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CONTACT INFORMATION
Benefit
Medical - Certificated
Blue Shield
Trio ACO/Access+ HMO,
POS and PPO

Contact
Medical
Pharmacy

Group Number

Telephone

Web Address

W0051430

(888) 256-1915 www.blueshieldca.com
(800) 535-9481

Kaiser Permanente

Medical/Pharmacy 100355

(800) 464-4000 www.kaiserpermanente.org

Medical - Classified

CalPERS

(888) 225-7377 www.calpers.ca.gov

Dental
Delta Premier

Delta Dental

Classified: 6593-0012 (866) 499-3001 www.deltadentalca.org
Certificated: 6593-0011

Delta Preferred

Delta Dental

Classified: 6593-0015 (866) 499-3001 www.deltadentalca.org
Certificated: 6593-0014

Delta Care (DMO)

Delta Dental

Classified: 1691-0137 (800)422-4234 www.deltadentalca.org
Certificated: 1691-0138

Vision

VSP

00810801

Flexible Spending Accounts

American Fidelity

(800) 877-7195 www.vsp.com
(800) 325-0654 www.afadvantage.com

Other Benefit Related Inquiries Risk Management Department

(909) 595-1261 ext. 31332

IMPORTANT INFORMATION FOR ALL BENEFITS:
If you have questions about either the quality of care or the services you receive, please contact your health care
provider. We also encourage you to contact your health plan directly for any claims or service issues. Of course, the
Benefits Department is also available for assistance.
Your health care plan will provide notification if any service or claims are denied, in whole or in part, stating the specific
reason for denial. If you have a question or complaint regarding eligibility, the denial of services or claims, policy
procedures and operations of the plan, or the quality of services performed by a plan provider, you may contact the
plan directly.
Your health care service plan also maintains an internal grievance procedure. If you would like to initiate a grievance,
please call or send a written description of your complaint to the plan at the address provided. If you are not satisfied
with the outcome, the plan also has an appeals process.
The California Department of Managed Health Care is responsible for regulating health care service plans. The
department has a toll-free telephone number 1-888-HMO-2219 to receive complaints regarding health plans. The
hearing and speech impaired may used the California Relay Service’s toll free numbers 1-800-735-2929 (TTY) or 1-888577-5378 (TTY) to contact the department. The department’s Internet website, www.dhmc.ca.gov/gethelp has
complaint forms and instructions. If you have a grievance against your health plan, you first contact them and proceed
through their process before contact the department.
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ELIGIBILITY
Eligible Employees: To be eligible for MEDICAL BENEFITS, employees must be working in a 50% or
more permanent assignment. Certificated Job Share participants are eligible for Medical, Dental,
Vision and Life insurance on a pro-rated basis.
To be eligible for DENTAL AND VISION BENEFITS, employees must be working in a 75% or more permanent
assignment. Certificated employees must work 75% or more to qualify for Life Insurance and Classified employees
must work 3.75 hours or more daily to qualify for Life Insurance.

Eligible Dependents:

Employees requesting benefits for their spouse or domestic
partner must provide one of the following documents at the time of their request:


Marriage certificate



Domestic partnership state registration



Most recent tax return

To enroll your child dependent, you must provide the following document
at the time of request:
 Birth Certificate
The definition of eligible dependents is impacted by government regulations
and plan provisions. At the time of the printing of this guide, eligible dependents are defined as:


Legally married spouses and qualified domestic partners



Children , stepchildren, children of qualified Domestic Partnerships and legally adopted children up to age 26



Disabled children (Social Security determination required after age 26/no age maximum)



Any child for whom a Qualified Medical Child Support order that complies with all applicable laws has been
issued (effective August 10, 1993)

Note: Government regulations and plan parameters that alter this section will prevail.

Before enrolling
anyone as your
dependent, verify
that he or she
qualifies under the
plan rules.

Certification of Dependent
Proof of dependent status for verification is required for all first time enrollees and when
any addition is made. If you are unsure whether a person qualifies as your dependent, call
Benefits for assistance.
It is your responsibility to determine if a dependent is eligible. All employees are required
to submit proof of eligibility certifying that the individuals enrolled as dependents meet
the eligibility requirements.

If you are a benefit eligible employee, you must take the initiative to enroll yourself and your eligible dependents in
the group insurance program.
Certificated Employees: The MEDICAL and LIFE Insurance becomes effective the first day of the month following
employment. For teachers hired to start at the beginning of the school year, the effective date is September 1st. For
DENTAL and VISION coverage, the effective dates are as follows:
Certificated, Managers, Confidential, Administrators, Supervisory and Psychologists: Your benefits will be effective
the first day of the month following employment. For teachers hired to start at the beginning of the school year, the
effective date is September 1st.
Classified Employees: MEDICAL and LIFE Insurance effective date is the first day of the month following the date of
hire. DENTAL and VISION Benefits become effective the first day of the month following completion of the
probationary period.
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ENROLLMENT
How and When to Enroll
When it is time for you to enroll, you will need to have the
following information
available:
 Names, Social Security numbers, and dates of birth for
eligible dependents you wish to enroll
 Name, Social Security number, and date of birth for life
insurance beneficiary
 If you are adding a new dependent to your insurance,
you must provide proof of dependent status (i.e.
marriage certificate, birth certificate, court order)

Making Changes During the Year
The choices you make when you first become eligible remain in effect for the entire plan year. Once you are enrolled,
you must wait until the next open enrollment period to change your benefits or add coverage for dependents, unless
you have a qualified change in family status as defined by the IRS.


Change in marital status



Change in number of dependents (birth, adoption, death)



Change in spouse or dependent’s eligibility under an employer’s plan
that results in an involuntary loss of coverage.



Change in employment status that changes eligibility status



Change in eligibility for a state program such as Medicaid

When you experience a family or employment status change, the
benefit changes you request must be consistent with and due to
your change in status. For example, if you have a newborn child,
you may not also add other dependents that you did not previously
add to the plan. If you need assistance determining what changes
are allowed, contact Benefits.
Any benefit change needed due to a qualifying status change event
must be made within 30 days of the event (or within 60 days of a
loss of Medicaid/CHIP coverage, or within 60 days of gaining
eligibility for a state’s premium assistance program under Medicaid
or CHIP).
You must submit appropriate documentation and complete any
necessary change forms or you will not be able to make a change
until the next annual open enrollment period.
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CONTRIBUTIONS
Beginning January 2020, some employee
contributions will change. Deductions will be taken
on a 10thly basis. There are 10 premium payments
for the year that are divided into two segments:
January – June and September – December. There
will be no premium deductions or contributions for
July and August.

RATES HAVE
CHANGED!

Certificated Employees

Classified Employees

Employees Hired BEFORE July 1, 1994: The District
will pay up to the Kaiser Employee and 2 or more
dependents rate plus 50% of the difference if the
plan selected is more than the Kaiser Employee and 2
or more dependents rate. The employee is
responsible for the other 50%.

Employees Hired BEFORE July 1, 1994: The District
will pay up to the Kaiser Employee and 2 or more
dependents rate plus 50% of the difference if the plan
selected is more than the Kaiser Employee and 2 or
more dependents rate. The employee is responsible
for the other 50%.

Employees Hired AFTER July 1, 1994: The District
will pay up to the Kaiser Employee and 2 or more
dependents rate for the plan selected. If the plan
selected is more than the Kaiser Employee and 2 or
more dependents rate, the employee is responsible
for the entire difference.

Employees Hired AFTER July 1, 1994: The District will
pay up to the Kaiser Employee and 2 or more
dependents rate for the plan selected. If the plan
selected is more than the Kaiser Employee and 2 or
more dependents rate, the employee is responsible for
the entire difference.

Part Time Employees: Employees working less than
Full Time (but at least 50%) will have a proportionate
amount contributed to the medical premium under
the same conditions as Full Time employees.

Part Time Employees: Employees working less than
Full Time (but at least 50%) will have a proportionate
amount contributed to the medical premium under
the same conditions as Full Time employees.

