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Q:  What happens if I don’t enroll during the open enrollment period? 

A:   If you don’t enroll between October 30 and November 8, you will NOT have coverage for 

most benefits in 2018.  If you do not enroll in or actively waive medical coverage you will be 

defaulted into the Core High Deductible Health Plan with associate-only coverage and will only have 

company-paid benefits such as Basic Life insurance (2x base salary) and Disability coverages. You 

must enroll each year in medical, dental, vision, voluntary AD&D, optional life insurance, legal 

insurance, health savings account, health flexible spending and dependent care accounts and the 

vacation purchase plan. 

 

ENROLLMENT 

 
Q: How do I enroll? 

A: First read the benefits materials on benefits.regions.com and make your selections.  When you 

are ready to enroll, read the How to Enroll page You might want to have the Navigate Enrollment Job 

Aid handy.  It might also be helpful to review and print your current (2017) benefit elections prior to 

making your Open Enrollment elections. To do so, check the Benefits icon within MyWorkday and 

select Benefit Elections under “View”. The Enroll Now page provides instructions on how to get to 

Myworkday Home 

 

Click Enroll Now from most any screen in benefits.regions.com for instructions on how to access My 

Workday@Regions.  You will also find an enrollment notification in your Workday inbox. Select it to 

start the enrollment process. 

  

   

http://www.regions.com/benefits.rf
http://www.regions.com/benefits/how_to_enroll.rf
http://www.regions.com/virtualdocuments/Navigate_Benefits_Enrollment.pdf
http://www.regions.com/virtualdocuments/Navigate_Benefits_Enrollment.pdf
https://www.regions.com/benefits/accessing_my_workday_at_regions.rf
http://www.regions.com/benefits/accessing_my_workday_at_regions.rf
http://www.regions.com/benefits.rf
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Q: When can I enroll in benefits? 

A: There are three times you can enroll: within 31 days of your first day as a benefits-eligible 

associate, within 31 days of a qualifying life event for change in status, or during open enrollment.   

 

Q: Do I have to enroll to receive benefits? 

A: Yes, if you are newly eligible you must enroll to participate in Medical*, Dental, Vision, 

Flexible Spending, Optional Life, Voluntary AD&D, Legal Insurance .  For Open Enrollment you must 

re-elect Medical, Dental, Vision, Flexible Spending, Health Savings Account, Voluntary AD&D 

Insurance, Legal Insurance and the Vacation Purchase Plan. The 401(k) deferral elections continue 

unless changed.  There is no enrollment required for company-provided benefits like basic life 

insurance (2x base salary), short-term disability or long-term disability. 

 

*Note: You must enter the system and make a medical election.  If you do not elect or actively waive 

medical coverage in the system you will be automatically enrolled (for yourself only) in the Core High 

Deductible Health Plan.  

 

Q: What if I choose not to enroll in benefits? 

A: You must enter the system to waive coverage. If you are a newly eligible associate and you do 

not enroll within 31 days, you will have the Core High Deductible Health Plan for medical coverage 

with associate-only coverage, company paid basic life insurance and disability coverages.  You will be 

able to elect optional coverage during the following open enrollment period or if you have a qualifying 

life event change.  

 

Q:  What happens if I don’t enroll during the open enrollment period? 

A:   If you don’t enroll between October 30 and November 8, you will NOT have most coverage 

for 2018.  You will automatically be enrolled for self-only coverage on the Core High Deductible 

Health Plan for medical coverage. Otherwise, you will only have company-paid benefits such as life 

insurance (2x base salary) and disability coverage. But for dental, vision, voluntary AD&D, optional 

life insurance, legal insurance, and health savings account, health flexible spending and dependent care 

accounts and vacation purchase, you must enroll each year.  

 

Q:   I don’t have any changes to my coverage - do I still need to enroll during Open 

Enrollment? 

A:   Yes, to have benefits in 2018, you must enroll or actively waive coverage via an enrollment 

notification in your My Workday@Regions inbox. You need to review your elections to ensure that 

you’re getting the coverage you need. The only benefit that will be automatically enrolled will be 

Medical and it will be associate-only coverage on the Core High Deductible Health Plan. 

 

 

Q: I am on my spouse’s plan or parent’s plan – do I still need to enroll as a new hire and 

during Open Enrollment? 

