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WELCOME TO THE CITY OF MARINA
At the City of Marina, we value your contribu ons to our success and want to provide you with a
beneﬁts package that protects your health and helps your ﬁnancial security, now and in the future.
We con nually look for valuable beneﬁts that support your needs, whether you are single, married,
raising a family, or thinking ahead to re rement. We are commi ed to giving you the resources you
need to understand your op ons and how your choices could aﬀect you ﬁnancially.
This guide is an overview and does not provide a complete descrip on of all beneﬁt provisions. For
more detailed informa on, please refer to your plan beneﬁt booklets or summary plan descrip ons
(SPDs). The plan beneﬁt booklets determine how all beneﬁts are paid.
The purpose of this booklet is to help you select beneﬁt op ons during the 2022 Annual Open
Enrollment period. It highlights the op ons available to you and the steps you need to take during
the open enrollment period. A er you are acquainted with what the City has to oﬀer you and your
family, and if you have (1) changes to your medical, dental or vision plans, or (2) wish to enroll in the
City’s FSA accounts or (3) purchase addi onal supplemental life insurance, you may complete the
applicable enrollment form(s) located on the City’s Beneﬁt Page. Click HERE for more informa on.

What’s New This Year!
For easier access, this year you can access all detailed Open Enrollment informa on from home or
the oﬃce by clicking on the City’s Beneﬁts page at h ps://www.cityofmarina/239/Beneﬁts. There
you can view your beneﬁts op ons, premium costs, medical, dental, vision, Flexible Spending Account
informa on, beneﬁt plan summaries, complete and download enrollment change forms and email
them to the Human Resources Department at beneﬁts@srcityofmarina.org.
Ac on
Enroll or change your medical
plan, add or remove dependents,
or drop your coverage
Enroll in 2023 Flexible Spending
Accounts (Health and/or De‐
pendent Care)
Enroll in voluntary life & AD&D
insurance

Form to Use
Beneﬁts Elec on Form

Submit To
beneﬁts@cityofmarina.org

Deadline
10/14/2022

Flexible Spending Form

beneﬁts@cityofmarina.org

10/14/2022

Standard Life Enrollment Form

beneﬁts@cityofmarina.org

10/14/2022

Fillable form ‐ Easy to use

Forms can also be mailed or personally dropped oﬀ at Human Resources—Beneﬁts, City of Marina
211 Hillcrest Avenue, Marina, CA 93933
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OPEN ENROLLMENT: HOW TO ENROLL IN AND
MAKE CHANGES TO YOUR BENEFITS
What Is Open Enrollment?
Open enrollment is the only me you can make changes to your health beneﬁt elec ons, unless you
have a “qualifying life event”. That means once you have made your elec ons during the Open
Enrollment period, in accordance with law, no changes can be made unless you have a “qualifying/life
changing event” such as marriage, divorce, birth, adop on or a change in your employment status that
results in a change to the beneﬁts available to you. The elec ons you make during this year’s Open
Enrollment period will go into eﬀect on January 1, 2023.

Ac ons To Take During Open Enrollment.
 Learn about your health beneﬁt op ons by reading this Beneﬁts Guide.
 To make beneﬁt changes for 2023, you may do so by comple ng the applicable forms (health,








ﬂexible spending or life insurance enrollment forms) located on the City’s Beneﬁts webpage at,
h ps://www.cityofmarina.org/239/Beneﬁts.
To enroll in a Flexible Spending Account (Health and/or Dependent Care), you must complete the
FSA form located on the City’s beneﬁt website. Enrollments from 2022 DO NOT automa cally enroll
you in the 2023 plan year. Health FSA contribu ons are limited to $2,160 per person in 2023, and
DCAP contribu ons to $5,000 per year, per eligible family.
If you wish to change medical plans, add or drop dependents from your current medical, dental or
vision coverage, all changes must be completed and received by the deadline of Friday, October 14,
2022. All required forms and suppor ng documenta on must be received by Human Resources by
that same deadline; otherwise, the changes may not be processed.
If you DO NOT have any changes to your current medical, dental or vision plans, your current
medical plan elec ons will con nue into the 2023 plan year, and no further ac on is required.
If you DO NOT plan to enroll or re‐enroll in a Flexible Spending and/or Dependent Care Account (FSA
Plans) for Plan Year 2023, no further ac on is required.
QUESTIONS? Contact Noreen Griﬃn via email at ngriﬃn@rgs.ca.gov OR
by telephone: 650‐587‐7300, Ext. 88.

CHANGES MADE DURING OPEN ENROLLMENT GO INTO EFFECTIVE
JANUARY 1, 2023
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WHO CAN YOU COVER ON YOUR HEALTH BENEFITS?
Member Eligibility
Coverage for new full‐ me employees begins on the 1st of the month following date of hire.
A er that, Open Enrollment is the one me each year that employees can make changes to their beneﬁt
elec ons without a qualifying life event.
IT IS IMPORTANT to no fy Human Resources within 30 days if you have a qualifying life event and need to
add or drop dependents outside of Open Enrollment. Life events include (but are not limited to):
 Birth or adop on of a baby or child
 Loss of other healthcare coverage
 Eligibility for new healthcare coverage
 Marriage or divorce

Who Is Eligible?
In general, full‐ me and part‐ me employees are eligible for the beneﬁts outlined in this overview. In
order to comply with the Aﬀordable Care Act (ACA), the City of Marina determines your eligibility for
medical coverage based on the number of hours you work each month.
 Your spouse (the person who you are legally married to under state law, including a same‐sex spouse).
 Your domes c partner is eligible for coverage if you have completed a Domes c Partner Aﬃdavit.
Please review the aﬃdavit guidelines. The Cost of Coverage sec on explains the tax treatment of
domes c partner coverage.
 Your children (including your domes c partner's children):


Under age 26 are eligible to enroll in medical coverage. They do not have to live with you or be
enrolled in school. They can be married and/or living and working on their own.



Over age 26 ONLY if they are incapacitated due to a disability and primarily dependent on you for
support.



Named in a Qualiﬁed Medical Child Support Order (QMCSO) as deﬁned by federal law.

4

Who Is Not Eligible?
Family members who are NOT eligible for coverage include (but are not limited to):
 Parents, grandparents, and siblings.
 Any individual who is covered as an employee of City of Marina cannot also be covered as a
dependent.
 Employees who work fewer than 20 hours per week, temporary employees, contract employees, or
employees residing outside the United States.
NOTE: Please refer to the Summary Plan Descrip on for complete details on how beneﬁts eligibility is
determined.

Outside of Open Enrollment, When Can You Make Changes To Your Beneﬁts?
Other than during the annual Open Enrollment period, you may NOT change your coverage unless you
experience a qualifying life event. Two (2) rules apply to making changes to your beneﬁts during the year:
1.

Any changes you make must be consistent with the change in status, AND you must make the
changes within 30 days of the date the event (marriage, birth, etc.) occurs.

2.

Mid‐year changes are eﬀec ve the ﬁrst of the month following the event, if proper
no ﬁca on is provided to Human Resources within 30 days.

During Open Enrollment you can:
 Enroll or change your beneﬁt plan elec ons
 Enroll in a health plan if you don’t currently have coverage
 Cancel your current health coverage
 Add or remove dependents
 Enroll or Re‐Enroll in the Flexible Spending Accounts (FSAs) – Health FSA and Dependent Care
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Qualifying Life Events Include:
 Change in legal marital status, including marriage, divorce,















legal separa on, annulment, dissolu on of domes c
partnership, and death of a spouse.
Change in number of dependents, including birth, adop on,
placement for adop on, or death of a dependent child
(including stepchildren).
Change in employment status that aﬀects beneﬁt eligibility, including the start or termina on of
employment by you, your spouse or your dependent child.
Change in work schedule, including an increase or decrease in hours of employment by you, your
spouse, or your dependent child, including a switch between part‐ me and full‐ me employment that
aﬀects eligibility for beneﬁts.
Change in a child's dependent status, either newly sa sfying the requirements for dependent child
status or ceasing to sa sfy them.
Change in your health coverage or your spouse's coverage a ributable to your spouse's employment.
Change in an individual's eligibility for Medicare or Medicaid.
A court order resul ng from a divorce, legal separa on, annulment, or change in legal custody
(including a Qualiﬁed Medical Child Support Order) requiring coverage for your child or dependent
foster child.
An event that is a qualifying life event under the Health Insurance Portability and Accountability Act
(HIPAA), including acquisi on of a new dependent or spouse, or loss of coverage under another health
insurance policy or plan, if the coverage is terminated because of:
 Voluntary or involuntary termina on of employment or reduc on in hours of employment or
death, divorce, or legal separa on.
 Termina on of employer contribu ons toward the other coverage, OR if the other coverage
was COBRA Con nua on Coverage, exhaus on of the coverage.
An event that is allowed under the Children’s Health Insurance Program (CHIP) Reauthoriza on Act.
Under provisions of the Act, employees have 60 days a er the following events to request enrollment:
 Employee or dependent loses eligibility for Medicaid (known as Medi‐Cal in CA) or CHIP (known
as Healthy Families in CA).
 Employee or dependent becomes eligible to par cipate in a premium assistance program un‐
der Medicaid or CHIP.

