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PALS Home Health
Passionate About Pediatric Health

PALS Home Health is proud to offer you a substantial
in-depth benefits package for the 2018 plan year.
All full time employees are eligible for the Benefits Package. New employees and employees
transitioning to full time status eligibility effective dates are on the first day of the month
following 30 days from hire date or full time status date.
The 2018 Plan Year will run from December 01st, 2017 through December 31st, 2018. The open
enrollment period will be November and December 2017.
Below is a summary of the Benefits Package. Each benefit is described in detail in the following
packet.

Summary of Benefits Package:









Scott and White Health Plan Health Insurance
o Bronze 6600
o Silver 2000
United Health Care Dental Plan
o PPO 20
o PPO 30
United Health Care Vision Plan
o L005V
United Health Basic Life Insurance
o $25,000
o $25,000 AD&D
AT&T Cell Phone Discount Plan

As a growing company we are always looking for new and better ways to make your
employment at PALS as meaningful and beneficial as possible.

We hope you are as excited about this year’s benefits package as we are!

6605 Sanger Ave Suite 1 Waco, TX 76710 · P. 254-307-8607 · F. 254-765-2501
PALSHomeHealth@Gmail.com · PALSHomeHealth.com

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Scott & White Health Plan: LP1666640 with LRX2-0007

Coverage Period: 12/01/2017 – 11/30/2018
Coverage for: Individual + Family | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://swhp.org/plandocs, or call 1-800321-7947. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-800-321-7947 to request a copy.
Important Questions
What is the overall
deductible?

Answers
Network provider: $6,600
individual / $13,200 family; NonNetwork provider: $12,000 ind. /
$24,000 fam.

Are there services
covered before you meet
your deductible?

Yes. Preventive care and primary
care services are covered before
you meet your deductible.

Are there other
deductibles for specific
services?

No.

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a network provider?
Do you need a referral to
see a specialist?

Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.
This plan covers some items and services even if you have not yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/
You do not have to meet deductibles for specific services.

Network provider: $6,600 per ind. /
$13,200 per fam.; Non-Network
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
provider: $19,800 ind. / $39,600
family members in this plan, the overall family out-of-pocket limit must be met.
fam.
Copayments on certain services,
premiums, balance-billing
Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
charges, and health care this plan
does not cover.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Yes. See www.swhp.org or call 1- You will pay the most if you use an out-of-network provider, and you might receive a bill from a
800-321-7947 for a list of network provider for the difference between the provider’s charge and what your plan pays (balance
providers.
billing). Be aware your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.
No

You can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
Common
Medical Event

If you visit a health
care provider’s office
or clinic

If you have a test

Services You May Need
Primary care visit to treat an
injury or illness
Specialist visit
Preventive care/screening/
immunization
Diagnostic test (x-ray, blood
work)
Imaging (CT/PET scans, MRIs)

Preferred generic drugs
If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available at
http://swhp.org/enus/members/manageyour-plan/pharmacyinformation.

Preferred brand drugs

Non-preferred generic drugs
and non-preferred brand drugs

Preferred Specialty drugs

What You Will Pay
Network provider
Out-of-Network provider
(You will pay the least)
(You will pay the most)
$40 copay per visit;
50% after deductible
deductible does not apply
$60 copay per visit;
50% after deductible
deductible does not apply
No Charge

50% after deductible

No Charge

50% after deductible

0% after deductible
$15 copay per 30-day
supply. Deductible does not
apply / retail
$30 copay per 90-day
supply. Deductible does not
apply / maintenance
$50 copay per 30-day
supply. Deductible does not
apply / retail
$100 copay per 90-day
supply. Deductible does not
apply / maintenance
$100 copay per 30-day
supply. Deductible does not
apply / retail
$200 copay per 90-day
supply. Deductible does not
apply / maintenance
25% of charges; deductible
does not apply

50% after deductible

Limitations, Exceptions, & Other
Important Information
You may have to pay for services that
aren’t preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

None

$15 copay per 30-day
supply. Deductible does not
apply

$50 copay per 30-day
supply. Deductible does not
apply

$100 copay per 30-day
supply. Deductible does not
apply

Copays are per 30-day supply. Two
copays apply for a 90-day supply if a
maintenance drug is obtained through a
Baylor Scott & White pharmacy OR when
using the mail order prescription service.
Specific preventative medications will be
covered with no cost to the member.
Non-formulary drugs: 50% of charges;
deductible does not apply

25% of charges; deductible
does not apply
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Common
Medical Event
If you have outpatient
surgery

Services You May Need
Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

0% after deductible

50% after deductible

0% after deductible
$500 copay per visit;
deductible does not apply

50% after deductible
$500 copay per visit;
deductible does not apply

Emergency medical
transportation

0% after deductible

0% after deductible

Urgent care

$75 copay per visit;
deductible does not apply

$75 copay per visit;
deductible does not apply

Emergency room care
If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

What You Will Pay
Network provider
Out-of-Network provider
(You will pay the least)
(You will pay the most)

Limitations, Exceptions, & Other
Important Information
None

None

For prior authorization requirements and
penalties see http://www.swhp.org/indfam/tools-resources. Failure to obtain
Prior Authorization will result in the lesser
of $500 or 50% reduction in benefits, or
denial in the case of Health Care Services,
other than Emergency Care, provided by
an In-Network provider.

Facility fee (e.g., hospital room) 0% after deductible

50% after deductible

Physician/surgeon fees

0% after deductible

50% after deductible

Outpatient services

$40 copay per visit;
deductible does not apply

50% after deductible

None

Inpatient services

0% after deductible

50% after deductible

None

Office visits

$60 copay per visit;
deductible does not apply

50% after deductible

Cost sharing does not apply to certain
preventive services.
No charge for prenatal visits; postnatal
visits are covered at the specialist copay.

If you are pregnant

Childbirth/delivery professional
services
Childbirth/delivery facility
services
Home health care

0% after deductible

50% after deductible

Depending on the type of services, a
copayment, coinsurance, or deductible
may apply.

0% after deductible

50% after deductible

None

0% after deductible

50% after deductible

60 visit limit per year.
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Common
Medical Event

Services You May Need
Rehabilitation services

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Habilitation services
Skilled nursing care
Durable medical equipment
Hospice services
Children’s eye exam
Children’s glasses
Children’s dental check-up

What You Will Pay
Network provider
Out-of-Network provider
(You will pay the least)
(You will pay the most)
$60 copay per visit;
50% after deductible
deductible does not apply
$60 copay per visit;
50% after deductible
deductible does not apply
50% after deductible
0% after deductible
50% after deductible
0% after deductible
50% after deductible
No Charge
$60 copay per visit;
50% after deductible
deductible does not apply
Not Covered
Not Covered
Not Covered
Not Covered

Limitations, Exceptions, & Other
Important Information
35 visit limit per year.
35 visit limit per year.
25 day limit per year.
None
None
One exam limit per year.
None
None

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
 Acupuncture
 Hearing aids
 Private-duty nursing
 Bariatric surgery
 Infertility treatment
 Routine foot care
 Cosmetic surgery
 Long-term care
 Weight loss programs
 Dental care (Child and Adult)
 Non-emergency care when traveling outside U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)



Chiropractic care (35 visit limit per calendar year; 5 visit limit per month)
Routine eye care (Adult) (limited to annual eye exam conducted by a licensed ophthalmologist or optometrist)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Scott & White Health Plan, visit http://www.swhp.org , or call 1-800-321-7947; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform , or call1-866-444-EBSA (3272). Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Scott and White Health Plan, visit http://www.swhp.org , or call 1-800-321-7947; Texas Department of Insurance, visit http://www.tdi.texas.gov , or call 1-800252-3439.
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Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.
Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-321-7947.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––––
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About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)
 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance

$6,600
$60
0%
0%

This EXAMPLE event includes services like:
Sample Care Costs
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood
work)
Specialist visit (anesthesia)
Total Example Cost
In this example, Peg would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Peg would pay is

$12,800

$5,800
$800
0
$60
$6,700

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a wellcontrolled condition)
 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance

$6,600
$60
0%
0%

This EXAMPLE event includes services like:
Sample Care Costs
Primary care physician office visits
(including disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose
meter)
Total Example Cost
In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Joe would pay is

$7,400

$1,700
$1,600
0
$55
$3,400

Mia’s Simple Fracture

(in-network emergency room visit and follow
up care)
 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance

$6,600
$60
0%
0%

This EXAMPLE event includes services like:
Sample Care Costs
Emergency room care (including
medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical
therapy)
Total Example Cost
In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.

$1,900

$900
$1,000
0
$0
$1,900
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English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Spanish:
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan
& White Health Plan cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad,
edad, discapacidad o sexo.
Vietnamese:
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800 321-7947 (TTY: 1-800-735-2989). Scott & White Health Plan
tuân thủ luật dân quyền hiện hành của Liên bang và không phân biệt đối xử dựa trên chủng tộc, màu da, nguồn gốc quốc gia, độ tuổi, khuyết tật, hoặc giới tính.
Chinese:
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-321-7947 (TTY：1-800-735-2989）。Scott & White Health
Plan 遵守適用的聯邦民權法律規定，不因種族、膚色、民族血統、年齡、殘障或性別而歧視任何人。
Korean:
주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-800-321-7947 (TTY: 1-800-735-2989) 번으로 전화해
주십시오. Scott & White Health Plan 은(는) 관련 연방 공민권법을 준수하며 인종, 피부색, 출신 국가, 연령, 장애 또는 성별을 이유로
차별하지 않습니다.
Arabic:

 )ﻢﻗر800-321-7947-1  ﻞﺼﺗا ﻢﻗﺮﺑ. نﺈﻓ تﺎﻣﺪﺧ ةﺪﻋﺎﺴﻤﻟا ﺔﯾﻮﻐﻠﻟا ﺮﻓاﻮﺘﺗ ﻚﻟ نﺎﺠﻤﺎﻟﺑ، اذإ ﺖﻨﻛ ثﺪﺤﺘﺗ ﺮﻛذا اﻟﻠﻐﺔ:ﺔظﻮﺤﻠﻣ
.(800-735-2989-1 :ﻒﺗﺎھ ﻢﺼﻟا ﻢﻜﺒﻟاو
 ﻦﯿﻧاﻮﻘﺑ قﻮﻘﺤﻟا ﺔﯿﻧﺪﻤﻟا ﺔﯿﻟارﺪﻔﻟا لﻮﻤﻌﻤﻟا ﺎﮭﺑ ﺎﻟو ﺰﯿﻤﯾ ﻰﻠﻋ سﺎﺳأ قﺮﻌﻟا وأ نﻮﻠﻟا وأScott & White Health Plan مﺰﺘﻠﯾ
.ﻞﺻﻷا ﻲﻨطﻮﻟا وأ ﻦﺴﻟا وأ ﺔﻗﺎﻋﻹا وأ ﺲﻨﺠﻟا
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Urdu:
 ﻮﺗ پ آ ﻮﮐ نﺎﺑز ﯽﮐ دﺪﻣ ﯽﮐ تﺎﻣﺪﺧ ﺖﻔﻣ ﮟﯿﻣ بﺎﯿﺘﺳد ﮟﯿﮨ ۔ لﺎﮐ، ﺮﮔا پ آ ودرا ﮯﺘﻟﻮﺑ ﮨﯿﮟ:رادﺮﺒﺧ
1-800-321-7947 (TTY: 1-800-735-2989). ﮟﯾﺮﮐ
 ﺑﺎﻗ ﻞ قﻼطﺎ ﯽﻗﺎﻓو یﺮﮩﺷ قﻮﻘﺣ ﮯﮐ ﻦﯿﻧاﻮﻗ ﯽﮐ ﻞﯿﻤﻌﺗ ﺎﺗﺮﮐ ﮯﮨScott & White Health Plan
 ﯾ روﺬﻌﻣ ﺎﯾ ﺲﻨﺟ ﯽﮐ دﺎﯿﻨﺑ ﺮپ زﺎﯿﺘﻣا ﮟﯿﮩﻧ ۔ﺎﺗﺮﮐ، ﻋﻤﺮ، ﻗﻮﻣﯿﺖ،  ﮓﻧر،روا ہ ﯾ ہ ﮐ ﻧﺴﻞ
Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-3217947 (TTY: 1800-735-2989). Sumusunod ang Scott & White Health Plan sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi,
kulay, bansang pinagmulan, edad, kapansanan o kasarian.
French:
ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-321-7947 (ATS: 1-800-7352989). Scott &
White Health Plan respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur de peau,
l'origine nationale, l'âge, le sexe ou un handicap.
Hindi:
ध्यान दें: ययद आप य हदं ी बोलते हैं तो आपके य लए मफ्ु त में भाषा सहायता सेवाएउं पलब्ध हैं। 1-800-321-7947 (TTY: 1-800-735-2989) पर कॉल करें । Scott & White Health Plan लागू
होनेयोग्य संघीय नागरक यिधकार क़ाननू का पालन करता हैऔर जाय त, रंग, राष्ट्रीय मल
ू , आय,ु य वकलांगता, या य लंग के आधार पर भेदभाव नहीं करता है।
Persian:
تﻼﯾﮭﺳﺗ ﯽﻧﺎﺑز ﺗ روﺻﺑنﺎﮕﯾار ﯾ ﺎرﺑ ﺎﻣﺷ، رﮔا ﮫﺑ نﺎﺑز ﯽﺳرﺎﻓوﮕﺗﻔﮔ ﯽﻣﮐﻧﯾد: ﮫﺟوﺗ. سﺎﻣﺗدﯾرﯾﮕﺑ1-800-321-7947 (TTY: 1-800-735-2989) ﺎﺑ.ﯽﻧدﻣ ﺎﻟردﻓ ﮫطوﺑرﻣتﯾﻌﺑﺗ ﯽﻣ دﻧﮐ و ﻣﮭﺎرﻓ ﯽﻣ دﺷﺎﺑ
 زانﯾﻧاوﻗ ﻗ وﻘﺣScott & White Health Plan  ﯽﻧاوﺗﺎﻧ ﺎﯾتﯾﺳﻧﺟدارﻓا، ﺳن،تﯾﻠﺻاﻣﻠﯾﺗﯽ، ﮓﻧرپوﺳت، ﮫﻧوﮕﭼﯾھ ﯽﺿﯾﻌﺑﺗ رﺑ سﺎﺳاﻧژاد.لﯾﺎﻗ ﯽﻣﻧ دوﺷ
German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-800-321-7947 (TTY: 1-800735-2989). Scott & White Health Plan erfüllt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von Rasse,
Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab.
Gujarati:
સાવધાન: જો તમે ઇંગલિશ બોિતા હો, ભાષા સહાય સેવાઓ, નનિઃશુલ્ક, તમારા માટે ઉપિબ્ધ છે . 1-800-321-7947 પર કૉિ કરો (TTY: 1-800-7352989). સ્કોટ એન્ડ વ્હાઇટ હેલ્થ પ્િાન િાગુ ફેડરિ નાગરરક અનધકાર કાયદાઓનુ ું પાિન કરે છે અને જાનત, રું ગ, રાષ્ટ્રીય મ ૂળ, ઉંમર, અપુંગતા, અથવા
જાનતના આધારે ભેદભાવ નથી કરતા.
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Russian:
ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 1-800-321-7947 (телетайп: 1-800-735-2989).
Scott & White Health Plan соблюдает применимое федеральное законодательство в области гражданских прав и не допускает дискриминации по
признакам расы, цвета кожи, национальной принадлежности, возраста, инвалидности или пола.
Japanese:
注意事項:日本語を話される場合、無料の言語支援をご利用いただけます。1-800-321-7947
(TTY:1-800-735-2989)まで、お電話にてご連絡ください。Scott & White Health Plan は適用される連邦公民権法を遵守し、人種、肌の色
、出身国、年齢、障害または性別に基づく差別をいたしません。
Laotian:
້ າພາສາ ລາວ, ການບ
່ໍ ເສ
ໂປດຊາບ: ຖ
້ າວ
່ າທ
່ ານເວ
ໍ ິ ລ ການຊ
່ ວຍເຫ
້ ານພາສາ, ໂດຍບ
່ າ, ແມ
່ ນມ
້ ອມໃຫ
້ ທ
່ ານ. ໂທຣ 1-800-321-7947 (TTY: 1-800ຼື ອດ
ີ ພ
ັ ຽຄ
່ີ ບັງຄັບໃຊ
735-2989). Scott & White Health Plan ປະຕ
່ າດ
້ ວຍສ
້
ິ ບັດຕາມກດໝາຍວ
ິ ດທ
ິ ພນລະເມ
ຼື ອງຂອງຣັຖບານກາງທ
້
້
່
ແລະບ
ຸ , ຄວາມພ
ໍ ໍ ຈ າແນກໂດຍອ
່ ຼື ພ ນຖານດ
້ ານເຊ
ິ ວ, ຊາດກ
ໍ າເນ
ີ ງໃສ
ຼື ອຊາດ,ີ ີສຜ
ີ ດ, ອາຍ
ິ ການ, ຼື ຫ ເພດ.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Scott & White Health Plan: LP8204030 with LRX2-0002