A: Yes, if you do not enter the system and actively waive coverage for medical, you will be 

automatically enrolled in the Core High Deductible Health Plan for associate-only coverage, whether 

you need it or not. You also need to designate a beneficiary for your basic life insurance.  It is 

important to review all the benefits available to you at Regions and compare other available coverage 

each year to make sure you have the best possible coverage for yourself and your family. 

 

Q: I am retiring on Jan 5th, do I need to enroll during open enrollment? 
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A: Yes, in order to have benefits in 2018 (even for 5 days) you must enroll during open 

enrollment. 

 

Q: I am a new hire and just enrolled in my benefits.  Do I need to enroll again? 

A: Yes, the benefits you just enrolled are for the current plan year, so in order to have benefits for 

next year, you must enroll during open enrollment. (The exception to this is anyone who is hired on 

December 2nd or after because their benefits are effective on January 1.) 

 

Q: If I enroll in coverage now, will I be able to cancel it during the middle of the year? 

A: Yes, but only if you have a qualifying life event change during the year and you notify the 

Benefits Department within 31 days of the change. 

 

Q:   Do I need to enroll if I am not eligible for benefits (part-time with less than 30 hours)? 

A:   No. Open enrollment is only for benefits-eligible associates working at least 30 hours per week.  

 

Q:   Can I really enroll from home? 

A:   Absolutely!  You can easily enroll online from your home computer or at work. If you don’t 

have access to a computer at work or home, ask your supervisor to provide temporary access to an on-

site computer. Go to http://benefits.regions.com, after reviewing the Enrollment Guide, select the 

Enroll Now button for instructions on accessing My Workday@Regions from home or work. 
 

Q:   Can we enroll by phone? 

A:   Call volumes are expected to be higher than usual during open enrollment.  We ask that you 

read the enrollment materials thoroughly, select your options and use the Navigate Enrollment Job Aid 

for assistance with enrolling.  If you still have questions or need assistance, call the Regions Benefits 

Assistance Center at 1-877-562-8383, option 1. 

 

ELIGIBILITY 
 

Q: Am I eligible for benefits? 

A: You are benefits eligible if you are scheduled to work at least 30 hours a week or if you 

average 30 hours worked per week during your first 12 months of employment. After 12 months of 

employment, the measurement period is November 1 – October 31. 

 

Q:  When am I eligible for benefits? 
A: For most benefits, if your first day in a benefits eligible position is the first day of the month, 

you are eligible for benefits beginning that day.  From the second day of the month on, your benefits 

will start on the first day of the following month. For Short and Long Term Disability, you are eligible 

after ninety days of employment.   

 

Q: I was a part-time associate and now I am a full-time associate.  When am I eligible for 

benefits? 

A: If your first day in a benefits eligible position is the first day of the month, you are eligible for 

benefits beginning that day.  From the second day of the month on, your benefits will start on the first 

day of the following month. 

 

Q:   Who is eligible to be covered under my benefits? 

http://benefits.regions.com/
http://www.regions.com/virtualdocuments/Navigate_Benefits_Enrollment.pdf
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A:   If you participate, the following dependents are eligible for benefits under our plans.  Children 

in any of these categories must be under age 26 for the Medical, Dental, Optional Life, Legal and 

Vision Plans and be under age 26; unmarried and a full-time student for AD&D. All new and newly 

benefits-eligible associates will be required to provide proof of eligibility for all dependents.  All  

associates may be audited and asked to provide proof of eligibility. 

 

 Your current legal spouse  

 Your Natural child 

 Your Legally adopted child or child placed with you for adoption 

 Your Foster child 

 Your Stepchild  

 Child for whom you are the court-appointed legal guardian (must be signed by judge) 

 Your incapacitated child who is unable to support himself or herself and who depends on you 

for support; the incapacity must have occurred before age 26. 

 

Q:   Are domestic partners covered? 

A:  Please note:  As of 1/1/2018 domestic partners are no longer eligible. Coverage is available 

for married couples of the same and opposite sex. 

 

Q:  What is the Dependent Audit process? 