If you must make mid‐year changes to your health insurance such as adding or removing dependents,
contact Human Resources and provide suppor ng documents within 30 days of the change of status.
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Enrollment and Required Documenta on.
All employees adding/removing dependents must submit documenta on to Human
Resources to verify their dependent’s eligibility and/or Qualifying Life Event. For
assistance, please contact Human Resources at 831‐884‐1283. Required
documenta on must be submi ed by the deadlines listed in this guide. Late
documenta on and enrollment and change forms may not be processed.
If you are concerned because you cannot obtain all the needed documenta on, please no fy Human
Resources immediately to discuss. The chart below is an easy guide to determine which documents are
required.
You are responsible for ensuring that the health enrollment informa on about you and your family
members is accurate, and for repor ng any changes in a mely manner. If you fail to maintain current
and accurate health enrollment informa on, you may be liable for the reimbursement of health
premiums or health care services incurred during the en re ineligibility period.
 Dependent children veriﬁca on includes birth or adop on cer ﬁcate and social security number.
 Proof of marriage must be a state issued marriage license or marriage cer ﬁcate (not a church issued

cer ﬁcate) that includes the date of your marriage.
 State Registra on Cer ﬁcate is required for Domes c Partnership.
 Aﬃdavit of Parent‐Child Rela onship is required for eligible Parent‐Child rela onships.
 Birth Cer ﬁcates must be state issued (not hospital issued).
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SCENARIO

HOW TO ENROLL

IMPORTANT TIMELINES

Marriage or Domes c
Partner

To enroll a new spouse or
domes c partner and eligible
children of a spouse or partner
you must submit the
following:
 Appropriate applica on
forms
 Copy of the marriage
cer ﬁcate or cer ﬁcate of
state registered domes c
partnership
 Copy of social security card
 birth cer ﬁcate for each
child
To enroll your newborn or
newly adopted child, you must
submit the following:
 Appropriate applica on
forms
 Copy of the birth cer ﬁ‐
cate or adop on
documenta on
Coverage for a child under
legal guardianship is eﬀec ve
the date guardianship takes
eﬀect, if all documenta on is
submi ed by the 30‐day
deadline. Coverage per court
order will be eﬀec ve the date
of court order, if all documen‐
ta on is submi ed by the
30‐day deadline.
Employees and eligible
dependents who lose other
coverage may enroll by
submi ng the following:
 Appropriate applica on
forms
 Proof of loss of coverage
 documenta on of lost
coverage must state the
date other coverage ends
and the names of
individual losing coverage.

Required documenta on
must be submi ed to RGS
within 30 days of the legal
date of the marriage or
partnership

Birth or Adop on

Legal Guardianship or Court
Order

Loss of Other Health
Coverage
Coverage can be lost due to
termina on of employment,
change from full‐ me work
to part‐ me work, dropping
other employer coverage
during Open Enrollment, in‐
eligibility for Medicare or
Medicaid, unpaid leave of
absence or return from
military service

Required documenta on
must be submi ed to RGS
within 30 days of the legal
date of the child’s date of
birth or placement of
adop on

Required documenta on
must be submi ed to RGS
within 30 days of the
eﬀec ve date of court order

Required documenta on
must be submi ed to RGS
within 30 days of the date
other coverage terminates

8

BENEFIT SUMMARY
What can these beneﬁts do for me?
The products in this beneﬁt plan were selected with you and
your family’s well‐being in mind. They’re an important part of
your compensa on package. Please take the me to review the
beneﬁts carefully to be sure you select the plans that best ﬁt
your needs.
You can learn more about these beneﬁts and how to choose
the coverage that’s right for you on the following pages.
Because these products are oﬀered through your employer,
premium rates may be more compe ve than similar products you could purchase as an individual.
Eligible employees are oﬀered medical coverage op ons through CalPERS Region 1 and Region 2 plan
areas. To verify that your medical plan is available in your County, please review the CalPERS 2023
Health Plan Summary, Page 6.

Medical Plans
MEA, MMEA, MPFFA Bargaining Units — The following CalPERS medical plan op ons are oﬀered to
employees in the preceding bargaining units: Anthem Blue Cross Select HMO, Blue Shield Trio HMO,
PERS Gold and PERS Pla num.
Directors, MPSMA — The following CalPERS medical plan op ons are oﬀered to employees in the
MPSOA bargaining unit: Anthem Blue Cross Select HMO, Blue Shield Trio HMO, PERS Gold, PERS
Pla num and PORAC.
POA — The following CalPERS medical plan op ons are oﬀered to employees in the MPSOA
bargaining unit: Anthem Blue Cross Select HMO, Blue Shield Trio HMO, Kaiser HMO, PERS Gold, PERS
Pla num and PORAC.

Medical Allowance
The City oﬀers a health plan allowance to oﬀset the cost of health premiums to eligible employees in
the following Bargaining Units:
$575 per month ($287.50 per pay period) — DIRECTORS and MPSMA
$541 per month (270.50 per pay period) — MEA, MMEA, MPFFA and MPSOA
Eligible employees receive the health plan allowance in their regular pay period cycles.
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HEALTH PLAN PREMIUM RATES
The medical, dental and vision premium rates per bargaining unit are outlined on the following pages
and show the total premium cost and the employee’s costs for each of the medical beneﬁts oﬀered.
In general, employees pay for health coverage before federal, state and social security taxes are
withheld so less taxes are paid.
NOTE: Unless your domes c partner is your tax dependent as deﬁned by the IRS, contribu ons are
required to be taken a er‐tax. Similarly, the City’s contribu on towards your domes c partner and
his/her dependents will be reported as taxable income on your W‐2. It is important that you contact
your tax advisor for more details on how this treatment applies to you. Please no fy Human
Resources if your domes c partner is your tax dependent.

On the Following Pages
Each Bargaining Unit’s
Health Plan Allowance,
Medical, Dental and Vision Premiums
And
Employee Contribu ons Are Reﬂected
For Plan Year 2023
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2023 CALPERS MEDICAL PREMIUMS
Bargaining Units

EE Only

EE + 1

Family

PERS Platinum
Director Employee Group
MEA Employee Group
MMEA Employee Group
MPSMA Employee Group
MPFFA Employee Group

Monthly

$1,200.12

$2,400.24

$3,120.31

Less City Portion

($577.93)

($1,155.85)

($1,502.61)

Emp. Monthly

$622.19

$1,244.39

$1,617.70

Bi-Monthly

$311.10

$622.19

$808.85

Anthem Blue Cross HMO Select
Director Employee Group
MEA Employee Group
MMEA Employee Group
MPSA Employee Group
MPFFA Employee Group
MPSMA Employee Group

Monthly

$1,128.83

$2,257.66

$2,934.96

Less City Portion

($577.93)

($1,155.85)

($1,502.61)

Emp. Monthly

$550.90

$1,101.81

$1,432.35

Bi-Monthly

$275.45

$550.90

$716.17

Blue Shield Trio HMO
Director Employee Group
MEA Employee Group
MMEA Employee Group
MPFFA Employee Group
MPSMA Employee Group

Monthly

$888.94

$1,777.88

$2,311.24

($577.93)

($1,155.85)

($1,502.61)

Emp. Monthly

$311.01

$622.03

$808.63

Bi-Monthly

$155.51

$311.01

$404.31

$825.61

$1,651.22

$2,146.59

($577.93)

($1,155.85)

($1,502.61)

Emp. Monthly

$247.68

$495.37

$643.98

Bi-Monthly

$123.84

$247.68

$321.99

Less City Portion

PERS Gold
Director Employee Group
MEA Employee Group
MMEA Employee Group
MPFFA Employee Group
MPSMA Employee Group

Monthly
Less City Portion

PORAC - Police Only
Director Employee Group
MPSMA Employee Group

Monthly

$825.00

$1,875.00

$2,300.00

($577.93)

($1,155.85)

($1,502.61)

Emp. Monthly

$247.07

$719.15

$797.39

Bi-Monthly

$123.54

$359.57

$398.69

Less City Portion

BARGAINING UNITS

MONTHLY HEALTH ALLOWANCE
$575

DIRECTORS

$541

MEA (Miscellaneous Employee Group)

$541

MMEA (Management – Non‐Sworn Employee Group)

$541

MPFFA (Fire Safety Group)

$575

MPSMA (Management – Sworn Employee Group)
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2023 CALPERS MEDICAL PREMIUMS – POA EMPLOYEE GROUP
Bargaining Unit

PERS Platinum
EE Only

POA Employees

EE + 1

Family

Monthly

$1,200.12

$2,400.24

$3,120.31

Less City Portion

($739.00)

($1,372.00)

($1,585.00)

Emp. Monthly

$461.12

$1,028.24

$1,535.31

Bi-Monthly

$230.56

$514.12

$767.66

$825.61

$1,651.22

$2,146.59

($739.00)

($1,372.00)

($1,585.00)

Emp. Monthly

$86.61

$279.22

$561.59

Bi-Monthly

$43.31

$139.61

$280.80

PERS Gold
Monthly
Less City Portion

Anthem Blue Cross HMO Select
Monthly

$1,128.83

$2,257.66

$2,934.96

Less City Portion

($739.00)

($1,372.00)

($1,585.00)

Emp. Monthly

$389.83

$885.66

$1,349.96

Bi-Monthly

$194.92

$442.83

$674.98

$888.94

$1,777.88

$2,311.24

($739.00)

($1,372.00)

($1,585.00)

$149.94

$405.88

$726.24

$74.94

$202.94

$363.12

$913.74

$1,827.48

$2,375.72

($739.00)

($1,372.00)

($1,585.00)

$174.74

$455.48

$790.72

$87.37

$227.74

$395.36

$825.00

$1,875.00

$2,300.00

($739.00)

($1,372.00)

($1,585.00)

Emp. Monthly

$86.00

$503.00

$715.00

Bi-Monthly

$43.00

$251.50

$357.50

Blue Shield Trio HMO
Monthly
Less City Portion
Emp. Monthly
Bi-Monthly

Kaiser
Monthly
Less City Portion
Emp. Monthly
Bi-Monthly

PORAC
Monthly
Less City Portion
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DENTAL & VISION PREMIUM RATES
2023 DENTAL PREMIUMS
Bargaining Units

Premier Access

Director Employee Group
MEA Employee Group
MMEA Employee Group

EE Only

EE+1

Family

Monthly

$40.00

$80.00

$99.00

Less City Portion

($9.67)

($24.00)

($29.00)

Emp. Monthly

$30.33

$56.00

$70.00

Bi-Monthly

$15.17

$28.00

$35.00

$40.00

$80.00

$99.00

($40.00)

($74.00)

($89.00)

Emp. Monthly

$0.00

$6.00

$10.00

Bi-Monthly

$0.00

$3.00

$5.00

MPSMA Employee Group

Bargaining Unit
POA Employee Group

Premier Access
Monthly
Less City Portion

2023 VISION PREMIUMS
Bargaining Units

VSP Vision Service Plan
EE Only

Director Employee Group

Monthly

MMEA Employee Group

Less City Portion

MPSMA Employee Group

$22.81

$22.81

($20.00)

