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As a valued employee of Manhattan Beach Unified School District,
your health and quality of life are important to us. We offer benefits
designed to help you improve your health and handle those
challenges that life sometimes presents. This brochure provides a
summary of your benefit options offered by Manhattan Beach Unified
School District. If you would like more information about any of the
benefits described here, please contact the Benefits Department.

ENROLLMENT INFORMATION
Who may enroll

All employees and their eligible dependents may participate in
the Manhattan Beach Unified School District benefit programs.
Your eligible dependents include:
• Legally married spouse
• Registered domestic partners
• Children under age 26 regardless of student or marital status
When you can enroll

Eligible employees may enroll at the following times:
• As a new hire, you may participate in the district’s benefits
program on the first day of the month following the
completion of 15 days of employment
• During annual open enrollment
• Within 31 days of a qualified change in family status as
defined by the IRS (see changes to enrollment)

Paying for your coverage
You and the District share in the cost of the Medical, Dental
and Vision benefits you elect. Your Medical, Dental and Vision
contributions are deducted before taxes are withheld which
saves you tax dollars. Paying for benefits before tax means
that your share of the costs is deducted before taxes are
determined, resulting in more take-home pay for you. As a
result, the IRS requires that your elections remain in effect for
the entire year. You cannot drop or change coverage unless you
experience a status change/qualifying event.

HELP-LINE:
(800) 400-2810
The toll-free customer
service help-line can
provide assistance with
insurance related issues
when you are unable to
resolve them directly
with the insurance
carriers. Simply call
the help-line at
(800) 400-2810.
For more complicated
questions or claims
issues, the Olney &
McClain claims specialist
works as your insurance
advocate, researching
and resolving problems
quickly and effectively. If
further action is required,
the Olney & McClain
specialist will provide
regular updates until the
issues are resolved!
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ENROLLMENT INFORMATION
Changes to Enrollment
Our benefit plans are effective October 1st through the end of September of each year. There is an annual
open enrollment period each year, during which you can make new benefit elections for the following October
1st effective date. Once you make your benefit elections, you cannot change them during the year unless you
experience a qualified event as defined by the IRS. Examples include, but are not limited to the following
• Marriage, divorce, legal separation or
• Loss of coverage from another health plan
annulment
•C
 hange in your residence or workplace (if
• Birth or adoption of a child
your benefit options change)
• A qualified medical child support order
•L
 oss of coverage through Medicaid or
Children’s
Health Insurance Program (CHIP)
• Death of a spouse or child
•B
 ecoming eligible for a state’s premium
• A change in your dependent’s eligibility
assistance
program under Medicaid or CHIP
status

Note: Coverage for a new spouse or newborn child is not automatic. If you experience a
change in family status, you have 31 days to update your coverage. Please contact the Benefits
Department immediately to complete the appropriate elections. If you do not update your
coverage within 31 days from the family status change, you must wait until the next annual open
enrollment period to update your coverage.

ANNUAL NOTICES
ERISA and various other state and federal laws require that employers provide disclosure and
annual notices to their plan participants. The following is a brief summary of the annual notices:
• Medicare Part D Notice of Creditable Coverage: Plans
are required to provide each covered participant and
dependent a Certificate of Creditable Coverage to
qualify for enrollment in Medicare Part D prescription
drug coverage when qualified without a penalty.
This notice also provides a written procedure for
individuals to request and receive Certificates of
Creditable Coverage.
• HIPAA Notice of Privacy Practices: This notice
is intended to inform employees of the privacy
practices followed by Manhattan Beach Unified
School District group health plan. It also explains
the federal privacy rights afforded to you and
the members of your family as plan participants
covered under a group plan.
• Women’s Health and Cancer Rights Act
(WHCRA): The Women’s Health and Cancer
Rights Act (WHCRA) contains important
protections for breast cancer patients who
choose breast reconstruction with a mastectomy.
The U.S. Departments of Labor and Health and
Human Services are in charge of this act of

law which applies to group health plans if the
plans or coverage provide medical and surgical
benefits for a mastectomy.
•N
 ewborns’ and Mothers’ Health Protection Act:
The Newborns’ and Mothers’ Health Protection
Act of 1996 (NMHPA) affects the amount of time
a mother and her newborn child are covered for
a hospital stay following childbirth.
•S
 pecial Enrollment Rights: Plan participants
are entitled to certain special enrollment rights
outside of Manhattan Beach Unified School
District open enrollment period. This notice
provides information on special enrollment
periods for loss of prior coverage or the addition
of a new dependent.
• Medicaid & Children’s Health Insurance Program:
Some states offer premium assistance programs
for those who are eligible for health coverage
from their employers, but are unable to afford the
premiums. This notice provides information on
how to determine if your state offers a premium
assistance program.

Note: Manhattan Beach Unified School District has posted all federally required annual notices
on the MBUSD.EaseCentral site listed on RESOURCES AND CONTACTS page for you to download
and read at your convenience.
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SELECTING THE BEST PLAN FOR YOU
We offer a variety of carriers and plans for you to choose
from, both HMO and PPO.
When choosing between carriers and plans there are
a number of factors to consider. Pay close attention to
deductibles, co-payments, co-insurance, out-of-pocket
maximums and especially the Provider Networks.

Affordability
Access to the Doctors and Hospitals you want
Control over who when and where you are treated
HMO plans generally offer the lowest overall cost, when you
calculate both your payroll deductions and the out of pocket
costs (deductibles, co-pays, co-insurance) when you get the
care you may need.
HMO plans require you to choose a Primary Care Physician (PCP) and or a Medical Group (PMG)
from a specific network of providers (Doctors). You are required to go to and through your PCP to
get the care you may need. The PCP will refer you for diagnostic testing or to Specialists, etc.
PPO Plans offer you the freedom to seek care directly from any Doctor of your choice, both
Primary Care Physicians and Specialists. With a PPO plan you maintain control over who, when and
where you are treated. The PPO Provider Network is much larger than an HMO Network and is not
restricted by Medical Group boundaries. The PPO plans will generally cost more in both payroll
deductions and out of pocket costs.
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ANTHEM BLUE CROSS SELECT
PREMIER HMO 15/100%
ANTHEM BLUE CROSS SELECT PREMIER HMO 15/100%:
With the Anthem Blue Cross Health Maintenance
Organization (HMO) plan, you must choose a Primary Care
Physician (PCP) or Medical Group within the Anthem Blue
Cross Select HMO Network for all of your covered family
members. All of your care must be directed through your
PCP or Medical Group. Any specialty care you need will be
coordinated through your PCP and will generally require
a referral or authorization. You will receive benefits only if
you use the doctors, clinics and hospitals that belong to the
medical group in which you are enrolled, except in the case
of an emergency. This plan uses a smaller network of the
most cost effective providers to provide lower office visit
co-pays and per paycheck premiums. Please note that it is
your responsibility to ensure that all family members choose
providers from the Anthem Blue Cross Select HMO Network.

PLAN FEATURES
Lifetime Maximum
Deductible (Annual)
Individual / Family
Co-insurance
Physician Office Visit
Primary Care Physician
Specialist
Out of Pocket Maximum
Individual
Family
Hospitalization
Inpatient
Outpatient
Emergency Services
Lab & X-ray
Preventive Care
Prescription

Summary of Benefits
and Coverage (SBC):
Health insurance issuers
and group health plans are
required to provide you
with an easy-to-understand
summary about your health
plan’s benefits and coverage.
This new regulation is
designed to help you better
understand and evaluate
your health insurance
choices. You can go on to
the EaseCentral site listed
on the RESOURCES AND
CONTACTS page to view
the SBCs provided by our
medical carriers.

ANTHEM BLUE CROSS
SELECT PREMIER HMO 15/100% (SELECT)
Unlimited
$0/$0
0%
$15
$15
$1,000
$3,000
No charge
No charge
$50
No Charge
0%
$10/$20/$35/$35

FINDING A MEDICAL PROVIDER:
Go to www.anthem.com/ca or call (800) 627-8797 to find an
Anthem Blue Cross Medical provider near you.
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ANTHEM BLUE CROSS VIVITY
PREMIER HMO 10/100%
Anthem Blue Cross Vivity Premier HMO 10/100%: With the Anthem Blue Cross Health
Maintenance Organization (HMO) plan, you must choose a Primary Care Physician (PCP) or
Medical Group within the Anthem Blue Cross Vivity HMO Network for all of your covered family
members. This plan uses a smaller network of the top provider systems to expand member choice
while keeping costs down. With a traditional HMO all of your care is typically through your PCP
or Medical Group. Most specialty care you need will be coordinated through your PCP and will
generally requires a referral or authorization. You will receive benefits only if you use the doctors,
clinics and hospitals that belong to the medical group in which you are enrolled, except in the case
of an emergency. However, Vivity offers more access and flexibility than traditional HMO’s.
Vivity offers more
access than other
HMOs Access
Vivity’s
Enhanced
HMO

•D
 irect Access: Members can self-refer to 4 types of specialists within their Medical Group:
ity offers more access Allergists,
than other HMOs Dermatologists, ENT specialists, OB/Gyn.
Direct
Access

