , 

- ➔l .... , . . . ',/ r as::a I 

DEER OAKS 
EAP Services 

Deer Oaks EAP Services 
Etnployee Assistance Progratn 

□ Eight free visits per issue per year 

□ Free Assistance in preparing a will 

□ Free legal advice 

□ Phone: 1-866-EAP-2400 

□ Website: www.deeroaks.com 

□ See website for other services 

Please see the pamphlet located on the right side of yo~ ue folder 

ALL INFORMATION IS CONFIDE~ XL 



Dental Options 
Fort Bend County Dental 

Employee: $ 0.00 

Employee & Child(ren): $ 17.94 

Employee & Spouse: $ 11.16 

Employee & Family: $ 29.10 

Humana Dental (DHMO) 

Employee: 

Employee & Child(ren): 

Employee & Spouse: 

Employee & Family: 

$ . 0.00 

$ 10.66 

$ 10.00 / 

$ 14.9Y 



Fort Bend County Dental 

□ No Provider Directory- Use ANY Licensed Dentist in the United S~a es 

D 1 Year Pre-Existing Clause \ 

□ Two free cleanings every 180 days - office visit, cleaning and bite-wing x-rays 
\ 

□ $100.00 Calendar year Deductible per person/x 3. \ 

□ On-time cleanings are mandatory before any other service will be covered 

$1,500.00 Calendar Year Maximum Per Person. No lifetime maximum 

Orthodontic treatment available to children under 19 years of age only, 
$1,500.00 Lifetime maximum 

Dependent Children are covered up to age of 25 



Humana Dental (DHMO) 

□ Dental Health Maintenance Organization (DHMO) 

□ Select a Primary Dentist at www.humana.com 1 
I 

□ Co-Payments are applicable at either a participating general dentist or\ a 
participating specialty dentist 

□ Diagnostic and Preventative services at no charge 

D Dependent children are are covered up to age of 25 

There are no maximum coverage limitations 

For more information: 
Call 1-800-979-4760 or www.humana.coip 



Humana Vision Care 

VisionCare provides benefits for covered: 

D Eye Health Examinations 

□ Frames/Eyeglass Lenses/Contact Lenses 

In-VisionCare Network: 

□ Find In-Network Providers at www.humana.com 

□ Examination: Once every 12 months 

□ Lenses or Contact Lenses: Once every 12 months 

□ Frames: Once every 24 months 

□ Exam: $10.00 co-payment 

□ Dependent children covered under plan up to the age of 25 

For more information: Call 1-866-995-9316 or www.Huma 

E ~ 
F P 

T O Z 
L P E T 



Spouse and/or Dependent Additi 

□ Mid-Year Status Changes (Special Enrollment/ Late Entrant) 
(when submitted within 30 days from event date): 

□ 

□ 

□ 

□ 

Loss of Coverage 

Special Enrollment - Will be effective the first day of the first calendar mo~th beginn· 
after the date on which the Plan receives the completed enrollment form (M'e\ d cal Onl 

Late Entrant (After-Tax) - Required to satisfy waiting period (58 days) 

Certificate of Creditable Coverage/ Required Documentation 

□ Exceptions (when submitted within 31 days from event date): 

• Marriage 

Coverage effective date as first day of the first calendar month beginning after the completed Master En 

form & required documentation is received. 

• Birth 
* Required Social Security Number and Certified Birth Certificate must be received within 31 da 
of child. Medical Claims will be pended until required documents are received lfy Risk Mgm 

• Adoption 



Spouse and/ or Dependent Delefi 

□ Must notify Risk Management Immediately 

□ Premiums are not reimbursed when notified after date of ineligibili 

□ Documentation may be required 



Required Documentation 
Required document(s) must be received by Risk Management no later than 30 Days from Date 
benefits will be denied. No exceptions can be made. 

0 

0 

0 

0 

SPOUSE: Certified Marriage License or Certified Informal Marriage Certificate, Social Security Number and Spousal , Ii 
form including Certificate of Coverage (if applicable) for proof of enrollment in primary plan. 
Spousal Eligibility Verification Form: if spouse is covered under the Medical Plan & provide verification of enrollment 
for medical coverage from spouse's employer, including effective date. 