($20.00)

($20.00)

Emp. Monthly

$2.81

$2.81

$2.81

Bi-Monthly

$1.41

$1.41

$1.41

VSP Vision Service Plan
EE Only
Monthly

EE + 1

Family

$22.81

$22.81

$22.81

($22.82)

($22.81)

($22.81)

Emp. Monthly

$0.00

$0.00

$0.00

Bi-Monthly

$0.00

$0.00

$0.00

Less City Portion

Bargaining Units

VSP Vision Service Plan
EE Only
Monthly

EE + 1

Family

$22.81

$22.81

$22.81

($15.00)

($15.00)

($15.00)

Emp. Monthly

$7.81

$7.81

$7.81

Bi-Monthly

$3.91

$3.91

$3.91

Less City Portion
POA Employee Group

Family

$22.81

Bargaining Units

MEA Employee Group
MPFFA Employee Group

EE + 1
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LIFE INSURANCE

CITY PAID LIFE INSURANCE & EMPLOYEE VOLUNTARY LIFE & AD&D INSURANCE
Employee Bargaining
Groups
Type of Coverage

Employee Coverage – Employer Paid

DIRECTORS

Life Insurance

$100,000

MPSMA

Life Insurance

$100,000

MEA

Life Insurance

$30,000

MMEA

Life Insurance

$50,000

MPFFA

Life Insurance

$30,000

POA

Life Insurance

$15,000

Additional Coverage Voluntary Life Insurance and AD&D
$15,000
Employee Cost
DIRECTORS

$50,000

Monthly

$9.30

$21.70

$31.00

Less City Portion

$0.00

$0.00

$0.00

Emp. Monthly

$9.30

$21.70

$31.00

Bi-Monthly

$4.65

$10.85

$15.50

$15,000

$35,000

Monthly

$9.30

$21.70

Less City Portion

$0.00

$0.00

Emp. Monthly

$9.30

$21.70

Bi-Monthly

$4.65

$10.85

$4.65

$10.85

Employee Cost
MPSMA
MEA
MMEA
MPFFA
POA

$35,000
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Coverage Period: 01/01/2022– 12/31/2022
Anthem Blue Cross:
Coverage for: Individual + Family | Plan Type: HMO
CalPERS: Select HMO Plan for CalPERS
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, www.anthem.com/ca/calpers. 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.healthcare.gov/sbc-glossary/ or call
(855) 839-4524 to request a copy.
Important Questions
What is the overall
deductible?
Are there services
covered before you
meet your deductible?
Are there other
deductibles for
specific services?
What is the out-ofpocket 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?

Answers
$0.

Why This Matters:
There is no overall deductible for this plan.

Yes.

There is no deductible to meet before the plan pays for services.

No.

You don't have to meet deductibles for specific services.

$1,500/single or $3,000/family for InNetwork Providers. This plan has a
separate Out of Pocket Maximum for
Prescription Drugs of $7,200/individual
or $14,400/family, $1,000 Home delivery
for In-Network Providers.
Infertility services, Premiums, BalanceBilling charges and Health Care this plan
doesn't cover.
Yes, Select HMO. See
www.anthem.com/ca/calpers or call
(855) 839-4524 for a list of network
providers.

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-ofpocket limits until the overall family out-of-pocket limit has been met. Whichever is
met first.

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a referral before you see the specialist.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.
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.
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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
If you need drugs
to treat your
illness or
condition
More information
about prescription
drug coverage is
available at
http://www.optu
mrx.com/calpers
If you have
outpatient surgery

If you need
immediate
medical attention

Services You May Need
Primary care visit to treat an
injury or illness
Specialist visit

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

Limitations, Exceptions, & Other
Important Information

$15/visit

Not covered

--------none--------

$15/visit

Not covered

No charge

Not covered

--------none-------You may have to pay a copay for
services that aren't preventive. Ask
your provider if the services needed
are preventive. Then check what your
plan will pay for.

No charge

Not covered

--------none--------

No charge
$5/prescription (retail) and
$10/prescription (home
delivery)
$20/prescription (retail)
and $40/prescription
(home delivery)
$50/prescription (retail)
and $100/prescription
(home delivery)
Specialty follows the tier
structure above.

Not covered

--------none--------

No charge

Not covered

--------none--------

No charge

Not covered

Emergency room care

$50/visit

Covered as In-Network

--------none-------If admitted inpatient, ER copay is
waived.

Emergency medical
transportation

No charge

Covered as In-Network

--------none--------

Urgent care

$15/visit

Covered as In-Network

Out-of-network only covered when
out of area. For in area, contact your
PCP or medical group.

Preventive care/screening/
immunization
Diagnostic test (x-ray, blood
work)
Imaging (CT/PET scans, MRIs)
Tier 1 - Typically Generic
Tier 2 - Typically Preferred
Brand
Tier 3 - Typically Non-Preferred
/ Specialty Drugs
Tier 4 - Typically Specialty
(brand and generic)
Facility fee (e.g. ambulatory
surgery center)
Physician/surgeon fees

Not covered
Not covered
Not covered

Most home delivery is 90-day supply.
*See Prescription Drug section of the
plan or policy document (e.g. evidence
of coverage or certificate).

Not covered
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Common
Medical Event
If you have a
hospital stay
If you need
mental health,
behavioral health,
or substance
abuse services

If you are
pregnant

Services You May Need
Facility fee (e.g., hospital room)
Physician/surgeon fees
Outpatient services

What You Will Pay
Out-of-Network
In-Network Provider
Provider
(You will pay the least)
(You will pay the most)
No charge
Not covered
No charge
Not covered
Office Visit
Office Visit
$15/visit
Not covered
Other Outpatient
Other Outpatient
No charge
Not covered

Inpatient services

No charge

Not covered

Office visits
Childbirth/delivery professional
services
Childbirth/delivery facility
services
Home health care
Rehabilitation services
Habilitation services

No charge

Not covered

No charge

Not covered

No charge

Not covered

No charge
$15/visit
$15/visit

Not covered
Not covered
Not covered

No charge

Not covered

No charge
No charge
No charge
Not covered
Not covered

Not covered
Not covered
Not covered
Not covered
Not covered

If you need help
recovering or have
other special
Skilled nursing care
health needs
Durable medical equipment
Hospice services
Children’s eye exam
If your child
Children’s glasses
needs dental or
eye care
Children’s dental check-up

Limitations, Exceptions, & Other
Important Information
--------none---------------none-------Office Visit
--------none-------Other Outpatient
Precertification may be required
No charge for Inpatient Physician Fee
In-Network Providers. No coverage
for Inpatient Physician Fee Out-ofNetwork Providers. Precertification is
required
Cost sharing does not apply for
preventive services. Maternity care
may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).
--------none-------*See Therapy Services section
100 days limit/benefit period for InNetwork Providers.
--------none---------------none-------*See Vision Services section
*See Dental Services section

17

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.)
• Cosmetic surgery
• Dental care (adult)
• Dental Check-up
• Glasses for a child
• Infertility treatment
• Long- term care
• Non-emergency care when traveling outside
• Routine foot care unless you have been
• Private-duty nursing
the U.S.
diagnosed with diabetes.
• Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Acupuncture 20 visits/benefit period
• Chiropractic care 20 visits/benefit period
• Bariatric surgery
combined with Chiropractic care.
combined with Acupuncture.
• Hearing aids 1 per ear/every 3 years.
• Routine eye care (adult) one visit/benefit
period.
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: Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform. 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:
ATTN: Anthem Blue Cross, Grievance and Appeal Management, P.O. Box 4310, Los Angeles, CA 91365
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform
California Department of Managed Health Care Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814, (888) 466-2219, www.dmhc.ca.gov,
helpline@dmhc.ca.gov
Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.
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.
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––––––––––– To see examples of how this plan might cover costs for a sample medical situation, see the next section. ––––––––––––––––

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

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a wellcontrolled condition)

$0
$0
0%
0%

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)
Total Example Cost

Deductibles
Copayments
Coinsurance

What isn’t covered
Limits or exclusions
The total Peg would pay is

$0
$15
0%
0%

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)

$12,700

In this example, Peg would pay:

Cost Sharing

 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance

Total Example Cost

$5,600

In this example, Joe would pay:
$0
$0
$0
$60
$60

Deductibles
Copayments
Coinsurance

Cost Sharing

What isn’t covered
Limits or exclusions
The total Joe would pay is

Mia’s Simple Fracture
(in-network emergency room visit and follow
up care)
 The plan’s overall deductible
 Emergency Room copayment
 Hospital (facility) coinsurance
 Other coinsurance

$0
$50
0%
0%

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

$2,800

In this example, Mia would pay:
$0
$180
$0
$20
$210

Deductibles
Copayments
Coinsurance

Cost Sharing

$0
$150
$0

What isn’t covered
Limits or exclusions
The total Mia would pay is

$0
$150
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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 1/1/2022
CalPERS Trio+ HMO
Coverage for: Individual + Family | Plan Type: HMO
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 www.blueshieldca.com/calpers or
call 1-800-334-5847. 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 healthcare.gov/sbc-glossary or call 1-866-444-3272 to request a copy.
Important Questions
Answers
Why This Matters:
What is the overall
$0.
See the Common Medical Events chart below for your costs for services this plan covers.
deductible?
This plan covers some items and services even if you haven’t yet met the deductible
Are there services
Yes. Preventive care and other
amount. But a copayment or coinsurance may apply. For example, this plan covers certain
covered before you meet services listed in your complete terms
preventive services without cost-sharing and before you meet your deductible See a list of
your deductible?
of coverage.
covered preventive services at healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific
No.
You don’t have to meet deductibles for specific services.
services?
Medical: $1,500 per individual / $3,000
per family.
The out-of-pocket limit is the most you could pay in a year for covered services. If you have
What is the out-of-pocket Pharmacy: $7,200 per individual /
other family members in this plan, they have to meet their own out-of-pocket limits until the
limit for this plan?
$14,400 per family. Includes $1,000 for
overall family out-of-pocket limit has been met.
mail-service formulary prescription
drugs per member.
Copayments for certain services,
What is not included in
premiums, and health care this plan
Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
the out-of-pocket limit?
doesn’t cover.
This plan uses a provider network. You will pay less if you use a provider in
Yes. See
the plan’s network. You will pay the most if you use an out-of-network provider, and you
Will you pay less if you
www.blueshieldca.com/calpers
might receive a bill from a provider for the difference between the provider’s charge and
use a network provider? or call 1-800-334-5847 for a list of
what your plan pays (balance billing). Be aware, your network provider might use an out-ofnetwork providers.
network provider for some services (such as lab work). Check with your provider before you
get services.
Do you need a referral to
This plan will pay some or all of the costs to see a specialist for covered services but only if
Yes.
see a specialist?
you have a referral before you see the specialist.
All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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Common Medical
Event
If you visit a health
care provider's office
or clinic
If you visit a health
care provider's office
or clinic
If you visit a health
care provider's office
or clinic

Services You May Need

What You Will Pay
Plan Provider
Non-Plan Provider
(You will pay the least)
(You will pay the most)

Primary care visit to treat an
injury or illness

$15/visit

Not Covered

----------------------None---------------------

Specialist visit

Trio+ Specialist: $30/visit
Other Specialist: $15/visit

Not Covered

Self-referral is available for Trio+
Specialist visits.