Coverage Period: 12/01/2017 – 11/30/2018
Coverage for: Individual + Family | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://swhp.org/plandocs, or call 1-800321-7947. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-800-321-7947 to request a copy.
Important Questions
What is the overall
deductible?

Answers
Network provider: $2,000
individual / $4,000 family; NonNetwork provider: $6,000 ind. /
$12,000 fam.

Are there services
covered before you meet
your deductible?

Yes. Preventive care and primary
care services are covered before
you meet your deductible.

Are there other
deductibles for specific
services?

No.

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a network provider?
Do you need a referral to
see a specialist?

Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.
This plan covers some items and services even if you have not yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/
You do not have to meet deductibles for specific services.

Network provider: $4,000 per ind. /
$8,000 per fam.; Non-Network
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
provider: $12,000 ind. / $24,000
family members in this plan, the overall family out-of-pocket limit must be met.
fam.
Copayments on certain services,
premiums, balance-billing
Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
charges, and health care this plan
does not cover.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Yes. See www.swhp.org or call 1- You will pay the most if you use an out-of-network provider, and you might receive a bill from a
800-321-7947 for a list of network provider for the difference between the provider’s charge and what your plan pays (balance
providers.
billing). Be aware your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.
No

You can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
Common
Medical Event

If you visit a health
care provider’s office
or clinic

If you have a test

Services You May Need
Primary care visit to treat an
injury or illness
Specialist visit
Preventive care/screening/
immunization
Diagnostic test (x-ray, blood
work)
Imaging (CT/PET scans, MRIs)

Preferred generic drugs
If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available at
http://swhp.org/enus/members/manageyour-plan/pharmacyinformation.

Preferred brand drugs

Non-preferred generic drugs
and non-preferred brand drugs

Preferred Specialty drugs

What You Will Pay
Network provider
Out-of-Network provider
(You will pay the least)
(You will pay the most)
$30 copay per visit;
50% after deductible
deductible does not apply
$50 copay per visit;
50% after deductible
deductible does not apply
No Charge

50% after deductible

No Charge

50% after deductible

20% of charges; deductible
does not apply
$8 copay per 30-day supply.
Deductible does not apply /
retail
$16 copay per 90-day
supply. Deductible does not
apply / maintenance
$35 copay per 30-day
supply. Deductible does not
apply / retail
$70 copay per 90-day
supply. Deductible does not
apply / maintenance
$70 copay per 30-day
supply. Deductible does not
apply / retail
$140 copay per 90-day
supply. Deductible does not
apply / maintenance
20% of charges; deductible
does not apply

Limitations, Exceptions, & Other
Important Information
You may have to pay for services that
aren’t preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

None
50% after deductible

$8 copay per 30-day supply.
Deductible does not apply

$35 copay per 30-day
supply. Deductible does not
apply

$70 copay per 30-day
supply. Deductible does not
apply

Copays are per 30-day supply. Two
copays apply for a 90-day supply if a
maintenance drug is obtained through a
Baylor Scott & White pharmacy OR when
using the mail order prescription service.
Specific preventative medications will be
covered with no cost to the member.
Non-formulary drugs: 50% of charges;
deductible does not apply

20% of charges; deductible
does not apply
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Common
Medical Event
If you have outpatient
surgery

Services You May Need
Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

20% after deductible

50% after deductible

20% after deductible
$250 copay per visit, then
20% of charges. Deductible
does not apply.

50% after deductible
$250 copay per visit, then
20% of charges. Deductible
does not apply.

Emergency medical
transportation

20% after deductible

20% after deductible

Urgent care

$75 copay per visit;
deductible does not apply

$75 copay per visit;
deductible does not apply

Emergency room care
If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

What You Will Pay
Network provider
Out-of-Network provider
(You will pay the least)
(You will pay the most)

Limitations, Exceptions, & Other
Important Information
None

None

For prior authorization requirements and
penalties see http://www.swhp.org/indfam/tools-resources. Failure to obtain
Prior Authorization will result in the lesser
of $500 or 50% reduction in benefits, or
denial in the case of Health Care Services,
other than Emergency Care, provided by
an In-Network provider.

Facility fee (e.g., hospital room) 20% after deductible

50% after deductible

Physician/surgeon fees

20% after deductible

50% after deductible

Outpatient services

$30 copay per visit;
deductible does not apply

50% after deductible

None

Inpatient services

20% after deductible

50% after deductible

None

Office visits

$50 copay per visit;
deductible does not apply

50% after deductible

Cost sharing does not apply to certain
preventive services.
No charge for prenatal visits; postnatal
visits are covered at the specialist copay.

If you are pregnant

Childbirth/delivery professional
services

20% after deductible

50% after deductible

Depending on the type of services, a
copayment, coinsurance, or deductible
may apply.

Childbirth/delivery facility
services

20% after deductible

50% after deductible

None
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Common
Medical Event

Services You May Need
Home health care

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Rehabilitation services
Habilitation services
Skilled nursing care
Durable medical equipment
Hospice services
Children’s eye exam
Children’s glasses
Children’s dental check-up

What You Will Pay
Network provider
Out-of-Network provider
(You will pay the least)
(You will pay the most)
20% after deductible
$50 copay per visit;
deductible does not apply
$50 copay per visit;
deductible does not apply
20% after deductible
50% after deductible
No Charge
$50 copay per visit;
deductible does not apply
Not Covered
Not Covered

Limitations, Exceptions, & Other
Important Information

50% after deductible

60 visit limit per year.

50% after deductible

35 visit limit per year.

50% after deductible

35 visit limit per year.

50% after deductible
50% after deductible
50% after deductible

25 day limit per year.
None
None

50% after deductible

One exam limit per year.

Not Covered
Not Covered

None
None

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
 Private-duty nursing
 Acupuncture
 Hearing aids
 Routine foot care
 Bariatric surgery
 Infertility treatment
 Weight loss programs
 Cosmetic surgery
 Long-term care
 Dental care (Child and Adult)
 Non-emergency care when traveling outside U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)



Chiropractic care (35 visit limit per calendar year; 5 visit limit per month)
Routine eye care (Adult) (limited to annual eye exam conducted by a licensed ophthalmologist or optometrist)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Scott & White Health Plan, visit http://www.swhp.org , or call 1-800-321-7947; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform , or call1-866-444-EBSA (3272). Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
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contact: Scott and White Health Plan, visit http://www.swhp.org , or call 1-800-321-7947; Texas Department of Insurance, visit http://www.tdi.texas.gov , or call 1-800252-3439.
Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.
Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-321-7947.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––––
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About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)
 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance

$2,000
$50
20%
20%

This EXAMPLE event includes services like:
Sample Care Costs
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood
work)
Specialist visit (anesthesia)
Total Example Cost
In this example, Peg would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Peg would pay is

$12,800

$1,500
$700
$1,800
$60
$4,100

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a wellcontrolled condition)
 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance

$2,000
$50
20%
20%

This EXAMPLE event includes services like:
Sample Care Costs
Primary care physician office visits
(including disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose
meter)
Total Example Cost
In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Joe would pay is

$7,400

$900
$1,000
$900
$55
$2,900

Mia’s Simple Fracture

(in-network emergency room visit and follow
up care)
 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance

$2,000
$50
20%
20%

This EXAMPLE event includes services like:
Sample Care Costs
Emergency room care (including
medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical
therapy)
Total Example Cost
In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.

$1,900

$600
$1,100
$200
$0
$1,900
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English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Spanish:
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan
& White Health Plan cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad,
edad, discapacidad o sexo.
Vietnamese:
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800 321-7947 (TTY: 1-800-735-2989). Scott & White Health Plan
tuân thủ luật dân quyền hiện hành của Liên bang và không phân biệt đối xử dựa trên chủng tộc, màu da, nguồn gốc quốc gia, độ tuổi, khuyết tật, hoặc giới tính.
Chinese:
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-321-7947 (TTY：1-800-735-2989）。Scott & White Health
Plan 遵守適用的聯邦民權法律規定，不因種族、膚色、民族血統、年齡、殘障或性別而歧視任何人。
Korean:
주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-800-321-7947 (TTY: 1-800-735-2989) 번으로 전화해
주십시오. Scott & White Health Plan 은(는) 관련 연방 공민권법을 준수하며 인종, 피부색, 출신 국가, 연령, 장애 또는 성별을 이유로
차별하지 않습니다.
Arabic:

 )ﻢﻗر800-321-7947-1  ﻞﺼﺗا ﻢﻗﺮﺑ. نﺈﻓ تﺎﻣﺪﺧ ةﺪﻋﺎﺴﻤﻟا ﺔﯾﻮﻐﻠﻟا ﺮﻓاﻮﺘﺗ ﻚﻟ نﺎﺠﻤﺎﻟﺑ، اذإ ﺖﻨﻛ ثﺪﺤﺘﺗ ﺮﻛذا اﻟﻠﻐﺔ:ﺔظﻮﺤﻠﻣ
.(800-735-2989-1 :ﻒﺗﺎھ ﻢﺼﻟا ﻢﻜﺒﻟاو
 ﻦﯿﻧاﻮﻘﺑ قﻮﻘﺤﻟا ﺔﯿﻧﺪﻤﻟا ﺔﯿﻟارﺪﻔﻟا لﻮﻤﻌﻤﻟا ﺎﮭﺑ ﺎﻟو ﺰﯿﻤﯾ ﻰﻠﻋ سﺎﺳأ قﺮﻌﻟا وأ نﻮﻠﻟا وأScott & White Health Plan مﺰﺘﻠﯾ
.ﻞﺻﻷا ﻲﻨطﻮﻟا وأ ﻦﺴﻟا وأ ﺔﻗﺎﻋﻹا وأ ﺲﻨﺠﻟا
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Urdu:
 ﻮﺗ پ آ ﻮﮐ نﺎﺑز ﯽﮐ دﺪﻣ ﯽﮐ تﺎﻣﺪﺧ ﺖﻔﻣ ﮟﯿﻣ بﺎﯿﺘﺳد ﮟﯿﮨ ۔ لﺎﮐ، ﺮﮔا پ آ ودرا ﮯﺘﻟﻮﺑ ﮨﯿﮟ:رادﺮﺒﺧ
1-800-321-7947 (TTY: 1-800-735-2989). ﮟﯾﺮﮐ
 ﺑﺎﻗ ﻞ قﻼطﺎ ﯽﻗﺎﻓو یﺮﮩﺷ قﻮﻘﺣ ﮯﮐ ﻦﯿﻧاﻮﻗ ﯽﮐ ﻞﯿﻤﻌﺗ ﺎﺗﺮﮐ ﮯﮨScott & White Health Plan
 ﯾ روﺬﻌﻣ ﺎﯾ ﺲﻨﺟ ﯽﮐ دﺎﯿﻨﺑ ﺮپ زﺎﯿﺘﻣا ﮟﯿﮩﻧ ۔ﺎﺗﺮﮐ، ﻋﻤﺮ، ﻗﻮﻣﯿﺖ،  ﮓﻧر،روا ہ ﯾ ہ ﮐ ﻧﺴﻞ
Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-3217947 (TTY: 1800-735-2989). Sumusunod ang Scott & White Health Plan sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi,
kulay, bansang pinagmulan, edad, kapansanan o kasarian.
French:
ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-321-7947 (ATS: 1-800-7352989). Scott &
White Health Plan respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur de peau,
l'origine nationale, l'âge, le sexe ou un handicap.
Hindi:
ध्यान दें: ययद आप य हदं ी बोलते हैं तो आपके य लए मफ्ु त में भाषा सहायता सेवाएउं पलब्ध हैं। 1-800-321-7947 (TTY: 1-800-735-2989) पर कॉल करें । Scott & White Health Plan लागू
होनेयोग्य संघीय नागरक यिधकार क़ाननू का पालन करता हैऔर जाय त, रंग, राष्ट्रीय मल
ू , आय,ु य वकलांगता, या य लंग के आधार पर भेदभाव नहीं करता है।
Persian:
تﻼﯾﮭﺳﺗ ﯽﻧﺎﺑز ﺗ روﺻﺑنﺎﮕﯾار ﯾ ﺎرﺑ ﺎﻣﺷ، رﮔا ﮫﺑ نﺎﺑز ﯽﺳرﺎﻓوﮕﺗﻔﮔ ﯽﻣﮐﻧﯾد: ﮫﺟوﺗ. سﺎﻣﺗدﯾرﯾﮕﺑ1-800-321-7947 (TTY: 1-800-735-2989) ﺎﺑ.ﯽﻧدﻣ ﺎﻟردﻓ ﮫطوﺑرﻣتﯾﻌﺑﺗ ﯽﻣ دﻧﮐ و ﻣﮭﺎرﻓ ﯽﻣ دﺷﺎﺑ
 زانﯾﻧاوﻗ ﻗ وﻘﺣScott & White Health Plan  ﯽﻧاوﺗﺎﻧ ﺎﯾتﯾﺳﻧﺟدارﻓا، ﺳن،تﯾﻠﺻاﻣﻠﯾﺗﯽ، ﮓﻧرپوﺳت، ﮫﻧوﮕﭼﯾھ ﯽﺿﯾﻌﺑﺗ رﺑ سﺎﺳاﻧژاد.لﯾﺎﻗ ﯽﻣﻧ دوﺷ
German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-800-321-7947 (TTY: 1-800735-2989). Scott & White Health Plan erfüllt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von Rasse,
Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab.
Gujarati:
સાવધાન: જો તમે ઇંગલિશ બોિતા હો, ભાષા સહાય સેવાઓ, નનિઃશુલ્ક, તમારા માટે ઉપિબ્ધ છે . 1-800-321-7947 પર કૉિ કરો (TTY: 1-800-7352989). સ્કોટ એન્ડ વ્હાઇટ હેલ્થ પ્િાન િાગુ ફેડરિ નાગરરક અનધકાર કાયદાઓનુ ું પાિન કરે છે અને જાનત, રું ગ, રાષ્ટ્રીય મ ૂળ, ઉંમર, અપુંગતા, અથવા
જાનતના આધારે ભેદભાવ નથી કરતા.
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Russian:
ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 1-800-321-7947 (телетайп: 1-800-735-2989).
Scott & White Health Plan соблюдает применимое федеральное законодательство в области гражданских прав и не допускает дискриминации по
признакам расы, цвета кожи, национальной принадлежности, возраста, инвалидности или пола.
Japanese:
注意事項:日本語を話される場合、無料の言語支援をご利用いただけます。1-800-321-7947
(TTY:1-800-735-2989)まで、お電話にてご連絡ください。Scott & White Health Plan は適用される連邦公民権法を遵守し、人種、肌の色
、出身国、年齢、障害または性別に基づく差別をいたしません。
Laotian:
້ າພາສາ ລາວ, ການບ
່ໍ ເສ
ໂປດຊາບ: ຖ
້ າວ
່ າທ
່ ານເວ
ໍ ິ ລ ການຊ
່ ວຍເຫ
້ ານພາສາ, ໂດຍບ
່ າ, ແມ
່ ນມ
້ ອມໃຫ
້ ທ
່ ານ. ໂທຣ 1-800-321-7947 (TTY: 1-800ຼື ອດ
ີ ພ
ັ ຽຄ
່ີ ບັງຄັບໃຊ
735-2989). Scott & White Health Plan ປະຕ
່ າດ
້ ວຍສ
້
ິ ບັດຕາມກດໝາຍວ
ິ ດທ
ິ ພນລະເມ
ຼື ອງຂອງຣັຖບານກາງທ
້
້
່
ແລະບ
ຸ , ຄວາມພ
ໍ ໍ ຈ າແນກໂດຍອ
່ ຼື ພ ນຖານດ
້ ານເຊ
ິ ວ, ຊາດກ
ໍ າເນ
ີ ງໃສ
ຼື ອຊາດ,ີ ີສຜ
ີ ດ, ອາຍ
ິ ການ, ຼື ຫ ເພດ.
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Pediatric Advanced Life Services Home Health LLC
Renewal Effective:
12/1/2017

Bronze 6600
Medical Benefits

Pharmacy Benefits

2017
Renewal

$15 / $50 / $100

Plan:

Plan Type

OV/SP

Coins

Ded

OOP Max

$0 Rx Deductible

LP1666640

POS100 Value

$40 / $60

0%

$6,600

$6,600

Unlimited

LRX2-0007

Rates*

Rates*

Total

Single

$299.68

Included in Medical

$299.68

Employee & Spouse

$719.30

Included in Medical

$719.30

$614.40

Included in Medical

$614.40

$1,068.98

Included in Medical

$1,068.98

4-Tier Option

Employee & Child(ren)
Family

Silver 2000
Medical Benefits

Pharmacy Benefits

2017
Renewal

$8 / $35 / $70

Plan:

Plan Type

OV/SP

Coins

Ded

OOP Max

$0 Rx Deductible

LP8204030

POS80

$30 / $50

20%

$2,000

$4,000

Unlimited

LRX2-0002

Rates*

Rates*

Total

Single

$330.37

Included in Medical

$330.37

Employee & Spouse

$786.82

Included in Medical

$786.82

Employee & Child(ren)

$652.71

Included in Medical

$652.71

$1,167.19

Included in Medical

$1,167.19

4-Tier Option

Family

1
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Scott & White Health Plan Notice of Privacy Practice
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.

Purpose
Scott and White Health Plan, Insurance Company of Scott and
White, and its affiliated entities (collectively SWHP), its
professional staff, employees, and volunteers follow privacy
practices described in this Notice. SWHP maintains your medical
information in records that will be maintained in a confidential
manner, as required by law. However, SWHP must use and
disclose your medical information to the extent necessary to
provide you with quality healthcare. The information created,
maintained or received about you may be subject to electronic
disclosure. As always, SWHP remains committed to ensuring the
privacy and security of your protected health information. To do
this, SWHP must share your medical information as necessary for
treatment, payment, and healthcare operations.
What are Treatment, Payment, and Healthcare
Operations?
Treatment includes sharing information among healthcare
providers involved in your care. For example, your physician may
share information about your condition with the pharmacist to
discuss appropriate medications or with the radiologists or other
consultants in order to make a diagnosis. We may also share
information about plan members with health care providers for
disease or wellness management. SWHP may use your medical
information as required by your insurer or HMO to obtain
payment for your treatment and hospital stay or to pay claims
that have been submitted by physicians for our plan members.
We may also use and disclose your medical information to
improve the quality of care and effectiveness of services for our
members, e.g., for review and training purposes.
SWHP Duties
We are required by law to:
•
Make sure that medical information that identifies you
is kept private
•
Give you this Notice of our legal duties and privacy
practices with respect to your medical ·information
•
Follow the terms of this Notice as long as it is currently
in effect. If we revise this Notice, we will follow the
terms of the revised Notice as long as it is currently in
effect.

How will Scott & White Health Plan Use My Medical
Information?
Your medical information may be used for the following purposes:
•
Individuals Involved in Your Care or Payment for Your
Care. We may release medical information about you
to a family member, other relative, or close personal
friend who is involved in your medical care or payment
for your treatment. If you are able and available to
agree or object, we will give you the opportunity to do
so prior to disclosing any information. If you are unable
or unavailable to agree or object, our health
professionals will use their best judgment in
communicating with your family and others.
•
Employer or Other Plan Sponsor. We may share your
health information or summary health information
with your employer or other sponsor of your group
health plan for the purpose of responding to a request
for a health services program proposal or to modify,
amend, or replace your health services coverage. We
may also disclose to your plan sponsor information
about whether you have been enrolled, are
participating, or are no longer enrolled in the group
health plan. Please review your employer's health plan
documents for a complete explanation of uses and
disclosures of protected health information.
•
Underwriting, Enrollment and Similar Activities. We
may use and disclose information to underwrite, rate,
enroll, determine cost-sharing amounts, and renew or
respond to a request about your health services
program.
While we may use and disclose your
information for underwriting, we are prohibited from
using or disclosing protected health information that is
genetic information for this purpose.
•
Disaster Relief Agency. We may disclose information
about you to an entity assisting in a disaster relief
effort so that your family can be notified about your
location and general condition.
•
Public Health Activities. Public Health Activities usually
includes disease prevention; injury or disability;
reporting births and deaths; reporting child abuse or
neglect; reporting reactions to medications or product
problems; notification of recalls; infectious disease
control; notifying government authorities of suspected

•
•

•

•

•

abuse, neglect, or domestic violence. We may disclose
your information for these purposes as required by law
or if you agree.
As Required by Law. We may use and disclose
information about you as required by law, subpoena,
or other legal process.
Health Oversight Activities. We may disclose medical
information to a health oversight agency for activities
authorized by law such as audits, investigations,
inspections, and Jicensure. These activities are
necessary for the government to monitor the
healthcare system, government programs, and
compliance with civil rights laws.
Organ and nssue Donation. We may release medical
information to organizations that handle organ
procurement or organ, eye, or tissue transplantation or
to an organ donation bank to facilitate organ or tissue
donation and transplantation.
Research. Under certain circumstances, we may use
and disclose medical information about you for
research purposes. For example, a research project
may involve comparing the health and recovery of all
individuals who received one medication with those
who received another, for the same condition. All
research projects, however, are subject to a special
approval process. This special approval process
requires an evaluation of the proposed research
project and its use of medical information, and
balances these research needs with our members'
need for privacy of their medical information. Before
we use or disclose medical information for research,
the project generally will have been approved through
this special approval process. However, this special
approval process is not required when we allow
medical information about you to be reviewed by
people who are preparing a research project and who
want to look at information about patients with
specific medical needs, so long as the medical
information these people review does not leave the
hospital.
Treatment Alternatives, Health Related Benefits, and
Services. We may use and disclose medical

information to give you information about treatment
alternatives or health-related benefits/services that

1
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Scott & White Health Plan Notice of Privacy Practice
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.

may be of interest to you. You will have an opportunity
to refuse to receive this information.
Governmental Disclosures. SWHP may disclose health
information: a) about Armed Forces personnel to
military authorities under certain circumstances, b) as
intelligence,
lawful
for
required
counterintelligence, and other national security
activities to authorized federal officials, or c) about
inmates to correctional institutions or law
enforcement officials having lawful custody.
Worker's Compensation. Your medical information
regarding benefits for worker-related illnesses may be
released as appropriate.
Student Immunizations to Schools.
SWHP may
disclose proof of your child's immunizations to their
school based on your verbal or written permission to
do so.

Your Authorization
Disclosures

Is

Required

for

•

Other

Except as described above, SWHP will not use or disclose your
medical information unless you authorize (permit) doing so in
writing.
There are certain uses and disclosures of your medical
information that cannot be made unless you authorize or permit
them in writing. These uses and disclosures include:
•
Psychotherapy Notes
•
Marketing Purposes
•
Sale of Protected Health Information
You may revoke your authorization, which will be effective only
after the date of receipt of your written revocation.

Patient Rights

•

You have the following rights regarding medical information we
maintain about you:
•
Right to Request Restriction. You may request
limitations on your medical information we use or
disclose for healthcare treatment, payment or
operations, but we are not required to agree to your
request unless you are requesting to restrict
information from use and disclosure to your health
plan when you have paid for a healthcare item or
service out-of-pocket and in full. If we agree, we will

•

•

comply with your request unless the information is
needed to provide you with emergency treatment. To
request restrictions you must contact SWHP Customer
Advocacy at 254-298-3000 or 800-321-7947.
Right to Request Confidential Communication. You
have the right to request that we communicate with
you about medical matters in a certain way or at a
certain location. For example, you can ask that we only
contact you by telephone at work or that we only
contact you by mail at home. Your request must
specify how or where you wish to be contacted. To
request confidential communications you must contact
SWHP Customer Advocacy at 254-298-3000 or 800321-7947. SWHP will not ask you the reason for your
request. SWHP will accommodate all reasonable
requests.
Right to Request Amendment. If you believe that the
medical information we have about you is incorrect or
incomplete, you may request an amendment. SWHP is
not required to accept the amendment. To request an
amendment, you must contact SWHP Customer
Advocacy at 254-298-3000 or 800-321-7947.
Right to an Accounting of Disclosures. You may
request a list of the disclosure of your medical
information that have been made to persons or
entities other than for treatment, payment or
operations in the past six (6) years, but not prior to
April 14, 2003. The first list you request within a twelve
(12) month period will be free of charge. For additional
lists, SWHP may charge you for the costs of providing
the list. To request an accounting of disclosures, you
must contact SWHP Customer Advocacy at 254-2983000 or, 800-321-7947.
Right to Inspect and Copy. You have the right to
inspect and receive a copy your medical information
regarding decisions about your care, including
medical and billing records. You may request copies of
medical information in paper or electronic form.
SWHP will make every effort to comply with your
request. SWHP will charge a fee for copying, mailing
and supplies. SWHP may deny your request to inspect
and copy in certain very limited circumstances
including inspection and copy of psychotherapy notes.
You may request a review of the denial by another

•

•

licensed healthcare professional chosen by SWHP. To
inspect and receive a copy of your medical information
call SWHP Customer Advocacy at 254-298-3000 or 800321-7947.
Right to a Breach Notification. You have the right to a
notification from SWHP if you are affected by a breach
of unsecured medical information. We will notify you
formally and work to minimize any negative impact to
you.
Right to a Copy of this Notice. You have a right to
receive a paper copy of the Notice of Privacy Practices
upon request at any time and you may also view a
copy of the Notice on our member web site at
www.swhp.org.

How to File a Complaint

If you believe your privacy rights have been violated, you may file
a complaint with SWHP or with the Secretary of the United States
Department of Health and Human Services. You will not be
penalized or retaliated against in any way for making a complaint
to SWHP or to the Department of Health and Human Services.
If you have questions about this Notice or wish to file a complaint,
please call the SWHP Customer Advocacy at 254-298-3000 or 800321-7947 or write:
Scott and White Health Plan
c/o Corporate Compliance
1206 West Campus D
Temple, TX 76502
For questions or other complaints relating to Health Plan
Coverage, call SWHP at 254-298-3000 or 800-321-7947.
Effective Date: April 14, 2003
Revised Date: August 16, 2013
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Don’t wait for your EOB.
View your claim on the Member Portal.
Even if your EOB isn’t yet finalized for a particular medical claim, you can
still view your claim details in Scott & White Health Plan’s member portal.

1

Simply log in to the
member portal through
swhp.org and click on
“Claims” from the menu
on the left side.