NATURAL/ ADOPTED CHILD: Certified Birth Certificate, which shows name of mother and father ( mother or father m st l5e 
Certified, signed and filed, Adoption Decree or Placement for Adoption Order (parent must be the Employee), original Cert ted · 
and new Certified Birth Certificate with the name change, etc., with certified, signed and filed, suppot1ing documents for ch ges 
(signed by a Judge or the Attorney General) or order for support by the Attorney General for the State of Texas, and Social S curi 

STEPCHILD: Certified Birth Certificate which shows name of mother and father, Certified Mardage License showing that ~/ nplo 
married to Stepchild' s parent and Stepchild' s Social Security Number. 

\ 
GRANDCHILD: Certified Bitth Certificate; Socia l Security Number; and proof that the child is a dependent of the Plan Participant fo 
income tax purposes at the time application for coverage of the child is made. 

COURT ORDERED CHILD: Certified Birth Certificate; Social Security Number; and Certified, signed and filed court order iss 
Chapter 154, Family Code, or enforceable by a court in the State of Texas, stating Plan Participant must provide medical support 



What is a Section 125 Plan? 

o Sometimes referred to as a Flexible Savings Account (FSA) or a Fi x Plan. 

o The Plan lets you set aside a certain amount of your paycheck into \an accou 
before paying taxes on your income. \ 

I 

D Under the IRS Code Section 125, employees may make pre-tax contr'butions 
to a FSA. 

o Reimbursement from the Flexible Savings Account for eligible expenses: 
Childcare, Glasses, Contacts, Prescriptions, Deductibles, Co-pay, etc. 

/ 
/ 

Please see the packet on the right side of your blue folder for more deGiled i 

regarding the Section 125 Plan & listed eligible medical exp~pses. 



Section 125 Spending Plan 

Option to Deduct Premiums Before Taxes are Applied 

Reimbursement Plans - Health Care Reimbursement and Dependent Care Reimbursement 

D $1.50 monthly fee per Plan 

D Paper Claim - Participants have the option for Direct Deposit of reimbursement or receive a standard check ( 
Reunbursement card at time of purchase) 

Health Care Flex Account 

o Eligible Medical/Dental/Vision expenses not covered by the plan 

□ Prescriptions, Deductibles, Co-Pays, Surgery, Various Expenses 

□ $2,750.00 a year maximum 

D $550.00 Roll over at the end of the 2023 Plan Year 

□ Prepaid Benefits Card 

o Full monetary amount available in your account on the effective date of coverage 

Dependent Care Flex Account 

o $5,000.00 a year max 

□ Must have a child in day care, after school care, etc. 

D If married, spouse must be employed 

D Money accrues in your account each pay period 

o Terminates while on FMLA yet reinstated once returned to work 



GROUP TERM LIFE INSURANCE 

□ Paid for by Fort Bend County 

D Coverage for Employee Only 

□ Coverage through UNUM Life Insurance 

□ $25,000 All Full-Time Employees 

o $30,000 All Elected Officials & Department Heads 

□ Amount doubles in the event of an accidental death 

□ To view beneficiary, click on Lawson Employee Self-Service, Be 



UNUM Provident - Long-Term Disabilit~ 

□ Employee must be out at least 180 days 

□ Paid for by Fort Bend County 

□ Employee Benefit Only 

□ Pays 60% of base salary 

Please see the Long Term Disability Information located in your b 

/ 



Online Enrollment Processed through Employee 

Yublkey submission form 

Yubikoy submission form 

Employee Self Service 

" a ·.;,...,.., ......... 
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Optional Benefits 

UNUM Life Insurance Company 
Voluntary Term Life/AD&D 

□ Only Optional Life Insurance that is Payroll deductible 

□ You have 30 days from your full-time date of hire to submit application for enroll 
with the UNUM Voluntary Life Insurance 

For further information, please see the Optional Life Insurance Information located in your 



Employer's Notice to New Employe 
Regarding Workers' Compensation 

□ Claims are administered by Cannon Cochran Management Services, I c 

□ If you are injured at work, immediately report your accident to your su 
in order to file a claim and complete the necessary paper-work 

□ The Employer's Notice to New Employees regarding Worker's 
Compensation Form is an acknowledgement that you understand yo r 
common law rights regarding Worker's Compensation 

If you would like more information, contact Texas Worker's Compensation 
Commission 1-800-252-7031 or Fort Bend County Risk Management 