PhysicianDirected
Access

Speedy
Referral

Members can self-refer to
these four types of specialists
who belong to their medical
group:

Doctors can refer members to
16 types of specialists—no need
for authorization from the
medical group. Physician-

Doctors can refer members
to specialists outside of their
medical group who
participate in Vivity

•S
 peedy Referral: PCP’s can refer members to 16 types of specialists without Pre-Authorization
from the Medical Group: Cardiology, Dermatology, ENT, Endocrinology, Gastroenterology,
General surgery, Hematology, Neurology , OB/Gyn, Oncology, Ophthalmology, Orthopedic
ccess than other HMOssurgery, Podiatry, Routine lab, Routine X-ray, Urology.
Direct
Access

s can self-refer to
ur types of specialists
ng to their medical

sts

atologists

pecialists

yn

Speedy
Referral

can refer members to
s of specialists—no need
orization from the
group.

gy

• OB/Gyn

ology

•

Oncology

•

Ophthalmology

•

Orthopedic surgery

•

Podiatry

surgery

•

Routine lab

logy

•

Routine X-ray

gy

•

Urology

nology

nterology

Speedy
Referral

•

Allergists

•

Dermatologists

• ENT can
specialists
Doctors
refer members to
16
of specialists—no need
• types
OB/Gyn
for authorization from the
medical group.
• Cardiology

• OB/Gyn

• Dermatology

•

Oncology

• ENT

•

Ophthalmology

• Endocrinology

•

• Gastroenterology

•

Directed
• OB/Gyn
Access
• Oncology

• ENT

•

Ophthalmology

• Endocrinology

•

Orthopedic surgery

Doctors
can refer
members
• Gastroenterology
• Podiatry
to
specialists outside
of their
• General surgery
• Routine lab
medical
group who
• Hematology
• Routine X-ray
participate
in Vivity
• Neurology
• Urology
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Orthopedic surgery
Podiatry

•P
 hysician Directed Access: Physicians can refer members to specialists within Vivity’s other
Medical Groups.

• General surgery

•

• Hematology

•

• Neurology

• Dermatology

• Cardiology

•

Routine lab
PhysicianRoutine X-ray
Directed
Urology
Access

1

Doctors can refer members
to specialists outside of their
medical group who
participate in Vivity

PLAN FEATURES
Lifetime Maximum
Deductible (Annual)
Individual / Family
Co-insurance
Physician Office Visit
Primary Care Physician
Specialist
Out of Pocket Maximum
Individual
Family
Hospitalization
Inpatient
Outpatient
Emergency Services
Lab & X-ray
Preventive Care
Prescription
1

ANTHEM BLUE CROSS
VIVITY PREMIER HMO 10/100%
Unlimited
$0/$0
0%
$10
$10
$1,000
$3,000
No charge
No charge
$50
No Charge
0%
$10/$20/$35/$35

FINDING A MEDICAL PROVIDER:
Go to www.anthem.com/ca or call (800) 627-8797 to find an
Anthem Blue Cross Medical provider near you.
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ANTHEM BLUE CROSS CUSTOM
PREMIER PPO 0/10/0
ANTHEM BLUE CROSS CUSTOM PREMIER PPO 0/10/0:
With the Anthem Blue Cross Preferred Provider
Organization (PPO) plan you have the freedom to choose
your doctor without using a Primary Care Physician (PCP)
and you may self-refer to specialists. You may use a PPO
provider whose negotiated rates provide richer levels of
benefits with claim forms filed by the providers. You may
also obtain services using a non-network provider; however,
you will incur much higher out-of-pocket expenses and you
may be responsible for filing claims. Non-network benefits
will be based on a limited fee schedule, determined by
Anthem Blue Cross.

PLAN FEATURES
Lifetime Maximum
Deductible (Annual)
Individual / Family
Co-insurance
Physician Office Visit
Primary Care Physician
Specialist
Out of Pocket Maximum
Individual
Family
Hospitalization
Inpatient
Outpatient
Emergency Services
Lab & X-ray
Preventive Care
Prescription

ANTHEM BLUE CROSS
CUSTOM PREMIER PPO 0/10/0
In-Network
Out-of-Network
Unlimited
Unlimited
$0/$0
0%

$0/$0
20%

$10
$10

20%
20%

$500
$1,000

$2,000
$4,000

0%
0%
$100
0%
0%
$10/$20/$35/$35

20%
20%
$100
20%
Not Covered
50%

FINDING A MEDICAL PROVIDER:
Go to www.anthem.com/ca or call (800) 627-8797 to find an
Anthem Blue Cross Medical provider near you.
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ANTHEM BLUE CROSS CUSTOM CLASSIC
PPO 250/20/20
ANTHEM BLUE CROSS CUSTOM CLASSIC PPO 250/20/20:
With the Anthem Blue Cross Preferred Provider
Organization (PPO) plan you have the freedom to choose
your doctor without using a Primary Care Physician (PCP)
and you may self-refer to specialists. You may use a PPO
provider whose negotiated rates provide richer levels of
benefits with claim forms filed by the providers. You may
also obtain services using a non-network provider; however,
you will incur much higher out-of-pocket expenses and you
may be responsible for filing claims. Non-network benefits
will be based on a limited fee schedule, determined by
Anthem Blue Cross.

PLAN FEATURES
Lifetime Maximum
Deductible (Annual)
Individual / Family
Co-insurance
Physician Office Visit
Primary Care Physician
Specialist
Out of Pocket Maximum
Individual
Family
Hospitalization
Inpatient
Outpatient
Emergency Services
Lab & X-ray
Preventive Care
Prescription

ANTHEM BLUE CROSS
CUSTOM CLASSIC PPO 250/20/20
In-Network
Out-of-Network
Unlimited
Unlimited
$250/$500
20%

$250/$500
40%

$20
$20

40%
40%

$3,250
$6,500

$9,250
$18,500

20%
20%
$150
20%
0%
$10/$20/$35/$35

40%
40%
$150
40%
Not Covered
50%

FINDING A MEDICAL PROVIDER:
Go to www.anthem.com/ca or call (800) 627-8797 to find an Anthem
Blue Cross Medical provider near you.
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LiveHealth Online
Regular Co-Pay for both HMO and PPO Plans
Now you can get the health care
you need without all the hassle
Have a health question? Under the weather? With LiveHealth
Online, you don’t have to schedule an appointment, drive
to the doctor’s office, and then wait for your appointment.
In fact, you don’t even have to leave your home or office.
Doctors can answer questions, make a diagnosis, and even
prescribe basic medications when needed.

With LiveHealth Online, you get:
• Immediate doctor visits through live video.
• Your choice of U.S. board-certified doctors.
•H
 elp at a cost of only $49 per visit, subject to
deductible and coinsurance.
• Private, secure and convenient online visits.

What are the qualifications of the doctors you consult
via LiveHealth Online?
• U.S. board-certified.
• Average 15 years practicing medicine.
• Mostly primary care physicians.
• Specially trained for online visits.

When can you use LiveHealth Online?
As always, you should call 911 with any emergency.
Otherwise, you can use LiveHealth Online whenever you
have a health concern and don’t want to wait. Doctors are
available 24 hours a day, seven days a week, 365 days a
year. Some of the most common uses include cold and flu
symptoms such as a cough, fever and headaches

DOWNLOAD
THE APP NOW!

• Allergies
• Sinus infections
• Family health questions

apple.com

Start a conversation now.
Just enroll for free at livehealthonline.com or
on the app, and you’re ready.

play.google.com/store
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CHOOSE AN EASIER WAY TO BETTER HEALTH
Health and wellness programs designed for
your unique needs
Whether you’re suffering from asthma, expecting a baby, or
just fighting a cold, our health and wellness programs can
help. They even include toll-free access to a nurse any time,
any day.

Condition Care
If you have a long-term health problem, ConditionCare is for
you. It’s a program that helps people with asthma, chronic
obstructive pulmonary disease (COPD), diabetes, heart
failure, coronary artery disease (CAD) and more. When you
join the program, we’ll give you the tools and resources you
need to take charge of your health. You’ll also get:
•2
 4/7 phone access to a nurse care manager who
can answer your questions and give you up-to-date
information about your condition.
•A
 health review and follow-up calls if you need them.
•T
 ips on prevention and lifestyle choices to help you
improve your quality of life.

Future Moms
Having a baby is an exciting time! Future Moms can help you have a healthy pregnancy
and a healthy baby. Sign up as soon as you know you’re pregnant. You’ll get:
•2
 4/7 phone access to a nurse coach you can talk to about your pregnancy and your health.
A nurse may also call you from time to time to see how you’re doing
• A book that shows changes you can expect for you and your baby over the next nine months.
•U
 seful tools to help you, your doctor and your Future Moms nurse coach track your pregnancy
and spot possible risks. You’ll also get tips and resources to help you make better decisions
and prepare for the birth of your baby.

24/7 NurseLine
You can call any time to talk to a registered nurse about your health concerns. You can get answers to
questions, whether you’re sick or not.
Need health care right away? A nurse can help you decide where to go if your doctor isn’t available.
Going to the right place can save you time and money. And you can access better care, too.