A:  The Corporate Benefits department will conduct random Dependent Eligibility Audits to verify 

that only eligible individuals are being covered by our benefits plans. This will help maintain the 

lowest premium costs possible for associates.  If you are randomly selected to be audited, you must 

provide legal documentation demonstrating that your dependents are eligible.  If a dependent is found 

to be ineligible or the proper documents are not submitted, coverage for that dependent will be 

cancelled retroactive to their enrollment or eligibility date and you will be responsible for all claims 

paid. No payroll deductions will be refunded. Other action may be taken up to and including 

termination. 

• Examples of legal documentation include birth certificates, student transcripts, marriage 

certificates, court orders, etc.  

• It is the associates’ responsibility to remove any ineligible dependents from the Regions 

benefits plan during Open Enrollment or as soon as they become ineligible. 

 

More information can be found on benefits.regions.com>Dependent Eligibility. 

 

Q: My son got married in July of this year, can I remove him from my insurance during 

open enrollment? 

A: Open Enrollment provides associates the opportunity to add or remove eligible dependents as 

needed. Once removed, a dependent may only be added back if they experience a qualifying event, 

such as a loss of other coverage, or at Open Enrollment the next year.  

 

Q: My child will turn 26 during 2018?  Do I need to go ahead and take them off my 

insurance during open enrollment? 

A: No, your child can be covered through the end of his/her birthday month. You will need to 

enroll them during open enrollment if you wish to cover them until then. 
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GENERAL QUESTIONS 

 
Q: What are the changes for 2018? 

A:  There are several changes for 2018.See the Benefits Enrollment Guide – available on 

benefits.regions.com for “Changes to Your 2018 Benefits.”   

 

 

Q: What is a qualifying life event change? 

A: A qualifying event change is a life event that allows you to reconsider your benefit elections.  

Eligible events include: birth or adoption of a child, marriage, divorce, death, a significant change in a 

spouse’s benefits (such as your spouse earning or losing benefits), loss of coverage, or a court order 

requiring you to provide insurance coverage for a dependent child.  For each of these events, 

documentation is required and the requested benefits change must be consistent with the event. Also, 

an event is qualified only if you let us know within 31 days of the event.   

 

See benefits.regions.com>Changes Due to Life Events for more information. 

 

 

Q: When will my payroll deductions start? 

A: Your payroll deductions will start with the first paycheck that you receive after your benefits 

begin.  For example, if your medical coverage begins January 1st, your first deduction will be on 

January 12th. 

 

Q: I’m leaving the company.  When does my coverage end? 

A: Your coverage ends on your last day of employment with Regions. Retiring associates who 

transfer to Medicare will have coverage through the end of the month.  

 

Q:   Can I elect coverage from my spouse’s employer also, to have “double coverage”? 

A:   You can enroll, but enrolling in both the Regions plan and another plan may cost you money 

without providing any greater benefit. Coordination of Benefits is designed to avoid duplication of 

benefits when a person is covered by two or more plans.  As the associate, the Regions plan would pay 

your claims first or primary. Your spouse’s plan will then pay secondary, if at all.  There are special 

rules for determining coordination of benefits for dependent children.  We encourage you to study the 

Coordination of Benefits sections of each Plan’s Summary Plan Description before paying for two 

plans. 

 

Q: I am planning to enroll my spouse during open enrollment in medical coverage. What if 

something happens mid-year and I cannot afford to continue it?  Can I cancel it at that point? 

A:  There are a few reasons that the IRS permits you to cancel coverage mid year, but affordability 

is not one of the reasons. The list of reasons can be found here: 

https://www.regions.com/virtualDocuments/Change_in_Status_Documentation_Requirements.pdf

  

 

 

 

 

http://www.regions.com/benefits.rf
http://www.regions.com/benefits/important_news.rf
https://www.regions.com/virtualDocuments/Change_in_Status_Documentation_Requirements.pdf
https://www.regions.com/virtualDocuments/Change_in_Status_Documentation_Requirements.pdf
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MEDICAL 

 
Q:   Am I restricted to using in-network doctors or providers? 

A:   You’ll find it costs significantly less when you use in-network providers. However, most care 

(other than preventive care and prescription drugs) under the plans do allow in-network and out-of-

network benefits. Fortunately, BCBS offers an extensive network of providers through partnerships 

with BCBS organizations throughout the country. 

 

  

Q:   How can the annual deductible for family coverage be met? 