Complete the Employer's Notice to New Employees regardin orker's Co 
located on the left side of your bl - folder 



El\lPLOYER'S NOTICE TO NEW El\lPLOYEES 
REGARDING WORKERS' COl\lPENSATION 

Fort Btad Couty llas 1rorbrs' tompmsatioa ias•rute tonrage tuoap Brit Global 
Sp«iahy, USA. The claims att admiaistfffll by Cauoa Corhru Maugtmtat ~nices, 
lat. If yoa are iajvtd at work, yoa are to DIUMdiatrly 1TpOrt yoar attidmt to yov 
sapenisor in order to lilt a daim. Yoa c:u gtt more wormalion about yoar worbrs' 
tompmsatioa ripts from die oftke of die Taas Departmeat of IDsvuc:e Dhisioa of 
Worbrs' Comptmatioa or tall l-l00-?5?-7031. 

Yoa may tied to retaia yoar tommoa law ript of action if, no later din fin days aftn­
yoa btgia employment or 'lritMa fin da~'l aftn- rttriliq writtt■ aolice from die employer 
tut die employer llas obtaiatd c:onngt, yoa aotify yoar employer ill writiag tut yoa 1lrisla 
to tttaia yoar commoa law ript to rttonr damages for ptnoaal iajvy. If yon t>ltc:t to 
retaia yoar c:ommoa la,r ript of actioa, yoa c:uaot obtaia worbrs' comptllSatioa iacomt 
or medic.ti bta,fits if yo• are iajartd. 

El Coadado de Fort Bmd esta cubierto par asegurmz.a de compeasacioa al trabajador para su 
proclfJCcioa con Uoyds of loodon. El Rclamacioo eres admiaistnr csca Cannon Cocbrm 
Mmagmimt, Inc. Si uste se lesiuido en el trabjo, necessitas a infonme immediatammte tu 
acccidmte a tu supervisor para pore 1m reclamacion. Ustecl pll!de obtf!m£ infarmacioa adicioml 
sobre sus dmdios de MJDPeDSICi,m al trabajoador de cua1quier oficina de la Comisioa de 
compeasacion de Tnbajadores de Teus, opll!dellamar al 1-800-252-7031. 

Ustecl puecle elegir retener SU derecbo comim de accion de ley si, I DO mas de ciDco dias despleS 
de haber N)Q)fflzado SU emplfo O dmtro de ClllCO dias despues de babel- n!cibido aviso par 
escrito por pllte del empleador donde se infonm que el empleador ha obteoido cobertun, 
DOtifique I SU emp}eador par escrito que usted ciesea Rmn SU derecbo COIIIUD de 1ey para colnr 
par danos par um lesion pmoaal. Si usted elige retener SU deRcbo comim de accion de ley, 
usted no pochi obtener ingresos de compemacicia pan tnbajadores o bmdicios medicos si 
usted se ha lesionado. 

I hue read ud udtntaad my common law riglats rei:ardiai: ,rorbrs' comptasatioa as 
stated abon pan11Ut to Worbrs' Comp,asatioa Rm 110.101 (a) (5). 

Ht lrido y mtmdo mis dtrechos de ley comoa respttto a comptasacioa dt Trabajadores 
como se dttlaro uteriomentt <11aforme a compmsacioa de Trabajodores, Rtgla 110.101 
(a) (5). 

&ICNJI5G TRI$ FOBM PQF,$ NPI WAIVE YQUR 0010.ION IAW BIGDl$1 f)JJJfflJJ 
DOE§ If OO>IQJE THAT XQU tW REJAINll'iC YQYR co11110N L;\W NCBJS­
SICNJtiC JBIS fOIW QNLY ACJ!'iQWLEDcES JlL\J XPY HAVE BEEN INF<>pJED Of 
X9J/B IICHT$, 

Print Name: _____________________ _ 

Employtt Signature: _____________ Date: ____ _ 

Department: __________________ _ 

(Jbisbm-beslpedalllllllldialodleltisklllllYpmmO.S,.-~•dletaof yoararildailn.) 
L'\&ilk .... W ___ 'Dll'C_•_,....,__:l016.DOC 



Fort Bend County Vehicle Policy 

■ Acceptable driving record (MVR) 

Employee Information Manual 
Sections 603, 612, and 617 

■ Employees driving any vehicle on County business are required to provide copies of current e 
Driver License, proof of coverage under their personal insurance liability policy, and have 
completed a Defensive Driving course within the last three years 

■ An employee who has three or more moving violation convictions and/or work related at-fault 
accidents resulting from separate incidents in the past three years will not be authorized to drive 
for the County 

■ An employee who is convicted of a driving-related criminal offense will be designated as a Warned. 
Driver for seven years from the date of conviction and may be referred to a Substance Abuse 
Professional through the Employee Assistance Program. 