Get the support you need
Call us to sign up and use these programs at no extra cost:
• ConditionCare: 800-522-5560
• Future Moms: 866-664-5404
•2
 4/7 NurseLine: Call the number on your ID card
9

MBUSD
Active and Fit Direct – Gym Discount
The Active&Fit Direct™ program allows you to choose from
9,000+ participating fitness centers and YMCAs nationwide for
$25 a month (plus a $25 enrollment fee and applicable taxes).
To enroll, visit SpecialOffers by logging in to Anthem.com/CA
and clicking on Discounts in the Care tab.

Get paid to shop. Really!
You’re invited to join this unique rewards program that gives
Anthem members up to 15% cash back on purchases when you
shop at more than 12,000 participating retailers – online and
in stores. You can link your own eligible debit or credit card
and once you’ve earned the cash, you decide how to use it.
This program is absolutely FREE to join, and you won’t find it
with any other health plan.
For more details, check out our video at payforward.com
Here’s how to sign up:
•R
 egister through the PayForward app or online
at payforward.com
• Link up your existing eligible(3) debit or credit cards.
• Shop away and watch rewards roll in.

Take a deep breath with myStrength
Your go-to for emotional well-being and peace of mind
Think of myStrength as a private, 24/7 health club for your
mind(TM). You can try out
•P
 ositivity-training tools
• A daily mood tracker
• Inspirational videos, articles and quotes
• Step-by-step eLearning programs
Your health care benefits provide access to myStrength’s
free online and mobile program that supports emotional
health and well-being.
The program’s tools and resources are available to help you
and your eligible dependents manage
•A
 ddiction
• Depression
• Anxiety
• Problems with sleep
• Chronic pain
• Stress
It’s time you felt your best again! Let myStrength help you get
there. Visit anthem.com/ca/mystrength to get started today.
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HOME DELIVERY
You can save when you get your medicine at home
The big picture
With the home delivery program, you can skip going to the drugstore and waiting in line to get the
medicine you need. Home delivery brings your maintenance medicines to your door. Maintenance
medicines are drugs that treat long-term, chronic health conditions like high blood pressure, high
cholesterol and diabetes. Missing even one dose of these types of drugs can mean serious health
problems. That’s why it’s important for you to get your refills when and where you need them.

The results
A simple, no-cost switch from a retail pharmacy to home delivery can save you time and money —
and help you stay healthy.

Home delivery can move most prescriptions for maintenance drugs from retail pharmacies
to the lower-cost home delivery pharmacy. So you can save on prescription costs.
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KAISER HMO $0 COPAY PLAN
KAISER HMO $0 COPAY PLAN: With the Kaiser Permanente
Health Maintenance Organization (HMO) plan, you must
seek all services within the Kaiser Permanente HMO
Network for all of your covered family members. All of
your care must be directed through Kaiser Permanente.
Any specialty care you need will be coordinated through
Kaiser Permanente and will generally require a referral
or authorization. You will receive benefits only if you use
the doctors, clinics and hospitals that belong to Kaiser
Permanente, except in the case of an emergency.

PLAN FEATURES
Lifetime Maximum
Deductible (Annual)
Individual / Family
Co-insurance
Physician Office Visit
Primary Care Physician
Specialist
Out of Pocket Maximum
Individual
Family
Hospitalization
Inpatient
Outpatient
Emergency Services
Lab & X-ray
Preventive Care
Prescription

KAISER PERMANENTE
HMO $0 COPAY PLAN
Unlimited
$0/$0
0%
$0
$0
$1,500
$3,000
No charge
No charge
$0
No Charge
0%
$5 for up to 100 day supply

FINDING A MEDICAL PROVIDER:
Go to www.kp.org or call (800) 464-4000 to find a Kaiser
Permanente Medical provider near you.
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KAISER HMO $15 COPAY PLAN
KAISER HMO $15 COPAY PLAN: With the Kaiser
Permanente Health Maintenance Organization (HMO) plan,
you must seek all services within the Kaiser Permanente
HMO Network for all of your covered family members. All
of your care must be directed through Kaiser Permanente.
Any specialty care you need will be coordinated through
Kaiser Permanente and will generally require a referral
or authorization. You will receive benefits only if you use
the doctors, clinics and hospitals that belong to Kaiser
Permanente, except in the case of an emergency.

PLAN FEATURES
Lifetime Maximum
Deductible (Annual)
Individual / Family
Co-insurance
Physician Office Visit
Primary Care Physician
Specialist
Out of Pocket Maximum
Individual
Family
Hospitalization
Inpatient
Outpatient
Emergency Services
Lab & X-ray
Preventive Care
Prescription

KAISER PERMANENTE
HMO $15 COPAY PLAN
Unlimited
$0/$0
0%
$15
$15
$1,500
$3,000
No charge
$15
$50
No Charge
0%
$10 Generic / $20 Brand; Mail Order: 2 x 100 Days

FINDING A MEDICAL PROVIDER:
Go to www.kp.org or call (800) 464-4000 to find a Kaiser
Permanente Medical provider near you.
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HEALTHY LIFESTYLE PROGRAMS
Take a total health assessment with
Succeed™
Our free online total health assessment tool
helps you examine the many factors currently
affecting your health and prioritize the lifestyle
changes it recommends. Save your summary
of results in your electronic medical record so
you can discuss next steps with your Kaiser
Permanente health care team. Available in both
English and Spanish.

Lose weight with Balance™
This comprehensive weight loss system
is designed by knowledgeable health
professionals. Helpful tools and a personalized
plan will show you how to coordinate three
key areas—mind, food, body—to help you lose
weight and keep it off. Available in both English
and Spanish.

Quit smoking with Breathe™
This award-winning program can help you
quit smoking for good. Create a personalized
quitting plan with proven strategies for
decreasing your dependency and dealing with
cravings. Available in both English and Spanish.

Manage diabetes with Care™ for Diabetes
Manage this complex, chronic disease with a
program that’s designed around your personal
needs so you can lead a healthier, more
satisfying life. Available in English only.

Manage chronic conditions with Care™
for Your Health
This customized plan helps you handle
medications and treatments and face daily
challenges—all on a schedule that’s convenient
for you. Available in English only.

14

Manage pain with Care™ for Pain
Everyone’s pain and tolerance levels are
different. A personalized pain management
plan can help you enjoy life to the fullest while
dealing effectively with your chronic pain.
Available in English only.

Eat healthy with Nourish™
You are what you eat. Create a nutrition plan
that’s custom-made for your lifestyle, with
personalized strategies for making smart,
satisfying food choices that can improve your
health and well-being. Available in both English
and Spanish.

Manage depression with Overcoming™
Depression
Depression can leave you feeling downcast,
extremely tired, or even filled with anxiety, for
weeks or months at a time. Learn to lead a
happier, fuller life by finding ways to manage
your symptoms. Available in English only.

Get a good night’s sleep with
Overcoming™ Insomnia
Changing the way you think about sleep can
help you get some much-needed shut-eye so
you wake up refreshed and ready to take on the
day. Available in English Only.

Overcome stress with Relax™
Examine your individual sources and symptoms
of stress and develop a customized stress
management plan that will help you start living
a longer, healthier, more relaxed life. Available in
both English and Spanish.
To pick the program you want, sign on to
kp.org/healthylifestyles.**

MBUSD

MANAGE YOUR CARE ONLINE
Take charge of your care
Kp.org is your online gateway to great health. When you
register, you can securely access many time-saving tools
for managing the care you get at our facilities. Visit kp.org
anytime, from anywhere, to:
• View most lab test results.
• Refill most prescriptions.
•E
 mail your Kaiser Permanente doctor’s office with
non-urgent questions.
• Schedule and cancel routine appointments.
• Print vaccination records for school, sports, and camp.
• Manage a family member’s health
Go to kp.org/experience to see how it works.

Register now — it’s easy
Just go online from a computer (not a mobile device) and follow the sign-on instructions.
You’ll need your medical record number, which you can find on your Kaiser Permanente ID card.
kp.org/register kp.org/registreseahora (en español)

Download the Kaiser Permanente app
Once you’ve registered, download the Kaiser Permanente app from your smartphone. Use your
kp.org user ID and password to activate the app, and you’ll be ready to use the secure features
anytime, anywhere!
Learn more about the app: kp.org/mobile kp.org/movil (en español).
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GET WELLNESS SUPPORT
Take advantage of these extra perks — from personal health coaching
to discounts on alternative medical therapies.
Sign up for healthy lifestyle programs

Join health classes

With our online wellness programs, you’ll get
advice, encouragement, and tools to help you
create positive changes in your life.
Our complimentary programs can help you:

With all kinds of health classes and support
groups offered right at our facilities, there’s
something for everyone. Classes vary at each
location, and some may require a small fee. Go
online to see all classes available near you.

