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If you are a full-time employee 

working at least 30-hours per 

week or a full-time equivalent 

(FTE) employee working an 

average of 30 hours per week 

and are over the age of 18, 

you are eligible for company 

benefits.  

The benefits offered to you through your employment with Clement Building Company, LLC 

(Clement) are a valuable part of your compensation program, providing financial security and 

peace of mind to you and your dependents.  This handbook provides you with information to 

best maximize your benefits for 2020.  Please take this opportunity to review the benefits 

offered under Clement’s employee benefits program and decide which benefits will  

create the ideal package for you.  

When Do I Enroll? 
EXISTING EMPLOYEES:  For 2020, you will have just one opportunity to enroll during Open 

Enrollment (December 1 through December 30, 2019) unless you have a qualifying event 

during the year.  You are required to complete paper enrollment forms to either elect or waive  

coverage. Coverage is NOT automatic.. 

 

Can I Make Changes Throughout the Year? 
No.  Once you make your election, you cannot change your election until the following anni-

versary (January 1, 2020).  Exceptions are qualifying events such as termination of employ-

ment, marriage, death, divorce, birth of a child, adoption, etc.   NOTE: Clement offers a 

choice of two Medical options (Humana 80/50 PPO and Humana HMO).  Therefore, 

regardless of any qualifying events you will not be allowed to change your medical op-

tions during the Plan Year.  

 

How Do I Notify Clement That I Want to Make a Change to My  

Coverage due to a Qualifying Event? 
Qualifying changes may be made by advising Human Resources of the event and providing any 

necessary documentation within 31 days of the event.  

 

When is the final date that I can make changes or enroll? 
All enrollments and/or changes MUST be completed by the end of the day on  

December 31st, 2019. There will be NO exceptions. 

BENEFITS OVERVIEW Effective January 1, 2020 

Benefits Deducted on a  

Pre-Tax Basis: 

Medical 

Dental 

Vision 

 

WELCOME TO THE CLEMENT BUILDING COMPANY, 
LLC EMPLOYEE BENEFITS GUIDE 

ELIGIBILITY: Clement 

employees are eligible for 

Medical, Dental, Vision, and 

Basic Life the first of the 

month following date of 

hire. 
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Dependents are eligible to  

participate in the following  

coverage(s) if the employee is  

enrolled:  

Medical, Dental, Vision 

 

Dependent Eligibility 

Eligible Dependents:  

1. Your legal spouse  

2. Dependent children my be covered under Medical, Dental, and Vision if they fall 

under one of the following categories: 

A natural child, adopted child or stepchild, may be covered from birth to age 

26, regardless of full-time student or marital status 

Mentally or physically handicapped children may be covered beyond the maximum 

age listed above, provided the child is primarily dependent upon the employee 

and proof of incapacity and dependency are furnished.  (Approval required). 

 

 

The Marketplace 

Review coverage that Clement Building Company, LLC offers be-

fore making a decision about purchasing health insurance through 

a state marketplace.  You will hear a lot about these new marketplaces, 

including the availability of federal subsidies based on your income.  Since 

Clement offers coverage that meets certain minimum coverage and cost  

levels, you will not be eligible for a subsidy in the marketplace.  Make sure 

you take the time to understand the health plans Clement offers before de-

clining coverage to purchase insurance through the marketplace.  It is im-

portant to note that Clement subsidizes most of your group health coverage

(s) and allows you to pay for it on a pretax basis, which saves you money by 

lowering your taxable income.  Coverage purchased through the market-

place, however, is not pretax.  You can visit healthcare.gov to learn more 

about the marketplaces. 

 

 

For more information on how to apply for or change your coverage, please contact HR. 

 

 

BENEFITS OVERVIEW Effective January 1, 2020 

Since Clement offers affordable coverage as defined under the Affordable Care Act, you are not eligible for any subsidies should 

you wish to purchase coverage in the Marketplace. 

http://www.healthcare.gov/
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CARRIER CONTACTS Effective January 1, 2020 

FUNCTION CARRIER POLICY NUMBER PHONE WEBSITE/CONTACT 

Medical General Questions Humana 677237 (800) 448-6262 www.humana.com 

Medical Pre-Authorization Humana 677237 (800) 555-2546 www.humana.com 

Medical Claims Humana 677237 (866) 427-7478 www.humana.com 

Prescriptions Retail and 

Mail Order 
Humana 677237 

(800) 558-4444 

ext. 8912 

(800) 379-0092 

www.humana.com 

www.rightsourcerx.com  

Dental Humana TBD (800) 233-4013 www.humana.com 

Vision Humana 677237 (800) 457-4708 www.humana.com 

Basic Life/AD&D Dearborn  VF023922 (800) 348-4512 www.dearbornnational.com 

http://www.rightsourcerx.com
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Medical Calendar Year Deductibles 

LA PPO 19 COPAY OPTION: No more than a single deductible can be applied to any one covered 

member. For more than two members covered under the medical plan, a combination of the family       

deductible is considered having met the family deductible (so long as eligible charges do not exceed more 

than the single deductible amount).  

Your Prescription Drugs will continue to be  
administered by Humana. 
 

Any non-essential health benefit drugs (non-EHB) will not count towards the member’s Out-of-Pocket. 

LA PPO 19 COPAY: 

RETAIL PRESCRIPTIONS 

(30-DAY SUPPLY):  

$10/ $30 / $50/ 25% / 25% 

MAIL-ORDER PRESCRIPTIONS  

(90-DAY SUPPLY):  

$25 / $75 / $125 / 25% / 35% 
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Medical Plan Provisions 

Deductibles, Out-of-Pocket Maximums, and Annual Limits are on a Calendar Year basis, i.e.       

January 1 through December 31. 

In-Network, Out-of-Network Deductibles, and Out-of-Pocket Maximums are separate and do not cross 

apply.  

>LA PPO 19 Network: Humana CHC 

>Pharmacy Benefit Manger:  Humana Please be sure to review the 2020 Formularies for 

both medical options to determine in what tier(s) your prescription drugs lie.  

>Pre-existing condition limitations not applicable  

>Dependent children covered to age 26, regardless of full-time student/marital status or access to 

other group coverage  
>Emergency Room: True emergency services in the emergency room (per ACA guidelines) are  
covered at the in-network level of benefits. Some non-network providers work with network hospitals. 

Humana will apply the network provider copay, deductible and coinsurance to covered expenses re-
ceived by non-network pathologists, anesthesiologists, radiologists, and emergency room physicians 

working with network hospitals. However, you may still have to pay these non-network providers any 
amount over the maximum allowable fee. If possible, you may want to check if all health care providers 

working with network hospitals are network providers. Refer to the Schedule of Benefits section of 
your Medical Certificate for more details 

>Essential Health Benefits (EHB) Rx Copays are credited toward the Maximum PPO Out of Pocket 

>PPACA Preventive care services covered in full (in-network only)  

>Claim Submission Deadline:  One year from the date a covered service or supply was incurred. 

Refer to the following pages for a brief Schedule of Benefits. 

This Schedule of Benefits is intended only to  

highlight your medical benefits and should not be relied 

upon to fully determine your coverage.  If this Schedule 

of Benefits conflicts in any way with the Plan Document 

(PD), the PD shall prevail.  It is recommended that you 

review your PD for an exact description of the services 

and supplies that are covered, those which are excluded 

or limited, and other terms and conditions of coverage.  
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GLOSSARY 

Claim:  An itemized statement of healthcare services and their costs provided by a 

hospital, physician's office, or other provider facility.  Claims are submitted to the 

insurer or managed care plan by either the plan member or the provider for    

payment of the costs incurred. 