A:   The family deductible is a true aggregate deductible.  This means that any combination of 

deductible taken for all the family members that equals the aggregate deductible amount satisfies the 

family deductible.  For example, on the Advantage Plan the family aggregate deductible is $3000.  If 

you have a family with five members and each has met $600 in deductible, then the deductible for each 

member of the family is considered to be met (5 x $600 = $3000).  Even though no one family member 

met the individual $1000 deductible, it is still satisfied by meeting the family aggregate.   

 

Q: Do I have to enroll in Medical to have Dental coverage? 

A: No, the Medical and Dental enrollments are independent of one another. You can have either 

one or both. 

 

Q: What are the differences between Core and Advantage? 

A: The simplest way to explain the differences are as follows: The Core High Deductible Health 

Plan has the lowest per pay period deduction with higher-out-of pocket expenses if you need care.  The 

Advantage plan has the highest per pay period deduction and lower out-of-pocket expenses if you need 

care. Many preventive services are covered at 100% with no deductible on both plans, Also, both plans 

have out-of-pocket maximums which limit the amount of money you will have to pay, and once you 

reach the out-of-pocket maximum the both plans pay 100% of eligible charges.  Information about 

additional differences can be found in the SPD for each plan, which are available on 

benefits.regions.com on the Summary Plan Description page.   

 

Q: Are there pre-existing condition limits in the medical plan? 

A: No.  The plans do not have pre-existing condition limits. 

 

Q: Will I receive new BCBS insurance cards? 

A: If you are a new hire, you will receive a medical and/or dental card approximately 2 weeks 

after you make your election.  Cards will not be re-issued for the 2018 Open Enrollment. If you change 

Plans from Advantage to Core or vice versa  or are new to Regions coverage, you will receive new 

cards.  Please destroy your old cards and replace them with the new one(s) you receive.  

 

Q: I lost my ID card.  Can I get a new one? Can I get additional cards? 

A: Yes.  Call BCBS at 1-888-850-3276 for a replacement or an additional medical card and/or 

dental card.  Cards may also be ordered at https://www.bcbsal.org/web/index.html. 

 

Q: Do I have to get a referral to see a specialist if I am in a Blue Cross Blue Shield plan? 

A: No.  You can see a specialist without a referral. However, we encourage you to establish a 

relationship with a primary care doctor who will coordinate your care.  This will ensure that you 

https://www.bcbsal.org/web/index.html
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receive the best care possible with safety and efficacy being the main goal.  You do need pre-

certification for a non-emergency hospital stay.  Call BCBS at 1-800-248-2342, before admission. If 

you are admitted from the emergency room, call as soon as possible after admission. Pre-certification 

is also required for MRIs and some other services, see the Summary of Benefits or Summary Plan 

Description for more information. 

 

 

Q: Do I have to get Precertification for any services on the Regions Medical plan? 

A: Yes, there are certain services that require Precertification. Precertification simply means that 

you and/or your doctor must obtain prior approval from Blue Cross Blue Shield before receiving the 

service. All hospital admissions and some outpatient procedures, Advanced Imaging (MRIs, CTs, 

PETs, MRAs), Home Health and Hospice services must be pre-certified. The telephone numbers will 

be listed on the back of your ID card.  Or contact the main BCBS customer service number at 1-888-

850-3276.  

 

Q: Why do I have to pay more for coverage as a tobacco user? 

A: Tobacco use is the single largest preventable cause of disease and premature death in the U.S., 

and since tobacco use causes damage to the entire body, numerous medical conditions and increased 

medical claims can be directly associated with its use. Higher premiums based on tobacco use will help 

cover the higher claims costs and encourage tobacco users to commit to quit in 2018. If you are ready 

to quit, Regions wants to help you. Smoking cessation resources can be found at Wellness@Regions 

on HR>Connect. The surcharge of $15 per pay period per family is far less than most employers 

charge for tobacco usage and less than the costs incurred by the Plan covering smoking related 

illnesses. 

 

Q: What is this new drug list that we are required to use?  Is my drug going to be denied? 

A: The SourceRX 1.0 is a list of non-covered drug for a limited number of medical conditions. 

The list offers alternative medications that you can discuss with your doctor prior to January 1. Having 

a list for higher cost medications helps Regions be able to continue offering comprehensive drug 

coverage. You can learn more on the Prescription Drug Page. 