Please refer to the following pages for the actual
contribution amounts.

Please refer to the following pages for the actual
contribution amounts.

The new benefit deductions will begin with the
January 01, 2020 paycheck and continue through the
June 01, 2020 paycheck. The deductions will resume
for the September 01, 2020 paycheck.

The new benefit deductions will begin with the January
10, 2020 paycheck and continue through the June 10,
2020 paycheck. The deductions will resume with the
September 10, 2020 paycheck.

Cash-in-Lieu

“Cash-in-Lieu” of medical insurance will continue to be an option for 2020. Those who choose this option will
receive $300.00 TENTHLY. The amount will be pro-rated for employees working at least 50% but less than
100%. If you are currently enrolled in this program and would like to continue it for 2020, you must re-enroll
and renewal will be required annually.
In order to be enrolled, please complete the following steps:
 Complete the District’s “Cash-in-lieu” form;
 Show proof of other Insurance; and
 HAND DELIVER the form to your School Secretary or a Benefits Representative.
These forms are not to be sent through District Mail.
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TEACHERS, NURSES, GLC, SSRA:
MEDICAL PAYROLL DEDUCTIONS

Nothing is more important than the health of you and your family. That is why WVUSD offers you medical plan
choices designed to help you get the care you need. Certificated employees (if eligible) are offered the choice
between 3 Health Maintenance Organization (HMO) plans: Kaiser Permanente, Blue Shield Trio Accountable Care
Organization (ACO) and Blue Shield Access+, a Blue Shield Point of Service (POS) plan and a Blue Shield Preferred
Provider Organization (PPO) plan. Please see tables below and on the next page for a comparison of cost and how
the plans work.
All Southern California

RATES HAVE CHANGED!
Kaiser HMO
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

Fresno, Imperial, Inyo, Kern, Kings, Los Angeles, Madera, Riverside, Orange,
San Diego, San Luis Obispo, Santa Barbara, San Bernardino, Tulare and Ventura Counties

Premium Rates
(10thly)

Payroll Deductions
DOH Before
DOH After
7/1/1994
7/1/1994

$708
$1,415
$2,002

$0
$0
$0

$0
$0
$0

Blue Shield Trio ACO HMO
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$658
$1,347
$1,983

$0
$0
$0

$0
$0
$0

Blue Shield Access+ HMO
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$736
$1,505
$2,216

$0
$0
$107

$0
$0
$214

Blue Shield POS
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$1,368
$2,723
$3,657

$0
$361
$828

$0
$721
$1,655

Blue Shield PPO
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$1,986
$3,667
$4,763

$0
$833
$1,381

$0
$1,665
$2,761
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TEACHERS, NURSES, GLC, SSRA:
MEDICAL OPTIONS

Plan Options
BENEFITS

Carrier
Network

Kaiser

Blue Shield HMO

HMO

HMO

Blue Shield PPO

Blue Shield POS
HMO

PPO

Non-PPO

Calendar Year Deductible
$350/$700
Individual/Family Maximum
N/A
N/A
N/A
Maximum Calendar Year Copay (excluding pharmacy)
Individual/Family Maximum
$1,500/$3,000 $1,000/$2,000 $1,000/$2,000 $2,350/$4,700 $5,350/$10,700
Hospital (including Mental Health and Substance Abuse)
Deductible (per admit)
N/A
N/A
N/A
N/A
N/A
Inpatient
No Charge
No Charge
No Charge
10%
30%
Outpatient Facility/Surgery
$10 Copay
No Charge
$50
Emergency Services (copay waived if admitted as an inpatient)
Emergency Room Deductible
N/A
N/A
N/A
N/A
N/A
Emergency
$50
$100
$100
Non-Emergency
Physician Services (including Mental Health and Substance Abuse)
Office Visits
$10
$15/$30 Access+
$15
10%
30%
Inpatient Visits
No Charge
No Charge
No Charge
10%
30%
Outpatient Visits
$10
$15
$15
10%
30%
$10
$15
$15
$15 Blue Card
30%
Urgent Care Visits
Preventive Services
No Charge
No Charge
No Charge
Not Covered
Surgery/Anesthesia
No Charge
No Charge
No Charge
10%
30%
X-Ray/Lab
Routine Diagnostic
No Charge
10%
30%
No Charge
No Charge
Complex Imaging
Prescription Drugs
Deductible
N/A
N/A
N/A
Generic: $10
Generic: $10
Retail Pharmacy
Generic: $5
Brand: $20
Brand: $25
(30 day supply)
Brand: $15
Closed
Non-Formulary: $40
Formulary
Generic: $5
Retail Pharmacy
N/A
N/A
Brand: $15
Maintenance Drugs
(100 day supply)
Generic: $20
Generic: $5
Generic: $20
Mail Order Pharmacy
Brand: $40
Brand: $15
Brand: $50
Maintenance Drugs
Closed
(100 day supply)
Non-Formulary: $80
Formulary
Mail order maximum copay
N/A
N/A
N/A
Durable Medical Equipment
No Charge
Infertility Testing/Treatment
Covered Charges
$10
Occupational/Physical/Speech Therapy
Inpatient (hospital or skilled
No Charge
nursing facilty)
Outpatient (office and home
$10
visits)
Diabetes Services
Glucose monitors, test strips
No Charge
Self-management training
$10
Acupuncture and Chiropractic
Acupunture (12 visits/year)
Not Covered
Chiropractic (20 visits/year)

PPO

Non-PPO
$350/$700

$1,350/$2,700

$3,350/$6,700

N/A

N/A

10%

30%

N/A

N/A
$100

$15
10%
10%
$15 Blue Card
No Charge
10%

40%
40%
40%
40%
Not Covered
40%

10%
$15

40%
N/A

Generic: $10
Brand: $25
Non-Formulary: $40
N/A
Generic: $20
Brand: $50
Non-Formulary: $80
N/A
10% (deductible
waived)

20%

50%

50%

50%

No Charge

No Charge

10%

30%

10%

40%

$15

$15

10%

30% OT/PT
10% Speech

10%

40% OT/PT
10% Speech

20%
$15

50%
$15

50%
10%

50%
30%

10%
$15

40%

$25
10%

$25
40%

Not Covered

50%

50%
Not Covered

Not Covered
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40%

Not Covered

CalPERS:

HMO MEDICAL PAYROLL DEDUCTIONS
Classified, Administrators, Supervisors, Confidential and Non-Bargaining Unit Certificated Employees
Nothing is more important than the health of you and your family. That is why WVUSD offers you medical plan choices designed to
help you get the care you need. Employees in the above categories are offered the following HMO options: Kaiser, 2 Blue Shield
options (in some areas), 2 Anthem Blue Cross options, 2 Health Net options and a United Healthcare (UHC) option through CalPERS.
Please see tables below and on the next page for a comparison of cost and how the plans work.

Part-Time Employees: please refer to www.wvusd.k12.ca.us HR & Benefits tab to find the CalPERS rate calculator.

RATES HAVE CHANGED!