Not Covered

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.

Preventive care/screening
/immunization

No Charge

If you have a test

Diagnostic test (x-ray, blood
work)

Lab: No Charge
X-Ray & Imaging: No Charge
Other Diagnostic Examination:
No Charge

If you have a test

Imaging (CT/PET scans,
MRIs)

Outpatient Radiology Center:
No Charge
Outpatient Hospital: No
Charge

If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available
at
http://myoptions.blueshi
eldca.com/calpers/phar
macy.

Limitations, Exceptions, & Other
Important Information

Tier 1

www.blueshieldca.com/calpers.

Retail: $5/prescription
Extended Quantity of
Maintenance Drugs at Select
Retail Pharmacies:
$10/prescription
Mail Order: $10/prescription

Lab: Not Covered
X-Ray & Imaging: Not
Covered
Other Diagnostic Examination:
Not Covered
Outpatient Radiology Center:
Not Covered
Outpatient Hospital: Not
Covered

Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits. The services
listed are at a freestanding location.
Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits.
Preauthorization is required for select
drugs. Failure to obtain
preauthorization may result in nonpayment of benefits.

Retail: Not Covered
Mail Service: Not Covered

Retail: Covers up to a 30-day supply;
50% coinsurance of Blue Shield
contracted rate for drugs to treat
erectile dysfunction.
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Common Medical
Event
If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available
at
blueshieldca.com/formu
lary
If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available
at
blueshieldca.com/formu
lary
If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available
at
blueshieldca.com/formu
lary

Services You May Need

What You Will Pay
Plan Provider
Non-Plan Provider
(You will pay the least)
(You will pay the most)
Retail: $20/prescription
Extended Quantity of
Maintenance Drugs at Select
Retail Pharmacies:
$40/prescription
Mail Order: $40/prescription

Retail: Not Covered
Mail Service: Not Covered

Tier 3

Retail: $50/prescription
Extended Quantity of
Maintenance Drugs at Select
Retail Pharmacies:
$100/prescription
Mail Order: $100/prescription

Retail: Not Covered
Mail Service: Not Covered

Tier 4

Retail: $30/prescription
Extended Quantity of
Maintenance Drugs at Select
Retail Pharmacies:
$60/prescription
Mail Order: $60/prescription

Tier 2

www.blueshieldca.com/calpers.

Limitations, Exceptions, & Other
Important Information
Extended Quantity of Maintenance
Drugs at Select Retail Pharmacies:
Covers up to a 90-day supply. A list of
select retail pharmacies can be
obtained by going to the Pharmacy
Resources page.
Mail Service: Covers up to a 90-day
supply.

Retail: Not Covered
Mail Service: Not Covered

Specialty Drugs are only available
from a Network Specialty Pharmacy,
up to a 30-day supply.
Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits.
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Common Medical
Event

Services You May Need

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

If you have outpatient
surgery

Physician/surgeon fees

What You Will Pay
Plan Provider
Non-Plan Provider
(You will pay the least)
(You will pay the most)
Ambulatory Surgery Center:
Ambulatory Surgery Center:
No Charge
Not Covered
Outpatient Hospital: No
Outpatient Hospital: Not
Charge
Covered
No Charge

Not Covered

Limitations, Exceptions, & Other
Important Information

----------------------None-------------------------------------------None---------------------Emergency services copayment does
not apply if Member is admitted
directly to hospital as an inpatient from
emergency room or kept for
observation and hospital bills for an
emergency room observation visit.
This payment is for emergency or
authorized transport.

If you need immediate
medical attention

Emergency room care

Facility Fee: $50/visit
Physician Fees: No Charge

Facility Fee: $50/visit
Physician Fees: No Charge

If you need immediate
medical attention

Emergency medical
transportation

No Charge

No Charge

----------------------None----------------------

If you need immediate
medical attention

Urgent care

$15/visit

Within Plan Service Area:
Not Covered
Outside Plan Service Area:
$15/visit

If you have a hospital
stay

Facility fee (e.g., hospital
room)

No Charge

Not Covered

Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits.

If you have a hospital
stay

Physician/surgeon fees

No Charge

Not Covered

----------------------None----------------------

Outpatient services

Office Visit: $15/visit
Outpatient Services: No
Charge
Partial Hospitalization: No
Charge
Psychological Testing: No
Charge

Office Visit: Not Covered
Outpatient Services: Not
Covered
Partial Hospitalization: Not
Covered
Psychological Testing: Not
Covered

Preauthorization is required except for
office visits. Failure to obtain
preauthorization may result in nonpayment of benefits.

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

www.blueshieldca.com/calpers.
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Common Medical
Event

Services You May Need

What You Will Pay
Plan Provider
Non-Plan Provider
(You will pay the least)
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

Inpatient services

Physician Inpatient Services:
No Charge
Hospital Services: No Charge
Residential Care: No Charge

Physician Inpatient Services:
Not Covered
Hospital Services: Not
Covered
Residential Care: Not Covered

Preauthorization is required. Failure to
obtain preauthorization may result in
reduction or non-payment of benefits.

If you are pregnant

Office visits

No Charge

Not Covered

----------------------None----------------------

If you are pregnant

Childbirth/delivery professional
No Charge
services

Not Covered

----------------------None----------------------

If you are pregnant

Childbirth/delivery facility
services

Not Covered

----------------------None---------------------Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits.

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

If you need help
recovering or have
other special health
needs
If you need help
recovering or have
other special health
needs
If you need help
recovering or have
other special health
needs
If you need help
recovering or have
other special health
needs

No Charge

Home health care

No Charge

Not Covered

Rehabilitation services

Office Visit: $15/visit
Outpatient Hospital: $15/visit

Office Visit: Not Covered
Outpatient Hospital: Not
Covered

Habilitation services

Office Visit: $15/visit
Outpatient Hospital: $15/visit

Office Visit: Not Covered
Outpatient Hospital: Not
Covered

Skilled nursing care

Freestanding Skilled Nursing
Facility (SNF): No Charge
Hospital-based Skilled Nursing
Facility (SNF): No Charge

Preauthorization is required. Failure to
Freestanding Skilled Nursing
obtain preauthorization may result in
Facility (SNF): Not Covered
non-payment of benefits. Coverage
Hospital-based Skilled Nursing
limited to 100 days per member per
Facility (SNF): Not Covered
benefit period.

----------------------None----------------------

www.blueshieldca.com/calpers.
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Common Medical
Event
If you need help
recovering or have
other special health
needs
If you need help
recovering or have
other special health
needs
If your child needs
dental or eye care
If your child needs
dental or eye care
If your child needs
dental or eye care

Services You May Need

Durable medical equipment

What You Will Pay
Plan Provider
Non-Plan Provider
(You will pay the least)
(You will pay the most)
No Charge

Not Covered

Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits.
Preauthorization is required except for
pre-hospice consultation. Failure to
obtain preauthorization may result in
non-payment of benefits.

Hospice services

No Charge

Not Covered

Children's eye exam

No Charge

Not Covered

Children's glasses

Not Covered

Not Covered

Children's dental check-up

Not Covered

Not Covered

www.blueshieldca.com/calpers.

Limitations, Exceptions, & Other
Important Information

----------------------None----------------------
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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.)
• Cosmetic surgery
• Routine eye care (Adult)
• Non-emergency care when traveling outside
the U.S.
• Dental care (Adult)
• Routine foot care
• Private-duty nursing
• Long-term care
• Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
• Acupuncture
• Chiropractic care
• Infertility treatment
• Bariatric surgery
• Hearing aids
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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or cciio.cms.gov. 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 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: 1800-334-5847 or the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform.
Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.
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.

www.blueshieldca.com/calpers.
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Language Access Services:

–––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––––
PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for
this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving
this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

www.blueshieldca.com/calpers.
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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

Managing Joe’s Type 2 Diabetes

Mia’s Simple Fracture

(9 months of participating pre-natal care and a
hospital delivery)

(a year of routine participating care of a wellcontrolled condition)

(participating emergency room visit and follow up
care)

◼ The plan’s overall deductible
◼ Specialist copayment
◼ Hospital (facility) copayment
◼ Other copayment

$0
$15
$0
$0

◼ The plan’s overall deductible
◼ Specialist copayment
◼ Hospital (facility) copayment
◼ Other copayment

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)
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

$0
$15
$0
$0

◼ The plan’s overall deductible
◼ Specialist copayment
◼ Hospital (facility) copayment
◼ Other copayment

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)

$12,700

$0
$20
$0
$60
$80

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

$0
$15
$0
$0

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

$5,600

$0
$550
$0
$60
$610

Total Example Cost

$2,800

In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Mia would pay is

$0
$80
$0
$0
$80
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
: CalPERS - TRADITIONAL HMO

Coverage Period: 01/01/2022 – 12/31/2022
Coverage for: Individual / Family | Plan Type: HMO

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,
www.kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). 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 http://www.healthcare.gov/sbc-glossary.com or call
1-800-278-3296 (TTY: 711) to request a copy.
Important Questions

Answers

Why This Matters:

What is the overall
deductible?