2

Then click on any amount under
“Plan Pays” to view the Claim Snapshot
or Service Details. The Claim Snapshot
provides key claim information, and
Service Details itemizes the claim. Click
the SAVE icon to create a file that can be
printed or saved.
Service Details

Claim Snapshot

EOBs are added to the member portal monthly. Selecting the “Claim No.” link for the
claim you are interested in will open the EOB if it has been added to the portal.

swhp.org
SW_83_2016




New Health Insurance Marketplace Coverage
Options and Your Health Coverage

Form Approved
OMB No. 1210-0149
H[SLUHV5312020

PART A: General Information
ΈΙΖΟ͑ΜΖΪ͑ΡΒΣΥΤ͑ΠΗ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΔΒΣΖ͑ΝΒΨ͑ΥΒΜΖ͑ΖΗΗΖΔΥ͑ΚΟ͑ͣͥ͑͢͡͝ΥΙΖΣΖ͑ΨΚΝΝ͑ΓΖ͑Β͑ΟΖΨ͑ΨΒΪ͑ΥΠ͑ΓΦΪ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ:͑ΥΙΖ͑ΖΒΝΥΙ͑
ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅Π͑ΒΤΤΚΤΥ͑ΪΠΦ͑ΒΤ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΠΡΥΚΠΟΤ͑ΗΠΣ͑ΪΠΦ͑ΒΟΕ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͑͝ΥΙΚΤ͑ΟΠΥΚΔΖ͑ΡΣΠΧΚΕΖΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑
ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΥΙΖ͑ΟΖΨ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΖΞΡΝΠΪΞΖΟΥνΓΒΤΖΕ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟
͑

What is the Health Insurance Marketplace?
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΤ͑ΕΖΤΚΘΟΖΕ͑ΥΠ͑ΙΖΝΡ͑ΪΠΦ͑ΗΚΟΕ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΪΠΦΣ͑ΟΖΖΕΤ͑ΒΟΕ͑ΗΚΥΤ͑ΪΠΦΣ͑ΓΦΕΘΖΥ͑͟΅ΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΠΗΗΖΣΤ͓͑ΠΟΖ͞ΤΥΠΡ͑ΤΙΠΡΡΚΟΘ͓͑ΥΠ͑ΗΚΟΕ͑ΒΟΕ͑ΔΠΞΡΒΣΖ͑ΡΣΚΧΒΥΖ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΠΡΥΚΠΟΤ͑͟ΊΠΦ͑ΞΒΪ͑ΒΝΤΠ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΟΖΨ͑ΜΚΟΕ͑ΠΗ͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑ΣΚΘΙΥ͑ΒΨΒΪ͑͟ΡΖΟ͑ΖΟΣΠΝΝΞΖΟΥ͑ΗΠΣ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑
ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΓΖΘΚΟΤ͑ΚΟ͑ΔΥΠΓΖΣ͑ͣͤ͑͢͡ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΤΥΒΣΥΚΟΘ͑ΒΤ͑ΖΒΣΝΪ͑ΒΤ͑ͻΒΟΦΒΣΪ͑͑ͣͥ͑͢͢͟͝͡

Can I Save Money on my Health Insurance Premiums in the Marketplace?
ΊΠΦ͑ΞΒΪ͑ΦΒΝΚΗΪ͑ΥΠ͑ΤΒΧΖ͑ΞΠΟΖΪ͑ΒΟΕ͑ΝΠΨΖΣ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΓΦΥ͑ΠΟΝΪ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͝ΠΣ͑
ΠΗΗΖΣΤ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΕΠΖΤΟ͘Υ͑ΞΖΖΥ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟΅ΙΖ͑ΤΒΧΚΟΘΤ͑ΠΟ͑ΪΠΦΣ͑ΡΣΖΞΚΦΞ͑ΥΙΒΥ͑ΪΠΦ͘ΣΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑ΕΖΡΖΟΕΤ͑ΠΟ͑
ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͟

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
ΊΖΤ͑͟ͺΗ͑ΪΠΦ͑ΙΒΧΖ͑ΒΟ͑ΠΗΗΖΣ͑ΠΗ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΗΣΠΞ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͝ΪΠΦ͑ΨΚΝΝ͑ΟΠΥ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΞΒΪ͑ΨΚΤΙ͑ΥΠ͑ΖΟΣΠΝΝ͑ΚΟ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͘Τ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑͟ΠΨΖΧΖΣ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑
ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΠΣ͑Β͑ΣΖΕΦΔΥΚΠΟ͑ΚΟ͑ΔΖΣΥΒΚΟ͑ΔΠΤΥ͞ΤΙΒΣΚΟΘ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑
ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΒΥ͑ΒΝΝ͑ΠΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟ͺΗ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑Β͑ΡΝΒΟ͑ΗΣΠΞ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΨΠΦΝΕ͑ΔΠΧΖΣ͑ΪΠΦ͙͑ΒΟΕ͑ΟΠΥ͑ΒΟΪ͑ΠΥΙΖΣ͑ΞΖΞΓΖΣΤ͑ΠΗ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͚͑ΚΤ͑ΞΠΣΖ͑ΥΙΒΟ͖͑ͪͦ͑͟ΠΗ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑
ΚΟΔΠΞΖ͑ΗΠΣ͑ΥΙΖ͑ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΥΙΖ͑ΔΠΧΖΣΒΘΖ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΡΣΠΧΚΕΖΤ͑ΕΠΖΤ͑ΟΠΥ͑ΞΖΖΥ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͓͑ΤΥΒΟΕΒΣΕ͑ΤΖΥ͑ΓΪ͑ΥΙΖ͑
ͲΗΗΠΣΕΒΓΝΖ͑ʹΒΣΖ͑ͲΔΥ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑͟͢
͑
ͿΠΥΖͫ͑ͺΗ͑ΪΠΦ͑ΡΦΣΔΙΒΤΖ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟΤΥΖΒΕ͑ΠΗ͑ΒΔΔΖΡΥΚΟΘ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑͝ΥΙΖΟ͑ΪΠΦ͑ΞΒΪ͑ΝΠΤΖ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͙͑ΚΗ͑ΒΟΪ͚͑ΥΠ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͟ͲΝΤΠ͑͝ΥΙΚΤ͑ΖΞΡΝΠΪΖΣ͑
ΔΠΟΥΣΚΓΦΥΚΠΟ͑͞ΒΤ͑ΨΖΝΝ͑ΒΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΖ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͑ΥΠ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͞ΚΤ͑ΠΗΥΖΟ͑ΖΩΔΝΦΕΖΕ͑ΗΣΠΞ͑ΚΟΔΠΞΖ͑ΗΠΣ͑
ͷΖΕΖΣΒΝ͑ΒΟΕ͑΄ΥΒΥΖ͑ΚΟΔΠΞΖ͑ΥΒΩ͑ΡΦΣΡΠΤΖΤ͑͟ΊΠΦΣ͑ΡΒΪΞΖΟΥΤ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΣΖ͑ΞΒΕΖ͑ΠΟ͑ΒΟ͑ΒΗΥΖΣ͞
ΥΒΩ͑ΓΒΤΚΤ͑͟

͑
How Can I Get More Information?
ͷΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΡΝΖΒΤΖ͑ΔΙΖΔΜ͑ΪΠΦΣ͑ΤΦΞΞΒΣΪ͑ΡΝΒΟ͑ΕΖΤΔΣΚΡΥΚΠΟ͑ΠΣ͑
ΔΠΟΥΒΔΥ͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͟
Beverly Stiba "Broker" Greater Waco Insurance Solutions (254) -751-1254
͑
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΔΒΟ͑ΙΖΝΡ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΡΥΚΠΟΤ͑͝ΚΟΔΝΦΕΚΟΘ͑ΪΠΦΣ͑ΖΝΚΘΚΓΚΝΚΥΪ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΚΥΤ͑ΔΠΤΥ͑͟ΝΖΒΤΖ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΗΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͝ΚΟΔΝΦΕΚΟΘ͑ΒΟ͑ΠΟΝΚΟΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΙΖΒΝΥΙ͑
ΚΟΤΦΣΒΟΔΖ͑ΔΠΧΖΣΒΘΖ͑ΒΟΕ͑ΔΠΟΥΒΔΥ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΗΠΣ͑Β͑ΖΒΝΥΙ͑ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟ͑ΪΠΦΣ͑ΒΣΖΒ͑͟

͑͢ͲΟ͑ ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͑ ͓ΞΚΟΚΞΦΞ͑ ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ ΚΗ͑ ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑
ΓΪ͑ ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ ΟΠ͑ ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ ΤΦΔΙ͑ΔΠΤΥΤ͑͟

PART B: Information About Health Coverage Offered by Your Employer
΅ΙΚΤ͑ΤΖΔΥΚΠΟ͑ΔΠΟΥΒΚΟΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΒΟΪ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΔΠΞΡΝΖΥΖ͑ΒΟ͑
ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΪΠΦ͑ΨΚΝΝ͑ΓΖ͑ΒΤΜΖΕ͑ΥΠ͑ΡΣΠΧΚΕΖ͑ΥΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͟΅ΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΚΤ͑ΟΦΞΓΖΣΖΕ͑
ΥΠ͑ΔΠΣΣΖΤΡΠΟΕ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑͟
3. Employer name

4. Employer Identification Number (EIN)

Pediatric Advance Life Services Home Health

47-3287377

5. Employer address

6. Employer phone number

3640 W. Waco Dr.

254-307-8607

7. City

Waco

8. State

9. ZIP code

TX

76710

10. Who can we contact about employee health coverage at this job?

Tyler Martin or Beverly Stiba "Broker"
11. Phone number (if different from above)

͑

254-751-1254

12. Email address

bstiba@hot.rr.com

ΖΣΖ͑ΚΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΥΙΚΤ͑ΖΞΡΝΠΪΖΣͫ͑
x ͲΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΨΖ͑ΠΗΗΖΣ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΠͫ͑
■
ͲΝΝ͑ΖΞΡΝΠΪΖΖΤ͑͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑
͑
Eligible employees are those working an average of 30 hrs a week.
͑
͑
͑
͑
΄ΠΞΖ͑ΖΞΡΝΠΪΖΖΤ͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑͑
͑
͑
͑
͑
͑
x ΈΚΥΙ͑ΣΖΤΡΖΔΥ͑ΥΠ͑ΕΖΡΖΟΕΖΟΥΤͫ͑
ΈΖ͑ΕΠ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟ͶΝΚΘΚΓΝΖ͑ΕΖΡΖΟΕΖΟΥΤ͑ΒΣΖͫ͑
͑
͑
͑
͑
ΈΖ͑ΕΠ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟
͑
ͺΗ͑ΔΙΖΔΜΖΕ͑͝ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΞΖΖΥΤ͑ΥΙΖ͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͑͝ΒΟΕ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΚΤ͑ΚΟΥΖΟΕΖΕ͑
ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΓΒΤΖΕ͑ΠΟ͑ΖΞΡΝΠΪΖΖ͑ΨΒΘΖΤ͑͟
͑
͛͛͑ ͶΧΖΟ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΚΟΥΖΟΕΤ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑
ΕΚΤΔΠΦΟΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΨΚΝΝ͑ΦΤΖ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͝ΒΝΠΟΘ͑ΨΚΥΙ͑ΠΥΙΖΣ͑ΗΒΔΥΠΣΤ͑͝
ΥΠ͑ΕΖΥΖΣΞΚΟΖ͑ΨΙΖΥΙΖΣ͑ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟ͺΗ͑͝ΗΠΣ͑ΖΩΒΞΡΝΖ͑͝ΪΠΦΣ͑ΨΒΘΖΤ͑ΧΒΣΪ͑ΗΣΠΞ͑
ΨΖΖΜ͑ΥΠ͑ΨΖΖΜ͙͑ΡΖΣΙΒΡΤ͑ΪΠΦ͑ΒΣΖ͑ΒΟ͑ΙΠΦΣΝΪ͑ΖΞΡΝΠΪΖΖ͑ΠΣ͑ΪΠΦ͑ΨΠΣΜ͑ΠΟ͑Β͑ΔΠΞΞΚΤΤΚΠΟ͑ΓΒΤΚΤ͚͑͝ΚΗ͑ΪΠΦ͑ΒΣΖ͑ΟΖΨΝΪ͑
ΖΞΡΝΠΪΖΕ͑ΞΚΕ͞ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΪΠΦ͑ΙΒΧΖ͑ΠΥΙΖΣ͑ΚΟΔΠΞΖ͑ΝΠΤΤΖΤ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΦΒΝΚΗΪ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟
͑
ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΤΙΠΡ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ ΨΚΝΝ͑ΘΦΚΕΖ͑ΪΠΦ͑ΥΙΣΠΦΘΙ͑ΥΙΖ ΡΣΠΔΖΤΤ͑͟ΖΣΖ͘Τ͑ΥΙΖ͑
ΖΞΡΝΠΪΖΣ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΪΠΦ͘ΝΝ͑ΖΟΥΖΣ͑ΨΙΖΟ͑ΪΠΦ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΥΠ͑ΗΚΟΕ͑ΠΦΥ͑ΚΗ͑ΪΠΦ͑ΔΒΟ͑ΘΖΥ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΠ͑ΝΠΨΖΣ͑ΪΠΦΣ͑
ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞΤ͑͟
͑

΅ΙΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΓΖΝΠΨ͑ΔΠΣΣΖΤΡΠΟΕΤ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ͶΞΡΝΠΪΖΣ͑ʹΠΧΖΣΒΘΖ͑΅ΠΠΝ͑͑͟ʹΠΞΡΝΖΥΚΟΘ͑ΥΙΚΤ͑ΤΖΔΥΚΠΟ͑ΚΤ͑ΠΡΥΚΠΟΒΝ͑ΗΠΣ͑
ΖΞΡΝΠΪΖΣΤ͑͝ΓΦΥ͑ΨΚΝΝ͑ΙΖΝΡ͑ΖΟΤΦΣΖ͑ΖΞΡΝΠΪΖΖΤ͑ΦΟΕΖΣΤΥΒΟΕ͑ΥΙΖΚΣ͑ΔΠΧΖΣΒΘΖ͑ΔΙΠΚΔΖΤ͑͟
͑
13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?
Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the
employee eligible for coverage?
(mm/dd/yyyy) (Continue)
No (STOP and return this form to employee)
͑
14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15)
No (STOP and return form to employee)
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.
a. How much would the employee have to pay in premiums for this plan? $
b. How often?
Weekly
Every 2 weeks
Twice a month
Monthly
Quarterly
Yearly
ͺΗ͑ΥΙΖ͑ΡΝΒΟ͑ΪΖΒΣ͑ΨΚΝΝ͑ΖΟΕ͑ΤΠΠΟ͑ΒΟΕ͑ΪΠΦ͑ΜΟΠΨ͑ΥΙΒΥ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΡΝΒΟΤ͑ΠΗΗΖΣΖΕ͑ΨΚΝΝ͑ΔΙΒΟΘΖ͑͝ΘΠ͑ΥΠ͑ΦΖΤΥΚΠΟ͑ͧ͑͢͟ͺΗ͑ΪΠΦ͑ΕΠΟ͘Υ͑
ΜΟΠΨ͑͝΄΅͑ΒΟΕ͑ΣΖΥΦΣΟ͑ΗΠΣΞ͑ΥΠ͑ΖΞΡΝΠΪΖΖ͑͟
͑
16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often?
Weekly
Every 2 weeks
Twice a month
Monthly
Quarterly
Yearly