Region 3 - Los Angeles/Inland Empire

Region 2 - All Other Southern CA

Los Angeles, Riverside,
and San Bernardino Counties

Fresno, Imperial, Inyo, Kern, Kings,
Madera, Orange, San Diego, San Luis Obispo,
Santa Barbara, Tulare and Ventura Counties

Premium
Rates
(10thly)

Payroll Deductions
DOH After
DOH Before
7/1/1994
7/1/1994

Premium
Rates
(10thly)

Payroll Deductions
DOH Before
DOH After
7/1/1994
7/1/1994

Kaiser HMO
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$797
$1,595
$2,073

$0
$0
$0

$0
$0
$0

$774
$1,549
$2,013

$0
$0
$0

$0
$0
$0

Blue Shield Access+ HMO
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$976
$1,952
$2,537

$0
$0
$232

$0
$0
$464

$1,092
$2,184
$2,839

$0
$56
$383

$0
$111
$766

Blue Shield Trio ACO HMO
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$750
$1,500
$1,950

$0
$0
$0

$0
$0
$0

Anthem HMO Select
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$744
$1,488
$1,934

$0
$0
$0

$0
$0
$0

$785
$1,570
$2,041

$0
$0
$0

$0
$0
$0

Anthem HMO Traditional
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$1,083
$2,166
$2,816

$0
$47
$372

$0
$93
$743

$1,122
$2,244
$2,917

$0
$86
$422

$0
$171
$844

Health Net Salud
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$471
$942
$1,224

$0
$0
$0

$0
$0
$0

$522
$1,044
$1,358

$0
$0
$0

$0
$0
$0

Health Net Smart Care
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$778
$1,556
$2,023

$0
$0
$0

$0
$0
$0

$863
$1,726
$2,244

$0
$0
$86

$0
$0
$171

United Healthcare
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$802
$1,604
$2,085

$0
$0
$6

$0
$0
$12

$806
$1,612
$2,095

$0
$0
$11

$0
$0
$22
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CalPERS:

HMO MEDICAL OPTIONS
Classified, Administrators, Supervisors, Confidential and Non-Bargaining Unit Certificated Employees
HMO Basic Plan Options
BENEFITS

Carrier
Network

Kaiser
HMO

Anthem Blue Cross

Blue Shield

Access+ HMO Trio-ACO HMO Select HMO Traditional HMO

Calendar Year Deductible
N/A
N/A
Individual/Family Maximum
N/A
Maximum Calendar Year Copay (excluding pharmacy)
$1,500/$3,000
Individual/Family Maximum
$1,500/$3,000
$1,500/$3,000
Hospital (including Mental Health and Substance Abuse)
N/A
N/A
Deductible (per admit)
N/A
No Charge
No Charge
Inpatient
No Charge
Outpatient Facility/Surgery
No Charge
No Charge
No Charge
Emergency Services (copay waived if admitted as an inpatient or for observation as an outpatient)
Emergency Room Deductible
N/A
N/A
N/A
Emergency
$50
$50
$50
Non-Emergency
Physician Services (including Mental Health and Substance Abuse)
$15/$30 Access +
$15
Office Visits
$15
No Charge
No Charge
Inpatient Visits
No Charge
$15
$15
Outpatient Visits
$15
$15
$15
$15
Urgent Care Visits
Preventive Services
No Charge
No Charge
No Charge
Surgery/Anesthesia
No Charge
No Charge
No Charge
X-Ray/Lab
Routine Diagnostic
No Charge
No Charge
No Charge
Complex Imaging
Prescription Drugs
N/A
N/A
N/A
Deductible
Retail Pharmacy
(up to 30 day supply)
Retail Pharmacy
Maintenance Drugs
(after 2nd fill)
Mail Order Pharmacy
Maintenance Drugs
(up to 90 day supply)
Mail order maximum copay
Durable Medical Equipment

Maximum visits per year
Diabetes Services
Glucose monitors, test strips
Self-management training
Acupuncture and Chiropractic
Office Visits
Maximum visits per year

Salud y Mas

UHC
Alliance HMO

N/A

N/A

$1,500/$3,000

$1,500/$3,000

N/A
No Charge
No Charge

N/A
No Charge
No Charge

N/A

N/A

$50

$50

$15
No Charge
$15
$15
No Charge
No Charge

$15
No Charge
$15
$15
No Charge
No Charge

No Charge

No Charge

N/A

N/A

Generic: $5
Brand: $20

Generic: $5
Brand Formulary: $20
Non-Formulary: $50

Generic: $5
Brand Formulary: $20
Non-Formulary: $50

Generic: $5
Brand Formulary: $20
Non-Formulary: $50

Generic: $5
Brand: $20
Non-Form: $50

N/A

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand F: $40

Generic: $10
Brand: $40

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

N/A

$1,000

$1,000

$1,000

$1,000

No Charge

No Charge

No Charge

No Charge

No Charge

50%

50%

50%

50%

No Charge

No Charge

No Charge

No Charge

$15

$15

$15

$15

$15

N/A

N/A

N/A

N/A

N/A

No Charge
$15

No Charge
$15

No Charge
$15

No Charge
$15

No Charge
$15

$15
20 (combined)

$15
20 (combined)

$15
20 (combined)

$15
20 (combined)

$15
20 (combined)

Infertility Testing/Treatment
50%
Covered Charges
Occupational/Physical/Speech Therapy
Inpatient (hospital or skilled
No Charge
nursing facilty)
Outpatient (office/home visits)

Health Net
SmartCare
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Non-Form: $100

Generic: $10
Brand F: $40

Non-Form: $100

CalPERS:

PPO MEDICAL PAYROLL DEDUCTIONS
Classified, Administrators, Supervisors, Confidential and Non-Bargaining Unit Certificated Employees
In addition to the HMO plans, WVUSD also offers 3 PPO plan choices through CalPERS: PERS Select, PERS Choice and PERS Care.
Please see tables below and on the next page for a comparison of cost and how the plans work.

Part-Time Employees: please refer to www.wvusd.k12.ca.us HR & Benefits tab to find the CalPERS rate calculator.

RATES HAVE CHANGED!

Region 3 - Los Angeles & Inland Empire
Los Angeles, Riverside,
and San Bernardino Counties

Premium Rates
(10thly)

Payroll Deductions
DOH Before 7/1/94
DOH After 7/1/94

PERS Select
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$523
$1,046
$1,360

$0
$0
$0

$0
$0
$0

PERS Choice
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$852
$1,705
$2,216

$0
$0
$72

$0
$0
$143

PERS Care
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$1,117
$2,235
$2,905

$0
$81
$416

$0
$162
$832

Region 2 - Other Southern California
Fresno, Imperial, Inyo, Kern, Kings, Madera, Orange, San Diego,
San Luis Obispo, Santa Barbara, Tulare Counties and Ventura Counties

Premium Rates
(10thly)

Payroll Deductions
DOH Before 7/1/94
DOH After 7/1/94

PERS Select
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$542
$1,084
$1,409

$0
$0
$0

$0
$0
$0

PERS Choice
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$884
$1,767
$2,297

$0
$0
$112

$0
$0
$224

PERS Care
Employee Only
Employee & One Dependent
Employee & Two or More Dependents

$1,184
$2,368
$3,078

$0
$148
$503

$0
$295
$1,005
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CalPERS:

PPO MEDICAL OPTIONS
Classified, Administrators, Supervisors, Confidential and Non-Bargaining Unit Certificated Employees
PPO Basic Plan Options
Carrier
PERS Select
PERS Choice
BENEFITS
Non-PPO
Network
PPO
Non-PPO
PPO
Calendar Year Deductible (not transferable between plans)
Individual/Family Maximum
$1,000/$2,000
$500/$1,000
Maximum Calendar Year Copay (excluding pharmacy)
N/A
$3,000/$6,000
$3,000/$6,000
N/A
Individual/Family Maximum
Hospital (including Mental Health and Substance Abuse)
N/A
Deductible (per admit)
N/A
Inpatient
20%
40%
20%
40%
Outpatient Facility/Surgery
Emergency Services (copay waived if admitted as an inpatient or for observation as an outpatient)
Emergency Room Deductible
$50 (hospital ER charges only)
$50 (hospital ER charges only)
Emergency
20%
20%
Non-Emergency
20%
40%
40%
20%
Physician Services (including Mental Health and Substance Abuse)
Office Visits
$10 PCP/$35 Specialist
40%
$20 PCP/$35 Specialist
40%
20%
40%
Inpatient Visits
20%
40%
Outpatient Visits
$10 PCP/$35 Specialist
40%
$20 PCP/$35 Specialist
40%
Urgent Care Visits
$35
40%
$35
40%
No Charge
40%
Preventive Services
No Charge
40%
Surgery/Anesthesia
40%
20%
40%
20%
X-Ray/Lab
Routine Diagnostic
20%
40%
20%
40%
Complex Imaging
Prescription Drugs
Deductible
N/A
N/A
Retail Pharmacy
(up to 30 day supply)
Retail Pharmacy
Maintenance Drugs after
2nd fill (up to 30 day supply)
Mail Order Pharmacy
Maintenance Drugs
(up to 90 day supply)