$0

See the Common Medical Events chart below for your costs for services this plan covers.

Are there services
covered before you
meet your deductible?

Not Applicable.

Are there other
deductibles for specific No.
services?
What is the out-ofMedical: $1,500 Individual / $3,000
Family. Drugs: $7,200 Individual /
pocket limit for this
plan?
$14,400 Family
Premiums, health this plan doesn’t
What is not included in
cover, and services indicated in chart
the out-of-pocket limit?
starting on page 2.

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/.
You don’t have to meet deductibles for specific services.
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.
Even though you pay these expenses, they don’t count toward the out–of–pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
Will you pay less if you Yes. See www.kp.org or call 1-800-278- network. You will pay the most if you use an out-of-network provider, and you might receive a
use a network
bill from a provider for the difference between the provider’s charge and what your plan pays
3296 (TTY: 711) for a list of network
providers.
provider?
(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 Yes, but you may self-refer to certain This plan will pay some or all of the costs to see a specialist for covered services but only if
specialists.
to see a specialist?
you have a referral before you see the specialist.
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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

If you need drugs to
treat your illness or
condition
More information
about prescription
drug coverage is
available at
www.kp.org/formulary
If you have
outpatient surgery

If you need
immediate medical
attention

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)

What You Will Pay
Plan Provider
Non-Plan Provider
(You will pay the least)
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

$15 / visit

Not covered

None

$15 / visit

Not covered

No charge

Not covered

None
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.

No charge

Not covered

None

No charge

Not covered

None
Up to a 30-day supply retail or a 100-day supply
mail order. Subject to formulary guidelines. No
charge for Contraceptives.
Up to a 30-day supply retail or a 100-day supply
mail order. Subject to formulary guidelines. No
charge for Contraceptives.
Same as preferred brand drugs when approved
through exception process.
Up to a 30-day supply retail. Subject to formulary
guidelines.

Generic drugs

Retail: $5 / prescription;
Mail order: $10 / prescription

Not covered

Preferred brand drugs

Retail: $20 / prescription;
Mail order: $40 / prescription

Not covered

Non-preferred brand
drugs

Same as preferred brand
drugs

Not covered

Specialty drugs

$20 / prescription

Not covered

$15 / procedure

Not covered

None

No charge

Not covered

None

Emergency room care

$50 / visit

$50 / visit

None

Emergency medical
transportation

No charge

No charge

None

Urgent care

$15 / visit

$15 / visit

Non-Plan providers covered when temporarily
outside the service area.

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon fees
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Common Medical
Event
If you have a
hospital stay
If you need mental
health, behavioral
health, or
substance abuse
services

Services You May
Need

No charge

Not covered

None

Physician/surgeon fees

No charge

Not covered

None

Outpatient services

If your child needs
dental or eye care

Mental / Behavioral Health:
$15 / individual visit. No
charge for other outpatient
Not covered
services. Substance Abuse: $15

Mental / Behavioral Health: $7 / group visit
Substance Abuse: $5 / group visit

No charge

Not covered

None

No charge

Not covered

Depending on the type of services, a copayment,
coinsurance, or deductible may apply. Maternity
care may include tests and services described
elsewhere in the SBC (i.e., ultrasound).

No charge

Not covered

None

No charge

Not covered

None

No charge

Not covered

Requires prior authorization.

Not covered

None

Not covered
Not covered

None
Up to 100 days limit / benefit period.

No charge

Not covered

Requires prior authorization.

No charge
No charge
Not covered

Not covered
Not covered
Not covered

None
None
None

Not covered

Not covered

None

/ individual visit. $5 / day for
other outpatient services.

Inpatient services

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

If you need help
recovering or have
other special health
needs

Limitations, Exceptions, & Other Important
Information

Facility fee (e.g.,
hospital room)

Office visits
If you are pregnant

What You Will Pay
Plan Provider
Non-Plan Provider
(You will pay the least)
(You will pay the most)

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

Inpatient: No charge;
Outpatient: $15 /visit
$15 /visit
No charge

Excluded Services & Other Covered Services:
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Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
• Children’s glasses
• Long-term care
• Routine foot care
• Cosmetic surgery
• Non-emergency care when traveling outside the U.S
• Weight loss programs
• Dental care (Adult)
• Private-duty nursing
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Chiropractic care (20 visit limit / year combined with
• Infertility treatment
• Acupuncture (20 visit limit / year combined
with chiropractic)
acupuncture)
• Routine eye care (Adult)
• Bariatric surgery
• Hearing aids ($1000 limit / ear every 36 months)
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 shown in the chart below. 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 on how 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 the agencies in the chart below.
Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:
Kaiser Permanente Member Services
1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration

1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

Department of Health & Human Services, Center for Consumer Information & Insurance Oversight

1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance

1-800-927-HELP (4357) or www.insurance.ca.gov

California Department of Managed Healthcare

1-888-466-2219 or www.healthhelp.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.
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.
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Language Access Services:
[Spanish (Español): Para obtener asistencia en Español, llame al 1-800-788-0616 (TTY: 711)
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711).
[Chinese (中文): 如果需要中文的帮助, 请拨打这个号码1-800-757-7585 (TTY: 711)
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)
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

Managing Joe’s Type 2 Diabetes

Mia’s Simple Fracture

(9 months of in-network pre-natal care and a
hospital delivery)

(a year of routine in-network care of a wellcontrolled condition)

(in-network emergency room visit and follow up
care)

The plan’s overall deductible
Specialist copayment
Hospital (facility) copayment
Other (blood work) copayment

$0
$15
$0
$0

◼
◼
◼
◼

The plan’s overall deductible
Specialist copayment
Hospital (facility) copayment
Other (blood work) copayment

$0
$15
$0
$0

◼
◼
◼
◼

The plan’s overall deductible
Specialist copayment
Hospital (facility) copayment
Other (x-ray) copayment

$0
$15
$0
$0

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)

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)

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

Total Example Cost

Total Example Cost

In this example, Peg would pay:
Cost Sharing
Deductibles

$12,700

$0

In this example, Joe would pay:
Cost Sharing
Deductibles

$5,600

$0

Copayments

$10

Copayments

$500

Coinsurance

$0

Coinsurance

$0

What isn’t covered
Limits or exclusions
The total Peg would pay is

$50
$60

What isn’t covered
Limits or exclusions
The total Joe would pay is

$0
$500

$2,800

In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments

$0
$400

Coinsurance

$10

What isn’t covered
Limits or exclusions
The total Mia would pay is

$0
$400

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice
Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex,
gender identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information,
citizenship, primary language, or immigration status.
Language assistance services are available from our Member Service Contact Center 24 hours a day, 7 days a week (except closed holidays).
Interpreter services, including sign language, are available at no cost to you during all hours of operation. Auxiliary aids and services for individuals
with disabilities are available at no cost to you during all hours of operation. We can also provide you, your family, and friends with any special
assistance needed to access our facilities and services. You may request materials translated in your language at no cost to you. You may also request
these materials in large text or in other formats to accommodate your needs at no cost to you. For more information, call 1-800-464-4000 (TTY 711).
A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. For example, if
you believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of Insurance
or speak with a Member Services representative for the dispute-resolution options that apply to you.
You may submit a grievance in the following ways:
•

By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day, 7 days a week (except closed holidays).

•

By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you.

•

In person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your provider
directory at kp.org/facilities for addresses)

•

Online: Use the online form on our website at kp.org

Please call our Member Service Contact Center if you need help submitting a grievance.
The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin,
sex, age, or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at:
Northern California
Civil Rights/ADA Coordinator
1800 Harrison St.
16th Floor
Oakland, CA 94612

Southern California
Civil Rights/ADA Coordinator
SCAL Compliance and Privacy
393 East Walnut St.,
Pasadena, CA 91188

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and
Human Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TTY).
Complaint forms are available at hhs.gov/ocr/office/file/index.html.
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Aviso de no discriminación
Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, país de origen, antecedentes culturales, ascendencia, religión,
sexo, identidad de género, expresión de género, orientación sexual, estado civil, discapacidad física o mental, fuente de pago, información genética,
ciudadanía, lengua materna o estado migratorio.
La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el idioma las 24 horas del día, los 7 días de la semana
(excepto los días festivos). Se ofrecen servicios de interpretación sin costo alguno para usted durante el horario de atención, incluido el lenguaje de
señas. Se ofrecen aparatos y servicios auxiliares para personas con discapacidades sin costo alguno durante el horario de atención. También
podemos ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten para acceder a nuestros centros de atención y servicios.
Puede solicitar los materiales traducidos a su idioma sin costo para usted. También los puede solicitar con letra grande o en otros formatos que se
adapten a sus necesidades sin costo para usted. Para obtener más información, llame al 1-800-788-0616 (TTY 711).
Una queja es una expresión de inconformidad que manifiesta usted o su representante autorizado a través del proceso de quejas. Por ejemplo, si usted
cree que ha sufrido discriminación de nuestra parte, puede presentar una queja. Consulte su Evidencia de Cobertura (Evidence of Coverage) o
Certificado de Seguro (Certificate of Insurance), o comuníquese con un representante de Servicio a los Miembros para conocer las opciones de resolución
de disputas que le corresponden.
Puede presentar una queja de las siguientes maneras:
•

Por teléfono: Llame a servicio a los miembros al 1-800-788-0616 (TTY 711) las 24 horas del día, los 7 días de la semana (excepto los
días festivos).

•

Por correo postal: Llámenos al 1-800-788-0616 (TTY 711) y pida que se le envíe un formulario.

•

En persona: Llene un formulario de Queja Formal o Reclamo/Solicitud de Beneficios en una oficina de servicio a los miembros ubicada
en un Centro de Atención del Plan (consulte su directorio de proveedores en kp.org/facilities [haga clic en “Español”] para obtener
las direcciones).

•

En línea: Use el formulario en línea en nuestro sitio web en kp.org/espanol.

Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.
Se le informará al Coordinador de Derechos Civiles de Kaiser Permanente (Civil Rights Coordinator) de todas las quejas relacionadas con la
discriminación por motivos de raza, color, país de origen, género, edad o discapacidad. También puede comunicarse directamente con el
coordinador de derechos civiles de Kaiser Permanente en:
Northern California
Southern California
Civil Rights/ADA Coordinator
Civil Rights/ADA Coordinator
1800 Harrison St.
SCAL Compliance and Privacy
16th Floor
393 East Walnut St.,
Oakland, CA 94612
Pasadena, CA 91188
También puede presentar una queja formal de derechos civiles de forma electrónica ante la Oficina de Derechos Civiles (Office for Civil Rights) en el
Departamento de Salud y Servicios Humanos de los Estados Unidos (U.S. Department of Health and Human Services) mediante el Portal de Quejas
Formales de la Oficina de Derechos Civiles (Office for Civil Rights Complaint Portal), en ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés) o por
correo postal o por teléfono a: U.S. Department of Health and Human Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington,
D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TTY). Los formularios de queja formal están disponibles en hhs.gov/ocr/office/file/index.html
(en inglés).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Coverage Period: 01/01/2022– 12/31/2022
Coverage for: Individual + Family | Plan Type: PPO
Anthem Blue Cross:
CalPERS: PERS Gold Basic PPO Plan
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, www.anthem.com/ca/calpers. 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.healthcare.gov/sbc-glossary/ or call
(877) 737-7776 to request a copy.
Important Questions
What is the overall
deductible?

Answers
Why This Matters:
$1,000/individual or $2,000/family. Generally, you must pay all of the costs from providers up to the deductible amount
All Providers.
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. Whichever is met
first.

Are there services
covered before you
meet your deductible?

Yes. Prescription Drugs, Preventive
care, Primary Care visit, and
Specialist visit for In-Network
Providers.

Are there other
deductibles for
specific services?

Yes. $50/visit for Emergency room
services (waived if admitted directly
from ER).

What is the out-ofpocket limit for this
plan?

$3,000/single or $6,000/family for
In-Network Providers. $0/single or
$0/family for Out-of-Network
providers. This plan has a separate
Out of Pocket Maximum for
Prescription Drugs of
$2,000/single or $4,000/family,
$1,000 Home delivery.
Premiums, balance-billing charges,
deductible, copay, and health care
this plan doesn't cover.

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

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-carebenefits/.
You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services. Coinsurance may apply for all other
services provided in the ER.
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. Whichever is met first.

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, Select PPO Preferred
Providers. See
www.anthem.com/ca/calpers or
call (877) 737-7776 for a list of
network providers.

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-ofnetwork 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.
Common
Medical Event

Services You May Need

Primary care visit to treat
an injury or illness
If you visit a
health care
provider’s office
or clinic

If you have a test

If you need drugs
to treat your
illness or
condition

Specialist visit
Preventive
care/screening/
immunization
Diagnostic test (x-ray,
blood work)
Imaging (CT/PET scans,
MRIs)
Tier 1 - Typically Generic

Tier 2 - Typically
Preferred Brand

What You Will Pay
Out-of-Network
In-Network Provider
Provider
(You will pay the least)
(You will pay the most)
$10/visit if enrolled with a
personal doctor
40% coinsurance
deductible
does not apply
$35/visit deductible does not
40% coinsurance
apply

Limitations, Exceptions, & Other
Important Information
$35 visit if not enrolled with a personal
doctor/PCP.
--------none--------

No charge

40% 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.

20% coinsurance

40% coinsurance

--------none--------

20% coinsurance

40% coinsurance

Prior authorization may be required.

$5/prescription deductible does
not apply (retail) and
$10/prescription deductible does
not apply (home delivery)
$20/prescription deductible does
not apply (retail) and
$40/prescription deductible does
not apply (home delivery)

Not covered

Not covered

Most home delivery is 90-day supply.
*See Prescription Drug section of the
plan or policy document (e.g. evidence
of coverage or certificate).
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Common
Medical Event
More information
about prescription
drug coverage is
available at
http://www.optu
mrx.com/calpers

If you have
outpatient surgery

Services You May Need
Tier 3 - Typically NonPreferred / Specialty
Drugs
Tier 4 - Typically Specialty
(brand and generic)

Facility fee (e.g.,
ambulatory surgery center)

Physician/surgeon fees
Emergency room care
If you need
immediate
medical attention

Emergency medical
transportation

Urgent care

If you have a
hospital stay

What You Will Pay
Out-of-Network
In-Network Provider
Provider
(You will pay the least)
(You will pay the most)
$50/prescription deductible does
not apply (retail) and
Not covered
$100/prescription deductible
does not apply (home delivery)
Specialty follows the tier
structure above.

Not covered

20% coinsurance

40% coinsurance

20% coinsurance
20% coinsurance
Emergency room services

40% coinsurance

20% coinsurance
$35/visit
deductible does not apply
20% coinsurance

Limitations, Exceptions, & Other
Important Information

Covered as In-Network
Covered as In-Network

Services and supplies for certain
outpatient surgeries may be limited if
not done at an ambulatory surgery
center. For example: Colonoscopy
limited to $1,500 per procedure,
Cataract surgery limited to $2,000 per
procedure. Check with your plan for
additional details.
Benefits limited to $350 for ASC per
day for Non-PPO providers.
--------none-------If admitted directly to hospital $50 ER
deductible waived.
You must be taken to the nearest
facility that can provide care for your
condition. Ambulance services are
subject to Medical Necessity reviews.

40% coinsurance

Coinsurance for all other services
provided during visit.

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Hip and Knee joint replacement
surgery will be limited to $35,000 per
procedure. A subset of participating
hospitals that meets this maximum
benefit coverage is available. Check
with your plan for additional details.

Physician/surgeon fees

20% coinsurance

40% coinsurance

--------none-------39

Common
Medical Event

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

If you are
pregnant

Services You May Need

Outpatient services

Inpatient services

20% coinsurance

40% coinsurance

Office visits
Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

20% coinsurance

40% coinsurance

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

Home health care

20% coinsurance

40% coinsurance

Rehabilitation services
Habilitation services

20% coinsurance
20% coinsurance
20% coinsurance
first 10 days
30% coinsurance
following 90 days

40% coinsurance
40% coinsurance

20% coinsurance

40% coinsurance

20% coinsurance
Not covered
Not covered
Not covered

40% coinsurance
Not covered
Not covered
Not covered

If you need help
recovering or have
other special
Skilled nursing care
health needs

If your child
needs dental or
eye care

What You Will Pay
Out-of-Network
In-Network Provider
Provider
(You will pay the least)
(You will pay the most)
Office Visit
Office Visit
$10/visit deductible does not
40% coinsurance
apply
Other Outpatient
Other Outpatient
40% coinsurance
20% coinsurance

Durable medical
equipment
Hospice services
Children’s eye exam
Children’s glasses
Children’s dental check-up

40% coinsurance

Limitations, Exceptions, & Other
Important Information

--------none--------

20% coinsurance for Inpatient
Physician Fee In-Network Providers.
40% coinsurance for Inpatient
Physician Fee Out-of-Network
Providers. Prior authorization
required.
Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound).
Childbirth/delivery facility services
Coinsurance and deductible waived if
enrolled under Future Moms program.
Alternative Birthing Center may be
used instead of hospitalization.
45 visits/benefit period. A visit is
defined as 4 hours or less.
*See Therapy Services section
100 days limit/benefit period.
Specific Durable Medical Equipment
requires Precertification
--------none-------*See Vision Services section
*See Dental Services section
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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.)
• Cosmetic surgery
• Dental care (adult)
• Dental Check-up
• Eye exams for a child
• Glasses for a child
• Infertility treatment
• Long- term care
• Private-duty nursing
• Routine eye care (adult)
• Routine foot care unless you have been
• Weight loss programs
diagnosed with diabetes.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Acupuncture Rider 20 visits/benefit period
• Chiropractic care Rider 20 visits/benefit
• Bariatric surgery
combined with Chiropractic care.
period combined with Acupuncture.
• Hearing aids $1,000 maximum every 36
• Most coverage provided outside the United
months.
States. See www.bcbsglobalcore.com
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: Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform. 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:
ATTN: Grievances and Appeals, P.O. Box 60007, Los Angeles, CA 90060-0007
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform
California Department of Managed Health Care Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814, (888) 466-2219, www.healthhelp.ca.gov,
helpline@dmhc.ca.gov
Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.
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.
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––––––––––– To see examples of how this plan might cover costs for a sample medical situation, see the next section. ––––––––––––––––
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

$1,000
$0
20%
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)
Total Example Cost

$12,700

In this example, Peg would pay:
Deductibles
Copayments
Coinsurance

Cost Sharing

What isn’t covered
Limits or exclusions
The total Peg would pay is

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a wellcontrolled condition)
 The plan’s overall deductible
 Primary care PCP copa ym ent
 Hospital (facility) coinsurance
 Other coinsurance

$1,000
$10
20%
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)
Total Example Cost

$2,600

In this example, Joe would pay:
$1,000
$0
$2,300
$0
$3,300

Deductibles
Copayments
Coinsurance

Cost Sharing

What isn’t covered
Limits or exclusions
The total Joe would pay is

Mia’s Simple Fracture
(in-network emergency room visit and follow
up care)
 The plan’s overall deductible
 Emergency Room copayment
 Hospital (facility) coinsurance
 Other coinsurance

$1,000
$50
20%
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

$2,800

In this example, Mia would pay:
$300
$80
$850
$20
$1,250

Deductibles
Copayments
Coinsurance

Cost Sharing

$1,000
$50
$780

What isn’t covered
Limits or exclusions
The total Mia would pay is

$100
$1,930
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Coverage Period: 01/01/2022– 12/31/2022
Coverage for: Individual + Family | Plan Type: PPO
Anthem Blue Cross:
CalPERS: PERS Platinum Basic PPO Plan
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, www.anthem.com/ca/calpers. 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.healthcare.gov/sbc-glossary/ or call
(877) 737-7776 to request a copy.
Important Questions
What is the overall
deductible?

Answers
$500/member or $1,000/family. All
Providers.

Are there services
covered before you meet
your deductible?