Complete top section and sign the Authorized 
Driver's Information Form 

located on the left side of your blue folde 



~ FORT BEND COUNTY t~/ ~..-J.._,. EMPLOYEE/VOLUNIEER AUTHORIZED DRIVER INFORMATION 

~ ID Seclilm 612 Vllllide Policy of die Fon Bad C-,. ~ ~ M,mal; 'I1lis !mm is tot. 
CCJIIIPIN ud aD ....,ar1illc doc Mi,_ ~ far all~ CII' <mat ~ ........ wllOM jobs 1111!J 
nqan ....... of a caaly--S ,'lllidt or opBW1im al a ponaa1 ,'lllide far <-r bmiaoss. A Campasiad 
CrimimlRislDIJ {CCII), "-Vellicle Rl!pClt (MVll). ad \'llilladioDaliunbilily islllnby nqDl-.latdlis lilm t,ydle c-,....,.__ 
PLEASEPRINTlBEFOLLOllllNGINFOllMAilON: 

DRIVElt'SNAMB: ___ _,,.,,,,,,..... _____ _, .... ...,,,....-----....,,.=,-.----
(PIKS1) (MIIll)U) (LASI) 

ADDRESS: ___ __,,=="'=""""=--------.=,-.------,,,,.,.,,,,,.....--=,---
('S'llll!TOJ.P. O. IIOlQ (C1Y) (STAn) 

DATJiOFBD!.TH: _______________ _ 

DIUVEJl'SLICENSBNUMBER: ____________ STAIE: ________ _ 

l!XPlltATIONDATB: _______ _ UCl!NSBCLASS: ___ _ 

{Elraalpla:C) 
a>L: 

YES ~--.n ""- ,mi k~ • MN •Jlff-1....,,.Jwc.ai, hllilo, ..upr..w. • 
..,,, lfltl,,r csrr•t-Wiil),,-li&yifatj/li,lliM-~1'illll ,_.,.,,_aJ!fflfllfl~-• 

NO 

I, .... ..... Jlicw, ..-e1,y unify tut far Ille put ._ (3) ,-.. I uw Mt n<__.. Ckee • -.. aeYag 
nalatiam,•flrO.,-st ...... (7)yan.IuwaetlltacaricWefa~nlaWo....i......._ 1-a.r 
clftify tut I cm c-1 te Fen S... C.-y te waia -, C...-,ir .. Oiaillal BisNry (CCII). nrify -, 
mn.s nc.-. (11\!Jl Jlapert). ... Jialility c-., ~ 111J ~,-t willl Fen ... C-ty wifll • 
....... --. • UllloeriDliaL 

DIPlDY!ZIDt SIGN&1Ull 

REQUEST TO BE COMPLETED BY EMPLOYEE'S DEPARTMENT 

__ Alldw:meempoyet/\"U.1111lertodm"t•COYN1XYPPQ,19NIX 

__ Alllllarillo~-IO .m~ a COVHIY VEBla.E D/lhK PEIISO!lAI. VEIIICI.E farC-,, basilles. 

--~wwlflll,NQTBF AJIJBQBIRP11> dawa c-y,"l!llima»'ora pmcmJ ,'lllide fiorCcmy 
bmmoss. 

AJIIIDl.'!IIIIY(SIGN,\Jtlll!Oll!Ll!CTl!DontaAIA)!P.AllM!NTlll!AD) DAD! 

Dl!PA&Dalfl'NI/Mll!I. I Dl!PAJ.Dmfl'HAM!. 

• • • 71llS FO»il AND iE(lUDED DOCVJIEN1'A.'I'ION (i.«- TamDriM"JU.-• /'rr,M/f/ All#Lidiifyttfl? 
JIVSTIIEiE'IViNED TO~MAJUCEJIENT• • • 



Risk Management Employee Tr , 

□ Defensive Driving 

□ Driving Simulator 

□ CPR I First Aid 

□ Fire Extinguisher 

□ Mental Health First Aid 

Enroll through Lawson Employee Self Service 

~ .~.-:.. 
. .. 