Non-PPO

$500/$1,000
$2,000/$4,000

N/A

$250
10%

40%

$50 (hospital ER charges only)
10%
10%
40%
$20 PCP/$35 Specialist
10%
$20 PCP/$35 Specialist
$35
No Charge
10%

40%
40%
40%
40%
40%
40%

10%

40%
N/A

Generic: $5
Brand Formulary: $20
Non-Formulary: $50

Generic: $5
Brand Formulary: $20
Non-Formulary: $50

Generic: $5
Brand Formulary: $20
Non-Formulary: $50

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

Generic: $10
Brand Formulary: $40
Non-Formulary: $100

$1,000

$1,000

Mail order maximum copay
$1,000
Durable Medical Equipment (pre-certification may be required)
20%
Infertility Testing/Treatment
Covered Charges
Occupational/Physical/Speech Therapy
Inpatient (hospital/skilled
nursing facilty)
Outpatient (office/home visit

PERSCare
PPO

40%

20%

40%

40%

10%

Not Covered

Not Covered

Not Covered

No Charge

No Charge

No Charge

20%

40% (20% OT)

Maximum visits per year
Pre-certification requited for > 24
Diabetes Services
Coverage Varies
Glucose monitors, test strips
Self-management training
$20
40%
Acupuncture and Chiropractic
Office Visits
$15
40%
Maximum visits per year
20 (combined)

20%

40% (20% OT)

Pre-certification requited for > 24
Coverage Varies
$20
20%
20 (combined)

10

10%

40% (10% OT)

Pre-certification requited for > 24
Coverage Varies
$10 PCP/$35 Specialist
40%

40%

$15
20 (combined)

40%

VISION, LIFE/AD&D AND DENTAL:
PAYROLL DEDUCTIONS

Vision
Employee (& Dependents if applicable)

Life

Premium Rates
(10thly)
$41

Premium Rates
(10thly)

Payroll Deductions
DOH Before 7/1/94
DOH After 7/1/94
$0

$0

Payroll Deductions
DOH Before 7/1/94
DOH After 7/1/94

Administrators, Managers, Board Members

$8.45

$0

$0

Certificated, Psychologist, Supervisory,
Confidential

$4.55

$0

$0

Classified

$4.55

$0

$0

Delta Care (DHMO)
Employee (& Dependents if applicable)

Premium Rates
(10thly)

Payroll Deductions
DOH Before 7/1/94
DOH After 7/1/94

$62

$0

$0

$144

$0

$0

$144

$0

$0

Delta Preferred (PPO)
Employee (& Dependents if applicable)

Delta Premier (Indemnity)
Employee (& Dependents if applicable)
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VISION AND LIFE/AD&D
Vision Coverage

Your VSP vision plan is a Preferred Provider Organization (PPO). If you use
a VSP-contracted provider, you will receive higher benefits and usually will
pay less out of your own pocket for vision care services. The vision plan
includes benefits for eye exams, eyeglasses, and contact lenses. Under
this plan, you are able to obtain an exam and eyeglasses (frames and
lenses) every 12 months. Please note that contact lenses may be chosen
in lieu of glasses.
Vision care is subject to a $5 copay when an in-network VSP provider is
accessed. Care through a VSP provider is simple and ID cards are not
issued. If you access a provider that is not contracted, you are responsible
for paying the provider and then seeking reimbursement through VSP.

Life and Accidental Death and Dismemberment (AD&D) Coverage

Providing economic security for your family if you die, become disabled, or experience an injury or illness is a major
consideration in personal financial planning. WVUSD provides you with employee life and accidental death and
dismemberment (AD&D) insurance coverage at no cost to you. You must choose a beneficiary to receive benefits in
the event of your death.

Managers
Administrators
Board Members

Covered for $65,000
of Life and AD&D
Insurance.

Personnel Commissioners

Certificated Employees
Psychologists
Supervisory Employees
Confidential Employees

Covered for $35,000
of Life and AD&D
Insurance.

Classified Employees

12

DENTAL PLAN OPTIONS
Good health includes healthy teeth and gums. As an employee of WVUSD, you have the option between three
dental plans with Delta Dental – Delta Care (DHMO), Delta Preferred (PPO) or the Delta Premier (Indemnity). To
check if your current provider is a Delta Dental dentist or for a list of dentists in your area, search the Delta Dental
directories at www.deltadentalca.org.
Below is a brief description of how each program works and on the following page you will find a side-by-side
comparison of the three programs and the benefits for each of the provider access levels.

Delta Care (DHMO)

The Delta Care program is designed to encourage members to visit the dentist regularly to maintain their dental
health. When you enroll, you select a contract dentist to provide services. The Delta Care network consists of
private practice dental facilities that have been carefully screened for quality.
Your selected contract dentist will take care of your dental care needs. If you require treatment from a specialist,
your contract dentist will handle the referral for you. Dental services that are not performed by your selected
contract dentist, or are not covered under provisions for emergency care, must be preauthorized by Delta Dental to
be covered by your Delta Care program.
Under the Delta Care program, many services are covered at no cost, while others have copays. There are no
deductibles, out-of-pocket costs are clearly defined, and there are no annual or lifetime dollar maximums (except
for accidental injury). After you have enrolled, you will receive a Delta Dental membership packet that includes an
identification card and an Evidence of Coverage with a "Description of Benefits and Copayments.” Also included in
this packet is the name, address and phone number of your selected contract dentist. Simply call the dental facility
to make an appointment. Two to four weeks is a reasonable amount of time to wait for a routine, non-urgent
appointment. If you require a specific time, you may have to wait longer.

Delta Preferred (PPO)

The Preferred (PPO) program is a preferred provider plan that allows you to save on out-of-pocket expenses when
you visit a Delta Dental PPO network dentist. Your out-of-pocket costs will likely be higher when you visit a nonnetwork dentist.
Under the Preferred plan, you can visit any licensed dentist of your choice, and your family members may select
different dentists. You can change dentists at any time, go to a dental specialist of your choice and receive dental
care anywhere in the world. To make the most of your benefits and pay the lowest out-of-pocket costs, you will
want to utilize a Delta Dental PPO network dentist.
If you choose a dentist who is not in the PPO network, your next best choice is a Delta Dental Premier dentist.
Although their fees are higher than PPO dentists and they are considered out-of-network dentists, Delta Dental
Premier dentists cannot charge more than their Delta-allowed fees. You won’t receive this cost protection and
other conveniences when you visit a non-Delta dentist.

Delta Premier (Indemnity)

The Premier (Indemnity) program is a fee-for-service plan with the freedom to choose any licensed dentist and
your family members may select different dentists. You can change dentists at any time, go to a dental specialist of
your choice and receive dental care anywhere in the world.
Under the Premier plan, Delta Dental pays a percentage for covered services, however you may be charged what is
determined to be the difference if your dentist charges more than the fee that satisfies a majority of Delta dentists
or "the balance billed." Like with the Delta Preferred program, choosing a Delta dentist allows you to save on outof-pocket costs. Premier dentists have agreed not to charge more than their Delta-allowed fees. You won’t receive
this cost protection and other conveniences when you visit a non-Delta dentist.
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DELTA DENTAL
Plan

BENEFITS

Network

DeltaCare DHMO
DHMO

Preferred PPO
PPO

Premier

Annual Deductibles (calendar year)
Individual/Family
N/A
N/A
Maximum
Annual Benefits Maximum (calendar year)
Individual/Family Maximum
N/A
$1,500 per person
Diagnostic and Preventive Services (no deductible applies to these servies)
Oral examinations, 2
cleanings, x-rays,
examinations of tissue biopsy,
No charge for
fluoride treatment, space
No charge
covered services
maintainers, specialist

Premier Indemnity
Non-Network

Premier

Non-Network

$25 /$75

N/A

$1,000 per person

$1,000 per person

50%

50% + the difference
if your dentist
charges more than
the fee that
satisfies a majority
of Delta dentists or
"the balance billed"