Ͳ͑חΟ͑ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ΚΗ͑ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑ΓΪ͑
ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ΟΠ͑ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ΤΦΔΙ͑ΔΠΤΥΤ͙͑΄ΖΔΥΚΠΟ͑ͤͧͳ͙Δ͚͙͚͙ͣʹ͚͙ΚΚ͚͑ΠΗ͑ΥΙΖ͑ͺΟΥΖΣΟΒΝ͑ΖΧΖΟΦΖ͑ʹΠΕΖ͑ΠΗ͚͑ͪͩͧ͑͢

Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (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 1877-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 August 10, 2017. Contact your State for more
information on eligibility –

ALABAMA – Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447

FLORIDA – Medicaid
Website: http://flmedicaidtplrecovery.com/hipp/
Phone: 1-877-357-3268

ALASKA – Medicaid

GEORGIA – Medicaid

The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/
Phone: 1-866-251-4861
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
http://dhss.alaska.gov/dpa/Pages/medicaid/default.asp
x

Website: http://dch.georgia.gov/medicaid
- Click on Health Insurance Premium Payment (HIPP)
Phone: 404-656-4507

ARKANSAS – Medicaid
Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)

COLORADO – Health First Colorado
(Colorado’s Medicaid Program) &
Child Health Plan Plus (CHP+)
Health First Colorado Website:
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:
1-800-221-3943/ State Relay 711
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus
CHP+ Customer Service: 1-800-359-1991/
State Relay 711

INDIANA – Medicaid
Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: http://www.indianamedicaid.com
Phone 1-800-403-0864

IOWA – Medicaid
Website:
http://dhs.iowa.gov/ime/members/medicaid-a-toz/hipp
Phone: 1-888-346-9562

KANSAS – Medicaid
Website: http://www.kdheks.gov/hcf/
Phone: 1-785-296-3512

KENTUCKY – Medicaid
Website: http://chfs.ky.gov/dms/default.htm
Phone: 1-800-635-2570

LOUISIANA – Medicaid
Website:
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
Phone: 1-888-695-2447

MAINE – Medicaid
Website: http://www.maine.gov/dhhs/ofi/publicassistance/index.html
Phone: 1-800-442-6003
TTY: Maine relay 711

NEW HAMPSHIRE – Medicaid
Website:
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone: 603-271-5218

NEW JERSEY – Medicaid and CHIP
Medicaid Website:
http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website:
http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

NEW YORK – Medicaid
Website:
https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831

NORTH CAROLINA – Medicaid
Website: https://dma.ncdhhs.gov/
Phone: 919-855-4100

MASSACHUSETTS – Medicaid and CHIP

NORTH DAKOTA – Medicaid

Website:
http://www.mass.gov/eohhs/gov/departments/masshe
alth/
Phone: 1-800-862-4840

Website:
http://www.nd.gov/dhs/services/medicalserv/medicaid
/
Phone: 1-844-854-4825

MINNESOTA – Medicaid
Website: http://mn.gov/dhs/people-weserve/seniors/health-care/health-careprograms/programs-and-services/medicalassistance.jsp
Phone: 1-800-657-3739

MISSOURI – Medicaid
Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.
htm
Phone: 573-751-2005

OKLAHOMA – Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

OREGON – Medicaid
Website:
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

MONTANA – Medicaid

PENNSYLVANIA – Medicaid

Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HI
PP
Phone: 1-800-694-3084

Website:
http://www.dhs.pa.gov/provider/medicalassistance/he
althinsurancepremiumpaymenthippprogram/index.ht
m
Phone: 1-800-692-7462

NEBRASKA – Medicaid
Website: http://www.ACCESSNebraska.ne.gov
Phone: (855) 632-7633
Lincoln: (402) 473-7000
Omaha: (402) 595-1178

NEVADA – Medicaid
Medicaid Website: https://dwss.nv.gov/
Medicaid Phone: 1-800-992-0900

RHODE ISLAND – Medicaid
Website: http://www.eohhs.ri.gov/
Phone: 855-697-4347

SOUTH CAROLINA – Medicaid
Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

SOUTH DAKOTA - Medicaid
Website: http://dss.sd.gov
Phone: 1-888-828-0059

TEXAS – Medicaid
Website: http://gethipptexas.com/
Phone: 1-800-440-0493

UTAH – Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669

VERMONT– Medicaid
Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427

WASHINGTON – Medicaid
Website: http://www.hca.wa.gov/free-or-low-costhealth-care/program-administration/premium-paymentprogram
Phone: 1-800-562-3022 ext. 15473

WEST VIRGINIA – Medicaid
Website: http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

WISCONSIN – Medicaid and CHIP
Website:
https://www.dhs.wisconsin.gov/publications/p1/p10095.p
df
Phone: 1-800-362-3002

WYOMING – Medicaid
Website: https://wyequalitycare.acs-inc.com/
Phone: 307-777-7531

VIRGINIA – Medicaid and CHIP
Medicaid Website:
http://www.coverva.org/programs_premium_assistance.
cfm
Medicaid Phone: 1-800-432-5924
CHIP Website:
http://www.coverva.org/programs_premium_assistance.
cfm
CHIP Phone: 1-855-242-8282

To see if any other states have added a premium assistance program since August 10, 2017, or for more
information on special enrollment rights, contact either:
U.S. Department of Labor
U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa
www.cms.hhs.gov
1-866-444-EBSA (3272)
1-877-267-2323, Menu Option 4, Ext. 61565
Paperwork Reduction Act Statement
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number.
The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by
OMB under the PRA, and displays a currently valid OMB control number, and the public is not required to respond to a
collection of information unless it displays a currently valid OMB control number. See 44 U.S.C. 3507. Also,
notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of
information if the collection of information does not display a currently valid OMB control number. See 44 U.S.C. 3512.
The public reporting burden for this collection of information is estimated to average approximately seven minutes per
respondent. Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee
Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue,
N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.
OMB Control Number 1210-0137 (expires 12/31/2019)

UnitedHealthcare®
Voluntary Options PPO 20/covered dental services

dental plan

P3305 /MAC
NETWORK

NON-NETWORK

Individual Annual Deductible

$50

$50

Family Annual Deductible
Annual Maximum Benefit (The total benefit payable by the plan will not exceed the highest

$150
$1200 per person

$150
$1200 per person

listed maximum amount for either Network or Non-Network services.)

per calendar year

per calendar year

Annual Deductible Applies to Preventive and Diagnostic Services

No

Waiting Period

No waiting period

NETWORK
PLAN PAYS**

COVERED SERVICES*

NON-NETWORK
BENEFIT GUIDELINES
PLAN PAYS***

DIAGNOSTIC SERVICES
Periodic Oral Evaluation

100%

100%

Limited to 2 times per consecutive 12 months.

Radiographs

100%

100%

Bitewing: Limited to 1 series of films per calendar year. Complete/Panorex: Limited to
1 time per consecutive 36 months.

Lab and Other Diagnostic Tests

100%

100%

Dental Prophylaxis (Cleanings)

100%

100%

Fluoride Treatments

100%

100%

Sealants

100%

100%

Limited to covered persons under the age of 16 years and once per first or second
permanent molar every consecutive 36 months.

Space Maintainers

100%

100%

For covered persons under the age of 16 years, limit 1 per consecutive 60 months.

Restorations (Amalgam or Anterior Composite)*

80%

80%

General Services (including Emergency Treatment)

80%

80%

50%
50%

50%
50%

PREVENTIVE SERVICES
Limited to 2 times per consecutive 12 months.
Limited to covered persons under the age of 16 years and limited to 2 times per
consecutive 12 months.

BASIC DENTAL SERVICES
Multiple restorations on one surface will be treated as a single filling.
Palliative Treatment: Covered as a separate benefit only if no other service was done
during the visit other than X-rays.
General Anesthesia: when clinically necessary.
Occlusal Guard: Limited to 1 guard every consecutive 36 months.

MAJOR DENTAL SERVICES
Simple Extractions
Oral Surgery (includes surgical extractions)

Periodontics

50%

50%

Endodontics
Inlays/Onlays/Crowns*

50%
50%

50%
50%

Dentures and other Removable Prosthetics

50%

50%

Fixed Partial Dentures (Bridges)*

50%

50%

Limited to 1 time per tooth per lifetime.
Perio Surgery: Limited to 1 quadrant or site per consecutive 36 months per surgical
area.
Scaling and Root Planing: Limited to 1 time per quadrant per consecutive 24 months.
Periodontal Maintenance: Limited to 2 times per consecutive 12 months following active
and adjunctive periodontal therapy, exclusive of gross debridement.
Root Canal Therapy: Limited to 1 time per tooth per lifetime.
Limited to 1 time per tooth per consecutive 60 months.
Full Denture/Partial Denture: Limited to 1 per consecutive 60 months. No additional
allowances for precision or semi-precision attachments.
Limited to 1 time per tooth per consecutive 60 months.

* Your dental plan provides that where two or more professionally acceptable dental treatments for a dental condition exist, your plan bases reimbursement on the least costly treatment alternative. If you
and your dentist have agreed on a treatment which is more costly than the treatment on which the plan benefit is based, you will be responsible for the difference between the fee for service rendered and
the fee covered by the plan. In addition, a pre-treatment estimate is recommended for any service estimated to cost over $500; please consult your dentist.
** The network percentage of benefits is based on the discounted fee negotiated with the provider.
*** The non-network percentage of benefits is based on the allowable amount applicable for the same service that would have been rendered by a network provider.
In accordance with the Illinois state requirement, a partner in a Civil Union is included in the definition of Dependent. For a complete description of Dependent Coverage, please refer to your Certificate of Coverage.
The Prenatal Dental Care (not available in WA) and Oral Cancer Screening programs are covered under this plan. The material contained in the above table is for informational purposes only and is not an offer of coverage. Please note
that the above provides only a brief, general description of coverage and does not constitute a contract. For a complete listing of your coverage, including exclusions and limitations relating to your coverage, please refer to your
Certificate of Coverage or contact your benefits administrator. If differences exist between this Summary Benefits and your Certificate of Coverage/benefits administrator, the Certificate/benefits administrator will govern. All terms and
conditions of coverage are subject to applicable state and federal laws. State mandates regarding benefit levels and age limitations may supersede plan design features.
UnitedHealthcare Dental® Voluntary Options PPO Plan is either underwritten or provided by: UnitedHealthcare Insurance Company, Hartford, Connecticut; UnitedHealthcare Insurance Company of New York, Hauppage, New York;
Unimerica Insurance Company, Milwaukee, Wisconsin; Unimerica Life Insurance Company of New York, New York, New York; or United Healthcare Services, Inc.
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UnitedHealthcare/dental exclusions and limitations
Dental Services described in this section are covered when such services are:
A. Necessary;
B. Proviced by or under the direction of a Dentist or other appropriate provider as specifically described;
C. The least costly, clinically accepted treatment; and
D. Not excluded as described in the Section entitled, General Exclusions.

GENERAL LIMITATIONS

GENERAL EXCLUSIONS

PERIODIC ORAL EVALUATION Limited to 2 times per consecutive 12 months.

The following are not covered:

COMPLETE SERIES OR PANOREX RADIOGRAPHS Limited to 1 time per

1. Dental Services that are not necessary.
2. Hospitalization or other facility charges.
3. Any dental procedure performed solely for

consecutive 36 months.
BITEWING RADIOGRAPHS Limited to 1 series of films per calendar year.
EXTRAORAL RADIOGRAPHS Limited to 2 films per calendar year.
DENTAL PROPHYLAXIS Limited to 2 times per consecutive 12 months.
FLUORIDE TREATMENTS Limited to covered persons under the age of 16
years, and limited to 2 times per consecutive 12 months.
SPACE MAINTAINERS Limited to covered persons under the age of 16 years,
limited to 1 per consecutive 60 months. Benefit includes all adjustments within 6
months of installation.
SEALANTS Limited to covered persons under the age of 16 years, and once per
first or second permanent molar every consecutive 36 months.
RESTORATIONS Multiple restorations on one surface will be treated as a
single filling.
PIN RETENTION Limited to 2 pins per tooth; not covered in addition to cast
restoration.
INLAYS AND ONLAYS Limited to 1 time per tooth per consecutive 60 months.
Covered only when a filling cannot restore the tooth.

cosmetic/aesthetic reasons. (Cosmetic procedures are
those procedures that improve physical appearance.)
4. Reconstructive Surgery regardless of whether or not the
surgery is incidental to a dental disease, injury, or
Congenital Anomaly when the primary purpose is to
improve physiological functioning of the involved part of
the body.
5. Any dental procedure not directly associated with dental

fixed bridgework. This includes semi-precision or
precision attachments associated with partial
dentures, crown or bridge abutments, full or partial
overdentures, any internal attachment associated
with an implant prosthesis, and any elective
endodontic procedure related to a tooth or root
involved in the construction of a prosthesis of this
nature.
16. Procedures related to the reconstruction of a patient’s
correct vertical dimension of occlusion (VDO).

disease.
6. Any dental procedure not performed in a dental setting.

17. Placement of dental implants, implant-supported

7. Procedures that are considered to be Experimental,

18. Placement of fixed partial dentures solely for the

Investigational or Unproven. This includes
pharmacological regimens not accepted by the American

abutments and prostheses
purpose of achieving periodontal stability.
19. Treatment of benign neoplasms, cysts, or other

Dental Association (ADA) Council on Dental

pathology involving benign lesions, except

Therapeutics. The fact that an Experimental,

excisional removal. Treatment of malignant

Investigational or Unproven Service, treatment, device or

neoplasms or Congenital Anomalies of hard or soft

pharmacological regimen is the only available treatment

CROWNS Limited to 1 time per tooth per consecutive 60 months. Covered only

for a particular condition will not result in coverage if the

when a filling cannot restore the tooth.

procedure is considered to be Experimental,

POST AND CORES Covered only for teeth that have had root canal therapy.

Investigational or Unproven in the treatment of that

SEDATIVE FILLINGS Covered as a separate benefit only if no other service,

particular condition.

other than x-rays and exam, were performed on the same tooth during the visit.