Coinsurance: A method of cost sharing in a health insurance policy that requires a 

group member to pay a stated percentage of all remaining eligible medical         

expenses after the deductible amount has been paid. 

Copay: The amount of money a patient will pay out of their pocket each time they 

seek medical service. 

Deductible: A flat amount of a group member must pay before the insurer will 

make any benefit payments. 

Explanation of Benefits (EOB):  A statement sent by a health insurance company 

to covered individuals explaining what medical treatments and/or services were 

paid for on their behalf.  This is not a bill and simply explains how your benefits 

were applied to that particular claim. It includes the date you received the service, 

the amount billed, the amount covered, the amount the insurance company paid, 

and the amount you’re responsible for paying the provider. 

In-Network: Humana negotiates whole sale prices with providers across the    

country.  Providers willing to accept whole sale prices sign a contract with        

Humana as "In-Network" providers.  Since costs are lower with "In-Network"  

providers, your benefits are richer In-Network.  You can log on to 

www.myhumana.com to find a provider in Humana network or call the toll free 

number on your ID card. 

Out-of-Network: These are providers who are not contracted with Humana, thus 

charging higher prices for their services.   

Out-of-Pocket Maximums: Dollar amounts set by Managed Care Organizations 

that limit the amount a member has to pay out of his or her own pocket for    

particular healthcare services during a particular time period. 

Premium: A prepaid payment or series of payments made to a health plan by     

purchasers, and often plan members, for medical benefits. 

file:///T:/My%20Groups/My%20Groups/Louisiana%20Machinery/2018-2019/Handouts/www.umr.com%20
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2020 SCHEDULE OF BENEFITS 

HUMANA— LA PPO 19 COPAY OPTION 

DESCRIPTION OF BENEFITS PLAN PROVISIONS 

  In-Network Out-of-Network 

Embedded Calendar Year Deductible 
$1,000 Per Person 

$2,000 Per Family 

$4,000 Per Person 

$8,000 Per Family 

Annual Out-of-Pocket Maximum 

The Member’s Deductible, Copay-

ments, and Coinsurance apply to the 

Annual Out-of-Pocket Maximum. 

$4,000 Per Person 

$8,000 Per Family  

$16,000 Per Person 

$32,000 Per Family 

  Coinsurance 80% 50% 

  Emergency Room 
$500 copay per visit  

(waived if admitted)  

  Urgent Care Copay $100 copay per visit 50% 

 

  Primary Care Physician  
$35 copay per visit 50% 

  Specialist $90 copay per visit 50% 

 Prescription Drugs 
Retail (30-day Supply): $10 / $30 / $50 / 25% / 25% 

Mail Order (90-day Supply): $25 / $75 / $125 / 25% / 35% 
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Patient Protection and Affordable Care Act (PPACA) has implemented a  

provision to offer certain health preventive services from network providers at 

no out-of-pocket cost to you or your family. 

  

The following services are covered at 100%, deductible waived: 
 

 

 

 

 

 

 

 Routine Adult Physical Exam/Immunizations 

 Routine Well Child Exams/Immunizations 

 Routine Gynecological Care Exams 

 Routine Mammograms 

 Routine Digital Rectal Exams/ Prostate-Specific Antigen 

Test 

 Colorectal Cancer Screening 

All Preventive Care Services are subject to age limits and limits per year  

(in-network only). 

See Plan Document for details.  
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HOW TO CONFIRM A  

PHYSICIAN IS IN HUMANA’S  

CHC NETWORK: 
 

1. Go to www.Humana.com  

 

2. Scroll to the bottom of the page and click on “Find a     

Doctor” 

 

3. Search Type: “Medical” 

 

4. Either:  

(a) Go to the “Member ID” tab for faster, more accurate re-

sults, or  

(b) On the “Just Looking” tab, click on “Insurance through 

your employer, enter your zip code, and choose the 

“CHC” Network and select whether you want to search 

by “Name, Specialty, Condition, or All” 

 

5. You will then be redirected to show the results 

 

This will lead you to Humana’s medical finder website, 

where you can further refine your results by  

provider type, location, etc.  Or you can call Humana      

customer service at (800) 448-6262. 

 

ONLINE AT HUMANA 
Register for MyHumana at Humana.com/register.  

Registering gives you 24-hour, quick access to all your plans, 

access to claim status, ID cards, ability to search for provid-

ers, find health coverage estimates, connect with a Go365 

health coach, and more. You can also download the  

MyHumana mobile app from your app store. 
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MEDICAL, DENTAL, VISION CONTRIBUTIONS Effective January 1,  2020 

MEDICAL/Rx HUMANA 

LA PPO 19 COPAY 

Employee $0.00 

Employee + Spouse $66.90 

Employee + Child(ren) $60.21 

Employee + Family $133.80 

WEEKLY MEDICAL EMPLOYEE CONTRIBUTIONS  (52 PAY PERIODS) 

REMEMBER: Your Medical contributions are deducted from your paycheck on a pre-tax basis, which means that your taxa-

ble pay is lower—and so is the amount you pay for Social Security, Medicare, federal and state income taxes. Employees can 

choose to have the full amount of HSA contributions deducted pre-tax from the 1st pay check, or to have pre-tax deductions 

spread over 26 pay periods. You may also elect not to fund your HSA contributions pre-tax and file these contributions on your 

tax returns.  If you chose to add additional funds throughout the year, these will be added post-tax. 

DENTAL HUMANA 

Clement pays 100% of the 

cost for this benefit. 

WEEKLY DENTAL EMPLOYEE CONTRIBUTIONS  

(52 PAY PERIODS) 

VISION HUMANA 

 

Clement pays 100% of the 

cost for this benefit. 

WEEKLY VISION EMPLOYEE CONTRIBUTIONS  

(52 PAY PERIODS) 
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 WELLNESS—HUMANA GO365 

Go365 is a premier wellness program through Humana, with innovations such as a streamlined Points 

and Bucks earning structure and increased member control. Registering for Go365 allows you to better 

understand their personal health and set goals to reduce your health risks within a confidential environ-

ment.  You’ll get advice on how to change your lifestyle—what to eat, how to exercise—and be reward-

ed when you implement those changes. 

For every healthy step you take, you’ll earn Points and Bucks.  These can be spent at the Humana 

Go365 Mall for rewards available at your status level.  Once you spend your Bucks, they’re gone, but 

your point level remains the same to reflect the progress you have made throughout the year. Click here 

for a brief introduction to what you can expect from Go365.  

Vitality Status One adult 
For each additional adult 

member on the plan 

Blue Status before completing the health assessment 

Bronze 

Any adult member in a family must complete the health assessment, a 

verified workout, or a biometric screening to achieve Bronze status 

Silver 5,000 3,000 

Gold 8,000 4,000 

Platinum 10,000 5,000 

There are 5 Status Levels:  

For step by step instructions on how the 

Humana Go365 Wellness Plan works, see 

the full summary on the following page. 

 

Making an investment in your health 

and well-being today is one decision 

you will never regret. Get started now 

at www.humana.com 

 

https://www.humana.com/learning-center/videos/go-365
http://www.humana.com
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 WELLNESS / HUMANA GO365: HOW IT WORKS 

STEP ACTION POINTS 

Step 1 

Register 

Sign in to www.go365.com with your myHumana 

username and password, or call the number on 

the back of your Humana ID card to request pa-

per materials. 

N/A 

Step 2 

Create your personalized 

program 

 > Complete the Go365 Health Assessment 

online. 

> This will give you your Go365 Age—how fast 

your body is aging based on the health choices you 

make. 

> You’ll receive a Personal Pathway, your person-

alized program that recommends goals and activities 

to help you minimize your risks and improve your 

overall health. 