No charge

No charge except
the balance billed

No charge

50%

50%
+ balance billed

10%

10%
+ balance billed

No charge

50%

50%
+ balance billed

50%

50%
+ balance billed

50%

50%

50%
+ balance billed

50%

50%
+ balance billed

25%

25%

25%
+ balance billed

consultation
Basic Benefits
Oral surgery (extractions),
fillings, root canals,
periodontic (gum) treatment,
tissue removal (biopsy),
sealants

No charge for
covered services

Crowns and other cast restorations)
Refer to Evidence of Coverage
No charge for
for limitations on these
covered services
benefits
Prosthodontic Benefits
Bridges, partial dentures, full
dentures
Orthodontic Benefits
Adults
Children
Lifetime maximum benefit
Dental Accident Benefits
Separate $1,000 maximum
benefit per person per
calendar year

No charge for
covered services
$1,600
$1,300
N/A
No charge ($1,600
max benefit per
person per year)

Not Covered

$2,250

No charge
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No charge except
the balance billed

No charge

No charge except
the balance billed

FLEXIBLE SPENDING ACCOUNTS (FSA)
Flexible Spending Accounts (FSAs) are a tax-saving way to pay health care and dependent care expenses that you would
typically pay out-of-pocket. Expenses such as deductibles and copays can quickly add up; and dependent day care or
elder care expenses can be even more expensive. The FSAs let you pay these expenses with pre-tax dollars. This means
that the money you set aside is not taxed, so you save money.
Each year that you would like to participate in the FSAs, you must elect the amount you want to contribute to either or
both of the FSAs. Your contributions will be deducted from your paychecks in equal installments throughout the year
and deposited into your account(s). You may contribute up to $2,700 to the Health Care FSA and $5,000 ($2,500 if you
are married and file your taxes separately) to the Dependent Care FSA. Both accounts function separately. When you
have eligible expenses, you submit a claim for reimbursement from your FSAs.

Eligible Expenses

Eligible expenses for the Health Care FSA include medical, dental, and vision expenses not covered under your health
care plans. Eligible dependent care expenses for the Dependent Care FSA are those that allow you and your spouse (if
you are married) to work or attend school full time. These services generally include day care, babysitters, most day
camps, and caregivers for disabled dependents.

Important Rules to Keep in Mind

FSA’s offer sizeable tax advantages. The trade-off is that these accounts are subject to strict IRS regulations, including
the following:
 The IRS has a strict “use it or lose it rule:” If you do not use the full amount in your FSAs by the end of the plan
year, you will lose any remaining funds.
 Once you enroll in the FSAs, you cannot change your contribution amount during the year unless you experience
a qualified status change.
 You cannot transfer funds from one FSA to another.
If you are unable to estimate your health care and dependent care costs accurately, it is better to be conservative and
underestimate rather than overestimate your expenses.

Over-the-Counter Drug Reimbursements

Under the Health Care Reform law (PPACA), the cost of an over-the-counter (OTC) medicine or drug cannot be
reimbursed from the account unless a prescription is obtained. The change does not affect insulin, even if purchased
without a prescription, or other health care expenses such as medical devices, eyeglasses, contact lenses, copays and
deductibles.
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MEDICARE
Medicare is the Federal health insurance program for persons age 65 or older as well as certain disabled persons.

Medicare Part A

Medicare Part B

Pays some of the costs of
hospitals, skilled nursing
facilities, home health and
hospice care.

Primarily covers doctor
fees, and most outpatient
hospital services.
Medicare does not cover
long term nursing home
care.

Eligibility and Enrollment

You are eligible for Medicare Part A if you are age 65 or over or are eligible for any type of monthly Social Security
benefit. It is available on the first day of the month you attain age 65. The District plan remains your primary health
plan while you are actively employed, regardless of age. If you are disabled, you may be eligible for Medicare before age
65. You must have been entitled to disability benefits from Social Security for two years.
When you enroll in Part A, you also automatically enroll in Medicare Part B, unless you tell the Social Security
Administration that you would like to not enroll.

What is Covered

Medicare Part A covers only services that are medically necessary and charges that are considered reasonable. Under
Medicare, you can go to any doctor or hospital that accepts Medicare. If you are admitted to a hospital, you will have to
pay an initial deductible of $1,364 but no more than the actual charges for days 1-60. For days 61 – 90 of hospital
confinement, you will have to pay the daily rate of $341. Days 91 and beyond, you pay $682 coinsurance per each
"lifetime reserve day” for each benefit period (up to 60 days over your lifetime). Beyond lifetime reserve days, you pay
all costs.
Medicare Part B covers 80% of the approved amount for physician care in-or-out of a hospital or Skilled Nursing Facility
– after you have paid the first $185 of outpatient medical expenses per year. You or your insurance will pay 20% of the
covered expenses plus any additional amount that the physician is ALLOWED to charge. Covered services include
physician visits in an office, a hospital, nursing home or in your home. It also covers x-rays, laboratory exams, surgery,
emergency services and durable medical equipment.

Supplemental Coverage

As the Primary plan, Medicare pays first and Blue Shield will pay the amount not covered by Medicare, up to the amount
normally covered by Blue Shield.

Medicare Managed Care Plans

You may elect to enroll in a Medicare Managed plan for additional premium. You must be enrolled in both Parts A and B
to be eligible for a Medicare Managed plan through either Kaiser or Blue Shield. These are HMO plans that cover items
such as eye examinations, hearing aids, routine physical examinations and prescription drugs.
You may return to fee-for-service Medicare on the first of any month by sending a signed request to the HMO or local
Social Security office. Please contact the Benefits Department for further details.

Note: The above information pertains to the 2019 calendar year and is subject to change for 2020.
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REQUIRED NOTICES:
MEDICARE PART D

Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription drug
coverage with WALNUT VALLEY UNIFIED SCHOOL DISTRICT and about your options under Medicare’s prescription drug coverage.
This information can help you decide whether or not you want to join a Medicare drug plan. If you are considering joining, you
should compare your current coverage, including which drugs are covered at what cost, with the coverage and costs of the plans
offering Medicare prescription drug coverage in your area. Information about where you can get help to make decisions about your
prescription drug coverage is at the end of this notice.
There are two important things you need to know about your current coverage and Medicare’s prescription drug coverage:
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if you
join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug
coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans may also offer
more coverage for a higher monthly premium.
2. The prescription drug coverage offered by WALNUT VALLEY UNIFIED SCHOOL DISTRICT has determined that the prescription
drug coverage offered by the Kaiser, Blue Shield, Anthem, Health Net and United Healthcare plans are expected to pay out
as much as standard Medicare prescription drug coverage pays and is therefore considered Creditable Coverage. Because
your existing coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium (a penalty) if you
later decide to join a Medicare drug plan.
When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15 through
December 31. However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also
be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.
When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan?
You should also know that if you drop or lose your current coverage under the group health plan and don’t join a Medicare drug
plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare
drug plan later.
If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at
least 1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For
example, if you go 19 months without creditable coverage, your premium may consistently be at least 19% higher than the
Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have Medicare
prescription drug coverage. In addition, you may have to wait until the following November to join.
For More Information about This Notice or Your Current Prescription Drug Coverage
Contact Human Resources for further information. NOTE: You’ll get this notice each year. You will also get it before the next
period you can join a Medicare drug plan, and if this coverage through IMS changes. You also may request a copy of this notice at
any time.
For More Information about Your Options under Medicare Prescription Drug Coverage
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook.
You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug
plans.
For More Information about Medicare Prescription Drug Coverage:
 Visit www.medicare.gov
 Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You”
handbook for their telephone number) for personalized help.
 Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information
about this extra help, visit Social Security on the web at www.socialsecurity.gov or call them at 1-800-772-1213 (TTY 1-800-3250778).
Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may be required to
provide a copy of this notice when you join to show whether or not you have maintained creditable coverage and, therefore,
whether or not you are required to pay a higher premium (a penalty).
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REQUIRED NOTICES:

HIPAA PRIVACY NOTICE
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
Our Pledge to You
This notice is intended to inform you of the privacy practices followed by the WALNUT VALLEY UNIFIED SCHOOL DISTRICT Benefit
Plan (the Plan) and the Plan’s legal obligations regarding your protected health information under the Health Insurance Portability
and Accountability Act of 1996 (HIPAA). The notice also explains the privacy rights you and your family members have as
participants of the Plan. It became effective on July 1, 2009.
The Plan often needs access to your protected health information in order to provide payment for health services and perform plan
administrative functions. We want to assure the plan participants covered under the Plan that we comply with federal privacy laws
and respect your right to privacy. WALNUT VALLEY UNIFIED SCHOOL DISTRICT requires all members of our workforce and third
parties that are provided access to protected health information to comply with the privacy practices outlined below.
Protected Health Information
Your protected health information is protected by the HIPAA Privacy Rule. Generally, protected health information is information
that identifies an individual created or received by a health care provider, health plan or an employer on behalf of a group health
plan that relates to physical or mental health conditions, provision of health care, or payment for health care, whether past, present
or future.
How We May Use Your Protected Health Information
Under the HIPAA Privacy Rule, we may use or disclose your protected health information for certain purposes without your
permission. This section describes the ways we can use and disclose your protected health information.
 Payment. We use or disclose your protected health information without your written authorization in order to determine
eligibility for benefits, seek reimbursement from a third party, or coordinate benefits with another health plan under which
you are covered. For example, a health care provider that provided treatment to you will provide us with your health
information. We use that information in order to determine whether those services are eligible for payment under our
group health plan.


Health Care Operations. We use and disclose your protected health information in order to perform plan administration
functions such as quality assurance activities, resolution of internal grievances, and evaluating plan performance. For
example, we review claims experience in order to understand participant utilization and to make plan design changes that
are intended to control health care costs.



Treatment. Although the law allows use and disclosure of your protected health information for purposes of treatment, as
a health plan we generally do not need to disclose your information for treatment purposes. Your physician or health care
provider is required to provide you with an explanation of how they use and share your health information for purposes of
treatment, payment, and health care operations.



As permitted or required by law. We may also use or disclose your protected health information without your written
authorization for other reasons as permitted by law. We are permitted by law to share information, subject to certain
requirements, in order to communicate information on health-related benefits or services that may be of interest to you,
respond to a court order, or provide information to further public health activities (e.g., preventing the spread of disease)
without your written authorization. We are also permitted to share protected health information during a corporate
restructuring such as a merger, sale, or acquisition. We will also disclose health information about you when required by
law, for example, in order to prevent serious harm to you or others.



Pursuant to your Authorization. When required by law, we will ask for your written authorization before using or disclosing
your protected health information. If you choose to sign an authorization to disclose information, you can later revoke that
authorization to prevent any future uses or disclosures.



To Business Associates. We may enter into contracts with entities known as Business Associates that provide services to or
perform functions on behalf of the Plan. We may disclose protected health information to Business Associates once they
have agreed in writing to safeguard the protected health information. For example, we may disclose your protected health
information to a Business Associate to administer claims. Business Associates are also required by law to protect protected
health information.
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To the Plan Sponsor. We may disclose protected health information to certain employees of WALNUT VALLEY UNIFIED
SCHOOL DISTRICT for the purpose of administering the Plan. These employees will use or disclose the protected health
information only as necessary to perform plan administration functions or as otherwise required by HIPAA, unless you have
authorized additional disclosures. Your protected health information cannot be used for employment purposes without
your specific authorization.

Your Rights
 Right to Inspect and Copy. In most cases, you have the right to inspect and copy the protected health information we
maintain about you. If you request copies, we will charge you a reasonable fee to cover the costs of copying, mailing, or
other expenses associated with your request. Your request to inspect or review your health information must be submitted
in writing to the person listed below. In some circumstances, we may deny your request to inspect and copy your health
information. To the extent your information is held in an electronic health record, you may be able to receive the
information in an electronic format.


Right to Amend. If you believe that information within your records is incorrect or if important information is missing, you
have the right to request that we correct the existing information or add the missing information. Your request to amend
your health information must be submitted in writing to the Risk Management Department. In some circumstances, we
may deny your request to amend your health information. If we deny your request, you may file a statement of
disagreement with us for inclusion in any future disclosures of the disputed information.



Right to an Accounting of Disclosures. You have the right to receive an accounting of certain disclosures of your protected
health information. The accounting will not include disclosures that were made (1) for purposes of treatment, payment or
health care operations; (2) to you; (3) pursuant to your authorization; (4) to your friends or family in your presence or
because of an emergency; (5) for national security purposes; or (6) incidental to otherwise permissible disclosures.
Your request to for an accounting must be submitted in writing to the person listed below. You may request an accounting
of disclosures made within the last six years. You may request one accounting free of charge within a 12-month period.



Right to Request Restrictions. You have the right to request that we not use or disclose information for treatment,
payment, or other administrative purposes except when specifically authorized by you, when required by law, or in
emergency circumstances. You also have the right to request that we limit the protected health information that we
disclose to someone involved in your care or the payment for your care, such as a family member or friend.
Your request for restrictions must be submitted in writing to the person listed below. We will consider your request, but in
most cases are not legally obligated to agree to those restrictions. However, we will comply with any restriction request if
the disclosure is to a health plan for purposes of payment or health care operations (not for treatment) and the protected
health information pertains solely to a health care item or service that has been paid for out-of-pocket and in full.



Right to Request Confidential Communications. You have the right to receive confidential communications containing your
health information. Your request for restrictions must be submitted in writing to Risk Management Department. We are
required to accommodate reasonable requests. For example, you may ask that we contact you at your place of
employment or send communications regarding treatment to an alternate address.



Right to be Notified of a Breach. You have the right to be notified in the event that we (or one of our Business Associates)
discover a breach of your unsecured protected health information. Notice of any such breach will be made in accordance
with federal requirements.



Right to Receive a Paper Copy of this Notice. If you have agreed to accept this notice electronically, you also have a right to
obtain a paper copy of this notice from us upon request. To obtain a paper copy of this notice, please contact Human
Resources.

Our Legal Responsibilities
We are required by law to protect the privacy of your protected health information, provide you with certain rights with respect to
your protected health information, provide you with this notice about our privacy practices, and follow the information practices
that are described in this notice.
We may change our policies at any time. In the event that we make a significant change in our policies, we will provide you with a
revised copy of this notice. You can also request a copy of our notice at any time. For more information about our privacy practices,
contact the person listed below. If you have any questions or complaints, please contact Human Resources.
Complaints
If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to your
records, you may contact the person listed above. You also may send a written complaint to the U.S. Department of Health and
Human Services — Office of Civil Rights. The person listed above can provide you with the appropriate address upon request or you
may visit www.hhs.gov/ocr for further information. You will not be penalized or retaliated against for filing a complaint with the
Office of Civil Rights or with us.
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OTHER REQUIRED NOTICES
Children’s Health Insurance Program Act (CHIP)

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).

Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA)

Effective April 1, 2009, employees and dependents who are eligible for coverage under the medical plan, but are not enrolled, will be permitted to
enroll in the plan if they lose eligibility for Medicaid or CHIP coverage or become eligible for a premium assistance subsidy under Medicaid or CHIP.
Individuals must request coverage under the plan within 60 days of the loss of Medicaid or CHIP coverage or the determination of eligibility for a
premium assistance subsidy. CHIPRA allows states to offer eligible low-income children and their families a premium assistance subsidy to help pay
for employer-sponsored coverage. Some states offer a premium assistance subsidy. Included with this notice is a list of potential opportunities
available for premium assistance. You should contact your State for further information on eligibility.