15. Attachments to conventional removable prostheses or

8. Services for injuries or conditions covered by Worker’s

tissue, including excision.
20. Setting of facial bony fractures and any treatment
associated with the dislocation of facial skeletal hard
tissue.
21. Services related to the temporomandibular joint
(TMJ), either bilateral or unilateral. Upper and lower

SCALING AND ROOT PLANING Limited to 1 time per quadrant per

Compensation or employer liability laws, and services

consecutive 24 months.

jaw bone surgery (including that related to the

that are provided without cost to the covered person

ROOT CANAL THERAPY Limited to 1 time per tooth per lifetime.

temporomandibular joint). No coverage is provided

by any municipality, county, or other political

for orthognathic surgery, jaw alignment, or treatment

PERIODONTAL MAINTENANCE Limited to 2 times per consecutive 12

subdivision. This exclusion does not apply to any

months following active or adjunctive periodontal therapy, exclusive of gross

services covered by Medicaid or Medicare.

debridement.

9. Expenses for dental procedures begun prior to the

FULL DENTURES Limited to 1 time every consecutive 60 months. No

covered person becoming enrolled under the Policy.
10. Dental Services otherwise covered under the Policy,

additional allowances for precision or semi-precision attachments.
PARTIAL DENTURES Limited to 1 time every consecutive 60 months. No

but rendered after the date individual coverage under

additional allowances for precision or semi-precision attachments.

the Policy terminates, including Dental Services for

RELINING AND REBASING DENTURES Limited to relining/rebasing

dental conditions arising prior to the date individual

performed more than 6 months after the initial insertion. Limited to 1 time per
consecutive 12 months.

coverage under the Policy terminates.
11. Services rendered by a provider with the same legal

REPAIRS TO FULL DENTURES, PARTIAL DENTURES, BRIDGES

residence as a covered person or who is a member of

Limited to repairs or adjustments performed more than 12 months after the initial

a covered person’s family, including spouse, brother,

insertion. Limited to 1 per consecutive 6 months.

sister, parent or child.

PALLIATIVE TREATMENT Covered as a separate benefit only if no other

12. Foreign Services are not covered unless required as

service, other than the exam and radiographs, were performed on the same tooth

an Emergency.
13. Replacement of complete dentures, fixed and removable

during the visit.
OCCLUSAL GUARDS Limited to 1 guard every consecutive 36 months and
only covered if prescribed to control habitual grinding.
FULL MOUTH DEBRIDEMENT Limited to 1 time every consecutive 36 months.
GENERAL ANESTHESIA Covered only when clinically necessary.
OSSEOUS GRAFTS Limited to 1 per quadrant or site per consecutive 36 months.
PERIODONTAL SURGERY Hard tissue and soft tissue periodontal surgery
are limited to 1 quadrant or site per consecutive 36 months per surgical area.
REPLACEMENT OF COMPLETE DENTURES, FIXED OR REMOVABLE
PARTIAL DENTURES, CROWNS, INLAYS OR ONLAYS Replacement of
complete dentures, fixed or removable partial dentures, crowns, inlays or onlays
previously submitted for payment under the plan is limited to 1 time per
consecutive 60 months from initial or supplemental placement. This includes
retainers, habit appliances, and any fixed or removable interceptive orthodontic
appliances.

Plans sold in Texas use associated COC form number: DCOC.CER.06

partial dentures, or crowns, if damage or breakage was
directly related to provider error. This type of
replacement is the responsibility of the Dentist. If
replacement is necessary because of patient
non-compliance, the patient is liable for the cost of
replacement.
14. Fixed or removable prosthodontic restoration
procedures for complete oral rehabilitation or
reconstruction.

for the temporomandibular joint.
22. Acupuncture; acupressure and other forms of
alternative treatment, whether or not used as
anesthesia.
23. Drugs/medications, obtainable with or without a
prescription, unless they are dispensed and utilized
in the dental office during the patient visit.
24. Charges for failure to keep a scheduled appointment
without giving the dental office 24 hours notice.
25. Occlusal guards used as safety items or to affect
performance primarily in sports-related activities.
26. Dental Services received as a result of war or any act
of war, whether declared or undeclared or caused
during service in the armed forces of any country.

UnitedHealthcare®
Consumer MaxMultiplier Voluntary Options PPO 30/covered dental services
NETWORK

dental plan

P3384 /U90
NON-NETWORK

Individual Annual Deductible

$50

$50

Family Annual Deductible
Annual Maximum Benefit* (The total benefit payable by the plan will not exceed the

$150
$1000 per person

$150
$1000 per person

highest listed maximum amount for either Network or Non-Network services.)

per calendar year

per calendar year

Annual Deductible Applies to Preventive and Diagnostic Services

No

Waiting Period

No waiting period

NETWORK
PLAN PAYS***

COVERED SERVICES**

NON-NETWORK
BENEFIT GUIDELINES
PLAN PAYS****

DIAGNOSTIC SERVICES
Periodic Oral Evaluation

100%

100%

Limited to 2 times per consecutive 12 months.

Radiographs

100%

100%

Bitewing: Limited to 1 series of films per calendar year. Complete/Panorex: Limited to
1 time per consecutive 36 months.

Lab and Other Diagnostic Tests

100%

100%

Dental Prophylaxis (Cleanings)

100%

100%

Fluoride Treatments

100%

100%

Sealants

100%

100%

Limited to covered persons under the age of 16 years and once per first or second
permanent molar every consecutive 36 months.

Space Maintainers

100%

100%

For covered persons under the age of 16 years, limit 1 per consecutive 60 months.

Restorations (Amalgam or Anterior Composite)**

80%

80%

General Services (including Emergency Treatment)

80%

80%

Simple Extractions

80%

80%

50%

50%

PREVENTIVE SERVICES
Limited to 2 times per consecutive 12 months.
Limited to covered persons under the age of 16 years and limited to 2 times per
consecutive 12 months.

BASIC DENTAL SERVICES
Multiple restorations on one surface will be treated as a single filling.
Palliative Treatment: Covered as a separate benefit only if no other service was done
during the visit other than X-rays.
General Anesthesia: when clinically necessary.
Occlusal Guard: Limited to 1 guard every consecutive 36 months.
Limited to 1 time per tooth per lifetime.

MAJOR DENTAL SERVICES
Oral Surgery (includes surgical extractions)

Periodontics

50%

50%

Endodontics
Inlays/Onlays/Crowns**

50%
50%

50%
50%

Dentures and other Removable Prosthetics

50%

50%

Fixed Partial Dentures (Bridges)**

50%

50%

Perio Surgery: Limited to 1 quadrant or site per consecutive 36 months per surgical
area.
Scaling and Root Planing: Limited to 1 time per quadrant per consecutive 24 months.
Periodontal Maintenance: Limited to 2 times per consecutive 12 months following active
and adjunctive periodontal therapy, exclusive of gross debridement.
Root Canal Therapy: Limited to 1 time per tooth per lifetime.
Limited to 1 time per tooth per consecutive 60 months.
Full Denture/Partial Denture: Limited to 1 per consecutive 60 months. No additional
allowances for precision or semi-precision attachments.
Limited to 1 time per tooth per consecutive 60 months.

* This plan includes a maximum benefit award program. Some of the unused portion of your annual maximum benefit may be available in future benefit periods.
** Your dental plan provides that where two or more professionally acceptable dental treatments for a dental condition exist, your plan bases reimbursement on the least costly treatment alternative. If you
and your dentist have agreed on a treatment which is more costly than the treatment on which the plan benefit is based, you will be responsible for the difference between the fee for service rendered and
the fee covered by the plan. In addition, a pre-treatment estimate is recommended for any service estimated to cost over $500; please consult your dentist.
*** The network percentage of benefits is based on the discounted fee negotiated with the provider.
**** The non-network percentage of benefits is based on the schedule of usual and customary fees in the geographic area in which the expenses are incurred.
In accordance with the Illinois state requirement, a partner in a Civil Union is included in the definition of Dependent. For a complete description of Dependent Coverage, please refer to your Certificate of Coverage.
The Prenatal Dental Care (not available in WA) and Oral Cancer Screening programs are covered under this plan. The material contained in the above table is for informational purposes only and is not an offer of coverage. Please note
that the above provides only a brief, general description of coverage and does not constitute a contract. For a complete listing of your coverage, including exclusions and limitations relating to your coverage, please refer to your
Certificate of Coverage or contact your benefits administrator. If differences exist between this Summary Benefits and your Certificate of Coverage/benefits administrator, the Certificate/benefits administrator will govern. All terms and
conditions of coverage are subject to applicable state and federal laws. State mandates regarding benefit levels and age limitations may supersede plan design features.
UnitedHealthcare Dental® Voluntary Options PPO Plan is either underwritten or provided by: UnitedHealthcare Insurance Company, Hartford, Connecticut; UnitedHealthcare Insurance Company of New York, Hauppage, New York;
Unimerica Insurance Company, Milwaukee, Wisconsin; Unimerica Life Insurance Company of New York, New York, New York; or United Healthcare Services, Inc.
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UnitedHealthcare/dental exclusions and limitations
Dental Services described in this section are covered when such services are:
A. Necessary;
B. Proviced by or under the direction of a Dentist or other appropriate provider as specifically described;
C. The least costly, clinically accepted treatment; and
D. Not excluded as described in the Section entitled, General Exclusions.

GENERAL LIMITATIONS

GENERAL EXCLUSIONS

PERIODIC ORAL EVALUATION Limited to 2 times per consecutive 12 months.

The following are not covered:

COMPLETE SERIES OR PANOREX RADIOGRAPHS Limited to 1 time per

1. Dental Services that are not necessary.
2. Hospitalization or other facility charges.
3. Any dental procedure performed solely for

consecutive 36 months.
BITEWING RADIOGRAPHS Limited to 1 series of films per calendar year.
EXTRAORAL RADIOGRAPHS Limited to 2 films per calendar year.
DENTAL PROPHYLAXIS Limited to 2 times per consecutive 12 months.
FLUORIDE TREATMENTS Limited to covered persons under the age of 16
years, and limited to 2 times per consecutive 12 months.
SPACE MAINTAINERS Limited to covered persons under the age of 16 years,
limited to 1 per consecutive 60 months. Benefit includes all adjustments within 6
months of installation.
SEALANTS Limited to covered persons under the age of 16 years, and once per
first or second permanent molar every consecutive 36 months.
RESTORATIONS Multiple restorations on one surface will be treated as a
single filling.
PIN RETENTION Limited to 2 pins per tooth; not covered in addition to cast
restoration.
INLAYS AND ONLAYS Limited to 1 time per tooth per consecutive 60 months.
Covered only when a filling cannot restore the tooth.

cosmetic/aesthetic reasons. (Cosmetic procedures are
those procedures that improve physical appearance.)
4. Reconstructive Surgery regardless of whether or not the
surgery is incidental to a dental disease, injury, or
Congenital Anomaly when the primary purpose is to
improve physiological functioning of the involved part of
the body.
5. Any dental procedure not directly associated with dental

fixed bridgework. This includes semi-precision or
precision attachments associated with partial
dentures, crown or bridge abutments, full or partial
overdentures, any internal attachment associated
with an implant prosthesis, and any elective
endodontic procedure related to a tooth or root
involved in the construction of a prosthesis of this
nature.
16. Procedures related to the reconstruction of a patient’s
correct vertical dimension of occlusion (VDO).

disease.
6. Any dental procedure not performed in a dental setting.

17. Placement of dental implants, implant-supported

7. Procedures that are considered to be Experimental,

18. Placement of fixed partial dentures solely for the

Investigational or Unproven. This includes
pharmacological regimens not accepted by the American

abutments and prostheses
purpose of achieving periodontal stability.
19. Treatment of benign neoplasms, cysts, or other

Dental Association (ADA) Council on Dental

pathology involving benign lesions, except

Therapeutics. The fact that an Experimental,

excisional removal. Treatment of malignant

Investigational or Unproven Service, treatment, device or

neoplasms or Congenital Anomalies of hard or soft

pharmacological regimen is the only available treatment

CROWNS Limited to 1 time per tooth per consecutive 60 months. Covered only

for a particular condition will not result in coverage if the

when a filling cannot restore the tooth.

procedure is considered to be Experimental,

POST AND CORES Covered only for teeth that have had root canal therapy.

Investigational or Unproven in the treatment of that

SEDATIVE FILLINGS Covered as a separate benefit only if no other service,

particular condition.

other than x-rays and exam, were performed on the same tooth during the visit.

15. Attachments to conventional removable prostheses or

8. Services for injuries or conditions covered by Worker’s

tissue, including excision.
20. Setting of facial bony fractures and any treatment
associated with the dislocation of facial skeletal hard
tissue.
21. Services related to the temporomandibular joint
(TMJ), either bilateral or unilateral. Upper and lower

SCALING AND ROOT PLANING Limited to 1 time per quadrant per

Compensation or employer liability laws, and services

consecutive 24 months.

jaw bone surgery (including that related to the

that are provided without cost to the covered person

ROOT CANAL THERAPY Limited to 1 time per tooth per lifetime.

temporomandibular joint). No coverage is provided

by any municipality, county, or other political

for orthognathic surgery, jaw alignment, or treatment

PERIODONTAL MAINTENANCE Limited to 2 times per consecutive 12

subdivision. This exclusion does not apply to any

months following active or adjunctive periodontal therapy, exclusive of gross

services covered by Medicaid or Medicare.

debridement.

9. Expenses for dental procedures begun prior to the

FULL DENTURES Limited to 1 time every consecutive 60 months. No

covered person becoming enrolled under the Policy.
10. Dental Services otherwise covered under the Policy,

additional allowances for precision or semi-precision attachments.
PARTIAL DENTURES Limited to 1 time every consecutive 60 months. No

but rendered after the date individual coverage under

additional allowances for precision or semi-precision attachments.

the Policy terminates, including Dental Services for

RELINING AND REBASING DENTURES Limited to relining/rebasing

dental conditions arising prior to the date individual

performed more than 6 months after the initial insertion. Limited to 1 time per
consecutive 12 months.

coverage under the Policy terminates.
11. Services rendered by a provider with the same legal

REPAIRS TO FULL DENTURES, PARTIAL DENTURES, BRIDGES

residence as a covered person or who is a member of

Limited to repairs or adjustments performed more than 12 months after the initial

a covered person’s family, including spouse, brother,

insertion. Limited to 1 per consecutive 6 months.

sister, parent or child.