1,000 

(Includes 1st year bonus) 

+ 

250 

If completed within first 

90 days of plan year 

Step 3 

Reach for your goals and 

collect Points and Bucks 

You can meet your Go365 goals by engaging in 

healthy activities and lifestyle changes. Collect 

points in the following categories: 

>Education – health tools, CPR or First Aid 

certification, confirm contact information, month-

ly MyHumana.com visit, online statements 

>Fitness – verified workout (partner health club 

or device), participation in sports leagues or ath-

letic events 

>Prevention – health screening, flu shot, child 

immunizations, nicotine test, Vitality Check com-

pletion (BMI, blood pressure, blood glucose, total 

cholesterol) 

>Healthy Living – blood donation, nicotine test 

(in-range results), Vitality Check completion (in-

range results) 

 

Education Maximum 

2,000 

 Fitness Maximum 8,300 

 Prevention Maximum 

3,800 

 Healthy Living  

Maximum 

2,700 

Step 4 

Spend your bucks on 

Go365 Rewards… and 

enjoy improved health! 

Visit the Humana Go365 Mall to redeem bucks 

for rewards like iTunes gift cards, movie tickets, 

health & sports equipment, hotel stays, kitchen 

and home accessories, apparel and more! 

N/A 

http://www.go365.com
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  DENTAL—HUMANA 

Clement’s Dental plan provides you and your family with coverage for preventive  

dental care and both major and minor dental procedures to improve overall oral health.  Clement 

pays 100% of the cost of this benefit.  

Plan Provision In-Network Out-of-Network 

Calendar Year Deductible $50 Individual / $150 Family 

Services covered same as in-network.  

Reimbursement based on 90th        

percentile of maximum allowable 

charges. 

  

Non-network dentists may bill the    

member for any difference between the 

90th percentile allowance and actual 

charges.   

Calendar Year Maximum Unlimited 

Class I – Diagnostic/Preventive 

Oral Exams, X-Rays, Cleanings (3 per 

benefit year), Fluoride Treatments,  

Sealants (under age 16), Space  

Maintainers (under age 15) 

100% deductible waived 

Class II – Basic Services 

Fillings, Endodontics, Periodontics,  

Palliative Treatment, Oral Surgery 

80% after deductible 

Class III – Major Services 

Dentures, Crowns, Onlays, Bridges,  

Implants 

50% after deductible 

Orthodontia (Through Age 18) 

Lifetime Maximum on Ortho 

50% 

$1,500 

NOTE:  Please refer to the Humana Certificate of Coverage for details.  If this summary of benefits conflicts in any way with 

the Humana Certificate of Coverage, the Certificate of Coverage shall prevail. 

HOW TO FIND AN IN-NETWORK DENTIST: 

1. Visit Humana.com/dental-insurance and click on “Find a      

Dentist” at the top of the page; 

2. Select PPO as the coverage type and enter the zip code of your 

search area; 

3. Select “PPO/Traditional Preferred” as your Network; 

4. Enter a name or specialty to begin your search  

Please call 800-233-4013 should you need to speak with a Customer Care  

Representative. 
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  VISION—HUMANA 

Clement’s Vision plan provides you and your family with coverage for eye exams, lenses and 

frames.  Clement pays 100% of the cost of this benefit.  

 

Vision Benefits are administered on a rolling 12-month or 24-month basis.  For example, if you buy  

spectacle or contact lenses in January 2020, you will not be covered for another set of lenses until the following 

January (12 months later).  Frames are allowed every rolling 24-months. 

Plan Provision In-Network Out-of-Network 

Eye Exams (once every 12 months) 100% after $10 Copay Covered up to $30 

Spectacle Lenses 

(once every 12 months) 

> Single, Bifocal, Trifocal or   

Lenticular Prescription; and/or 

> Additional Lens Options 

  

Covered at 100% after $10 Copay 

  

  
 

  

Single: up to $25 

Bifocal: up to $40 

Trifocal: up to $60 

Lenticular: up to $100 

Standard Progressive Lenses: 

Up to $40 

Frames (once every 24 months) 

>Retail Allowance 

Up to $160 plus 20% off balance over 

$160 
$80 allowance 

Contacts Lenses 

(once every 12 months) 

In lieu of glasses 

> Conventional 

> Disposable 

> Medically Necessary 

  

  

 $160 allowance, 15% off balance over 

$160 

$160 allowance 

$0 Copay, Paid in Full 

  

  

  

$128 allowance 

$128 allowance 

$210 allowance 

Simply provide your Social Security Number and date of birth at the provider’s office in order to 

use your benefits. You are not required to bring a vision ID card to the provider’s office. 

NOTE:  Please refer to the Humana Certificate of Coverage for details.  If this summary of benefits conflicts in any way with 

the Humana Certificate of Coverage, the Certificate of Coverage shall prevail. 
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  BASIC LIFE / AD&D—DEARBORN NATIONAL 

Clement’s Basic Life / AD&D plan is a 100% employer-paid benefit that provides your family 

with financial protection in the event of your death.  The Accidental Death & Dismemberment 

(AD&D) plan protects you and your family in the event of your death or injury due to a covered 

accident in addition to the benefit provided by your Life coverage. 

EMPLOYEE ELIGIBILITY 

You are automatically enrolled in the Basic Life and AD&D 

plan. Clement contributes the full cost of this coverage. 

DEPENDENT ELIGIBILITY 

Dependent spouses and children are not eligible to  

participate in the Basic Life and AD&D plan. 

Plan Provision Coverage / Description 

Benefit Amount Flat $50,000 

Guarantee Issue Full Amount 

Waiver of Premium 
If disabled prior to age 60, coverage  

continues to age 65 

Age Reduction 
Age 65: 65% of pre-65 benefit 

Age 70: 50% of pre-65 benefit 

Accelerated Death Benefit 75% of benefit amount to a maximum of $250,000 

AD&D Benefit 

Air Bag benefit: Additional 5% of AD&D to a maximum of 

$5,000 

Seat Belt benefit: Additional 10% of AD&D benefit to a  

maximum of $25,000 

 

NOTE:  Please refer to the Dearborn National Certificate of Coverage for details.  If this summary of benefits  

conflicts in any way with the Dearborn National Certificate of Coverage, the Certificate of Coverage shall prevail. 

Please be sure to complete the Dearborn National  

Beneficiary Form. 
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Copyright © 2020 by Risk Strategies Company, Inc. 

 

This guide is a summary of the Clement Building Company, LLC Benefits 

Program and is neither an offer nor a guarantee of employment.  It does 

not contain every provision that governs employees’ rights to benefits. If 

you have questions about the nature and extent of your benefits, the for-

mal language of the respective policies, not the informal language of this 

guide, will govern.  Clement Building Company, LLC reserves the right to 

change, modify or terminate any employee benefit plan at any time.  All 

employees will be given notice of these changes. 

This presentation is a summary of your insurance coverage and is provided as a convenience to facilitate your under-

standing of such insurance coverage. This document does not include all of the coverage terms, conditions, limitations 

and exclusions, and it is not intended to replace or supersede any current or future insurance policies.  This document 

is provided for informational purposes only and does not create a binding contract. 



Medical:     

I understand that an amount equal to the annual contributions I have elected, divided by the number of pay periods in the Plan Year, will 

be deducted on a pre‐tax basis from each of my paychecks (unless another method is prescribed by the Company) to pay for the 

coverage(s) I elect.

Home Phone Work Phone

This form must  be completed to enroll in pre‐tax payments deducted from compensation for 

Medical contributions.