Consolidated Omnibus Budget Reconciliation Act (COBRA) Continuation

COBRA gives you and your dependents the right to continue health care coverage for a specific time if your employer-sponsored coverage ends. In
accordance with COBRA, you (and/or your covered dependents) have a right to continue your health care coverage in the event you (or your
dependents) are no longer eligible for coverage through the employee benefits program. There are several instances in which COBRA continuation
is available; these instances are referred to as “qualifying events.”
Generally, COBRA coverage is available to your for up to 18 months (an additional 18 months may be available in certain circumstances). To receive
this coverage, you must enroll for benefits in a timely manner and pay the required premium. The amount charged can be equal to the full
premium plus a 2% administration fee. If a qualifying event occurs and your employer is aware of it or notified, the COBRA administrator will send
you the required COBRA enrollment materials. For qualifying events that your employer may not be aware of, such as a divorce or birth of a child,
it is your responsibility to report the event within 60 days.

Employee Retirement Income Security Act (ERISA) Compliance Statement of Rights

As a participant in the group insurance plan you are entitled to certain rights and protections under the ERISA of 1974. ERISA provides that all Plan
participants shall be entitled to:
Receive Information about You Plan and Benefits
 Examine, without charge, at the plan administrator’s office and at other specified locations, such as worksites and union halls, all documents
governing the Plan, including insurance contracts and collective bargaining agreements, and a copy of the latest annual report (Form 5500
Series) filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security
Administration.
 Obtain, upon written request to the Plan administrator, copies of documents governing the operation of the Plan, including insurance
contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500 Series) and updated summary plan
description. The administrator may make a reasonable charge for copies.
 Receive a summary of the Plan’s annual financial report, if the plan administrator is required by law to file a Form 5500. The plan administrator
may be required by law to furnish each participant with a copy of this summary annual report.

Grandfathered Plan Status Notice

This group health plan believes this medical plan is NOT a “grandfathered health plan” under the Patient Protection and Affordable Care Act
(PPACA). As permitted by the Affordable Care Act (ACA), 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 the plan may not include certain consumer protections of the
ACA that apply to 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 ACA, 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
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change from grandfathered health plan status can be directed to Human Resources. You may also contact the Employee Benefits Security
Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform/. This website has a table summarizing which
protections do and do not apply to grandfathered health plans.

Health Insurance Marketplace Coverage Options and Your Health Coverage

When key parts of the health care law took effect in 2014, there was a new way to buy health insurance: the Health Insurance Marketplace. To
assist you as you evaluate options for you and your family, this notice provides some basic information about the Marketplace.
What is the Health Insurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers "one-stop
shopping" to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that lowers your monthly
premium right away. Open enrollment for health insurance coverage through the Marketplace began in October 2013 for coverage starting as early
as January 1, 2014.
Can I Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage that
doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.
Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the
Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers your monthly
premium or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer coverage that meets certain
standards.
If the cost of a plan from your employer that would cover you (and not any other members of your family) is more than 9.5 percent of your
household income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the Affordable Care
Act, you may be eligible for a tax credit. (An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total
allowed benefit costs covered by the plan is no less than 60 percent of such costs.)
Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you may lose the
employer contribution (if any) to the employer-offered coverage. Also, this employer contribution—as well as your employee contribution to
employer-offered coverage—is often excluded from income for federal and state income tax purposes. Your payments for coverage through the
Marketplace are made on an after-tax basis.
How Can I Get More Information?
For more information about your coverage offered by your employer, please check your summary plan description or call your plan administrator.
The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its cost. Please
visit www.HealthCare.gov for more information, as well as an online application for health insurance coverage and contact information for a Health
Insurance Marketplace in your area.

HIPAA Notice of Special Enrollment Rights

This notice is being provided to make certain that you understand your right to apply for group health insurance coverage. You should read this
notice even if you plan to waive health insurance coverage at this time.
Loss of Other Coverage
If you are declining coverage for yourself or your dependents (including your spouse) because of other health insurance or group health plan
coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or
if the employer stops contributing toward your or your dependents’ other coverage). However, you must request enrollment within 30 days after
your or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).
Example: You waived coverage under this plan because you were covered under a plan offered by your spouse's employer. Your spouse terminates
employment. If you notify your employer within 30 days of the date coverage ends, you and your eligible dependents may apply for coverage
under this health plan.
Marriage, Birth, or Adoption
If you have a new dependent as a result of a 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, or placement for adoption.
Example: When you were hired, you were single and chose not to elect health insurance benefits. One year later, you marry. You and your eligible
dependents are entitled to enroll in this group health plan. However, you must apply within 30 days from the date of your marriage.
Medicaid or CHIP
If you or your dependents lose eligibility for coverage under Medicaid or the Children’s Health Insurance Program (CHIP) or become eligible for a
premium assistance subsidy under Medicaid or CHIP, you may be able to enroll yourself and your dependents. You must request enrollment within
60 days of the loss of Medicaid or CHIP coverage or the determination of eligibility for a premium assistance subsidy.
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Example: When you were hired, your children received health coverage under CHIP and you did not enroll them in this health plan. Because of
changes in your income, your children are no longer eligible for CHIP coverage. You may enroll them in this group health plan if you apply within 60
days of the date of their loss of CHIP coverage. To request special enrollment or obtain more information, please contact Human Resources.
Note: If you or your dependents enroll during a special enrollment period, as described above, you will not be considered a late enrollee.
Therefore, your group health plan may not impose a preexisting condition exclusion period of more than 12 months. Any preexisting condition
exclusion period will be reduced by the amount of your prior creditable health coverage. Effective for plan years beginning on or after January 1,
2014, health plans may not impose pre-existing condition exclusions on any enrollees.

Newborns’ and Mothers’ Health Protection Act (NMHPA) Notice

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 issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Over The Counter (OTC) Drug Reimbursements for FSAs/HSAs

Under the new Health Care Reform law (PPACA), the cost of an over-the-counter medicine or drug cannot be reimbursed from the account unless a
prescription is obtained. The change does not affect insulin, even if purchased without a prescription, or other health care expenses such as
medical devices, eyeglasses, contact lenses, co-pays and deductibles. The new standard applies only to purchases made on or after January 1, 2011.
A similar rule is in effect for Health Savings Accounts (HSAs). For more information regarding FSAs, HSAs and HRAs, visit
http://www.irs.gov/publications/p969/index.html.

Patient Protection Notice

Our plan generally allows the designation of a primary care provider. You have the right to designate any primary care provider who participates in
the network and who is available to accept you or your family members. Until you make this designation, the medical carrier designates one for
you. For information on how to select a primary care provider, and for a list of the participating primary care providers, contact the medical
insurance carrier at the number listed on your identification card.
For children, you may designate a pediatrician as the primary care provider. You do not need prior authorization from the medical insurance
carrier 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 the 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 the medical insurance carrier at the
number listed on your identification card.

Qualified Medical Child Support Orders

A 1993 amendment to the Employee Retirement Income Security Act (ERISA) requires employment-based group health plans to extend health care
coverage to the children of a parent-employee who is divorced, separated or never married when ordered to do so by state authorities.

Summary of Benefits and Coverage (SBC)

Under the ACA, health insurers and group health plans provide consumers with a document detailing, in plain language, simple and consistent
information about health plan benefits and coverage. This summary document is intended to help consumers better understand the coverage they
have and allow them to easily compare different coverage options. SBC’s summarize the key features of the plan or coverage, such as the covered
benefits, cost-sharing provisions, and coverage limitations and exceptions.

Wellness Program Notice of Reasonable Alternative Standard

Rewards for participating in a wellness program may be available to employees. If you think you might be unable to meet a standard for a reward
under a wellness program, you might qualify for an opportunity to earn the same reward by other means. We will work with you (and if you wish,
your doctor) to find a wellness program activity with the same reward that is right for you in light of your health status. Contact Human Resources
for more information.