• Lose weight.
• Eat healthier.
• Quit smoking.
• Reduce stress.
•M
 anage ongoing conditions, like
diabetes or depression.
Start with a Total Health Assessment, a simple
online survey to give you a complete look at
your health. You can also link the results of your
assessment to your electronic health record, to
share and discuss with your doctor.
kp.org/healthylifestyles
kp.org/vidasana (en español)

Get a wellness coach
If you need a little extra support, we offer
Wellness Coaching by phone at no cost.
You’ll work one-on-one with your personal
coach to make a plan to help you reach
your health goals.
kp.org/wellnesscoach

16

kp.org/classes
kp.org/clases (en español)

Enjoy member discounts
Get reduced rates on a variety of health-related
products and services through ChooseHealthy™.
These include:
•A
 cupuncture — 25% off a contracted
acupuncturist’s regular rates
•M
 assage therapy — 25% off a contracted
massage therapist’s regular rates
•C
 hiropractic care — 25% off a contracted
chiropractor’s regular rates
• And more...

To find a provider:
• Go to kp.org/choosehealthy.
• Choose your region.
• Click the “ChooseHealthy” link.
• Click “Find a Provider.”
• Or call 1-877-335-2746 for help.
kp.org/choosehealthy
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USING YOUR MEDICAL PLAN WISELY
Utilize your wellness visits to stay healthy:
By utilizing your annual physical and preventive care benefits,
you may avoid catastrophic illness later that will cost you more
and impact your life!

Use generic and over the counter drugs when
available:
The best way to save on prescription drugs is to use generic
or over the counter medications as opposed to brand
name medications when possible. When you use generic
medications, you will pay the lowest copay. Generic drugs
must use the same active ingredients as the brand name
version of the drug. A generic drug must also meet the same
quality and safety standards.

Use the mail-order prescription drug benefit for
maintenance medications:
Save time and money by having your maintenance prescription medications sent directly to your
home. The home delivery program allows you to receive a multiple month supplies for less in
copayments.

Use the $4 prescription drug programs offered at Target, Wal-Mart and other retailers:
You will receive a deeper discount than you would by using the generic tier of our medical
insurance.

Take advantage of member discount programs:
Included with your medical plans are extras that will help members save on products and services
to promote better health and well-being such as gym memberships, savings on hearing aids, dental
supplies, fitness supplies, weight loss programs / tools and prenatal programs.

Ask Questions:
The Member Services Department is available to provide you with help and information about your
plan, out-of-pocket costs and your best cost-saving advice before seeking treatment. No question
is too small! See page 24 of this brochure for contact information.
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HELPFUL TIPS FOR HMO MEDICAL
PARTICIPANTS:
•	Make sure your care is being directed by your Primary
Care Physician (PCP) within your Medical Group / IPA
•	If you think you need to see a specialist, discuss this
concern with your PCP
•	Call your PCP within 48 hours of receiving emergency
care
•	If you are not satisfied with your PCP, remember you may
change PCP’s each month by calling customer service
•	If you receive a bill at home, be sure to call your medical
group/IPA to make sure it was billed to your insurance
properly.
•	You should not receive a bill when you are on an HMO
plan (except for a hospitalization)

Convenient, accessible care
that respects the busy
lives of our members
Life isn’t predictable.
But the reliable, expanded tools
that connect our members
with appropriate care are.
It’s on-demand, on-your-timeline care:
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11:00 PM

3:45 PM

5:35 PM

7:25 PM

24/7 NurseLine

LiveHealth Online

After-hours doctor visit

Urgent care

A daughter with a
late night fever

Fever is rising

Dad burns his hand on
the stove making soup

Son twists his ankle at
football practice

NurseLkne recommends
rest and OTC medicine
to keep fever below
101 degrees

LiveHealth Online doctor
e-prescribes medicine at
local pharmacy

He stops by for
bandaging
at his doctor’s office
on the way to pick up
son at practice

Mom uses Mobile
Health Consumer to
find the nearest urgent
care center
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Health Care in the P
of Your CARRIER
HandAPP

It’s that
HEALTH CARE IN
THE PALM
OF YOUR
It’s
tha
tha THAT SIMPLE
HANDIt’s
– IT’S

simple

Hea
of Y

Life happens when you least expect it. Our carriers offer
convenient, easy to use mobile apps so that you can quickly
access your health information at the touch of a button.

happens when you least expect it. Our 4 carriers offer convenient, easy to
It’s t
s so that you can quickly access your health information at the touch of a b
It’s tha

he Palm

Life happens when you least expect it. Our
apps so that you can quickly access your he

convenient, easy
to use mobile website.

your healt
convenient, easy
to use mobile website.

& view test results.

& view test results.

by lo
Locations

Locations

, easy to use mobile
more, visit
ch ofTo
alearn
button.
m.sharp.com

your healthcare information

by location or specialty

costs

care
escription beneﬁts
prescription beneﬁts

To learn more, visit
m.sharp.com

For
ww

esc
For more information, visit
www.anthem.com/ ca

ww
o ﬁ nd Visit
out mor
more inf

Use the convenient features of
the Kaiser Permanente
o ﬁ nd out more, visit
mobile app
cancel routine
appointments

costs

o ﬁ nd out more, visit

results

escription beneﬁts

www visit
.myuhc.com for
o ﬁ nd Visit
out more,
o ﬁ ndmore
out more,
visit
information

reﬁlls
eﬁlls
Visit m.kp.org to learn more
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DELTA DENTAL INSURANCE
PPO Dental Plan: The Delta PPO plan
is a Preferred Provider dental plan. The
benefits cover a wide range of dental
services. You may visit a PPO dentist
and benefit from the negotiated rate
or visit a non-network dentist. When
you utilize a PPO dentist, your outof-pocket expenses will be less. You
may also obtain services using a nonnetwork dentist; however, you will be
responsible for the difference between
the covered amount and the actual
charges and you may be responsible
for filing claims

DETAILED BENEFIT SUMMARIES:
You can go on to the MBUSD.EastCentral site listed on RESOURCES AND CONTACTS page
to view the detailed benefit summaries provided by our dental carriers.

DELTA DENTAL
PPO PLAN

PLAN FEATURES
Calendar Year Maximum
Preventative (Plan Pays)
Cleanings, X-Rays
Basic Services (Plan Pays)
Fillings, Sealants
Major Services (Plan Pays)
Crowns, Inlays, Onlays
Child Ortho Lifetime Max
Bridges, Dentures, Implants

PPO Network
$2,000

Out-of-Network
$2,000

100%

100%

100%

100%

100%
$500
70%

100%
$500
50%

FINDING A DENTAL PROVIDER:
Go to www.deltadentalins.com or call (800) 765-6003 to find a
Delta dentist near you.
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VISION SERVICE PLAN
(VSP) VISION INSURANCE
VSP Vision Plan: The VSP vision plan provides professional
vision care and high quality lenses and frames through a
broad network of optical specialists. You will receive richer
benefits if you utilize a network provider. If you utilize a nonnetwork provider, you will be responsible to pay all charges
at the time of your appointment and will be required to file
an itemized claim with VSP.

VISION BENEFIT SUMMARIES:
You can go on to the MBUSD.EastCentral site listed on RESOURCES AND CONTACTS page
to view the detailed benefit summaries provided by our vision carriers

PLAN FEATURES

VSP VISION PLAN

Materials Examination
Lenses
-Single Vision
-Bifocal Vision
-Progressive
Frames
Contact Lenses (in lieu of frames/lenses)
Cosmetic / Elective
Frequency
Examination
Lenses
Frames

Network
$10 Copay for exam

Out-of-Network
None Up to $50

100%
100%
100%
$140 Benefit

$50 Benefit
$75 Benefit
$75 Benefit
$70 Benefit

$140 Benefit

$90 Benefit
12 Months
12 Months
12 Months

FINDING A VISION PROVIDER:
Go to www.vsp.com or call (800) 877-7195 to find a VSP Vision
provider near you.
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BASIC LIFE AND AD&D INSURANCE
Life insurance protects your family or other beneficiaries in the event of your death while you
are still actively employed with the District. Manhattan Beach Unified School District pays for
coverage, offered through Guardian, in the amount of $50,000 or $100,000. The dependent
amount is $1,500 for a spouse, $200 for newborn dependent children up to 14 days, and $1,000 for
dependent children 14 days to 26 years old if they are full-time students. If your death is due to a
covered accident or injury, your beneficiary will receive an additional amount through Accidental
Death and Dismemberment (AD&D) coverage.

LONG TERM DISABILITY
Long term disability protects your income in the event you
are disabled for longer than 60 calendar days. Guardian
covers two thirds of your monthly salary to a maximum
benefit of $10,000/month. This benefit is to the insured
employees Social Security Normal Retirement Age.
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FLEXIBLE SPENDING
ACCOUNTS
You can set aside money in Flexible Spending Accounts
(FSA), administered by American Fidelity, before taxes
are deducted to pay for certain health and dependent care
expenses, lowering your taxable income and increasing
your take home pay. Only expenses for services incurred
during the plan year are eligible for reimbursement from
your accounts. You choose how you want to receive
reimbursement for your eligible expenses. You may use a
debit card provided by American Fidelity, sign up for direct
deposit to your bank account or you may have a check sent
to your home.
Please remember that if you are using your debit card you
must save your receipts in case American Fidelity needs a
copy for verification. Also, all receipts should be itemized to
reflect what product or service was purchased. Credit card
receipts are not sufficient per IRS guidelines.
Health Care Spending Account (HCSA): This plan is used to pay for expenses not covered under
your health plans, such as deductibles, co-insurance, co-pays and expenses that exceed plan limits.
Employees may defer up to $2,600 pre-tax per year.
Dependent Care Assistance Plan (DCAP): This plan is used to pay for eligible expenses you incur
for child care, or for the care of a disabled dependent, while you work. Employees may defer up to
$5,000 pre-tax per year.

