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This guide highlights the main features of many of the benefit plans sponsored by Des Moines 

Airport Authority. Full details of these plans are contained in the legal documents governing the 

plans. If there is any discrepancy between the plan documents and the information described 

here, the plan documents will govern. In all cases, the plan documents are the exclusive source 

for determining rights and benefits under the plans. Participation in the plans does not 

constitute an employment contract. Des Moines Airport Authority reserves the right to modify, 

amend or terminate any benefit plan or practice described in this guide. Nothing in this guide 

guarantees that any new plan provisions will continue in effect for any period of time. 
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$500 DEDUCTIBLE PLAN

Out-of-NetworkIn-Network

ANNUAL DEDUCTIBLE (Calendar year)

$500 ($3,000)$500 ($3,000)Individual

$1,000 ($6,000)$1,000 ($6,000)Family

ANNUAL OUT-OF-POCKET MAXIMUM (Calendar year)

$1,000 ($6,600)$1,000 ($6,000)Individual

$2,000 ($13,200)$2,000 ($12,000)Family

COINSURANCE/COPAYS

Deductible, 40% CoinsuranceCovered at 100%Preventive Care

Deductible, 40% Coinsurance
Designated PCP - $20 Copay             

Non-Designated PCP - $35 Copay 
Primary Care Physician

Deductible, 40% Coinsurance$50 CopaySpecialist

Not Covered$15 CopayDoctor On Demand

Deductible, 40% Coinsurance$25 CopayChiropractor and Physical Therapy

Deductible, 40% Coinsurance$35 CopayUrgent Care

$350 Copay$350 CopayEmergency Room

Deductible, 40% CoinsuranceDeductible, 10% Coinsurance
Inpatient/Outpatient Hospital 
Care

PRESCRIPTION DRUGS (Blue Rx Complete Formulary)

N/A

Tier 1 $25 Copay / Tier 2 $50 Copay  
/ Tier 3 $100 Copay

Generic $160 Copay /                        
Preferred $225 Copay /                                  

Non-Preferred $275 Copay

Retail (30-day supply)

Specialty Drugs

N/A3x CopayMail Order (90-day supply)

2025 - 2026
Employee Benefits Highlights
If you are a full-time employee scheduled to work at least 30 hours per 
week, you are eligible to participate in the Medical, Dental, and Vision
Plans. If you do not with to make any changes, your benefits will rollover from 
what you currently have elected. If you would like to make changes, you 
need to submit enrollment forms to Human Resources by June 18. Benefits will 
be effective July1, 2025 through June 30, 2026.

Medical Plan Summary

Annual Authority Medical or FSA Contribution
If you are enrolled in a Medical Flexible Spending Account, the Authority will contribute $480 to it annually. If 
you would rather have that contribution put towards your health insurance premium instead,  please indicate 
on your enrollment form. 

PER PAYCHECK CONTRIBUTIONS
EMPLOYEREMPLOYEEMEDICAL PREMIUMS
$222.19$18.96Employee Only
$534.71$47.39Family
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Des Moines Airport Authority purchases a $3000 PPO deductible plan from Wellmark and buys down the 

deductible and out-of-pocket maximum through Employee Benefit Services. The deductible and out-of-

pocket amounts you are responsible for are listed on the previous page in bold.  If you incur a claim that 

exceeds the amounts you are responsible for, the claim will be processed automatically and the EBS will 

pay the claim directly to your provider. Below is an example of how claims flow through EBS.

You incur a 
claim at the 

hospital

The hospital 
submits your 

claim to 
Wellmark

Wellmark 
sends 

Explanation of 
Benefits (EOB) 

to both you 
and EBS.

EBS re-processes 
the claims 

according to the 
lower deductible 

Partial self-funded 
plan.

EBS will send a final EOB 
to you. If you have met 

your maximum deductible 
and OOPM, EBS will send 
a check to the provider. If 
you have not met it then 

you will be responsible for 
what is on the EOB.

NOTE: You will receive an EOB from both Wellmark and EBS. The EOB from 

Wellmark does not take into account the Partially self-funded plan, so it is best 

practice to wait until you receive the final EOB from EBS to pay your bill. 

PARTIALLY SELF-FUNDED MEDICAL PLAN
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PER PAYCHECK CONTRIBUTIONS

EMPLOYEREMPLOYEEDENTAL PREMIUMS

$30.64$0Employee Only

$51.42$0Family

PER PAYCHECK CONTRIBUTIONS

EMPLOYEREMPLOYEEVISION PREMIUMS

$1.71$0Employee Only

$1.71$1.29EE + Sp

$1.71$1.89EE + Child(ren)

$1.71$2.75Family

DENTAL COVERAGE
Des Moines Airport Authority offers a dental PPO plan through Delta Dental of Iowa. The plan provides you and 
your family with coverage for typical dental expenses, such as cleanings, X-rays, fillings, and orthodontia for
children.