Social Security NumberDate of BirthName of Employee ‐‐Last, First and Middle Initial   

Home Address

IRS Section 125 Cafeteria Plan

Salary Reduction Authorization

In accordance with my rights under the Plan, I authorize salary reductions for my portion of the premiums being charged for the Medical 

coverage I have elected as follows: 

Pre‐Tax Contributions for the Following Products (Y/N):

Yes /  No

 /                 /  

E‐mail address

Election of Pre‐Tax Benefits



IRS Section 125 Cafeteria Plan

1

2

3

4

5

6

7

8

The reduction in my cash compensations under this Agreement shall be in addition to any reductions under other 

Agreements or benefits programs maintained by my employer.

Pre‐tax contributions are not subject to federal income or Social Security ("FICA") taxes.  This could result in a reduction 

in the Social Security benefits I receive at retirement if I earn less than the annual FICA "taxable wage base."

Clement Building Company, LLC may reduce or cancel my compensation reduction or otherwise modify this Agreement 

in the event it is necessary to satisfy certain provisions of the Internal Revenue Code.

I understand and agree to the following:

If my required contributions to pay premiums for the elected benefits are increased or decreased while this Agreement 

remains in effect, my compensation reductions will automatically be adjusted to reflect that increase or decrease.

Prior to the first day of each Plan Year, I will be offered the opportunity to make a new benefit election for the upcoming 

Plan Year.  For future Plan Years, if I do not complete and return a new election form during open enrollment, I will be 

treated as having elected to continue this benefit election for the new Plan Year(s).  In addition, this compensation 

reduction Agreement will continue by its terms in the amount of the required contribution for the benefit option(s) for 

the new Plan Year(s).  

I cannot change or revoke this compensation reduction Agreement at any time during the Plan Year unless I have a 

change in family status, which includes marriage, divorce, death of a spouse or child, birth or adoption of a child, 

termination of employment for a spouse, or other such event deemed such by the Plan Administrator.  

Date Employee Signature

If I wish to make any changes to my current Medical coverage, I must  complete a new Section 125 Cafeteria Plan form 

each Plan Year.

This Agreement, which is subject to the terms of Clement's Section 125 Cafeteria Plan (as amended from time to time) in 

effect shall be governed by and construed in accordance with applicable laws, shall take effect as a sealed instrument 

under applicable laws and  shall revoke any prior election and compensation reduction Agreement relating to such plan.  
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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 1-877-KIDS NOW or www.insurekidsnow.gov to find out how 
to apply.  If you qualify, ask your state if it has a program that might help you pay the premiums 
for an employer-sponsored plan. 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as 
eligible under your employer plan, your employer must allow you to enroll in your employer plan 
if you aren’t already enrolled.  This is called a “special enrollment” opportunity, and you must 
request coverage within 60 days of being determined eligible for premium assistance.  If 
you have questions about enrolling in your employer plan, contact the Department of Labor at 
www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your 
employer health plan premiums.  The following list of states is current as of July 31, 2019.  
Contact your State for more information on eligibility – 

ALABAMA – Medicaid FLORIDA – Medicaid 

Website: http://myalhipp.com/ 

Phone: 1-855-692-5447 

Website: http://flmedicaidtplrecovery.com/hipp/ 

Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid  

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/


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.aspx 

Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp 

Phone: 678-564-1162 ext 2131 

ARKANSAS – Medicaid INDIANA – Medicaid  

Website: http://myarhipp.com/ 

Phone: 1-855-MyARHIPP (855-692-7447) 

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 

COLORADO – Health First Colorado (Colorado’s 
Medicaid Program) & Child Health Plan Plus (CHP+) 

IOWA – Medicaid 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/  

Health First Colorado Member Contact Center:  

1-800-221-3943/ State Relay 711 

CHP+: https://www.colorado.gov/pacific/hcpf/child-health-
plan-plus  

CHP+ Customer Service: 1-800-359-1991/ State Relay 711 

Website:  

http://dhs.iowa.gov/Hawki 

Phone: 1-800-257-8563 

KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

Website: http://www.kdheks.gov/hcf/ 

Phone: 1-785-296-3512 

Website: https://www.dhhs.nh.gov/oii/hipp.htm 

Phone: 603-271-5218 

Toll free number for the HIPP program: 1-800-852-
3345, ext 5218 

KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 

http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
https://www.healthfirstcolorado.com/
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
http://dhs.iowa.gov/Hawki
http://www.kdheks.gov/hcf/
https://www.dhhs.nh.gov/oii/hipp.htm


Website: https://chfs.ky.gov 

Phone: 1-800-635-2570 

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 

LOUISIANA – Medicaid NEW YORK – Medicaid 

Website: 
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 

Phone: 1-888-695-2447 

Website: 
https://www.health.ny.gov/health_care/medicaid/ 

Phone: 1-800-541-2831 

MAINE – Medicaid NORTH CAROLINA – Medicaid 

Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html 

Phone: 1-800-442-6003 

TTY: Maine relay 711 

Website:  https://medicaid.ncdhhs.gov/ 

Phone:  919-855-4100 

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 

Website: 
http://www.mass.gov/eohhs/gov/departments/masshealth
/ 

Phone: 1-800-862-4840 

Website: 
http://www.nd.gov/dhs/services/medicalserv/medicaid
/ 

Phone: 1-844-854-4825 

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 

Website:  

https://mn.gov/dhs/people-we-serve/seniors/health-
care/health-care-programs/programs-and-services/other-
insurance.jsp 

Phone: 1-800-657-3739  

Website: http://www.insureoklahoma.org 

Phone: 1-888-365-3742 

MISSOURI – Medicaid OREGON – Medicaid 

https://chfs.ky.gov/
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
https://www.health.ny.gov/health_care/medicaid/
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
https://medicaid.ncdhhs.gov/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://www.insureoklahoma.org/


Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 

Phone: 573-751-2005 

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/HIPP 

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 RHODE ISLAND – Medicaid and CHIP 

Website:  http://www.ACCESSNebraska.ne.gov 

Phone: (855) 632-7633 

Lincoln: (402) 473-7000 

Omaha: (402) 595-1178  

Website: http://www.eohhs.ri.gov/ 

Phone: 855-697-4347, or 401-462-0311 (Direct RIte Share 
Line) 

NEVADA – Medicaid SOUTH CAROLINA – Medicaid 

Medicaid Website:  https://dhcfp.nv.gov 

Medicaid Phone:  1-800-992-0900 

Website: https://www.scdhhs.gov 

Phone: 1-888-549-0820 

SOUTH DAKOTA - Medicaid WASHINGTON – Medicaid 

Website: http://dss.sd.gov 

Phone: 1-888-828-0059 

Website: https://www.hca.wa.gov/   

Phone:  1-800-562-3022 ext.  15473 

TEXAS – Medicaid WEST VIRGINIA – Medicaid 

Website: http://gethipptexas.com/ 

Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/ 

Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 

Medicaid Website: https://medicaid.utah.gov/ 

CHIP Website: http://health.utah.gov/chip 

Website:  

https://www.dhs.wisconsin.gov/publications/p1/p10095.p
df 

http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.accessnebraska.ne.gov/
http://www.eohhs.ri.gov/
https://dhcfp.nv.gov/
https://www.scdhhs.gov/
http://dss.sd.gov/
https://www.hca.wa.gov/
http://gethipptexas.com/
http://mywvhipp.com/
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf


To see if any other states have added a premium assistance program since July 31, 2019, 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 

Phone: 1-877-543-7669 Phone: 1-800-362-3002 

VERMONT– Medicaid WYOMING – Medicaid 

Website: http://www.greenmountaincare.org/ 

Phone: 1-800-250-8427 

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 

 

https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
http://www.greenmountaincare.org/
https://wyequalitycare.acs-inc.com/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm


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) 

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

Women’s Health and Cancer Rights Act (WHCRA) 

Annual Notice 

Do you know that your plan, as required by the Women’s Health and Cancer Rights Act of 
1998, provides benefits for mastectomy-related services including all stages of reconstruction 
and surgery to achieve symmetry between the breasts, prostheses, and complications 
resulting from a mastectomy, including lymphedema? Call your plan administrator Keith 
Clement at (504) 837-2000 for more information. 