Note: Your current FSA elections will expire on September 30, 2018. If you plan to participate
in the FSA for the plan year, you are required to re-enroll. FSAs offer sizable tax advantages. The
trade-off is that these accounts are subject to strict IRS regulations. According to the plan rules,
you may only carryover $500 of remaining balances forward to a future plan year. If you are
unable to estimate your health care and dependent care expenses accurately, it is better to be
conservative and underestimate rather than overestimate your expenses.
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OPTIONAL/SUPPLEMENTAL BENEFITS
Many optional products are also offered through American
Fidelity. In addition to your employer sponsored benefits,
you have the ability to purchase:
• Additional term life insurance
• Permanent life insurance
• Cancer insurance
• Accident insurance
• Short term disability insurance
• Critical illness insurance

For more information please contact
Thomas Harris at American Fidelity
(866) 523-1857 extension 373.
https://benefits.americanfidelity.com/manhattan-beach-usd
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RESOURCES AND CONTACTS
Below is a list of insurance carrier contacts should you require assistance with your benefit
questions following open enrollment.

Anthem Customer Service
1-800-888-8288

Kaiser Permanente Customer Service
1-800-464-4000
MEDICAL - ANTHEM BLUE CROSS
Member Services
Group ID: 280549
Carrier Website
MEDICAL - KAISER PERMANENTE
Member Services
Group ID: 231396
Carrier Website
DENTAL - DELTA DENTAL
Member Services
Group ID: 7026
Carrier Website
VISION - VISION SERVICE PLAN (VSP)
Member Services
Group ID: 30069055
Carrier Website
LIFE/AD&D/LTD - GUARDIAN
Member Services
Group ID: 529692
Carrier Website
FLEXIBLE SPENDING ACCOUNT - AMERICAN FIDELITY
Member Services
Carrier Website
WELLNESS SERVICES - ANTHEM BLUE CROSS
LiveHealth Online
ConditionCare
Future Moms
24/7 NurseLine

(800) 627-8797
www.anthem.com/ca
1-800-464-4000
www.kp.org
(800) 765-6003
www.deltadentalins.org
(800) 877-7195
www.vsp.com
(800) 482-7342
www.guardianlife.com
(800) 325-0654
www.americanfidelity.com
livehealthonline.com
(866) 552-5560
(866) 664-5404
See Your ID Card for details

ONLINE ENROLLMENT
All information can be viewed and selected on our online site.
Please visit www.MBUSD.easecentral.com for more information.

Note: If you are unable to resolve your issues or questions with the insurance carriers, please
contact the District Benefits Department at (310) 318-7345 ext. 5941.
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LEGAL INFORMATION ABOUT YOUR PLAN
REQUIRED NOTICES
Women’s Health & Cancer Rights Act
The Women’s Health and Cancer Rights Act (WHCRA) requires group health plans to make certain
benefits available to participants who have undergone or who are going to have a mastectomy. In
particular, a plan must offer mastectomy patients benefits for:
· All stages of reconstruction of the breast on which the mastectomy was performed;
· Surgery and reconstruction of the other breast to produce a symmetrical appearance;
· Prostheses; and
· Treatment of physical complications of the mastectomy, including lymphedema.
These benefits will be provided subject to the same deductibles and coinsurance applicable
to other medical and surgical benefits provided under this plan. Your plans comply with these
requirements.

Newborns’ and Mothers’ Health Protection Act
Group health plans and health insurance issuers generally may not, under Federal law, restrict
benefits for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean
section. However, Federal law generally does not prohibit the mother’s or newborn’s attending
provider, after consulting with the mother, from discharging the mother or her newborn earlier
than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal
law, require that a provider obtain authorization from the plan or the insurance issuer for
prescribing a length of stay not in excess of 48 hours (or 96 hours).

Health Insurance Portability & Accountability Act Non-discrimination Requirements
Health Insurance Portability & Accountability Act (HIPAA) prohibits group health plans and health
insurance issuers from discriminating against individuals in eligibility and continued eligibility for
benefits and in individual premium or contribution rates based on health factors.
These health factors include: health status, medical condition (including both physical and mental
illnesses), claims experience, receipt of health care, medical history, genetic information, evidence
of insurability (including conditions arising out of acts of domestic violence and participation in
activities such as motorcycling, snowmobiling, all-terrain vehicle riding, horseback riding, skiing,
and other similar activities), and disability.

Special Enrollment Rights
If you are declining enrollment for yourself or your dependents (including your spouse) because of
other health insurance or group health plan coverage, HIPAA Special Enrollment Rights require your
plan to allow you and/or your dependents to enroll in your employer’s plans if you or your dependents
lose eligibility for that other coverage (or if the employer stopped contributing towards your or your
dependents’ other coverage). However, you must request enrollment within 30 days (60 days if the
lost coverage was Medicaid or Healthy Families) after your or your dependents’ other coverage ends
(or after the employer stops contributing toward the other coverage).
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In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for
adoption, you may be able to enroll yourself and your dependents. However, you must request
enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.
Other midyear election changes may be permitted under your plan (refer to “Change in Status”
section).
To request special enrollment or obtain more information, contact your Benefits Department.
“HIPAA Special Enrollment Opportunities” include:
· COBRA (or state continuation coverage) exhaustion
· Loss of other coverage
·A
 cquisition of a new spouse or dependent through marriage, adoption, placement for adoption
or birth
·L
 oss of state Children’s Health Insurance Program coverage
(e.g., Healthy Families) (60-day notice)
·E
 mployee or dependents become eligible for state Premium Assistance Subsidy Program
(60-day notice)

“Change in Status” Permitted Midyear Election Changes
Due to the Internal Revenue Service (IRS) regulations, in order to be eligible to take your premium
contribution using pre-tax dollars, your election must be irrevocable for the entire plan year. As
a result, your enrollment in the medical, dental, and vision plans or declination of coverage when
you are first eligible, will remain in place until the next Open Enrollment period, unless you have an
approved “change in status” as defined by the IRS.
Examples of permitted “change in status” events include:
· Change in legal marital status (e.g., marriage, divorce or legal separation)
· Change in number of dependents (e.g., birth, adoption or death)
· Change in eligibility of a child
· Change in your / your spouse’s / your domestic partner’s employment status (e.g., reduction in
hours affecting eligibility or change in employment)
· A substantial change in your / your spouse’s / your domestic partner’s benefits coverage
· A relocation that impacts network access
·L
 oss of eligibility or enrollment in Medicaid or state health insurance programs
(e.g., Healthy Families)
· Enrollment in state-based insurance Exchange
· Medicare Part A or B enrollment
· Qualified Medical Child Support Order or other judicial decree
· Loss of other coverage
You must notify the Benefits Department within 30 days of the above change in status, with the
exception of the following which require notice within 60 days:
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·L
 oss of eligibility or enrollment in Medicaid or state health insurance programs (e.g., Healthy
Families)
· Divorce or legal separation resulting in a loss of coverage
· A dependent’s eligibility ceases resulting in a loss of coverage

HIPAA PRIVACY NOTICE
Notice of Health Information Privacy Practices
This notice describes how medical information about you may be used and disclosed, and how you
can obtain access to this information. Please review it carefully.
This notice is required by law under the federal Health Insurance Portability and Accountability Act
of 1996 (HIPAA). One of its primary purposes is to make certain that information about your health
is handled with special respect for your privacy. HIPAA includes numerous provisions designed to
maintain the privacy and confidentiality of your protected health information (PHI). PHI is health
information that contains identifiers, such as your name, address, social security number, or other
information that identifies you.

Our Pledge regarding Health Information
We understand that health information about you and your health is personal.
We are committed to protecting health information about you.
This notice will tell you the ways in which we may use and disclose health information about you.
We also describe your rights and certain obligations we have regarding the use and disclosure of
health information.

