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1 

Patient Protection and Affordable Care Act 
 
Health Insurance Marketplace 
Employee Acknowledgement 
 
 
 
As an employer covered under the Fair Labor Standards Act (FLSA), the State Accounting Office is 
attentive to provision of the Patient Protection and Affordable Care Act (ACA). Included within the 
provisions of this act is the requirement that SAO provide all employees with written notification of the 
existence of the Health Insurance Marketplace and their rights in the Marketplace.  
 
Please sign and return this memorandum to be placed in your personnel file. 
 
My signature below acknowledges that I have been given a copy of the New Health Insurance 
Marketplace Coverage Options and Your Health Coverage notice. 
 

Employee Information 

Full time 

 

Part time    

Employee Name (print Name)  

Employee Signature  Date  

 
 
 
 
 
 
 
 
 
 
 



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

X



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

 X

30 days

X

X
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