Genetic Information Nondiscrimination Act (GINA) 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and 
other entities covered by GINA Title II from requesting or requiring genetic information of 
an individual or family member of the individual, except as specifically allowed by the law. 
To comply with the law, we are asking that you not provide any genetic information when 
responding to this request for medical information.  

Genetic information may be obtained by an employer without violating GINA when it 
request family medical history to comply with the certification provisions of the FMLA, state 
or local family leave laws, or pursuant to a policy that permits the use of leave to care for a 
sick family member and that requires all employees to provide information about the health 
condition of the family member to substantiate the need for leave. 

 

mailto:ebsa.opr@dol.gov


Continuation Rights under COBRA 

This notice contains important information about your rights to COBRA continuation 
coverage, which is a temporary extension of coverage under the Plan. This notice generally 
explains COBRA continuation coverage, when it may become available to you and your family, 
and what you need to do to protect the right to receive it. 

 
What is COBRA continuation coverage? 
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise 
end because of a life event.  This is also called a “qualifying event.”  Specific qualifying 
events are listed later in this notice.  After a qualifying event, COBRA continuation coverage 
must be offered to each person who is a “qualified beneficiary.”  You, your spouse, and your 
dependent children could become qualified beneficiaries if coverage under the Plan is lost 
because of the qualifying event.  Under the Plan, qualified beneficiaries who elect COBRA 
continuation coverage must pay for COBRA continuation coverage.   
 
If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under 
the Plan because of the following qualifying events: 
 

• Your hours of employment are reduced, or 
• Your employment ends for any reason other than your gross misconduct. 

 
If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your 
coverage under the Plan because of the following qualifying events: 
 

• Your spouse dies; 
• Your spouse’s hours of employment are reduced; 
• Your spouse’s employment ends for any reason other than his or her gross 

misconduct;  
• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 
• You become divorced or legally separated from your spouse. 

 
Your dependent children will become qualified beneficiaries if they lose coverage under the 
Plan because of the following qualifying events: 
 

• The parent-employee dies; 
• The parent-employee’s hours of employment are reduced; 
• The parent-employee’s employment ends for any reason other than his or her gross 

misconduct; 
• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both); 
• The parents become divorced or legally separated; or 



• The child stops being eligible for coverage under the Plan as a “dependent child.” 
 
When is COBRA continuation coverage available? 
 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the 
Plan Administrator has been notified that a qualifying event has occurred.  The employer 
must notify the Plan Administrator of the following qualifying events: 

• The end of employment or reduction of hours of employment;  
• Death of the employee; or  
• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or 

both). 
 
For all other qualifying events (divorce or legal separation of the employee and 
spouse or a dependent child’s losing eligibility for coverage as a dependent child), 
you must notify the Plan Administrator within 60 days after the qualifying event 
occurs.  You must provide this notice to: Keith Clement.   
 
 
 
How is COBRA continuation coverage provided? 
 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA 
continuation coverage will be offered to each of the qualified beneficiaries.  Each qualified 
beneficiary will have an independent right to elect COBRA continuation coverage.  Covered 
employees may elect COBRA continuation coverage on behalf of their spouses, and parents 
may elect COBRA continuation coverage on behalf of their children.   
 
COBRA continuation coverage is a temporary continuation of coverage that generally lasts 
for 18 months due to employment termination or reduction of hours of work. Certain 
qualifying events, or a second qualifying event during the initial period of coverage, may 
permit a beneficiary to receive a maximum of 36 months of coverage. 
 
There are also ways in which this 18-month period of COBRA continuation coverage can be 
extended:   
 
Disability extension of 18-month period of COBRA continuation coverage 
 
If you or anyone in your family covered under the Plan is determined by Social Security to 
be disabled and you notify the Plan Administrator in a timely fashion, you and your entire 
family may be entitled to get up to an additional 11 months of COBRA continuation 
coverage, for a maximum of 29 months.  The disability would have to have started at some 
time before the 60th day of COBRA continuation coverage and must last at least until the 
end of the 18-month period of COBRA continuation coverage.   



Second qualifying event extension of 18-month period of continuation coverage 
 
If your family experiences another qualifying event during the 18 months of COBRA 
continuation coverage, the spouse and dependent children in your family can get up to 18 
additional months of COBRA continuation coverage, for a maximum of 36 months, if the 
Plan is properly notified about the second qualifying event.  This extension may be available 
to the spouse and any dependent children getting COBRA continuation coverage if the 
employee or former employee dies; becomes entitled to Medicare benefits (under Part A, 
Part B, or both); gets divorced or legally separated; or if the dependent child stops being 
eligible under the Plan as a dependent child.  This extension is only available if the second 
qualifying event would have caused the spouse or dependent child to lose coverage under 
the Plan had the first qualifying event not occurred. 
 
Are there other coverage options besides COBRA Continuation Coverage? 

Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage 
options for you and your family through the Health Insurance Marketplace, Medicaid, or 
other group health plan coverage options (such as a spouse’s plan) through what is called a 
“special enrollment period.”   Some of these options may cost less than COBRA 
continuation coverage.   You can learn more about many of these options at 
www.healthcare.gov. 

If you have questions 
 
Questions concerning your Plan or your COBRA continuation coverage rights should be 
addressed to the contact or contacts identified below.  For more information about your 
rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the 
Patient Protection and Affordable Care Act, and other laws affecting group health plans, 
contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee 
Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.  
(Addresses and phone numbers of Regional and District EBSA Offices are available through 
EBSA’s website.)  For more information about the Marketplace, visit www.HealthCare.gov.   
 
Keep your Plan informed of address changes 
 
To protect your family’s rights, let the Plan Administrator know about any changes in the 
addresses of family members.  You should also keep a copy, for your records, of any notices 
you send to the Plan Administrator. 

Plan contact information 

Keith Clement, (504) 837-2000. 

 

http://www.healthcare.gov/


Family and Medical Leave Act 

The FMLA entitles eligible employees of covered employers to take unpaid, job-protected 
leave for specified family and medical reasons with continuation of group health insurance 
coverage under the same terms and conditions as if the employee had not taken leave. 
Eligible employees are entitled to:  

• Twelve workweeks of leave in a 12-month period for: 
• the birth of a child and to care for the newborn child within one year of birth;  
• the placement with the employee of a child for adoption or foster care and to 

care for the newly placed child within one year of placement;  
• to care for the employee’s spouse, child, or parent who has a serious health 

condition;  
• a serious health condition that makes the employee unable to perform the 

essential functions of his or her job; 
• any qualifying exigency arising out of the fact that the employee’s spouse, son, 

daughter, or parent is a covered military member on “covered active duty;” or  

 Twenty-six workweeks of leave during a single 12-month period to care for a covered 
service member with a serious injury or illness if the eligible employee is the service 
member’s spouse, son, daughter, parent, or next of kin (military caregiver leave). 

For additional questions please refer to your Employee Handbook from Human Resources. 
You can also contact Keith Clement at (504) 837-2000. 

 

 

 

 

 

 

 

 

 

 



New Health Insurance Marketplace Coverage 
Options and Your Health Coverage

PART A: General Information 
:

What is the Health Insurance Marketplace? 

Can I Save Money on my Health Insurance Premiums in the Marketplace? 

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

How Can I Get More Information? 