We are required by Law to:
· Make sure that health information that identifies you is kept private;
·G
 ive you this notice of our legal duties and privacy practices with respect to health information
about you;
· Follow the terms of the notice that are currently in effect.
· The Plan will use Your Health Information for:
Treatment: The plan may use your health information to assist your health care providers (doctors,
pharmacies, hospitals and others) to assist in your treatment. For example, the plan may provide
a treating physician with the name of another treating provider to obtain records or information
needed for your treatment.
Regular Operations: We may use information in health records to review our claims experience
and to make determinations with respect to the benefit options that we offer to employees.
Business Associates: There are some services provided in our organization through contracts
with business associates. Business associate agreements are maintained with insurance carriers.
Business associates with access to your information must adhere to a contract requiring
compliance with HIPAA privacy and security rules.
As Required by Law: We will disclose health information about you when required to do so by
federal, state or local law.
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Workers’ Compensation: We may release health information about you for Workers’
Compensation or similar programs. These programs provide benefits for work-related injuries or
illness.
Law Enforcement: We may disclose your health information for law enforcement purposes, or in
response to a valid subpoena or other judicial or administrative request.
Public Health: We may also use and disclose your health information to assist with public health
activities (for example, reporting to a federal agency) or health oversight activities (for example, in
a government investigation).
Your Rights Regarding Your Health Information
Although your health record is the physical property of the entity that compiled it, the information
belongs to you. You have the right to:
·R
 equest a restriction on certain uses and disclosures of your information, where concerning a
service already paid for;
·O
 btain a paper copy of the Notice of Health Information Practices by requesting it from the plan
privacy officer;
· Inspect and obtain a copy of your health information;
· Request an amendment to your health information;
· Obtain an accounting of disclosures of your health information;
·R
 equest communications of your health information be sent in a different way or to a different
place than usual (for example, you could request that the envelope be marked “Confidential” or
that we send it to your work address rather than your home address);
·R
 evoke in writing your authorization to use or disclose health information except to the extent
that action has already been taken, in reliance on that authorization.
The Plan’s Responsibilities
The plan is required to:
· Maintain the privacy of your health information;
·P
 rovide you with a notice as to our legal duties and privacy practices with respect to information
we collect and maintain about you;
· Abide by the terms of this notice;
· Notify you if we are unable to agree to a requested restriction, amendment or other request;
·N
 otify you of any breaches of your personal health information within 60 days or 5 days if
conducting business in California;
·A
 ccommodate any reasonable request you may have to communicate health information by
alternative means or at alternative locations.
The plan will not use or disclose your health information without your consent or authorization,
except as provided by law or described in this notice.
The plan reserves the right to change our health privacy practices. Should we change our privacy
practices in a material way, we will make a new version of our notice available to you.
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For More Information or to Report a Problem
· If you have questions or would like additional information, or if you would like to make a request
to inspect, copy, or amend health information, or for an accounting of disclosures, contact the
plan privacy officer. All requests must be submitted in writing.
· If you believe your privacy rights have been violated, you can file a formal complaint with the
plan privacy officer; or with the U.S. Department of Health and Human Services. You will not be
penalized for filing a complaint.

Other Uses of Health Information
Other uses and disclosures of health information not covered by this notice or the laws that apply
to us will be made only with your written authorization. If you authorize us to use or disclose
health information about you, you may revoke that authorization, in writing, at any time. If you
revoke your authorization we will no longer use or disclose health information about you for the
reasons covered by your written authorization. You understand that we are unable to take back
any disclosures we have already made with your authorization, and that we are required to retain
our records of the payment activities that we provided to you.

Important Information on how Health Care Reform Affects Your Plan
Primary Care Provider Designations
For plans and issuers that require or allow for the designation of primary care providers by
participants or beneficiaries:
· Your

HMO generally requires the designation of a primary care provider. You have the right to
designate any primary care provider who participates in our network and who is available to
accept you or your family members. For information on how to select a primary care provider,
and for a list of the participating primary care providers, contact your Benefits Department.
For plans and issuers that require or allow for the designation of a primary care provider for a
child:
· For children, you may designate a pediatrician as the primary care provider
For plans and issuers that provide coverage for obstetric or gynecological care and require the
designation by a participant or beneficiary of a primary care provider:
·Y
 ou do not need prior authorization from your insurance provider or from any other person
(including a primary care provider) in order to obtain access to obstetrical or gynecological care
from a health care professional in our network who specializes in obstetrics or gynecology. The
health care professional, however, may be required to comply with certain procedures, including
obtaining prior authorization for certain services, following a pre-approved treatment plan, or
procedures for making referrals. For a list of participating health care professionals who specialize
in obstetrics or gynecology, contact your Benefits Department.

Grandfathered Plans
If your group health plan is grandfathered then the following will apply. As permitted by the
Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that
was already in effect when that law was enacted. Being a grandfathered health plan means that
your plan may not include certain consumer protections of the Affordable Care Act that apply to
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other plans, for example, the requirement for the provision of preventive health services without
any cost sharing. However, grandfathered health plans must comply with certain other consumer
protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.
Questions regarding which protections apply and which protections do not apply to a
grandfathered health plan and what might cause a plan to change from grandfathered health plan
status can be directed to the plan administrator.

Prohibition on Excess waiting Periods
Group health plans may not apply a waiting period that exceeds 90 days. A waiting period is
defined as the period that must pass before coverage for an eligible employee or his or her
dependent becomes effective under the Plan. State law may require shorter waiting periods for
insured group health plans. California law requires fully-insured plans to comply with the more
restrictive waiting period limitation of no more than 60-days.

Pre-existing Condition Exclusion
Effective for Plan Years on or after January 1, 2014, Group health plans are prohibited from denying
coverage or excluding specific benefits from coverage due to an individual’s pre-existing condition,
regardless of the individual’s age. A PCE includes any health condition or illness that is present
before the coverage effective date, regardless of whether medical advice or treatment was actually
received or recommended.

Important Information about COBRA Continuation Coverage
and other Health Coverage Alternatives
This notice has important information about your right to continue your health care coverage in
your district’s plan, as well as other health coverage options that may be available to you, including
coverage through the Health Insurance Marketplace at www.healthcare.gov or call 800.318.2596.
You may be able to get coverage through the Health Insurance Marketplace that costs less than
COBRA continuation coverage. Please read the information in this notice very carefully before
you make your decision. If you choose to elect COBRA continuation coverage, you should use the
election form provided later in this notice.

Why am I getting this notice?
You’re getting this notice because your coverage under the plan will end on the last day of the
month in which the following “qualifying events” occur:
Termination of employment (18 months of COBRA)
Reduction in hours of employment (18 months of COBRA)
Death of employee (36 months of COBRA for the spouse and dependents)

Why am I getting this notice?
Divorce or legal separation (36 months of COBRA for the ex-spouse)
Entitlement to Medicare (36 months of COBRA for the spouse and dependents)
Loss of dependent child status (36 months of COBRA for the dependent)
Federal law requires that most group health plans (including this plan) give employees and their
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families the opportunity to continue their health care coverage through COBRA continuation
coverage when there’s a “qualifying event” that would result in a loss of coverage under an
employer’s plan.

What’s COBRA continuation coverage?
COBRA continuation coverage is the same coverage that the plan gives to other participants or
beneficiaries who aren’t getting continuation coverage. Each “qualified beneficiary” (described
below) who elects COBRA continuation coverage will have the same rights under the plan as other
participants or beneficiaries covered under the plan.

Who are the qualified beneficiaries?
·E
 ach person (“qualified beneficiary”) from the list below may qualify to elect COBRA continuation
coverage:
· Employee or former employee
· Spouse or former spouse
·D
 ependent child(ren) covered under the plan on the day before the event that caused the loss of
coverage
·C
 hild who is losing coverage under the plan because he or she is no longer a dependent under
the plan
Contact your Benefits Department to determine eligibility for spouse and dependents.
Are there other coverage options besides COBRA Continuation Coverage?
Yes. Instead of enrolling in COBRA continuation coverage, there may be other more affordable
coverage options for you and your family through the Health Insurance Marketplace, Medicaid,
or other group health plan coverage options (such as a spouse’s plan) through what is called
a “special enrollment period.” Some of these options may cost less than COBRA continuation
coverage.
You should compare your other coverage options with COBRA continuation coverage and choose
the coverage that is best for you. For example, if you move to other coverage you may pay more
out of pocket than you would under COBRA because the new coverage may impose a new
deductible.
When you lose job-based health coverage, it’s important that you choose carefully between
COBRA continuation coverage and other coverage options, because once you’ve made your
choice, it can be difficult or impossible to switch to another coverage option.
If I elect COBRA continuation coverage, when will my coverage begin and how long will the
coverage last?
In the case of a loss of coverage due to end of employment or reduction in hours of employment,
coverage generally may be continued for up to a total of 18 months. In the case of losses of
coverage due to an employee’s death, divorce or legal separation, the employee’s becoming
entitled to Medicare benefits or a dependent child ceasing to be a dependent under the terms of
the plan, coverage may be continued for up to a total of 36 months. When the qualifying event is
the end of employment or reduction of the employee’s hours of employment, and the employee
became entitled to Medicare benefits less than 18 months before the qualifying event, COBRA
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continuation coverage for qualified beneficiaries other than the employee lasts until 36 months
after the date of Medicare entitlement. This notice shows the maximum period of continuation
coverage available to the qualified beneficiaries. Contact your Benefits Department for specific
start and end dates for COBRA coverage.
Continuation coverage may end before the date noted above in certain circumstances, like failure
to pay premiums, fraud, or the individual becomes covered under another group health plan.