 

Q: Are generic prescriptions required? 

A: Generic equivalents are required, when available, on both the Advantage and Core High 

Deductible Health Plans at retail and when using mail order services.  If you purchase a brand name 

drug which has a generic equivalent, you will pay the full cost of the brand name drug.  Be sure to tell 

your physician during your office visit that your plan now requires generic equivalents.  The physician 

must indicate on the prescription that generics are permissible.  If not, the pharmacy will only be able 

to fill the order with a brand name drug, which will result in you paying the full cost for the 

medication. 

 

Q: Am I required to use the mail order service? 

A: No, there is not a requirement to use the mail order service.  However, you could save hundreds 

of dollars per year by doing so. Medications that you take on a long-term basis can be purchased 

through the mail order program. You will receive up to a 90-day supply for two co-pays instead of the 

usual three co-pays at the retail store.  

 

Q: How do members order prescriptions through PrimeMail? 

https://www.regions.com/virtualDocuments/Summary_of_Benefits_2018.pdf
https://www.regions.com/benefits/summary_plan_descriptions.rf
https://www.regions.com/benefits/summary_plan_descriptions.rf
https://www.regions.com/virtualDocuments/SourceRX_1.0_Drug_List.pdf
http://regionsstaging/benefits/prescription_drug_coverage.rf
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A: Members ordering prescriptions for the first time through PrimeMail may use several ways to submit 

their orders. Members can: 

 Call Member Services at 877.357.7463 to get prescriptions filled using PrimeMail 

 Visit MyPrimeMail.com and request new prescriptions; the highly trained pharmacy staff will take care 

of the rest 

 Fill out an order form and send it to PrimeMail via U.S. Mail with prescription(s); order forms can be 

found at MyPrimeMail.com  

 Have a prescriber submit an order for a prescription electronically (ePrescribing) 

 

Once a member has filled an initial order with PrimeMail, the member may request refills by: 

 Visiting MyPrimeMail.com 

 Calling 877.357.7463 for the automated refill system or for Member Services assistance 

 

Q: What services are provided by Teladoc? 

A: Teladoc is a telemedicine service where you can consult with a board-certified physician by telephone 

or video for certain non-emergency medical conditions. (Video available in most Regions locations.)  See the 

Teladoc page on benefits.regions.com for detailed information and how to enroll.  

 

Q: I will be Medicare eligible December of 2018. How will that affect enrollment next year?  

A: Medicare eligibility will only affect enrollment if you choose for it to. You will remain eligible 

for Regions medical even after you are eligible for Medicare. Medicare Part A is free, and while it 

might not provide much of a benefit while you are covered by Regions plans, there is no harm in 

signing up. Part B is not free and usually will not provide enough of a benefit to make being double 

covered worthwhile. Whether you choose to be covered by Regions or by Medicare is up to you. 

 

 

DENTAL 
Q: Are there pre-existing condition limits in the dental plan? 

A: Yes.  The plan will not pay for orthodontia claims if treatment starts before the associate or 

child has been covered by the dental plan for 12 months.  Also, major work such as crowns, root 

canals, bridgework and dentures are covered only after 12 months of continuous participation in the 

dental plan.  Finally, the plan will not pay for bridgework or dentures to replace teeth pulled or lost 

prior to participation in the plan. 

 

 

Q:   Are braces included in our dental coverage? 

A:   After 12 months in the plan, orthodontics are covered at 50%, with a $1750 lifetime maximum, 

for you and eligible family members.  

 

VISION 

 
Q: Is there a vision plan ID card? 

A: No.  Your in-network eye care professional will coordinate all benefits and file all claims.  

When you make your appointment, let them know you are on the Regions’ VSP plan; you may have to 

give your Social Security #.  Although not required, you may print a paper card once you establish an 

account at www.vsp.com. 

https://www.regions.com/benefits/teladoc.rf
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Q:   Are contact lenses included in our vision plan? 

A:   Yes, contact lens can be selected in place of lenses and frames. There is no co-pay for up to six 

boxes of select contact lenses each year.  (the number varies by brand) See www.vsp.com for more 

information. 

 

Q: What is the difference between a Network Provider and a Participating Retail Chain? 