Form Approved       
OMB No. 1210-0149 

5 31 2020



PART B: Information About Health Coverage Offered by Your Employer 

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number

7. City 8. State 9. ZIP code

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

11. Phone number (if different from above) 12. Email address



13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the 

employee eligible for coverage?     (mm/dd/yyyy) (Continue)
No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15) No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay  if  he/ she
received the  maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.
a. How much would the employee have to pay in premiums for this plan?  $
b. How often?     Weekly     Every 2 weeks     Twice a month     Monthly     Quarterly Yearly

16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan 
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)

a. How much would the employee have to pay in premiums for this plan?  $
b. How often?     Weekly     Every 2 weeks     Twice a month     Monthly     Quarterly Yearly



★★ ★★★ 
 

YOUR RIGHTS UNDER USERRA 
THE UNIFORMED  SERVICES EMPLOYMENT 

AND REEMPLOYMENT RIGHTS ACT 
 

USERRA protects the job rights of individuals who voluntarily or involuntarily leave employment positions to undertake 
military service or certain types of service in the National Disaster Medical System. USERRA also prohibits  employers 

from discriminating against past and present members of the uniformed services, and applicants to the uniformed services. 
 
 REEMPLOYMENT RIGHTS 

 
You have the right to be reemployed in your civilian job if you leave that 
job to perform service in the uniformed service and: 

 
✩ you ensure that your employer receives advance written  or verbal 

notice of your service; 
✩ you have five years or less of cumulative service in the uniformed 

services while with that particular employer; 
✩ you return  to work or apply for reemployment in a timely manner 

after conclusion of service; and 
✩  you have not been separated from service with a disqualifying 

discharge or under other than honorable conditions. 

 
HEALTH INSURANCE  PROTECTION 
 
✩ If you leave your job to perform military service, you have the right 

to elect to continue your existing employer-based health plan 
coverage for you and your dependents for up to 24 months while in 
the military. 

 
✩  Even if you don't elect to continue coverage during your military 

service,  you have the right to be reinstated in your employer's 
health plan when you are reemployed, generally without any waiting 
periods or exclusions (e.g., pre-existing condition exclusions) except 
for service-connected illnesses or injuries. 

 
ENFORCEMENT 

If you are eligible to be reemployed, you must be restored to the job and    
benefits you would have attained  if you had not been absent due to 
military service or, in some cases, a comparable job. 

 
 

RIGHT  TO BE FREE FROM DISCRIMINATION  AND RETALIATION 
 

If you: 
✩ are a past or present member of the uniformed service; 
✩ have applied for membership in the uniformed service; or 
✩ are obligated to serve in the uniformed service; 

 
then an employer may not deny you: 
✩ initial employment; 
✩ reemployment; 
✩ retention  in employment; 
✩ promotion;  or 
✩ any benefit of employment 

because of this status. 
 

In addition, an employer may not retaliate against anyone assisting in 
the enforcement of USERRA rights, including testifying or making a 
statement in connection with a proceeding under USERRA, even if that 
person has no service connection. 

✩ The U.S. Department  of Labor, Veterans Employment and Training 
Service (VETS) is authorized to investigate and resolve complaints 
of USERRA violations. 

 
✩ For assistance  in filing a complaint, or for any other information on 

USERRA, contact  VETS at 1-866-4-USA-DOL or visit its website at 
http://www.dol.gov/vets.  An interactive  online USERRA Advisor can 
be viewed at http://www.dol.gov/elaws/userra.htm. 

 
✩ If you file a complaint  with VETS and VETS is unable to resolve it, 

you may request  that your case be referred to the Department 
of Justice or the Office of Special Counsel, as applicable, for 
representation. 

 
✩ You may also bypass the VETS process  and bring a civil action 

against an employer for violations of USERRA. 

 
The rights  listed here may vary depending on the circumstances.   The text of this notice was prepared by VETS, and may be viewed on the internet  at 
this address: http://www.dol.gov/vets/programs/userra/poster.htm.   Federal law requires employers to notify employees of their rights under USERRA, 
and employers may meet this requirement by displaying the text of this notice where they customarily place notices for employees. 

 
 
 
 
 

U.S. Department  of Labor U.S. Department of Justice Office of Special Counsel 1-800-336-4590 
1-866-487-2365 Publication Date—October  2008 

http://www.dol.gov/vets
http://www.dol.gov/elaws/userra.htm
http://www.dol.gov/vets/programs/userra/poster.htm
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Vision care services
If you use an
IN-NETWORK provider
(Member cost)


If you use an
OUT-OF-NETWORK provider
(Reimbursement)


Exam with dilation as necessary 
• Retinal imaging 1


$10
Up to  $39


Up to $30
Not covered


Contact lens exam options2
• Standard contact lens fit and follow-up
• Premium contact lens fit and follow-up


$0
10% off retail less $55 allowance


Up to $30
Up to $30


Frames3 $160 allowance
20% off balance over $160


$80 allowance


Standard plastic lenses4
• Single vision
• Bifocal
• Trifocal
• Lenticular


$10
$10
$10
$10


Up to $25
Up to $40
Up to $60
Up to $100


Covered lens options4
• UV coating
• Tint (solid and gradient)
• Standard scratch-resistance
• Standard polycarbonate - adults
• Standard polycarbonate - children <19
• Standard anti-reflective coating
• Premium anti-reflective coating


z
- Tier 1
- Tier 2
- Tier 3


• Standard progressive (add-on to bifocal)
• Premium progressive 


- Tier 1
- Tier 2
- Tier 3
- Tier 4


• Photochromatic / plastic transitions
• Polarized


$15 
$15 
$15 
$40 
$40 
$10 
Premium anti-reflective coatings as follows:


$22 
$33 
80% of charge less $35 allowance
$10 
Premium progressives as follows:
$45 
$55 
$70 
$25 copay, 80% of charge less $120 allowance
$75 
80% of charge


Not covered
Not covered
Not covered
Not covered
Not covered
Up to $25
Premium anti-reflective coatings 
as follows:
Up to $25
Up to $25
Up to $25
Up to $40 
Premium progressives as follows:
Up to $40
Up to $40
Up to $40
Up to $40
Not covered
Not covered


Contact lenses5 (applies to materials only)
• Conventional


x
• Disposable
• Medically necessary


$160 allowance,
15% off balance over $160
$160 allowance
$0


$128 allowance


$128 allowance
$210 allowance
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Vision care services
If you use an
IN-NETWORK provider
(Member cost)


If you use an
OUT-OF-NETWORK provider
(Reimbursement)


Frequency  
• Examination
• Lenses or contact lenses
• Frame


Once every 12 months
Once every 12 months
Once every 24 months


Once every 12 months
Once every 12 months
Once every 24 months


Diabetic Eye Care: care and
testing for diabetic members
• Examination


- Up to (2) services per year 
• Retinal Imaging


- Up to (2) services per year 
• Extended Ophthalmoscopy


- Up to (2) services per year 
• Gonioscopy


- Up to (2) services per year 
• Scanning Laser


- Up to (2) services per year


$0


$0


$0


$0


$0


Up to $77


Up to $50


Up to $15


Up to $15


Up to $33 


Optional benefits
XDONOTDELETE


1. Member costs may exceed $39 with certain providers. Members may contact their participating provider to 
determine what costs or discounts are available.


2   Standard contact lens exam fit and follow up costs and premium contact lens exam discounts up to 10% may vary 
by participating provider.  Members may contact their participating provider to determine what costs or discounts 
are available.