VISION COVERAGE
Des Moines Airport Authority’s vision plan is administered by Avesis. The plan covers services such as eye exams, lenses, 
frames, and contact lenses. And, when you use an Avesis network provider, you will receive a discount on your vision 
care services.

Premier/Non-ParticipatingPPO

DEDUCTIBLE

$25$15Individual

$75$45Family

BENEFITS

$1,250$1,250Individual Annual Maximum

100%100%
Diagnostic & Preventive      
Exams/cleanings, Fluoride, x-rays, sealants

80%90%Regular Restorative Services       Emergency 
Treatment, fillings, surgical services

80%80%
Crowns, Inlays/Onlays, Periodontics (conservative), 
Endodontics

50%50%
Major Services       Dentures, 
Periodontics (complex), Bridges, Implants

50%50%Orthodontics (Adult & Child)

Out-of-Network 
ReimbursementsIn-Network

N/A$25Materials Copay

Up to $45
$50 Wholesale allowance 

up to $150
Frame Allowance (Once every 24 months)

Up to $25

Up to $40

Up to $50

Up to $80

N/A

Covered in full after 
$25 Copay

Spectacle Lenses (Once every 12 months)

Single 

Bifocal

Trifocal

Lenticular

Other Lens Options

Up to $130 
Up to $250

$130 Allowance
Covered in full

Contact Lenses (Once every 12 months)
Elective
Medically Necessary

$150 Allowance
$150 Allowance; Provider 

discount up to 25%Lasik Surgery (One time allowance)
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Additional Benefits

Employee CostPlan SummaryBenefit

No cost to Employee2x Annual Base Pay
Group Term Life Insurance

(Automatically enrolled upon hire)

Employee Paid
Additional Employee, Spouse and Child 

term life options
Supplemental Life Insurance 

(Open for enrollment October 2025)

No Cost to Employee90-Day wait, 66.6% benefit
Long Term Disability

(Automatically enrolled upon hire)

Authority contribution of $480 per 
year to Medical Flex

Employee can contribute up to IRS Limit

Medical Flexible Spending Account and 
Dependent Care Flexible Spending 

Account

Flexible Spending Account 
(Open for enrollment 
October 2025)

Authority contribution of $1,050
Medical Reimbursement Account for post-

employmentPost-Employment Health Plan

Employee contribution: 6.29%

Authority contribution: 9.44%

Iowa Public Employers Retirement System 
(IPERS)

Pension Plan

Employee can contribute up to IRS max.

Employee Contribution only.

401A – 4.5% Airport match OR
457 – 4.5% Airport match OR

457 Roth – 4.5% Airport match

Payroll Roth IRA

Deferred Compensation

$2,400 per year reimbursed after 
qualifying grade of C

Books and tuition reimbursement for a 
degree seeking programTuition Reimbursement

No Cost to Employee
Accrues at 1 day per month.

Unused sick leave payout at RetirementSick Leave

No Cost to Employee11 paid holidays per yearHoliday Leave

No Cost to EmployeeVacation Leave

Vacation HoursYears of Service

120< 5 years

1605-19 years

20020+ years
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Large Employer Group 
Enrollment/Change Form

 (Over, please)

Group Number	 Effective Date	 Department/EE Number
________________________________________	 _________/__________/___________ 	 ________________________________

Name (First, Middle Initial, Last)	 Social Security Number	
________________________________________________________________________________       ________________________________	
Mailing Address 	 City	 State	 Zip	 Status  Single  Married	 Hire Date
___________________________________________________________	  Other (specify) _______________	 ____/____/____

Telephone (_______)_______________    Home   Cell Phone 	 Email Address _________________________________________

Employer Name ____________________________________________	 Employer Location _____________________________________

I have read and understand the Agreement and Certification and/or Waiver of Coverage language on the back of this 
application and acknowledge receipt of a fully completed copy of this application.

_______________________________________________________	 _______/_______/__________
Employee Signature	 Date

ACCEPTANCE/WAIVER OF COVERAGE
 I accept the dental coverage selected above.

 I waive dental coverage for my family members and/or myself.  (Please indicate reason) ____________________________________

Other Dental Coverage – if any person(s) on this application has other dental insurance please complete.