A: You will receive the most cost savings and convenience when using a VSP Network Provider. 

Participating Retail Chains offer some discounts to VSP members and file claims on the member’s 

behalf, but the VSP Network Provider offers a wider range of services and discounts. 

 

FLEXIBLE SPENDING ACCOUNTS (FSA) 

 
Q: How do flexible spending accounts work? 

A: First, note that there are two types of accounts—a health flexible spending account (Health 

FSA) and a dependent day care account (DCA).  Both offer an easy way to reduce your costs for health 

and dependent care. Here’s how they work - estimate about how much your health or dependent care 

may require. You can contribute from $600 to $2600 annually for the Health FSA and $600 to $5000 

annually for the DCA. Note: If you are married, you and your spouse can each contribute $2600 to a 

Health FSA for a total of $5,100 (your spouse’s maximum contribution may vary).  The total amount 

allowed for the DCA is $5000 combined for both spouses. A prorated amount is deducted from each 

paycheck in pre-tax dollars over the course of the year, effectively reducing your taxable income. 

Then, as you pay eligible expenses, you request reimbursement. Contributions are deducted from your 

pay before taxes are calculated, so your taxable income is reduced. When you submit eligible 

expenses, you are “reimbursed” from your account with tax-free dollars.  

 

Q:  Can I participate in the Healthcare FSA if I am on the Core High Deductible Health 

Plan? 

A:  No. Core participants are only eligible to participate in the Health Savings Account. Core 

participants may participate in the Dependent Care Reimbursement Account. 

 

Q:  Can I participate in the FSA if I do not participate in a Regions medical plan? 

A:  Yes. Associates who have medical coverage elsewhere can participate in the FSA. 

 

Q:  Do flexible spending accounts offer tax advantages? 

A:  Yes. Because contributions are deducted from your pay before taxes are calculated, your 

taxable income is reduced. And, reimbursements from your account are made to you tax-free. 

However, the IRS has strengthened documentation requirements. Make sure you review the 

instructions provided in your plan summary documentation. 

 

Q: What are the reimbursement options with the Health FSA? 

A: The Health FSA features an optional debit card that can be used to pay for eligible medical 

expenses. You can also request reimbursement manually or pay providers directly on the HealthEquity 

website. With all options it is important to remember that the IRS requires documentation of each 

expense. 

 

Q: How long do I have to use my election to the Health FSA? 

http://www.vsp.com/
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A: You can receive the full amount of your annual election at the time expenses are incurred, 

regardless of your current contribution balance. However, you should carefully estimate how much 

you want to contribute because if you contribute more than you have in eligible expenses for the year, 

the excess is forfeited.  Although there is a significant tax advantage, there is a risk of loss. The plan 

provides a “grace period” for eligible medical expenses.  Any balance remaining in your Health FSA 

on December 31, 2017 will roll over into 2018.  You will have until March 15, 2018 to use those 

funds. 

 

Q: Will I get a new Flex Card for 2018? 

A: No HealthEquity will not re-issue cards. If you need a new card or a card for a dependent you 

can order them on the HealthEquity website. 

 

Q: What medical expenses are eligible for reimbursement? 

A: The Health FSA is used for the medical expenses incurred by you and your dependents.  You 

can find a list of expenses under Qualified Medical Expenses on the HealthEquity website. 

 

Q: Can I use my FSA to purchase over the counter (OTC) medications? 

A: Yes, but only if you have a prescription to purchase your OTC medications.  See the Qualified 

Medical Expense section on the HealthEquity website for an extensive list of what is or not covered 

and also items that could potentially be covered. 

 

Q:   Can I be reimbursed for my child’s or other dependent’s daycare? 

A:   You may use the Dependent Care Reimbursement Account for dependent children’s daycare 

expenses that you incur while you and your spouse work or attend school full time.  The day care 

provider must provide their Tax ID number for filing purposes.  The Dependent Day Care Account 

allows reimbursement for full-time care for your dependent children ages birth through four-year-old 

kindergarten and after school care up to age 13.  You can also use this account for adult day care for 

adults who are your tax dependents. 

  

HEALTH SAVINGS ACCOUNT (HSA) 

 
Q: Can I enroll in the HSA if I have the Advantage Plan? 