3   Discounts may be available on all frames except when prohibited by the manufacturer. 
4   Lens option costs may vary by provider. Members may contact their participating provider to determine if listed 


costs are available. 
5  Plan covers contact lenses or frames, but not both.
XDONOTDELETE


Additional plan discounts
• Member may receive a 20% discount on items not covered by the plan at network Providers. Members may contact


their participating provider to determine what costs or discounts are available. Discount does not apply to EyeMed
Provider's professional services, or contact lenses. Plan discounts cannot be combined with any other discounts or
promotional offers.  Services or materials provided by any other group benefit plan providing vision care may not be
covered. Certain brand name Vision Materials may not be eligible for a discount if the manufacturer imposes a
no-discount practice. Frame, Lens, & Lens Option discounts apply only when purchasing a complete pair of
eyeglasses. If purchased separately, members receive 20% off the retail price.


• Members may also receive 15% off retail price or 5% off promotional price for LASIK or PRK from the US Laser
Network, owned and operated by LCA Vision. Since LASIK or PRK vision correction is an elective procedure,
performed by specialty trained providers, this discount may not always be available from a provider in your
immediate location.







Plan summary created on: 12/18/18 09:36


Vision health impacts
overall health


Routine eye exams can lead
to early detection of vision
problems and other diseases
such as diabetes, hypertension,
multiple sclerosis, high blood
pressure, osteoporosis, and
rheumatoid arthritis 1.


Humana Vision products insured by Humana Insurance
Company, Humana Health Benefit Plan of Louisiana, The
Dental Concern, Inc. or Humana Insurance Company of
New York.


This is not a complete disclosure of the plan
qualifications and limitations. Specific limitations and
exclusions as contained in the Regulatory and Technical
Information Guide will be provided by the agent. Please
review this information before applying for coverage.


NOTICE: Your actual expenses for covered services may
exceed the stated cost or reimbursement amount
because actual provider charges may not be used to
determine insurer and member payment obligations.


1 Thompson Media Inc.


Policy number: LA-70148-019/15et.al.
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Limitations and Exclusions:
In addition to the limitations and exclusions listed in your "Vision Benefits" section,
this policy does not provide benefits for the following: 
1. Any expenses incurred while you qualify for any worker's compensation or


occupational disease act or law, whether or not you applied for coverage.
2. Services:


•That are free or that you would not be required to pay for if you did not have this
insurance, unless charges are received from and reimbursable to the U.S.
government or any of its agencies as required by law;


•Furnished by, or payable under, any plan or law through any government or any
political subdivision (this does not include Medicare or Medicaid); or


•Furnished by any U.S. government-owned or operated hospital/institution/agency
for any service connected with sickness or bodily injury.


3. Any loss caused or contributed by:
•War or any act of war, whether declared or not;
•Any act of international armed conflict; or
•Any conflict involving armed forces of any international authority.


4. Any expense arising from the completion of forms.
5. Your failure to keep an appointment.
6. Any hospital, surgical or treatment facility, or for services of an anesthesiologist or


anesthetist.
7. Prescription drugs or pre-medications, whether dispensed or prescribed.
8. Any service not specifically listed in the Schedule of Benefits.
9. Any service that we determine:


• Is not a visual necessity;
•Does not offer a favorable prognosis;
•Does not have uniform professional endorsement; or
• Is deemed to be experimental or investigational in nature.


10. Orthoptic or vision training.
11. Subnormal vision aids and associated testing.
12. Aniseikonic lenses.
13. Any service we consider cosmetic.
14. Any expense incurred before your effective date or after the date your coverage


under this policy terminates.
15. Services provided by someone who ordinarily lives in your home or who is a family


member.
16. Charges exceeding the reimbursement limit for the service.
17. Treatment resulting from any intentionally self-inflicted injury or bodily illness.
18. Plano lenses.
19. Medical or surgical treatment of eye, eyes, or supporting structures.
20. Replacement of lenses or frames furnished under this plan which are lost or


broken, unless otherwise available under the plan.
21. Any examination or material required by an Employer as a condition of


employment.
22. Non-prescription sunglasses.
23. Two pair of glasses in lieu of bifocals.
24. Services or materials provided by any other group benefit plans providing vision


care.
25. Certain name brands when manufacturer imposes no discount.
26. Corrective vision treatment of an experimental nature.
27. Solutions and/or cleaning products for glasses or contact lenses.
28. Pathological treatment.
29. Non-prescription items.
30. Costs associated with securing materials.
31. Pre- and Post-operative services.
32. Orthokeratology.
33. Routine maintenance of materials.
34. Refitting or change in lens design after initial fitting, unless specifically allowed


elsewhere in the certificate.
35. Artistically painted lenses.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2020
HUMANA INSURANCE COMPANY: LA HUMANA PPO LFP 19 COPAY RX4 Coverage for: Individual + Family | Plan Type: PPO


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 get a copy of the complete terms of coverage by calling 1-866-4ASSIST (427-7478). 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 https://www.healthcare.gov/sbc-glossary/ or call 1-866-4ASSIST (427-7478) to request a copy.


Important Questions Answers Why This Matters:


What is the overall
deductible?


Network: $1,000 Individual /
$2,000 family; Non-Network:
$4,000 Individual / $8,000 family


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.


Network Providers:
Yes. Certain Office Visits, 
Preventive, Emergency Room 
Care, Urgent Care, Prescription 
Drugs and Certain Therapies
Non-Network Providers:
Yes. Emergency Room Care and 
Prescription Drugs


Are there services
covered before you meet
your deductible?


This plan covers some items and services even if you haven't 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/.


Are there other
deductibles for specific
services?


No. You don't have to meet deductibles for specific services.


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


For network providers
$4,000 individual / $8,000 family
For non-network providers
$16,000 individual / $32,000 family


The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.


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


Premiums, Balance-billing charges,
Health care this plan doesn't cover,
Penalties, Non-network transplant,
non-network prescription drugs,
non-network specialty drugs


Even though you pay these expenses, they don't count toward the out–of–pocket limit.
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Will you pay less if you
use a network provider?


Yes. See 
www.humana.com/directories  or
call 1-866-4ASSIST (427-7478) for
a list of network providers
For Prescription Drugs: 1


This plan uses a provider network. You will pay less if you use a provider in the plan's network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
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.


Do you need a referral to
see a specialist? No. You can see the specialist you choose without a referral.


All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.


What You Will Pay
Common


Medical Event Services You May Need Network Provider
 (You will pay the least)


Non-Network Provider
(You will pay the most)


Limitations, Exceptions, & Other Important
Information


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


Primary care visit to treat an
injury or illness


Preferred network 
provider virtual visit:
No charge; deductible
does not apply 
Network provider virtual
visit:
$35 copay/office visit; 
deductible does not apply
Primary care visit:
$35 copay/office visit; 
deductible does not apply


Virtual visit:
50% coinsurance
Primary care visit:
50% coinsurance


None


Specialist visit $90 copay/visit; deductible
does not apply 50% coinsurance None


Preventive care / screening /
immunization


No charge; deductible
does not apply 50% coinsurance


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.
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What You Will Pay
Common


Medical Event Services You May Need Network Provider
 (You will pay the least)


Non-Network Provider
(You will pay the most)


Limitations, Exceptions, & Other Important
Information


If you have a test


Diagnostic test (x-ray, blood
work)


No charge; deductible
does not apply 50% coinsurance


Diagnostic Test: 
Cost sharing may vary based on where
service is performed


Imaging: 
Cost sharing may vary based on where
service is performed 
Preauthorization may be required - if not
obtained, penalty will be 50%


Imaging (CT/PET scans, MRIs) $500 copay; deductible
does not apply 50% coinsurance


If you need drugs to
treat your illness or
condition 
More information about 
prescription drug 
coverage is available at 
https://www.humana.com/
2020-Rx4/


Level 1 - Low-cost generic and
brand-name drugs


$10 copay (Retail); 
deductible does not apply
$25 copay (Mail Order); 
deductible does not apply


30% coinsurance, after
$10 copay (Retail); 
deductible does not apply
30% coinsurance, after
$25 copay (Mail Order); 
deductible does not apply


30 day supply
Preauthorization may be required - if not
obtained, penalty will be 100% for certain 
prescription drugs
(Retail)
90 day supply
Preauthorization may be required - if not
obtained, penalty will be 100% for certain 
prescription drugs
(Mail Order)
Non-network cost sharing does not count
toward the out-of-pocket limit.