Yes. Prescription Drugs, Preventive care, This plan covers some items and services even if you haven’t yet met the
Primary Care visit, and Specialist visit for deductible amount. But a copayment or coinsurance may apply. For example, this
PPO Providers.
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/.
Yes. $250/per admission for all inpatient You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services. Coinsurance may apply
hospitalizations (waived for emergency
admission). $50/ visit for Emergency
for all other services provided in the ER.
room services (waived if admitted
directly from ER).
$2,000/single or $4,000/family for PPO The out-of-pocket limit is the most you could pay in a year for covered services. If
Providers. $0/single or $0/family for
you have other family members in this plan, they have to meet their own out-ofNon-PPO Providers. This plan has a
pocket limits until the overall family out-of-pocket limit has been met. Whichever
separate Out of Pocket Maximum for
is met first.
Prescription Drugs of $2,000/single or
$4,000/family, $1,000 Home delivery.
Premiums, balance-billing charges,
Even though you pay these expenses, they don’t count toward the out-of-pocket
deductible, copay, and health care this
limit.
plan doesn't cover.

Are there other
deductibles for specific
services?

What is the out-ofpocket limit for this
plan?

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

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. Whichever is met first.
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CA/L/A/CalPERSPPOC20800/PERSPlatinumBasicpln-PPO-NA/NA-NA/MJ6NX/NA/01-22

Important Questions
(cont.)
Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

Answers

Why This Matters:

Yes, Prudent Buyer PPO. See
www.anthem.com/ca/calpers or call
(877) 737-7776 for a list of network
providers.

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.

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.
Common
Medical Event

Services You May Need
Primary care visit to treat an
injury or illness

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

If you have a test

If you need drugs
to treat your
illness or
condition

Specialist visit

What You Will Pay
Non-PPO Provider
PPO Provider
(You will pay the
(You will pay the least)
most)
$20/visit medical
40% coinsurance
deductible does not apply
$35/visit medical
40% coinsurance
deductible does not apply

Limitations, Exceptions, & Other
Important Information
--------none---------------none--------

Preventive care/screening/
immunization

No charge

40% 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.

Diagnostic test (x-ray, blood
work)

10% coinsurance

40% coinsurance

--------none--------

Imaging (CT/PET scans, MRIs)

10% coinsurance

40% coinsurance

Prior authorization may be required.

Tier 1 - Typically Generic

Tier 2 - Typically Preferred
Brand

$5/prescription deductible does
not apply (retail) and
$10/prescription deductible
does not apply (home delivery)
$20/prescription deductible
does not apply (retail) and
$40/prescription deductible
does not apply (home delivery)

Not covered

Most home delivery is 90-day supply.
*See Prescription Drug section of the
plan or policy document (e.g. evidence
of coverage or certificate).

Not covered
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Common
Medical Event
More information
about prescription
drug coverage is
available at
http://www.optu
mrx.com/calpers

If you have
outpatient surgery

Services You May Need

Tier 3 - Typically Non-Preferred
/ Specialty Drugs
Tier 4 - Typically Specialty
(brand and generic)

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees
Emergency room care
If you need
immediate
medical attention

Emergency medical
transportation

Urgent care

If you have a
hospital stay

What You Will Pay
Non-PPO Provider
PPO Provider
(You will pay the
(You will pay the least)
most)
$50/prescription deductible
does not apply (retail) and
Not covered
$100/prescription deductible
does not apply (home delivery)
Specialty follows the tier
structure above.

Not covered

10% coinsurance

40% coinsurance

10% coinsurance
10% coinsurance Emergency
room services

40% coinsurance
Covered as InNetwork

10% coinsurance

Covered as InNetwork

$35/visit medical
deductible does not apply
10% coinsurance

Limitations, Exceptions, & Other
Important Information

40% coinsurance

Facility fee (e.g., hospital room)

10% coinsurance

40% coinsurance

Physician/surgeon fees

10% coinsurance

40% coinsurance

Services and supplies for certain
outpatient surgeries may be limited if
not done at an ambulatory surgery
center. For example: Colonoscopy
limited to $1,500 per procedure,
Cataract surgery limited to $2,000 per
procedure. Check with your plan for
additional details.
Benefits limited to $350 for ASC per
day for Non-PPO providers.
--------none-------If admitted directly to hospital $50 ER
deductible waived.
You must be taken to the nearest
facility that can provide care for your
condition. Ambulance services are
subject to Medical Necessity reviews.
Coinsurance for all other services
provided during visit.
$250 Inpatient hospital deductible per
admission. Hip and Knee joint
replacement surgery will be limited to
$35,000 per procedure. A subset of
participating hospitals that meets this
maximum benefit coverage is available.
--------none-------45

Common
Medical Event

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

If you are
pregnant

Services You May Need

Outpatient services

Limitations, Exceptions, & Other
Important Information
Office Visit
--------none-------Other Outpatient
May require prior authorization.
10% coinsurance for Inpatient
Physician Fee PPO Providers. 40%
coinsurance for Inpatient Physician Fee
Non-PPO Providers. Prior
authorization required.

Inpatient services

10% coinsurance

40% coinsurance

Office visits
Childbirth/delivery professional
services
Childbirth/delivery facility
services

10% coinsurance

40% coinsurance

10% coinsurance

40% coinsurance

10% coinsurance

40% coinsurance

Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound). Alternative
Birthing Center may be used instead of
hospitalization.

Home health care

10% coinsurance

40% coinsurance

10% coinsurance
10% coinsurance
10% coinsurance
The first 10 days.
20% coinsurance
For the next 170 days.

40% coinsurance
40% coinsurance

100 visits/benefit period. A visit is
defined as 4 hours or less.

Durable medical equipment

10% coinsurance

40% coinsurance

Hospice services
Children’s eye exam
Children’s glasses
Children’s dental check-up

10% coinsurance
Not covered
Not covered
Not covered

10% coinsurance
Not covered
Not covered
Not covered

Rehabilitation services
Habilitation services

If you need help
recovering or have
Skilled nursing care
other special
health needs

If your child
needs dental or
eye care

What You Will Pay
Non-PPO Provider
PPO Provider
(You will pay the
(You will pay the least)
most)
Office Visit
Office Visit
$20/visit medical
40% coinsurance
deductible does not apply
Other Outpatient
Other Outpatient
40% coinsurance
10% coinsurance

40% coinsurance

*See Therapy Services section
180 days limit/benefit period.
The purchase of Durable Medical
Equipment priced at $1,000 or more
requires Precertification.
--------none-------*See Vision Services section
*See Dental Services section
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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.)
• Cosmetic surgery
• Dental care (adult)
• Dental Check-up
• Eye exams for a child
• Glasses for a child
• Infertility treatment
• Long- term care
• Private-duty nursing
• Routine eye care (adult)
• Routine foot care unless you have been
• Weight loss programs
diagnosed with diabetes.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
• Acupuncture Rider 20 visits/benefit period
• Chiropractic care Rider 20 visits/benefit
• Bariatric surgery
combined with Chiropractic care.
period combined with Acupuncture.
• Hearing aids $1,000 maximum every 36
• Most coverage provided outside the United
months.
States. See www.bcbsglobalcore.com
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: Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform. 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:
ATTN: Grievances and Appeals, P.O. Box 60007, Los Angeles, CA 90060-0007
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform
California Department of Managed Health Care Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814, (888) 466-2219, www.healthhelp.ca.gov,
helpline@dmhc.ca.gov
Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.
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.
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––––––––––– To see examples of how this plan might cover costs for a sample medical situation, see the next section. ––––––––––––––––
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

$500
$0
10%
10%

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)
Total Example Cost

$12,700

In this example, Peg would pay:
Deductibles
Copayments
Coinsurance

Cost Sharing

What isn’t covered
Limits or exclusions
The total Peg would pay is

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a wellcontrolled condition)
 The plan’s overall deductible
 Primary care copa ym ent
 Hospital (facility) coinsurance
 Other coinsurance

$500
$20
10%
10%

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)
Total Example Cost

$2,600

In this example, Joe would pay:
$500
$0
$1,150
$0
$1,650

Deductibles
Copayments
Coinsurance

Cost Sharing

What isn’t covered
Limits or exclusions
The total Joe would pay is

Mia’s Simple Fracture
(in-network emergency room visit and follow
up care)
 The plan’s overall deductible
 Emergency Room copayment
 Hospital (facility) coinsurance
 Other coinsurance

$500
$50
10%
10%

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

$2,800

In this example, Mia would pay:
$300
$120
$0
$20
$440

Deductibles
Copayments
Coinsurance

Cost Sharing

$500
$50
$390

What isn’t covered
Limits or exclusions
The total Mia would pay is

$100
$1,040
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PREMIER ACCESS DENTAL PPO PLAN
Regular visits to your den sts can protect more than your
smile; they can help protect your health. Recent studies have
linked gum disease to damage elsewhere in the body and
den sts are able to screen for oral symptoms of many other
diseases including cancer, diabetes, and heart disease.

The City of Marina PPO Plan 2‐124

Looking For An ID Card?
If you’ve been looking for your dental plan ID card, the good news is that you don’t need one! Just
tell your dental oﬃce that you are covered by Premier Access provide your name, your date of birth,
your enrollee ID number (or social security number), and the name of your employer. If you have
dependents on your plan, they will need to provide your details.
If you prefer to have an ID card, you can call their Member Services number at 888‐715‐0760 or
print one from online by logging into your Premier Access dental plan at www.premierlife.com.