A: No, the Advantage Plan is not an HSA-qualified Plan as required by the IRS. You can enroll in 

the HSA if you enroll in the Core High Deductible Plan. You can enroll in the Health FSA if you are 

on the Advantage Plan. 

 

Q: How can I learn more about HSAs? 

A: The HSA page on benefits.regions.com has links to many helpful tools including a link to the 

HealthEquity Education Portal. 

 

Q: Can I really use my HSA funds in retirement? 

A: Yes, your funds roll over from year-to-year, even into retirement. It’s always yours to spend on 

eligible healthcare expenses, save and invest for future use. At age 65, you can start using your HSA 

dollar for any purpose, not just healthcare expenses. And your healthcare withdrawals remain tax-free. 

https://learn.healthequity.com/regions/fsa/
http://learn.healthequity.com/regions/qme
http://learn.healthequity.com/regions/qme
https://www.regions.com/benefits/health_savings_account.rf
https://learn.healthequity.com/regions/hsa/
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OPTIONAL LIFE INSURANCE 

 
Q: How much life insurance can I sign up for? 

A: Benefits eligible associates automatically receive company-paid basic life insurance equal to 2x 

your benefits eligible compensation (BEC) at no cost.  You can elect optional life insurance for an 

additional 1x to 5x your benefits eligible compensation during your first 31 days of employment.   

 

Amounts over 3x BEC, or amounts elected after your initial enrollment are subject to Evidence of 

Insurability (EOI) requirements.  You will receive an email with instructions for completing the form 

online. 

 

 

Q: Can I enroll in dependent life without participating in any other optional life insurance 

programs? 

A: Yes, you will have the option to elect coverage for your spouse and children.  Your spouse may 

have coverage between $25,000 and $200,000.  The cost of your spouse’s coverage is based on your 

spouse’s age, the amount of coverage and whether or not your spouse uses tobacco or e-cigarettes.  

Your spouse must also complete an EOI for amounts above $25,000 for coverage to be effective.   

 

The amount of coverage available for each of your children is $12,500. 

To be eligible for Optional Life Insurance, your spouse or eligible dependent children cannot be 

hospitalized or receiving home treatment for a life-threatening illness when you enroll.   

 

 

Q:  Can I complete the enrollment process without designating a beneficiary? 

A:   No, you must designate a beneficiary before completing your enrollment.  This is for the 

financial security for yourself and your family.  You can elect different beneficiaries for each type of 

coverage (Basic, Optional or Accidental Death and Disability).  If you want the same beneficiaries for 

each type of coverage, you can enter the beneficiaries under Basic and all types will be distributed in 

the same manner.  Each year, Corporate Benefits has several situations where associates have not 

designated beneficiaries prior to their death.  This causes unnecessary added grief and frustration for 

their families.  Therefore, we are now requiring all associates to designate a beneficiary in the system 

during enrollment. We encourage you to designate primary and secondary beneficiaries. 

 

Q: Please explain the Guaranteed Issue Enrollment for 2018? 
A: Associates who have never been denied coverage from Unum have the opportunity to increase 

their optional life insurance by one level up to 3 times benefits eligible compensation (BEC) during 

open enrollment with no health questions or health exam (Evidence of Insurability or EOI). You can 

find a definition of BEC on the Glossary page.  For example:  If you currently have 2 x BEC coverage, 

you can increase your coverage to 3 x BEC with no EOI. 

 

Q: I already have 3 x BEC coverage, can I increase my coverage for 2018? 

A: During open enrollment, those who have 3x, 4x or 5x BEC can apply for additional coverage. 

However, you will be required to answer health questions and possible to have a health exam. You will 

enroll for the level you wish to have and then Unum with send the health questions to you after open 

enrollment.  You will only be charged for the level Unum approves. 

 

 

https://www.regions.com/benefits/glossary.rf
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VACATION PURCHASE PLAN 

 

Q: Will I be able to purchase extra vacation this year? 

A: Yes, the Vacation Purchase Plan will be available during Open Enrollment.  You will need to 

make your selection in the system for 2018.  For more information about the Vacation Purchase Plan 

please see the Vacation Policy and the Q&A document for more information. 

 

https://www.regions.com/virtualdocuments/Vacation_Policy.pdf
https://www.regions.com/virtualdocuments/Vacation_Purchase_FAQs.pdf