Can I extend the length of COBRA continuation coverage?
If you elect continuation coverage, you may be able to extend the length of continuation coverage
if a qualified beneficiary is disabled, or if a second qualifying event occurs. You must notify the
Benefits Department of a disability or a second qualifying event within a certain time period to
extend the period of continuation coverage. If you don’t provide notice of a disability or second
qualifying event within the required time period, it will affect your right to extend the period of
continuation coverage.
For more information about extending the length of COBRA continuation coverage visit
http://www.dol.gov/ebsa/publications/cobraemployee.html.

How much does COBRA continuation coverage cost?
Generally, each qualified beneficiary may be required to pay the entire cost of continuation
coverage. The amount a qualified beneficiary may be required to pay may not exceed 102 percent
(or, in the case of an extension of continuation coverage due to a disability, 150 percent) of the
cost to the group health plan (including both employer and employee contributions) for coverage
of a similarly situated plan participant or beneficiary who is not receiving continuation coverage.
The required payment for each continuation coverage period for each option is described in this
notice.
Other coverage options may cost less. If you choose to elect continuation coverage, additional
information about payment will be provided to you after your election is received by the plan.
Important information about paying your premium can be found at the end of this notice.
You may be able to get coverage through the Health Insurance Marketplace that costs less than
COBRA continuation coverage. You can learn more about the Marketplace below.

What is the Health Insurance Marketplace?
The Marketplace offers “one-stop shopping” to find and compare private health insurance
options. In the Marketplace, you could be eligible for a new kind of tax credit that lowers your
monthly premiums and cost-sharing reductions (amounts that lower your out-of-pocket costs
for deductibles, coinsurance, and copayments) right away, and you can see what your premium,
deductibles, and out-of-pocket costs will be before you make a decision to enroll. Through the
Marketplace you’ll also learn if you qualify for free or low-cost coverage from Medicaid or the
Children’s Health Insurance Program (CHIP). You can access the Marketplace for your state at
www.healthcare.gov.
Coverage through the Health Insurance Marketplace may cost less than COBRA continuation
coverage. Being offered COBRA continuation coverage won’t limit your eligibility for coverage or
for a tax credit through the Marketplace.
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When can I enroll in the Marketplace coverage?
You always have 60 days from the time you lose your job-based coverage to enroll in the
Marketplace. That is because losing your job-based health coverage is a “special enrollment”
event. After 60 days your special enrollment period will end and you may not be able to enroll, so
you should take action right away. In addition, during what is called an “open enrollment” period,
anyone can enroll in Marketplace coverage.
To find out more about enrolling in the Marketplace, such as when the next open enrollment period
will be and what you need to know about qualifying events and special enrollment periods, visit
www.healthcare.gov.
If I sign up for COBRA continuation coverage, can I switch to coverage in the Marketplace? What about
if I choose Marketplace coverage and want to switch back to COBRA continuation coverage?
If you sign up for COBRA continuation coverage, you can switch to a Marketplace plan during a
Marketplace open enrollment period. You can also end your COBRA continuation coverage early
and switch to a Marketplace plan if you have another qualifying event such as marriage or birth
of a child through something called a “special enrollment period.” But be careful though - if you
terminate your COBRA continuation coverage early without another qualifying event, you’ll have
to wait to enroll in Marketplace coverage until the next open enrollment period, and could end up
without any health coverage in the interim.
Once you’ve exhausted your COBRA continuation coverage and the coverage expires, you’ll be
eligible to enroll in Marketplace coverage through a special enrollment period, even if Marketplace
open enrollment has ended.
If you sign up for Marketplace coverage instead of COBRA continuation coverage, you cannot
switch to COBRA continuation coverage under any circumstances.
Can I enroll in another group health plan?
You may be eligible to enroll in coverage under another group health plan (like a spouse’s plan), if
you request enrollment within 30 days of the loss of coverage.
If you or your dependent chooses to elect COBRA continuation coverage instead of enrolling in
another group health plan for which you’re eligible, you’ll have another opportunity to enroll in the
other group health plan within 30 days of losing your COBRA continuation coverage.
What factors should I consider when choosing coverage options?

When considering your options for health coverage, you may want to think about:
Premiums: Your previous plan can charge up to 102% of total plan premiums for COBRA coverage.
Other options, like coverage on a spouse’s plan or through the Marketplace, may be less expensive.
Provider Networks: If you’re currently getting care or treatment for a condition, a change in your
health coverage may affect your access to a particular health care provider. You may want to
check to see if your current health care providers participate in a network as you consider options
for health coverage.
Drug Formularies: If you’re currently taking medication, a change in your health coverage may
affect your costs for medication – and in some cases, your medication may not be covered
by another plan. You may want to check to see if your current medications are listed in drug
formularies for other health coverage.
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Severance payments: If you lost your job and got a severance package from your former employer,
your former employer may have offered to pay some or all of your COBRA payments for a period
of time. In this scenario, you may want to contact the Department of Labor at 1-866-444-3272 to
discuss your options.
Service Areas: Some plans limit their benefits to specific service or coverage areas – so if you move
to another area of the country, you may not be able to use your benefits. You may want to see if
your plan has a service or coverage area, or other similar limitations.
Other Cost-Sharing: In addition to premiums or contributions for health coverage, you probably
pay copayments, deductibles, coinsurance, or other amounts as you use your benefits. You may
want to check to see what the cost-sharing requirements are for other health coverage options.
For example, one option may have much lower monthly premiums, but a much higher deductible
and higher copayments.

For More Information
This notice doesn’t fully describe continuation coverage or other rights under the plan. More
information about continuation coverage and your rights under the plan is available in your
summary plan description or from the Benefits Department.
If you have questions about the information in this notice, your rights to coverage, or if you want a
copy of your summary plan description, contact your Benefits Department.
For more information about your rights under the Employee Retirement Income Security Act
(ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws
affecting group health plans, visit the U.S. Department of Labor’s Employee Benefits Security
Administration (EBSA) website at www.dol.gov/ebsa or call their toll-free number at 1-866-444-3272.
For more information about health insurance options available through the Health Insurance
Marketplace, and to locate an assistant in your area who you can talk to about the different
options, visit www.healthcare.gov.
Keep Your Plan Informed of Address Changes
To protect your and your family’s rights, keep your employer informed of any changes in your
address and the addresses of family members. You should also keep a copy of any notices you
send to the Plan Administrator.

Important Information about Payment
First payment for continuation coverage. You must make your first payment for continuation
coverage no later than 45 days after the date of your election (this is the date the Election Notice
is postmarked). If you don’t make your first payment in full no later than 45 days after the date
of your election, you’ll lose all continuation coverage rights under the plan. You’re responsible
for making sure that the amount of your first payment is correct. You may contact the Benefits
Department to confirm the correct amount of your first payment.
Periodic payments for continuation coverage. After you make your first payment for continuation
coverage, you’ll have to make periodic payments for each coverage period that follows. The
amount due for each coverage period for each qualified beneficiary may be obtained by
contacting the Benefits Department. The periodic payments can be made on a monthly basis.
Under the plan, each of these periodic payments for continuation coverage is due on a specified
date for that coverage period. If you make a periodic payment on or before the first day of the
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coverage period to which it applies, your coverage under the plan will continue for that coverage
period without any break. The plan will not send periodic notices of payments due for these
coverage periods.
Grace periods for periodic payments. Although periodic payments are due on specified dates
(contact the Benefits Department for this information), you’ll be given a grace period of 30 days
after the first day of the coverage period to make each periodic payment. You’ll get continuation
coverage for each coverage period as long as payment for that coverage period is made before
the end of the grace period.
If you pay a periodic payment later than the first day of the coverage period to which it applies,
but before the end of the grace period for the coverage period, your coverage will be suspended
as of the first day of the coverage period and then retroactively reinstated (going back to the first
day of the coverage period) when the periodic payment is received. This means that any claim
you submit for benefits while your coverage is suspended may be denied and may have to be
resubmitted once your coverage is reinstated.
If you don’t make a periodic payment before the end of the grace period for that coverage period,
you’ll lose all rights to continuation coverage under the plan. Contact your Plan Administrator for
information for where your first payment and all periodic payments for continuation coverage
should be sent.
Separate USERRA Rights for Military Service: The COBRA health care coverage continuation rights
discussed above are separate from USERRA health care coverage continuation rights for qualifying
military service.
If you leave employment to enter military service, you should contact the Benefits Department to
determine whether you also have USERRA health care coverage continuation rights.
OMB Control Number 1210-0123
Employee Rights & Responsibilities under the Family Medical Leave Act (50 or more employees)
Basic Leave Entitlement
Family Medical Leave Act (FMLA) requires covered employers to provide up to 12 weeks of unpaid,
job protected leave to eligible employees for the following reasons:
· For incapacity due to pregnancy, prenatal medical care or child birth;
· To care for the employee’s child after birth, or placement for adoption or foster care;
· To care for the employee’s spouse, child or parent, who has a serious health condition;
· For a serious health condition that makes the employee unable to perform the employee’s job.