PALLIATIVE TREATMENT Covered as a separate benefit only if no other

12. Foreign Services are not covered unless required as

service, other than the exam and radiographs, were performed on the same tooth

an Emergency.
13. Replacement of complete dentures, fixed and removable

during the visit.
OCCLUSAL GUARDS Limited to 1 guard every consecutive 36 months and
only covered if prescribed to control habitual grinding.
FULL MOUTH DEBRIDEMENT Limited to 1 time every consecutive 36 months.
GENERAL ANESTHESIA Covered only when clinically necessary.
OSSEOUS GRAFTS Limited to 1 per quadrant or site per consecutive 36 months.
PERIODONTAL SURGERY Hard tissue and soft tissue periodontal surgery
are limited to 1 quadrant or site per consecutive 36 months per surgical area.
REPLACEMENT OF COMPLETE DENTURES, FIXED OR REMOVABLE
PARTIAL DENTURES, CROWNS, INLAYS OR ONLAYS Replacement of
complete dentures, fixed or removable partial dentures, crowns, inlays or onlays
previously submitted for payment under the plan is limited to 1 time per
consecutive 60 months from initial or supplemental placement. This includes
retainers, habit appliances, and any fixed or removable interceptive orthodontic
appliances.

Plans sold in Texas use associated COC form number: DCOC.CER.06

partial dentures, or crowns, if damage or breakage was
directly related to provider error. This type of
replacement is the responsibility of the Dentist. If
replacement is necessary because of patient
non-compliance, the patient is liable for the cost of
replacement.
14. Fixed or removable prosthodontic restoration
procedures for complete oral rehabilitation or
reconstruction.

for the temporomandibular joint.
22. Acupuncture; acupressure and other forms of
alternative treatment, whether or not used as
anesthesia.
23. Drugs/medications, obtainable with or without a
prescription, unless they are dispensed and utilized
in the dental office during the patient visit.
24. Charges for failure to keep a scheduled appointment
without giving the dental office 24 hours notice.
25. Occlusal guards used as safety items or to affect
performance primarily in sports-related activities.
26. Dental Services received as a result of war or any act
of war, whether declared or undeclared or caused
during service in the armed forces of any country.

Dental

Questions about your dental coverage?

Visit myuhcdental.com

You want to get the most from your dental plan — and we want
to help you do just that. That’s why we’ve created an online
resource for your dental plan questions: myuhcdental.com.
When you become a UnitedHealthcare dental plan member,
you can use myuhcdental.com to find a dentist, review your
coverage, check a claim and more. And your plan details
are available online, so you can make sure you’re getting the
most value from your benefits.

Getting started.
When you become a member, visit myuhcdental.com and
click “Register Now.” You’ll need your ID card to register,
so be sure to have that handy. It is important to register so
that when you search for a network dentist you will only
see those dentists who are in your network. While most
information is available online, remember that Customer
Care is always available to help. Call them at the number on
the back of your ID card.

In brief:
• Quickly locate a
network dentist
• Get the most from your
plan by reviewing your
plan benefits
• Save money by comparing
treatment costs ahead
of time1

Dental

The information you need, all in one place.
When you sign in at myuhcdental.com, you can quickly find answers and complete important tasks 24 hours a day:

Locate a dentist

Search for a network dentist in your area, or find just the right specialist. If you register, you
will only see those dentists who are in your network. If you do not register, you will need to
know the name of your dental network. You can find the name of your network at the top of
your benefit summary or call Customer Care at the number listed on your ID card.
> Select Locate Dentist

Review your
coverage

Check specific information like:
• Your current eligibility to confirm that you are currently covered
• Your copay — the set amount you’re responsible for at each visit2
• Your deductible — the amount you must pay before coverage begins3
• Your out-of-pocket costs — the total amount you must pay including deductibles,
copays and services not covered by your plan
> Select Plan Info

Compare costs1

Save money by comparing network and non-network costs, as well as costs for specific
treatments. Avoid surprises by determining your out-of-pocket costs before your dentist visit
> Select Plan Info > Treatment Cost Calculator

Check your
dental claims

Review your dental claims online, view pretreatment estimates and determine claim status —
all with up-to-the-minute information
> Select Claims Info

Get answers to the
most frequently
asked questions

Have questions about how your plan works? Get answers in our FAQs section

Learn about oral
health and dental
treatments

Need help understanding a dental issue you’re having? Get clear answers and advice on
caring for your teeth and gums

Request a
dental ID card

Misplaced your card? Get a new one anytime

> Select Plan Info > FAQs

> Select Dental Education
> Select Plan Info > Request ID Card

For more information, members can call the
Customer Care number on the back of their
member ID card.

1

The Treatment Cost Calculator is not applicable for Managed Care (DHMO and Direct Compensation) plan members.

2

Some plans have copays, while others do not. See your plan document for details.

3

Preventive care is generally not subject to a deductible. Check your plan documents to verify your coverage or call Customer Care at the number
on the back of your member ID card.

UnitedHealthcare Dental® coverage provided by or through UnitedHealthcare Insurance Company, located in Hartford, Connecticut, or
its affi liates. Administrative services provided by Dental Benefit Providers, Inc., Dental Benefit Administrative Services (CA only), United
HealthCare Services, Inc. or their affi liates.
100-7187
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Vision Benefit Summary
www.myuhcvision.com
Customer Service: (800) 638-3120
Provider Locator: (800) 839-3242
Comprehensive Vision Exam
Materials - Eyeglass Lenses/Eyeglass Frames or Contact
Lenses
Frequencies - Based on last date of service

COVERED SERVICES
Pair of Lenses (for Eyewear)
• Standard single vision lenses
• Standard lined bifocal lenses
• Standard lined trifocal lenses
• Standard lenticular lenses

Plan L005V
NETWORK

NON-NETWORK

$20 Copay

Up to $40
See below

$20 Copay¹
Exam
Once every 12 months
Lenses Once every 12 months
Frames Once every 12 months

NETWORK

NON-NETWORK

Covered in full after applicable copay¹

Up to $40
Up to $60
Up to $80
Up to $80

Includes standard scratch-resistant
coating

Lens options such as progressive lenses, tints, UV, and
anti-reflective coating may be available at a discount at
participating providers.
Frames
You will receive a retail frame allowance toward the
purchase of any frame at a network provider. For frames
that exceed your allowance, you may receive an additional
30% discount on the overage (available only at participating
providers and may exclude certain frame manufacturers).
Contact Lenses²
• Covered contact lens selection
It is important to note the covered contact lens selection
may vary by provider but does include the most popular
brands on the market today.³ A complete list can be
found by visiting our website www.myuhcvision.com.
• Non-selection contacts
You receive an allowance which is applied toward the
fitting/evaluation fees and purchase of contact lenses
outside the covered contact lens selection.
• Necessary contact lenses 4
{@Bullet} Necessary contact lenses

1

$130 Retail Frame Allowance
(after applicable copay ¹ )

Up to $45

Up to 4 boxes of contact lenses plus
the fitting/evaluation fees and up to
two follow-up visits are covered-in-full

Up to $125

(after applicable copay ¹ )
Up to $125
(material copay is waived)

Up to $125

Covered in full after applicable copay¹

Up to $210

The material copayment will apply once if frames and lenses, or contact lenses in lieu of eyewear, are purchased at the same time at a network provider.

2

Contact lenses are in lieu of eyeglass lenses and/or eyeglass frames.

3

Coverage for Covered Contact Lens Selection does not apply at Walmart, Sam's Club and Costco locations. The allowance for non-selection contact lenses will
be applied toward the fitting/evaluation fee and purchase of all contacts.

4

Necessary contact lenses are determined at the provider's discretion for one or more of the following conditions: Following cataract surgery without intraocular
lens implant; to correct extreme vision problems that cannot be corrected with eyeglass lenses and/or eyeglass frames; with certain conditions of anisometropia,
keratoconus, irregular corneals/astigmatism, aphakia, facial deformity, or corneal deformity. If your provider considers your contacts necessary, you should ask
your provider to contact UnitedHealthcare concerning the reimbursement that UnitedHealthcare will make before you purchase such contacts.

Vision Benefit Summary
www.myuhcvision.com
Customer Service: (800) 638-3120
Provider Locator: (800) 839-3242

Plan L005V

Important to Remember:
Network
• Always identify yourself as a UnitedHealthcare customer when making your appointment. This will assist your provider in obtaining
a claim authorization before your visit.
• Your participating provider will help you determine which contact lenses are available in the UnitedHealthcare selection.
• Your contact lens allowance is applied to the fitting/evaluation fees, as well as the purchase of non-covered selection contact
lenses. For example, if your allowance is $125 and the fitting fee and evaluation is $35, you will have $90 toward the purchase of
non-selection contact lenses. Evaluation and fitting fees may vary among providers and type of fitting required. Your material
copay is waived when purchasing non-selection contacts.
• Patient options, such as UV coating, progressive lenses, etc., which are not covered-in-full, may be available at a discount at
participating providers.
Choice and Access of Vision Care Providers
UnitedHealthcare offers its vision program through a national network including both private practice and retail chain providers.
To access the Provider Locator service, visit our Web site at www.myuhcvision.com or call 1-800-839-3242, 24 hours a day, seven
days a week. You may also view your benefits, search for a provider or print an ID card online at www.myuhcvision.com.
Retain this UnitedHealthcare vision benefit summary which includes detailed benefit information and instructions on how to use the
program. Please refer to your Certificate of Coverage for a full explanation of benefits.
Network Provider - Copays and non-covered patient options are paid to provider by program participant at the time of service.
Non-Network Provider - Participant pays full fee to the provider, and UnitedHealthcare reimburses the participant for services
rendered up to the maximum allowance. Copays do not apply to non-network benefits. All receipts must be submitted at the same
time. Written proof of loss should be given to the Company within 90 days after the date of the loss. If it was not reasonably possible
to give written proof in the time required, the Company will not reduce or deny the claim for this reason. However, proof must be filed
as soon as reasonably possible, but no later than 1 year after the date of service unless the Covered Person was legally
incapacitated.
Additional Materials Benefit
UnitedHealthcare offers an additional Materials Discount Program. At a participating network provider you will receive a 20%
discount on an additional pair of eyeglasses or contact lenses. This program is available after your vision benefits have been
exhausted. Please note that this discount shall not be considered insurance, and that UnitedHealthcare shall neither pay nor
reimburse the provider or member for any funds owed or spent. Not all providers may offer this discount. Please contact your
provider to see if they participate. Discounts on contact lenses may vary by provider. Additional materials do not have to be
purchased at the time of initial material purchase. Additional materials can be purchased at a discount any time after the insured
benefit has been used.
Customer Service is available toll-free at 1-800-638-3120 from 8:00 a.m. to 11:00 p.m. Eastern Time Monday through Friday; and
9:00 a.m. to 6:30 p.m. Eastern Time on Saturday.
This Benefit Summary is intended only to highlight your benefits and should not be relied upon to fully determine coverage. This
benefit plan may not cover all of your healthcare expenses. More complete descriptions of benefits and the terms under which they
are provided are contained in the certificate of coverage that you will receive upon enrolling in the plan. If this Benefit Summary
conflicts in any way with the Policy issued to your employer, the Policy shall prevail.
UnitedHealthcare Vision® coverage provided by or through UnitedHealthcare Insurance Company, located in Hartford, Connecticut,
or its affiliates. Administrative services provided by Spectera, Inc., United HealthCare Services, Inc. or their affiliates. Plans sold in
Texas use policy form number VPOL.06.TX and associated COC form number VCOC.INT.06.TX.
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VISION

With our large
network, there’s
always a vision
provider within
sight.

We’ve created a large vision network so you can easily find a
provider (retail chain or private practice) who meets your lifestyle,
eye care and eyewear needs.
• Visit myuhcvision.com to search for a network provider.
• Call 1-800-638-3120 if you have questions or need help
finding a provider.

Vision providers in our national network

Our network includes
private practices and
leading retail locations.

 BBA Eye Care
A
 ccurate Optical
A
Advanced Sight Center
All About Eyes
Allegany Optical
Alvernon Optical, Inc
America’s Best
Bard Optical
BJ Optical*
Boscov’s*
Clarkson Eyecare
CO/OP Optical
Cohen’s Fashion Optical
Costco Optical
Crown Optical
Cunningham Optical One
Doctors on Sight
Dr. Tavel Family Eye Care
SEE MORE providers on back.

*  Some locations affiliated with each of these brands may not participate in our network. Visit myuhcvision.com to verify participating locations.

Exact Eye Care
Eye Boutique
Eye Care Associates
Eye Care One
Eye Doctor’s Optical Outlets
Eye Express
Eye Surgeons Associates
Eyecare Plus
Eyecarecenter, OD PA
EyeDeal Vision Center
Eyeglass World
EyeMart Express
EyeMasters
EyesFirst Vision Centers
First Sight Vision Services
For Eyes
Fred Meyer Optical
General Vision Services (GVS)

More providers in our vision network
Grand Rapids Opthalmology
Harvey & Lewis
Henry Ford
Herslof
Horizon Eye Care
Hour Eyes
InnoVision
Insight Vision Center
JC Penney
LensCrafters*
Longe Optical
Mann Eye
Marx Optical
Meijer*
Michiana Eye Center
Midwest Eye Consultants
Midwest Vision Centers
MyEyeDr.
National Optometry
National Vision
Nationwide Vision Centers
Novus Clinic
One Hour Optical
Optical Fashions Center
Optiview Vision Center
Optyx
Ossip Optometry
Pearle Vision*
Prime Eye Care
Real Optics
Rosin Eyecare
RX Optical

Sam’s Club
SEE Inc.
Shawnee Optical
Shopko
Site for Sore Eyes
Standard Optical
Stanton Optical
Sterling Optical
SVS Vision
Target*
Texas State Optical
The Hour Glass
Versailles De Toro
Vision Mart
Vision Point
Vision Trends
Vision4Less
VisionFirst
VisionMakers
Visionmart Express
Visionworks*
Vogue Vision Center
Walkersville Eye Care
Walmart
Whylie Eye Care Center
Wing Eyecare
Wisconsin Vision
Wise Eyes

Note: Our network is named Spectera Eyecare Networks. The contracting entity for the Spectera Eyecare Network providers is Spectera, Inc. Our
doctors may reference our network name as well as your plan name.
*  Some locations affiliated with each of these brands may not participate in our network. Visit myuhcvision.com to verify participating locations.
1
 UnitedHealthcare received the highest numerical score in the proprietary J.D. Power 2013-2015 Vision Plan Satisfaction ReportsSM.
2015 report measures opinions of consumers with vision plans, includes four plans, and is based on responses from 1,998 consumers.
Proprietary study results are based on experiences and perceptions of consumers surveyed September-October 2015. Your experiences
may vary. Visit www.jdpower.com
987061.2 6/16 ©2016 United HealthCare Services, Inc. 16-1990 100-10527

We’ve made it easy for
you to find a provider.
Visit myuhcvision.com.