Policyholder  _______________________________________________________________________________________________________  
Name of Other Dental Carrier(s)	 Policy Number 	 Effective Date 	 Contract Type
_________________________________________________    _______________________    _____/_____/_____     Single        Family

X

Employer Choice

TeamService@deltadentalia.com  •  www.deltadentalia.com  •  Fax: 1-888-558-9212  •  Phone: 1-877-983-3582 

2 ELIGIBLE MEMBERS ELECTING COVERAGE

4 AGREEMENT AND CERTIFICATION

1 POLICYHOLDER INFORMATION

 New Applicant	  Change of Coverage	  Name/Address Change

(Completed by Employer)

List self & eligible members to be covered

First Name       MI        Last (if different)
Self 

Spouse 

Eligible Child

Eligible Child

Eligible Child

Social
Security 
Number

Birthdate

___/___/____

___/___/____

___/___/____

___/___/____

___/___/____

Sex

 M

 F

 M

 F

 M

 F

 M

 F

 M

 F

Full-Time
College
Student

Disabled
Status

Other
Dental

Coverage

 Yes   No
School Name:

 Yes   No
School Name:

 Yes   No
School Name:

	 	  Yes
	  No  

	 	  Yes
	  No  

	 	  Yes
	  No  

	 	  Yes
	  No  

	 	  Yes
	  No  

 No 
 Yes

 No 
 Yes

 No 
 Yes

 No 
 Yes

 No 
 Yes

Please check events requiring Contract changes:  
 Marriage    Death    Divorce    Birth/Adoption    Drop Covered Person    COBRA    Terminating Benefits   Part-Time to Full-Time 

 Other (explain) _______________________  Name of Affected Party _________________________  Date of Event _____/_____/_____

3 CHANGE OF COVERAGE
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AGREEMENT AND CERTIFICATION
I certify I am legally authorized to apply for coverage for myself and/or for all other persons named in this application. I understand I am applying 
for coverage sponsored by my employer or Plan Sponsor offered by Delta Dental of Iowa (“Delta Dental”). I authorize my employer, to deduct from 
my pay or collect from me in advance the premium therefore and remit such sums to Delta Dental on my behalf. This authorization is to remain in 
effect until I, or my employer or Plan Sponsor, notifies Delta Dental to the contrary. I understand coverage for the dental policy applied for will not 
start until after this application and the monies for the first month’s premium are deducted from my pay or paid to my employer, and are received 
and accepted by Delta Dental. I further understand that Delta Dental establishes the effective date of the policy. I also understand the amounts are 
subject to change at least annually and my employer or Plan Sponsor will furnish written notice of such changes to me.

I certify that after this application was completed, I carefully and fully read it, that the statements and answers set forth are full, true, and correct, to 
the best of my knowledge and belief, and that no information required to be given, either expressly or by implication, has been knowingly withheld. 
I understand that Delta Dental will rely upon the completeness and truthfulness of the information given and the statements made, and that if I 
have made any false statements or misrepresentations, or have failed to disclose or have concealed any material fact, Delta Dental will be entitled to 
declare the dental and/or vision policy applied for void and refuse allowance of benefits to any person thereunder.

I authorize any health care provider to release medical records to Delta Dental when reasonably related to the dental coverage for which I have 
applied for. If any law or regulation requires additional authorization for release of dental and/or vision records, I will give this authorization.

WAIVER OF COVERAGE
I understand if I decide not to apply for coverage, or if I apply only for myself even though coverage is available for eligible members of my family, 
any subsequent application will be subject to the applicable terms and conditions of the Group Insurance Policy to provide dental benefits, which 
may require additional limitations and waiting periods. I also understand Delta Dental reserves the right to reject such an application.

NONDISCRIMINATION AND ACCESSIBILITY
Delta Dental of Iowa complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, 
disability or sex. To review our full non-discrimination notice, please go to www.deltadentalia.com/nondiscrimination.

2644-A10037  06/2021
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AVĒSIS ADVANTAGE VISION CARE EMPLOYEE ENROLLMENT FORM
Underwritten by Fidelity Security Life Insurance Company® Kansas City, Missouri

A-00713
M-9059/M-9069/M-9086

REV 6/22

TO BE COMPLETED BY THE EMPLOYEE
Employee Last Name Employee First Name MI

Date of Birth Social Security Number Sex

/ / - -

Street Address Apartment No.

City State Zip Code

-

TO BE COMPLETED BY THE EMPLOYER
      New Enrollment       Add 

      Dependents
      Change 
      Address 
      Name

 
      Phone 
      COBRA

      Cancel Coverage 
      Policy Holder 
      Dependent(s)

Reason for Change       Employment Status 
      Qualifying Event: (PLEASE STATE)

Requested Effective Date / / Date of Employment / /

Dependent Name Date of Birth

I would like to cover additional eligible dependents (PLEASE LIST ON A SECOND ENROLLMENT FORM)

Male

Yes

Female

No

PLEASE PRINT LEGIBLY
Policy No. VC-16

Do you wish to cover your eligible dependents?
If yes, complete the following:

I am Waiving Vision Insurance

I authorize deductions from my earnings at the required contributions towards the cost of the coverage.

Signature Date / /

Spouse/Domestic Partner / /

Child / /

Child / /

Child / /

Child / /

Child / /

Child / /

By signing below, I agree to receive all documents and correspondence electronically and that I can access the internet or the 
email address provided. I understand that I may revoke this authorization or request specific paper documents without revoking this 
authorization by contacting the Company {or Administrator} by mail, email, or telephone.
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 
statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any 
fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
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