Military Family Leave Entitlements
Eligible employees whose spouse, son, daughter or parent is on covered active duty or call to
covered active duty status may use their 12-week leave entitlement to address certain qualifying
exigencies. Qualifying exigencies may include attending certain military events, arranging for
alternative childcare, addressing certain financial and legal arrangements, attending certain
counseling sessions, and attending post-deployment reintegration briefings.
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FMLA also includes a special leave entitlement that permits eligible employees to take up to 26
weeks of leave to care for a covered service member during a single 12-month period. A covered
servicemember is: a current member of the Armed Forces, including a member of the National
Guard or Reserves, who is undergoing medical treatment, recuperation or therapy, is otherwise
in outpatient status, or is otherwise on the temporary disability retired list, for a serious injury
or illness (1); or (2) a veteran who was discharged or released under conditions other than
dishonorable at any time during the five-year period prior to the first date the eligible employee
takes FMLA leave to care for the covered veteran, and who is undergoing medical treatment,
recuperation, or therapy for a serious injury or illness.

Benefits & Protections
During FMLA leave, the employer must maintain the employee’s health coverage under any “group
health plan” on the same terms as if the employee had continued to work. Upon return from FMLA
leave, most employees must be restored to their original or equivalent positions with equivalent
pay, benefits, and other employment terms.
Use of FMLA leave cannot result in the loss of any employment benefit that accrued prior to the
start of an employee’s leave.
Eligibility Requirements
Employees are eligible if they have worked for a covered employer for at least 12 months, have
1,250 hours of service in the previous 12 months, and if at least 50 employees are employed by the
employer within 75 miles.

Definition of Serious Health Condition
A serious health condition is an illness, injury, impairment, or physical or mental condition that
involves either an overnight stay in a medical care facility, or continuing treatment by a health care
provider for a condition that either prevents the employee from performing the functions of the
employee’s job, or prevents the qualified family member from participating in school or other daily
activities.
Subject to certain conditions, the continuing treatment requirement may be met by a period of
incapacity of more than 3 consecutive calendar days combined with at least two visits to a health
care provider or one visit and a regimen of continuing treatment, or incapacity due to pregnancy,
or incapacity due to a chronic condition. Other conditions may meet the definition of continuing
treatment.
Use of Leave
An employee does not need to use this leave entitlement in one block. Leave can be taken
intermittently or on a reduced leave schedule when medically necessary. Employees must make
reasonable efforts to schedule leave for planned medical treatment so as not to unduly disrupt the
employer’s operations. Leave due to qualifying exigencies may also be taken on an intermittent
basis.

Substitution of Paid Leave for Unpaid Leave
Employees may choose or employers may require use of accrued paid leave while taking FMLA
leave. In order to use paid leave for FMLA leave, employees must comply with the employer’s
normal paid leave policies.
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Employee Responsibilities
Employees must provide 30 days advance notice of the need to take FMLA leave when the need
is foreseeable. When 30 days’ notice is not possible, the employee must provide notice as soon as
practicable and generally must comply with an employer’s normal call-in procedures.
Employees must provide sufficient information for the employer to determine if the leave may
qualify for FMLA protection and the anticipated timing and duration of the leave. Sufficient
information may include that the employee is unable to perform job functions; the family member
is unable to perform daily activities, the need for hospitalization or continuing treatment by a
health care provider; or circumstances supporting the need for military family leave. Employees
also must inform the employer if the requested leave is for a reason for which FMLA leave was
previously taken or certified. Employees also may be required to provide a certification and
periodic recertification supporting the need for leave.

Employer Responsibilities
Covered employers must inform employees requesting leave whether they are eligible under
FMLA. If they are, the notice must specify any additional information required as well as the
employees’ rights and responsibilities. If they are not eligible, the employer must provide a reason
for the ineligibility.
Covered employers must inform employees if leave will be designated as FMLA protected and the
amount of leave counted against the employee’s leave entitlement. If the employer determines that
the leave is not FMLA protected, the employer must notify the employee.
Unlawful Acts by Employers
FMLA makes it unlawful for any employer to:
· Interfere with, restrain, or deny the exercise of any right provided under FMLA;
· Discharge or discriminate against any person for opposing any practice made unlawful by FMLA
or for involvement in any proceeding under or relating to FMLA.
Enforcement
An employee may file a complaint with the U.S. Department of Labor or may bring a private
lawsuit against an employer.
FMLA does not affect any Federal or State law prohibiting discrimination, or supersede any State
or local law or collective bargaining agreement which provides greater family or medical leave
rights.
FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered employers to post the text of this
notice. Regulations 29 C.F.R. § 825.300(a) may require additional disclosures.
For additional information: (866) 4US-WAGE (866) 487-9243) TYY: (877) 889-5627 www.
wagehour.dol.gov
Uniformed Services Employment & Reemployment Rights Act Notice of 1994, Notice of Right to
Continued Coverage under USERRA
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Right to Continue Coverage
Under the Uniformed Services Employment & Reemployment Rights Act of 1994 (USERRA), you
(the employee) have the right to continue the coverage that you (and your covered dependents, if
any) had under the Company Medical Plan if the following conditions are met:
· You are absent from work due to service in the uniformed services (defined below);
· You were covered under the Plan at the time your absence from work began; and
· You (or an appropriate officer of the uniformed services) provided your employer with advance
notice of your absence from work (you are excused from meeting this condition if compliance
is precluded by military necessity or is otherwise impossible or unreasonable under the
circumstances).

How to Continue Coverage
If the conditions are met, you (or your authorized representative) may elect to continue your
coverage (and the coverage of your covered dependents, if any) under the Plan by completing
and returning an Election Form 60 days after date that USERRA election notice is mailed, and by
paying the applicable premium for your coverage as described below.
What Happens if You do not Elect to Continue Coverage?
If you fail to submit a timely, completed Election Form as instructed or do not make a premium
payment within the required time, you will lose your continuation rights under the Plan, unless
compliance with these requirements is precluded by military necessity or is otherwise impossible
or unreasonable under the circumstances.
If you do not elect continuation coverage, your coverage (and the coverage of your covered
dependents, if any) under the Plan ends effective the end of the month in which you stop working
due to your leave for uniformed service.

Premium for Continuing Your Coverage
The premium that you must pay to continue your coverage depends on your period of service in
the uniformed services. Contact the Benefits Department for more details.
Length of Time Coverage Can Be Continued
If elected, continuation coverage can last 24 months from the date on which employee’s leave
for uniformed service began. However, coverage will automatically terminate earlier if one of the
following events takes place:
· A premium is not paid in full within the required time;
·Y
 ou fail to return to work or apply for reemployment within the time required under USERRA (see
below) following the completion of your service in the uniformed services; or
·Y
 ou lose your rights under USERRA as a result of a dishonorable discharge or other conduct
specified in USERRA.
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We will not provide advance notice to you when your continuation coverage terminates.
Reporting to Work / Applying for Reemployment
Your right to continue coverage under USERRA will end if you do not notify the Benefits
Department of your intent to return to work within the timeframe required under USERRA
following the completion of your service in the uniformed services by either reporting to work (if
your uniformed service was for less than 31 days) or applying for reemployment (if your uniformed
service was for more than 30 days). The time for returning to work depends on the period of
uniformed service, as follows:
Definitions
For you to be entitled to continued coverage under USERRA, your absence from work must be due
to “service in the uniformed services.”
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage
from your employer, your state may have a premium assistance program that can help pay for
coverage, using funds from their Medicaid or CHIP programs. If you or your children aren’t eligible
for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you may
be able to buy individual insurance coverage through the Health Insurance Marketplace. For more
information, visit www.healthcare.gov.
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed
below, contact your State Medicaid or CHIP office to find out if premium assistance is available.
If you or your dependents are not currently enrolled in Medicaid or CHIP, and you think you or any
of your dependents might be eligible for either of these programs, contact your State Medicaid
or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you
qualify, ask your state if it has a program that might help you pay the premiums for an employer
sponsored plan.
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well
as eligible under your employer plan, your employer must allow you to enroll in your employer
plan if you aren’t already enrolled. This is called a “special enrollment” opportunity, and you must
request coverage within 60 days of being determined eligible for premium assistance. If you
have questions about enrolling in your employer plan, contact the Department of Labor at www.
askebsa.dol.gov or call 1-866-444-EBSA (3272).
_________________________________________________________________________________
If you live in one of the following states, you may be eligible for assistance paying your employer
health plan premiums. The following list of states is current as of January 31, 2015. Contact your
State for more information on eligibility.
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To see if any other states have added a premium assistance program since January 31, 2015, or for
more information on special enrollment rights, contact either:
U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/ebsa
1-866-444-EBSA (3272)
OMB Control Number 1210-0137
U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565
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Notes:
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1-800-400-2810

Matthew L. Heath, President
Laurie Mason, Executive Account Manager

This brochure provides an overview of some of your benefit plan choices. It is for informational purposes only. It is not
intended to be an agreement for continued employment. Neither is it a legal plan document. If there is a disagreement
between this guide and the plan documents, the plan documents will govern.
In addition, the plans described in this brochure are subject to change without notice. Continuation of any benefit plan or
coverage is at the District’s discretion and in accordance with federal and state laws. If you need additional information
or have any questions about the benefit program, please contact the Benefits Office.
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