Women’s Health and Cancer Rights Act of 1998

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer Rights Act of
1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined in consultation with the
attending physician and the patient, 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. If you would like more information on WHCRA benefits, call your plan administrator.
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GLOSSARY:

HEALTH COVERAGE & MEDICAL TERMS
This glossary has many commonly used terms, but isn’t a full list. These glossary terms and definitions are intended to be educational
and may be different from the terms and definitions in your plan. Some of these terms also might not have exactly the same meaning
when used in your policy or plan, and in any such case, the policy or plan governs. (See your Summary of Benefits and Coverage for
information on how to get a copy of your policy or plan document.). Bold brown text indicates a term defined in this Glossary.
Allowed Amount
Maximum amount on which payment is based for covered
health care services. This may be called “eligible expense,”
“payment allowance" or "negotiated rate." If your provider
charges more than the allowed amount, you may have to pay
the difference. (See Balance Billing.)

Durable Medical Equipment (DME)
Equipment and supplies ordered by a health care provider for
everyday or extended use. Coverage for DME may include:
oxygen equipment, wheelchairs, crutches or blood testing strips
for diabetics.
Emergency Medical Condition
An illness, injury, symptom or condition so serious that a
reasonable person would seek care right away to avoid severe
harm.

Appeal
A request for your health insurer or plan to review a decision or
a grievance again.
Balance Billing
When a provider bills you for the difference between the
provider’s charge and the allowed amount. For example, if the
provider’s charge is $100 and the allowed amount is $70, the
provider may bill you for the remaining $30. A preferred
provider may not balance bill you for covered services.

Emergency Medical Transportation
Ambulance services for an emergency medical condition.
Emergency Room Care
Care you receive in an emergency room.
Emergency Services
Evaluation of an emergency medical condition and treatment to
keep the condition from getting worse.

Coinsurance
Your share of the costs of a
covered health care service,
calculated as a percent (for
example, 20%) of the allowed
amount for the service. You pay
coinsurance plus any deductibles
you owe. For example, if the
health insurance or plan’s allowed amount for an office visit is
$100 and you’ve met your deductible, your Coinsurance
payment of 20% would be $20. The health insurance or plan
pays the rest of the allowed amount.

Excluded Services
Health care services that your health insurance or plan doesn’t
pay for or cover.
Grievance
A complaint that you communicate to your health insurer or plan.
Habilitation Services
Health care services that help a person keep, learn or improve
skills and functioning for daily living. Examples include therapy for
a child who isn’t walking or talking at the expected age. These
services may include physical and occupational therapy, speechlanguage pathology and other services for people with disabilities
in a variety of inpatient and/or outpatient settings.

Complications of Pregnancy
Conditions due to pregnancy, labor and delivery that require
medical care to prevent serious harm to the health of the
mother or the fetus. Morning sickness and a non-emergency
caesarean section aren’t complications of pregnancy.

Health Insurance
A contract that requires your health insurer to pay some or all of
your health care costs in exchange for a premium.

Copayment
A fixed amount (for example, $15) you pay for a covered health
care service, usually when you receive the service. The amount
can vary by the type of covered health care service.

Home Health Care
Health care services a person receives at home.

Deductible
The amount you owe for covered
health care services before
your health insurance or plan
begins to pay. For example, if your
deductible is $1,000, your plan
won’t pay anything until you’ve
met your deductible .
The deductible usually does not
apply to all services.

Hospitalization
Care in a hospital that requires admission as an inpatient and
usually requires an overnight stay. An overnight stay for
observation could be outpatient care.

Hospice Services
Services to provide comfort and support for persons in the last
stages of a terminal illness and their families.

Hospital Outpatient Care
Care in a hospital that usually doesn’t require an overnight stay.
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Preferred Provider
A provider who has a contract with your health insurance or
plan to provide services to you at a discount. Check your policy
to see if you can see all preferred providers or if there a tiered
network that requires you to pay extra to see some providers.
Your health insurance or plan may have preferred providers
who are also “participating” meaning they also contract with
your health insurer or plan, but the discount may not be as
great, and you may have to pay more.

In-network Coinsurance
The percent (for example, 20%) you pay of the allowed amount
for covered health care services to providers who contract with
your health insurance or plan. In-network Coinsurance usually
costs you less than out-of-network coinsurance.
In-network Copayment
A fixed amount (for example, $15) you pay for covered health
care services to providers who contract with your health
insurance or plan. In-network Copayments usually are less than
out-of-network copayments.

Premium
The amount that must be paid for your health insurance or
plan. You and/or your employer usually pay it monthly,
tenthly, quarterly or yearly.

Medically Necessary
Health care services or supplies needed to prevent, diagnose or
treat an illness, injury, condition, disease or its symptoms and
that meet accepted standards of medicine.

Prescription Drug Coverage
Health insurance or plan that helps pay for prescription drugs
and medications.

Network
The facilities, providers and suppliers your health insurer or plan
has contracted with to provide health care services.

Prescription Drugs
Drugs and medications that by law require a prescription.
Primary Care Physician A physician (M.D. – Medical Doctor or
D.O. – Doctor of Osteopathic Medicine) who directly provides
or coordinates a range of health care services for a patient.

Non-Preferred Provider
A provider who doesn’t have a contract with your health insurer
or plan to provide services to you. You’ll pay more to see a nonpreferred provider. Check your policy to see if you can go to all
providers who have contracted with your health insurance or
plan, or if your health insurance or plan has a “tiered” network
and you must pay extra to see some providers.

Primary Care Provider
A physician (M.D. – Medical Doctor or D.O. – Doctor of
Osteopathic Medicine), nurse practitioner, clinical nurse
specialist or physician assistant, as allowed under state law,
who provides, coordinates or helps a patient access a range of
health care services.

Out-of-network Coinsurance
The percent (for example, 40%) you pay of the allowed amount
for covered health care services to providers who do not contract
with your health insurance or plan. Out-of-network coinsurance
usually costs you more than in-network coinsurance.

Provider
A physician (Medical Doctor or Doctor of Osteopathic
Medicine), health care professional or health care facility
licensed, certified or accredited as required by state law.

Out-of-Pocket Limit
The most you pay during a policy period
(usually a year) before your health
insurance or plan begins to pay 100% of
the allowed amount. This limit never
includes your premium, balance-billed
charges or health care your health
insurance or plan doesn’t cover.
Some health insurance or plans don’t count all of your
copayments, deductibles, coinsurance payments, out-of-network
payments or other expenses toward this limit.

Reconstructive Surgery
Surgery and follow-up treatment needed to correct or improve
a part of the body because of birth defects, accidents, injuries
or medical conditions.
Rehabilitation Services
Health care services that help improve skills and functioning for
daily living that have been lost or impaired . These services may
include physical and occupational therapy, speech-language
pathology and psychiatric rehabilitation services.

Physician Services
Health care services a licensed medical physician (M.D. – Medical
Doctor or D.O. – Doctor of Osteopathic Medicine) provides or
coordinates.

Skilled Nursing Care
Services from licensed nurses in your own home or in a nursing
home. Skilled care services are from technicians and therapists
in your own home or in a nursing home.

Plan
A benefit your employer, union or other group sponsor provides
to you to pay for your health care services.

Specialist
A specialist focuses on a specific area of medicine or a group of
patients to diagnose, manage, prevent or treat certain types of
symptoms and conditions.

Preauthorization
A decision by your health insurer or plan that a health care
service, treatment plan, prescription drug or durable medical
equipment is medically necessary. Sometimes called prior
authorization, prior approval or precertification. Your health
insurance or plan may require preauthorization for certain
services before you receive them, except in an emergency.
Preauthorization isn’t a promise your health insurance or plan will
cover the cost.

UCR (Usual, Customary and Reasonable)
The amount paid for service in a geographic area based on
what providers in the area usually charge for the same or
similar service.
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Urgent Care
Care for an illness, injury or condition serious enough to seek
care right away, but not so severe that it requires emergency
room care.

Prepared by:

The information in this Benefits Summary is presented for illustrative purposes and is based on information
provided by the employer and the insurance companies. The text contained in this Summary was taken
from various summary plan descriptions and benefit information. While every effort was taken to
accurately report your benefits, discrepancies or errors are always possible. In case of a discrepancy
between the Benefits Summary and the actual plan documents, the actual plan documents will prevail. All
information is confidential, pursuant to the Health Insurance Portability and Accountability Act of 1996. If
you have any questions about this summary, contact Human Resources.