Call 1-800-638-3120.

“Highest in Customer
Satisfaction with
Vision Plans,
Three Years in a Row”1

Employee Basic Life/AD&D
Benefit Summary
Benefit Amount: $

îëôððð

Basic life insurance provided by UnitedHealthcare Insurance Company. The Accidental Death
and Dismemberment (AD&D) portion is automatically included with Basic Life and provides the
employee with additional insurance coverage for the loss of life or injuries sustained in an
accident on or off the job.*
Coverage

Definition

Age Reduction Schedule

The benefits will be reduced to 65% of original amount at age 65
and 50% of the original amount at age 70.
This benefit provides an advanced payout of benefits for covered
persons who are terminally ill and not expected to live for more
than one year. The benefit pays 50% not to exceed $50,000 of
life insurance amount to employee.

Accelerated Benefit

Waiver of Premium

If eligible employee becomes totally disabled before age 60, life
premiums will be waived and life coverage continued until age
65 (annual proof of disability required).

Accidental Death & Dismemberment (AD&D) Benefit Schedule
Loss must occur within 90 days of the accident. Only one amount, the highest, will be paid if you suffer
more than one loss in one accident.

Coverage

Þ»²»º·¬

Loss of Life
Loss of Both hands or Both Feet
Loss of Entire Sight of Both Eyes
Loss of One Hand or One Foot and Sight of One Eye
Quadriplegia
Paraplegia
Hemiplegia
Loss of One Hand or One Foot
Loss of Entire Sight of One Eye
Loss of Speech
Loss of Hearing

ïððû
ïððû
ïððû
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Insurance underwritten by United HealthCare Insurance Company or Unimerica Life Insurance Company of New York,
Benefit provisions, exclusions and limitations may vary as a result of state specific requirements.
* Limitations for AD&D Disease, bodily or mental infirmity, suicide or intentionally self-inflicted injury, commission of an
assault or felony, war, use of any drug unless prescribed by physician, driving while intoxicated, engaging in any
hazardous activities, or travel in a private aircraft.
Additional Value Added services are included at no cost to the employee. These include:
• Beneficiary Services
• Travel Assistance Services
• Will and Trust Services

This Benefit Summary is intended only to highlight your benefits and should not be relied upon to fully
determine coverage. More complete descriptions of benefits and the terms under which they are provided are
contained in the Certificate of Coverage that you will receive upon enrollment in the plan. If this Benefit
Summary conflicts in any way with the Policy issued to your employer, the Policy shall prevail.

B.13

Financial
Protection

For groups with 2–99 employees

Life insurance
Quick reference guide

B.13

Life insurance

Quick reference guide
UnitedHealthcare Specialty Benefits unites a comprehensive portfolio
of specialty insurance products that can be purchased efficiently and
cost‑effectively alongside medical for groups with 2–99 employees.
(Products may also be purchased stand-alone.)
Our life insurance portfolio now includes various benefit options, flexible plan
designs and value-added services. We are also committed to administrative
ease and implementation support.

Product scope
Basic life insurance
• Life insurance paid by
the employer

• Available in flat amounts or
multiples of salary

• Includes Accidental Death and
Dismemberment (AD&D)1
• Basic dependent life
also available
• For groups with 2+
eligible employees

Supplemental employee
life insurance
• Employees can buy more life
insurance than the basic amount
provided by the employer
• Rates are typically age-banded
• Must be sold with basic life
• Includes AD&D1

• For groups with 10+
eligible employees

B.13

Financial Protection

Supplemental dependent
life insurance
• Employees can purchase optional
coverage for a spouse and child(ren)
• Must be sold with supplemental
employee life
• Includes AD&D1

• For groups with 10+
eligible employees

Accidental Death and
Dismemberment (AD&D)1
• Provides employee with additional
insurance coverage for loss of life or
injuries sustained in an accident on
or off the job1

• Basic life and AD&D1 are packaged
together and have same loss of life
benefit amount

• Supplemental employee life and
AD&D1 are packaged together and
have same loss of life benefit amount
• Supplemental dependent life and
AD&D1 are packaged together and
have same loss of life benefit amount

Features
• Accelerated benefit2 provides an
advance payout of benefits for
covered persons who are terminally
ill and not expected to live for more
than one year
• Waiver of premiums for disabled
employees under age 602

• Conversion to an individual
life insurance policy under
certain circumstances

• AD&D seat belt benefit pays an
additional percentage of AD&D1
benefit, up to $10,000, when the
insured individual was wearing his
or her seat belt at the time of an
automobile accident. The AD&D
seat belt and air bag benefit pays an
additional percentage of AD&D1
benefit each, up to $20,000, for
seat belt and air bag combined,
if a seat belt was being used and
a manufacturer-installed air bag
was deployed at the time of the
automobile accident

• Convenient one-source account team
• Toll-free access to customer service
• State-of-the-art claims technology

Benefit options may vary by state
or group size. Groups with 2–5
lives who purchase life must also
purchase medical.

B.13

Value-added services
These extra services are automatically
embedded with life insurance at no
additional cost to employer or employee.

Travel assistance services
• Assists domestic and foreign
travelers with a variety of
emergency travel-related services,
such as medical assistance,
emergency transportation and
pre‑trip information

• Access to the OnCall Travel
Assistance customer service center
via toll-free or collect telephone call
or the Internet, available 24/7 from
anywhere in the world

• Covers up to 90 days on any one
trip when traveling 100+ miles from
home or office

Services provided by
OnCall International.

Will and trust
preparation services
• Access to information on will
preparation, including articles, forms
and calculators
• Online self-service
will‑preparation tool

• Online or telephone assistance for
document preparation

Services provided by CLC, Inc.

Beneficiary services
• Grief consultation and financial/
legal assistance services for
beneficiaries, including 24/7 phone
line, referrals for face-to-face
counseling and access to credentialed
clinicians, financial consultants
and attorneys
• Communications kit with
support resources

Grief services offered by OptumHealth
Behavioral Solutions (OptumHealth is a
subsidiary of UnitedHealth Group).

Wealth Management Account
Life insurance benefit amounts
over $5,000 are placed in a Wealth
Management Account to allow the
beneficiary time to decide how to
use the insurance proceeds.3 Wealth
Management Accounts provide:
• Security of an
FDIC‑insured account

• Convenience of checks and
Wealth Management Account
Debit MasterCard®
• Competitive interest rates

• Flexibility of frequent transactions
Services provided by OptumHealth
Bank, Member FDIC.

B.13
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Flexible plan designs
Basic Life and AD&D
Eligibility
• All full-time employees working a
minimum of 30 hours per week

• Dependent child(ren) under age 26

Employer contribution and
participation levels
• Non-contributory (fully paid by
employer):
−− 100% participation required
• Contributory (partially paid
by employee): Minimum 25%
employer‑paid
−− 75% participation required

Benefit amounts
Flat option depending on group size
• 2–5 eligible employees: $15,000–
$50,000 in $5,000 increments

• 6–19 eligible employees: $15,000–
$175,000 in $5,000 increments

• 20–50 eligible employees: $15,000–
$250,000 in $5,000 increments
• 51–99 eligible employees: $15,000–
$350,000 in $5,000 increments
Salary-based option depending
on group size

• 2–5 eligible employees: 1x or 2x
salary to a maximum of $50,000

• 6–19 eligible employees: 1x or 2x
salary to a maximum of $50,000,
$100,000 or $175,000

• 20–50 eligible employees: 1x or 2x
salary to a maximum of $50,000,
$100,000, $175,000 or $250,000
• 51–99 eligible employees: 1x or 2x
salary to a maximum of $50,000,
$100,000, $175,000, $250,000 or
$350,000
Guaranteed issue

• 2–5 eligible employees: $25,000

• 6–19 eligible employees: $50,000

• 20–50 eligible employees: $100,000
• 51–99 eligible employees: $175,000
Accelerated benefit

• Provides an advance payout of
benefits for covered persons who
are terminally ill and not expected
to live for more than one year
• Pays 50% (up to $50,000) of life
insurance amount to employee
• End benefit and associated
premium reduced by the
accelerated benefit payout

• No charge for loss of interest in the
event of a payout. Not available for
dependent life
Waiver of premium

• If eligible employee becomes totally
disabled before age 60, premiums
are waived and life coverage is
continued until age 65 (annual
proof of disability required)

B.13

Benefit reduction

• Reduction to 65% at age 65, and
to 50% at age 70

Life conversion

• May convert to an individual whole
life insurance policy when losing
life coverage under the group plan,
under certain circumstances

Basic dependent life
Benefit amounts
• Three options available for groups
of 2–99 eligible employees:
−− Spouse: $7,500; child: $3,750
−− Spouse: $4,000; child: $2,000
−− Spouse: $2,000; child: $1,000

• Standard exclusions and limitations
apply in most cases

Supplemental employee
life and AD&D
Availability
• Available only for employees for
groups with 10+ employees
• Must be sold with basic life

• Automatically includes AD&D

Participation levels
• Minimum participation – 25% of the
eligible employees

Benefit amounts and
plan maximums
• Flat option: Flat increments
of $10,000, not to exceed
plan maximums

• Salary-based option: 1x or 2x salary,
not to exceed plan maximums:
Plan maximums:
−− 10–19 eligible employees:
$100,000
−− 20–50 eligible employees:
$200,000
−− 51–99 eligible employees:
$300,000

Guaranteed issue
• 10–50 eligible employees: $30,000
• 51–99 eligible employees: $80,000

Accelerated benefit
• Pays 50% (up to $50,000) of life
insurance amount to employee

Waiver of premium
• If eligible employee becomes totally
disabled before age 60, premiums
are waived and life coverage is
continued until age 65 (annual proof
of disability required)

Benefit reduction
• Reduction to 65% at age 65, and to
50% at age 70

B.13
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Portability
• Included as long as termination of
coverage is not due to disability

• Application must be received within
31 days of termination

Conversion
• May convert to an individual whole
life insurance policy when losing life
coverage under the group plan, under
certain circumstances

Supplemental dependent
life and AD&D
Availability
• Available for spouses and children
for groups with 10+ employees
• Must be sold with supplemental
employee life
• Automatically includes AD&D

Benefit amounts
• Spouse amount: $10,000 or $20,000
• Child amount: $5,000 or $10,000

Guaranteed issue
• Spouse amount: $20,000
• Child amount: $10,000

Portability
• Included as long as termination of
coverage is not due to disability

• Application must be received within
31 days of termination
• Dependent cannot port coverage
unless the Employee ports coverage

Conversion
• May convert to an individual whole
life insurance policy when losing life
coverage under the group plan, under
certain circumstances

Save when you bundle
your benefits with the
Packaged Savings®
program
• Bundle our comprehensive medical
plans with eligible specialty products
– dental, life, disability and vision
• The more you bundle, the more you
can save
• Per-employee per-month savings is
given as a monthly administrative
credit based on the number of
enrolled UnitedHealthcare medical
subscribers
• Packaged Savings credits remain in
place as long as the eligible coverages
remain in force for 2-99 eligible
employees and 12 months for 100 or
more eligible employees.

B.13

For more information about UnitedHealthcare
life insurance products, contact your
UnitedHealthcare representative.

Limitations for AD&D: Disease, bodily or mental infirmity, suicide or intentionally self-inflicted injury, commission of an assault or felony, war,
use of any drug unless prescribed by a physician, driving while intoxicated, engaging in any hazardous activities, or travel in a private aircraft.

1

2

Not available for dependent life.

Eligibility for automatic deposit into an OptumHealth Bank Wealth Management Account is subject to qualifying conditions evaluated by
OptumHealth Bank and UnitedHealthcare Specialty Benefits at the time of claim review to include limited availability in certain states.
OptumHealth Bank, Member FDIC, is part of the financial services unit of OptumHealth, a subsidiary of UnitedHealth Group (NYSE:UNH).
Fees may apply under special circumstances and may reduce earnings on account.

3

Standard exclusions and limitations apply in most cases.

Benefit options, exclusions and limitations may vary by state or group size.

Accelerated Benefit, Waiver of Premium and Benefit Reduction are not available with Dependent Life.
Portability is not available for Basic Life.

UnitedHealthcare Life products are provided by UnitedHealthcare Insurance Company; and in California by Unimerica Life Insurance Company;
and in New York by Unimerica Life Insurance Company of New York. UnitedHealthcare Insurance Company is located in Hartford, CT;
Unimerica Life Insurance Company is located in Milwaukee, WI; and Unimerica Life Insurance Company of New York is located in New York, NY.
Specialty benefits and programs may not be available in all states or for all group sizes. Components are subject to change.
100-10366
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PEDIATRIC ADVANCED LIFE SERVICES HOME HEALTH
United Healthcare Voluntary Dental, Vision and Life
12/01/2017 - 12/31/2018
DENTAL
PPO Network
PPO Network
Option 1
P3384
Option 2 P3305
Ded. In/Out
$50/Inv,$150/Fam
$50/Inv,$150/Fam
Out of Network
Reimbursement
85%
Mac
Prev & Diag In/Out
100%
100%
Minor Rest In/out
80%
80%
Endodontic,Periodntic, Oral
Surg In/Out
50%
50%
Major In/Out
50%
50%
Waiting Period
0 Months
0 Months
Ortho
0%/no
0%/no
Annaul Max In/out
$1000/$1000
$1,200/$1,200
Monthly
24 Pay Period
Monthly
24 Pay Period
Employee
$28.73
$14.37
$18.75
$9.38
Emp+Spouse
$57.46
$28.73
$37.51
$18.76
Emp+ Children
$57.99
$29.00
$37.86
$18.93
Emp + Family
$89.38
$44.69
$58.35
$29.18
VISION
Frequency
Exam
Lenses(eyeglasses or
contacts)
Frames
In-Network Copays
Exam
Materials
In-Network Allowance
Frames
Contacts
Out-of-Net Allowance
Exam
Lenses
Single Vision Lenses
Frames
Contact Lenses
Employee
Emp + Spouse
Emp+ Children
Emp + Family

L005V
12 months
12 months
12 months
$20
$20
$130
$125

Up to $40
Up to $45
Up to 45
Up to 125
Monthly
24 Pay Period
$8.74
$4.37
$16.61
$8.31
$19.41
$9.71
$27.37
$13.69

BASIC LIFE
Monthly
$25,000 Life + AD&D
$4.75
24 Pay Period
$2.38
VOLUNTARY LIFE + AD & D
Guaranteed
Issue$30,000
Per age
Additional up to
$200,000 Per age

B.15

PALS Home Health
8%
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