Road Safety 

/ 



Insurance With Retirement 

Refer to the Employee Information Manual-Section 5 

To Receive County Paid/Subsidized continued Health and Dental H 
coverage through the Fort Bend County Employee Benefit Pia 
Medicare supplement plan, an eligible employee hired by F Of\t 
County on or after July 1, 2019, must meet all the requirements in Se 
511.01 with minimum of 60 years of age if qualified for retiren\e 
accordance with Section 510, 20 (twenty) consecutive full-time \ y 
immediately preceding retirement and 12 consecutive months imme · at 
preceding retirement in each of the Health or Dental plans they w sh 
continue. 



Insurance With Retirement 

Returning to Fort Bend County as a newly rehired full-time em 

Effective July 1, 2019, a retiree participating in Fort Bend 
continuation of health benefits who is rehired by Fort Bend Coun 
after July 1, 2019 into a full time benefits-eligible position shall fo f 
continuation of benefits. The rehired retiree shall be eligible to eL\Lf 11 
current active full-time employee benefits, subject to any applicable Wa · 
period, and the continuation of benefits will remain effective only u " 
the waiting period. The rehired retiree will be considered a new hires bj 
to the age and years of service requirements for employees hired on o af 
July 1, 2019 as specified in Table 511.02(b). 



Enrollment Over 

□ I. T. Department will e-mail your Network Username and Passwo 

□ New Hire Enrollment is open for 30 days from Date of Hire. 
You can process from work or the Risk Management Office. 

*MAKE A COPY FOR YOUR RECORDS* 
(Enroll/Decline Medical, Dental, VisionCare, Health Care Reimbursement, Day Care Reimb 

□ Complete Beneficiary for Free Group Life Insurance 

Required documentation must be received to Risk Management no later 
30 days from Date of Hire j 
(Example: Certified Marriage License, Spousal Eligibility Verification Form, Certificate of Q6verage -

Certified Birth Certificate(s), Social Security Card(s) 

Risk Management will be happy to make copie~ -our documents 



Don't have time to bring documents into 
Risk Management? 

Save Time, Save Gas, Save Tre 

EMPLOYEE DOCUMENT UPLOAD ONE-CONNECT 

Birth Certificates, Marriage Licenses, Divorce Decrees, etc. 
All can be uploaded to Risk Management via E-Connect 

Employees may scan the document at their workstation or by using 
the scanner in the Risk Management lobby. 

This is ONLY for documents submitted for benefit pu -oses to 
Management 



Are you currently covered under Fort Bend 
insurance? 

If you are currently covered under Medical, Dental or Vi 
coverage through Fort Bend County, through a pa ent 
spouse and will be enrolling in your own Employee Covera 
have them contact Risk Management within 30 days f om 
ill.ate of hire to delete you from their plan. 



CONTACT RISK MANAGEMENT ANYTIME DU 
YEAR! 

Family Status Change (birth/marriage/divorce/death/loss of c 

or 

If you have any questions regarding any PLANS or Benefit 



Follow Us on Social M ,dia 

JOIN OUR 
FACEBOOK 

GROUP! 

The Fort Bend 
County Risk 
Management 

Facebook Group 
is here! 

Topics on Facebook Group: 

a5 Upcoming Events 

a5 Hea lth & Wellness 

o Raffles/Drawings 

a5 Benefit Information 

a5Training Events 

a5Pictures & More 

Risk Management will only allow employees/retirees and thei r d e pen dent s t o 

join the Fort Bend County Risk Management Facebook G ro up. This Facebook ,, 

Group is f or i n formational purposes only. A ll questio n s o r concern s w i l l need to 

be directed t o the FBC Risk Management Department at 281-341-8630. 

Fort Bend County Risk Management Facebook f 
h ttp s://www .facebook.com/groups/73659363009 1857 / 



Risk Management Contact Inf or ____ .. 

Office Hours: 7:30 a.m. - 5:00 p.m. 

Phone: (281) 341-8630 

Fax: (281) 341-3751 

Email: employeebenefits@fbctx.gov 

Located: William B. Travis Building, Suite 22 

Richmond, Texas 

Thank You And Have A Great Day! 