Level 2 - Higher-cost generic
and brand-name drugs


$30 copay (Retail); 
deductible does not apply
$75 copay (Mail Order); 
deductible does not apply


30% coinsurance, after
$30 copay (Retail); 
deductible does not apply
30% coinsurance, after
$75 copay (Mail Order); 
deductible does not apply


Level 3 - High-cost, mostly
brand-name drugs


$50 copay (Retail); 
deductible does not apply
$125 copay (Mail Order); 
deductible does not apply


30% coinsurance, after
$50 copay (Retail); 
deductible does not apply
30% coinsurance, after
$125 copay (Mail Order); 
deductible does not apply
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What You Will Pay
Common


Medical Event Services You May Need Network Provider
 (You will pay the least)


Non-Network Provider
(You will pay the most)


Limitations, Exceptions, & Other Important
Information


Level 4 - Highest-cost drugs


25% coinsurance (Retail); 
deductible does not apply
25% coinsurance (Mail
Order); deductible does
not apply


30% coinsurance, after
25% coinsurance (Retail); 
deductible does not apply
30% coinsurance, after
25% coinsurance (Mail
Order); deductible does not
apply


Specialty Drugs


(Preferred Specialty
Pharmacy)
25% coinsurance; 
deductible does not apply
35% coinsurance; 
deductible does not apply


50% coinsurance;
deducible does not apply 30 day supply


If you have outpatient
surgery


Facility fee (e.g., ambulatory
surgery center) 20% coinsurance 50% coinsurance Preauthorization may be required - if not


obtained, penalty will be 50%
Physician/surgeon fees 20% coinsurance 50% coinsurance None


If you need immediate
medical attention Emergency room care $500 copay/visit;


deductible does not apply
$500 copay/visit;
deductible does not apply


Emergency room care: 
Copayment waived if admitted


Emergency medical 
transportation 20% coinsurance 20% coinsurance


Urgent care $100 copay/visit;
deductible does not apply 50% coinsurance


If you have a hospital
stay


Facility fee (e.g., hospital
room) 20% coinsurance 50% coinsurance Preauthorization may be required - if not


obtained, penalty will be 50%
Physician/surgeon fees 20% coinsurance 50% coinsurance None
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What You Will Pay
Common


Medical Event Services You May Need Network Provider
 (You will pay the least)


Non-Network Provider
(You will pay the most)


Limitations, Exceptions, & Other Important
Information


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


x


Outpatient services
x


Therapy:
$35 copay/visit; deductible
does not apply
Other outpatient services:
20% coinsurance


Therapy:
50% coinsurance
Other outpatient services:
50% coinsurance


None


x


Inpatient services
x


20% coinsurance 50% coinsurance
Inpatient services: 
Preauthorization may be required - if not
obtained, penalty will be 50%


If you are pregnant
Office visits No charge; deductible


does not apply 50% coinsurance
Office visits:
Cost sharing does not apply for preventive 
services.


Childbirth/delivery professional
services 20% coinsurance 50% coinsurance


Childbirth/delivery professional services:
Depending on the type of services, a 
coinsurance or deductible may apply.


Childbirth/delivery facility
services. 20% coinsurance 50% coinsurance


Childbirth/delivery facility services:
Maternity care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound). Preauthorization may be required
- if not obtained, penalty will be 50%


If you need help
recovering or have
other special health
needs


Home health care 20% coinsurance 50% coinsurance
100 visit per year
Preauthorization may be required - if not
obtained, penalty will be 50%


Rehabilitation services


Physical, occupational,
speech, cognitive and
audiology therapy:
$35 copay/visit; deductible
does not apply


Physical, occupational,
speech, cognitive and
audiology therapy:
50% coinsurance


Rehabilitation:
Physical, occupational, speech, cognitive and
audiology therapy:
40 visits per year combined


Habilitation:
Physical, occupational, speech, cognitive and
audiology therapy:
40 visits per year combined
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What You Will Pay
Common


Medical Event Services You May Need Network Provider
 (You will pay the least)


Non-Network Provider
(You will pay the most)


Limitations, Exceptions, & Other Important
Information


Habilitation services


Physical, occupational,
speech and audiology
therapy:
$35 copay/visit; deductible
does not apply


Physical, occupational,
speech and audiology
therapy:
50% coinsurance


Skilled nursing care 20% coinsurance 50% coinsurance
60 days per year
Preauthorization may be required - if not
obtained, penalty will be 50%


Durable medical equipment 20% coinsurance 50% coinsurance
Preauthorization may be required - if not
obtained, penalty will be 50%
Excludes vehicle and home modifications
exercise and bathroom equipment


Hospice services 20% coinsurance 50% coinsurance Preauthorization may be required - if not
obtained, penalty will be 50%


If your child needs
dental or eye care


Children's eye exam Not Covered Not Covered None
Children's glasses Not Covered Not Covered None
Children's dental check-up Not Covered Not Covered 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 other excluded services.)


• Child Dental Check-Up • Hearing Aids • Routine eye care (Adult)
• Child Eye Exam • Infertility Treatment • Routine Foot Care
• Child Glasses • Non-emergency care when traveling outside the


U.S., when traveling outside the U.S. more than 6
consecutive months in a year


• Long Term Care


• Bariatric Surgery • Private Duty Nursing • Weight Loss Programs
x


Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
• Manipulations 20 visits per year
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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: 
• www.humana.com or 1-866-4ASSIST (427-7478).
• For group health coverage subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA


(3272) or www.dol.gov/ebsa/healthreform.
• For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and


Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.
• If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should


contact their State insurance regulator regarding their possible rights to continuation coverage under State law.
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: 
• www.humana.com or 1-866-4ASSIST (427-7478).
• Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.
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 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.


–––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.–––––––––––––––––––––––
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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.


Total Example Cost $12,800


In this example, Peg would pay:
Cost Sharing


Deductibles $1,000
Copayments $20
Coinsurance $2,100


What isn't covered
Limits or exclusions $10
The total Peg would pay is $3,130


Peg is Having a Baby
(9 months of in-network pre-natal care and a


hospital delivery)


The plan's overall deductible $1,000
Specialist copayment $90
Hospital (facility) coinsurance 20%
Other coinsurance 20%


This EXAMPLE event includes services like:
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 


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


Mia's Simple Fracture
(in-network emergency room visit and follow up


care)


The plan's overall deductible $1,000
Specialist copayment $90
Hospital (facility) coinsurance 20%
Other coinsurance 20%


This EXAMPLE event includes services like:
Emergency room care (including medical
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy)  


Total Example Cost $7,400


In this example, Joe would pay:
Cost Sharing


Deductibles $0
Copayments $1,600
Coinsurance $0


What isn't covered
Limits or exclusions $0
The total Joe would pay is $1,600


Total Example Cost $1,900


In this example, Mia would pay:
Cost Sharing


Deductibles $800
Copayments $700
Coinsurance $0


What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,500


Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well-


controlled condition)  


The plan's overall deductible $1,000
Specialist copayment $90
Hospital (facility) coinsurance 20%
Other coinsurance 20%


This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education) 
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)  
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