Tips On Maximizing Your Dental Beneﬁts.
Your Premier Access Dental PPO plan is a na onal carrier and widely accepted dental plan.
What is important to know about your dental plan is that you may see any den st.
Although, there are PCN (Premier Choice Network) and PPO provider lists available, and the beneﬁts
are enhanced if you elect to use either network, you may elect to see the den st of your choice
without penalty. Using the PCN or PPO providers, you maximize your beneﬁts and reduce your
out‐of‐pocket costs.
The PPO den sts oﬀer discounted care (about 30%) and the plan normally pays a higher level of
beneﬁt when using an in‐network provider. Addi onally, the PCN/PPO den st cannot “balance bill”
you for amounts greater than the contracted rate.
** Verify that your den st is a contracted Premier Access PPO network den st before each
appointment.
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Your Dental Plan
The City of Marina

PCN**

PPO**

PPO Plan 2-124
Class I/Preventive - Oral Exams, Full Mouth XRays/Pano, Bitewings, Other X-Rays, Prophylaxis,
Fluoride
Class II/Basic - Sealants, Space Maintainers,
Restorations, Emergency(Palliative), Endodontics,
Periodontics, Oral Surgery
Class III/ Major - Inlays, Crowns, Bridges, Dentures
Calendar Year Deductible (3 per family)
Waived for Preventive
Calendar Year Maximum

Non
Network

100%

100%

100%*

90%

80%

80%*

60%

50%

50%*

$0
NA
$2,000

$25
Yes
$2,000

$25
Yes
$2,000

Class IV/ Orthodontia

NA

Ortho Lifetime Maximum

NA
Waiting Period

No Benefit Waiting Period

* Allowed Charge Limited to Covered Fee Schedule
** Premier Access does not guarantee all services can be rendered by a contracted PCN or PPO provider.
You may be subject to a deductible and co insurance for an out of network Specialist.
Information
How It Works

Out-of-State Network and Claims

The Dental Program offered is administered by Premier Access
Insurance Company, a national carrier and widely accepted dental
plan.

The Premier Access Dental network is available to eligible
members outside the State of California, with over 110,000 dentists
to choose from. A complete provider listing is available on the
internet at: www.premierlife.com. It is important that you confirm
with your dentist at the time of treatment that they are participating
in the Premier Access network. For a dentist near you call
888.715.0760.

What is important to know about your dental plan is that you may see
any dentist. Although, there are PCN (Premier Choice Network) and
PPO provider lists available, and the benefits are enhanced if you
elect to use either network, you may elect to see the dentist of your
choice without penalty. Using the PCN or PPO providers, you
maximize your benefits and reduce your out-of-pocket costs.

Please check your Certificate of Insurance for a description of
coverage, limitations and exclusions under the plan. Some services
require prior authorization.

The PPO dentists offer discounted care (about 30%) and the plan
normally pays a higher level of benefit when using an in-network
provider. Additionally, the PCN/PPO dentist cannot “balance bill”
you for amounts greater than the contracted rate.

Premier Access Claim Dept.
P.O. Box 659010
Sacramento, Ca. 95865-9010

Member Services Line
888.715.0760

On the Web
www.premierlife.com
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A LOOK AT YOUR
VSP VISION COVERAGE

SEE HEALTHY AND LIVE HAPPY
WITH HELP FROM CITY OF MARINA PUBLIC
SAFETY AND VSP.
Enroll in VSP® Vision Care to get personalized care from a
VSP network doctor at low out-of-pocket costs.
VALUE AND SAVINGS YOU LOVE.
Save on eyewear and eye care when you see a VSP network
doctor. Plus, take advantage of Exclusive Member Extras
for additional savings.
PROVIDER CHOICES YOU WANT.
With an average of five VSP network doctors
within six miles of you, it’s easy to find a
nearby in-network doctor. Plus, maximize
your coverage with bonus offers and
additional savings that are exclusive to
Premier Program locations.

USING YOUR BENEFIT IS
EASY!
Create an account on vsp.com
to view your in-network
coverage, find the VSP network
doctor who’s right for you, and
discover savings with exclusive
member extras. At your
appointment, just tell them you
have VSP.

Like shopping online? Go to eyeconic.com® and use
your vision benefits to shop over 50 brands of contacts,
eyeglasses, and sunglasses.
QUALITY VISION CARE YOU NEED.
You’ll get great care from a VSP network doctor, including
a WellVision Exam®. This comprehensive eye exam not only helps
you see well, but helps a doctor detect signs of eye conditions and
health conditions, like diabetes and high blood pressure.

GET YOUR PERFECT PAIR

EXTRA $20 +
TO SPEND ON
FEATURED FRAME BRANDS*

UP
TO

40%

SAVINGS ON LENS
ENHANCEMENTS

SEE MORE BRANDS AT VSP.COM/OFFERS.

Enroll today.
Contact us: 800.877.7195 or vsp.com
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YOUR VSP VISION BENEFITS SUMMARY
CITY OF MARINA PUBLIC SAFETY and VSP provide you
with an affordable vision plan.

PROVIDER NETWORK:
VSP Signature
EFFECTIVE DATE:
10/01/2022

BENEFIT

DESCRIPTION

COPAY

FREQUENCY

YOUR COVERAGE WITH A VSP PROVIDER
WELLVISION EXAM

Focuses on your eyes and overall wellness
Retinal screening for members with diabetes

ESSENTIAL MEDICAL
EYE CARE

Additional exams and services beyond routine care to treat
immediate issues from pink eye to sudden changes in vision or
to monitor ongoing conditions such as dry eye, diabetic eye
disease, glaucoma, and more.
Coordination with your medical coverage may apply. Ask your
VSP doctor for details.

PRESCRIPTION GLASSES

$10

Every 12 months

$0 per
screening
$20 per exam
Available as needed

$25

FRAME

$150 featured frame brands allowance
$130 frame allowance
20% savings on the amount over your allowance

LENSES

Single vision, lined bifocal, and lined trifocal lenses
Impact-resistant lenses for dependent children

LENS ENHANCEMENTS

Standard progressive lenses
Tints/Light-reactive lenses
Premium progressive lenses
Custom progressive lenses
Average savings of 40% on other lens enhancements

CONTACTS (INSTEAD
OF GLASSES)

$130 allowance for contacts; copay does not apply
Contact lens exam (fitting and evaluation)

Included in
Prescription
Glasses
Included in
Prescription
Glasses
$0
$0
$80 - $90
$120 - $160

Up to $60

Every 12 months

Every 12 months

Every 12 months

Every 12 months

Glasses and Sunglasses
Extra $20 to spend on featured frame brands. Go to vsp.com/offers for details.
30% savings on additional glasses and sunglasses, including lens enhancements, from the same VSP provider
on the same day as your WellVision Exam. Or get 20% from any VSP provider within 12 months of your last
WellVision Exam.
EXTRA SAVINGS

Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam
Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted
facilities
After surgery, use your frame allowance (if eligible) for sunglasses from any VSP doctor

YOUR COVERAGE WITH OUT-OF-NETWORK PROVIDERS
Get the most out of your benefits and greater savings with a VSP network doctor. Call Member Services for out-of-network plan details.
Coverage with a retail chain may be different or not apply. Log in to vsp.com to check your benefits for eligibility and to confirm in-network locations based on your plan type. VSP
guarantees coverage from VSP network providers only. Coverage information is subject to change. In the event of a conflict between this information and your organization’s contract
with VSP, the terms of the contract will prevail. Based on applicable laws, benefits may vary by location. In the state of Washington, VSP Vision Care, Inc., is the legal name of the
corporation through which VSP does business.

*Only available to VSP members with applicable plan benefits. Frame brands and promotions are subject to change. Savings based on doctor’s retail price and vary by plan and purchase
selection; average savings determined after benefits are applied. Ask your VSP network doctor for more details.
Classification: Restricted
©2022 Vision Service Plan. All rights reserved.
VSP, VSP Vision Care for life, Eyeconic, and WellVision Exam are registered trademarks. Flexon is a registered trademark of Marchon Eyewear, Inc. All other brands or marks52
are the property
of their respective owners.

CONCERN’s EMPLOYEE ASSISTANCE PROGRAM (EAP)
Employee assistance programs provide free conﬁden al services to eligible employees and their family
members that can help balance work and life challenges. Consultants are available to assist you 24/7,
365 days a year.
Concern’s Member phone number is 800344-4222 or visit our Member website at
employees.concernhealth.com; register
with Company Code MBASIA.

As an employee, you are eligible for
EAP beneﬁts. Your EAP can help you
in more ways than you realize!
Also eligible:
 Your spouse or domes c partner

 Your dependent child or children

At no cost to you, your EAP can help you with:
 Legal or ﬁnancial problems

 Caregiving responsibili es

 Grief

 Emo onal problems

 Stress

 Marital or family conﬂict

 Drug or alcohol problems

 Other addic ve behaviors
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FLEXIBLE SPENDING ACCOUNTS (FSA)
A ﬂexible spending account is a tax‐advantaged account that allows you to use pre‐tax dollars to pay
for qualiﬁed medical (Health FSA) or dependent care (DCAP) expenses. During Open Enrollment, you
choose how much money you want to contribute to an FSA for the calendar year. You will be able to
access these funds throughout the year for qualiﬁed expenses. Both the City’s Health FSA and DCAP
plans are administered by Discovery Beneﬁts. When you par cipate in an FSA plan via salary reduc‐
on, you reduce your federal, FICA, social security, Medicare (and in some cases, state) taxes and
increases take‐home pay. The money that is deposited into your FSA comes straight out of your
gross pay, therefore reducing your taxes.

Health FSA
This plan allows you set aside pre‐tax dollars to help pay for certain out‐of‐pocket health care
expenses such as medical, pharmacy, dental and vision co‐payments, other dental and vision care
expenses, acupuncture and chiroprac c care, and more. For a complete list of eligible health care
expenses, see IRS’ Publica on 502. Contribu ons are made annually and the City’s annual maximum
amount is $2,160. This plan oﬀers a beneﬁt debit card for your convenience.

Health FSA Rules
 You must re‐enroll in FSA plans every Open Enrollment period, if you want to con nue this






beneﬁt for the upcoming plan year.
The IRS requires that all FSA purchases be veriﬁed as eligible expenses. Some mes, purchases
are automa cally veriﬁed when you use your card. Other mes, Discovery Beneﬁts will request
itemized receipts. Always save your itemized receipts!
You can receive reimbursements up to the full amount of your annual elec on regardless of the
amount you have already contributed.
The City’s Health FSA contribu on is currently limited to $2,160 per person. This means that you
may set aside up to $2,160 for the 2023 calendar year on a pre‐tax basis.
You cannot change FSA contribu ons during the January to December plan year unless you have
a mid‐year qualifying life event.

Dependent Care FSA
This plan allows you to set aside pre‐tax dollars that can be used to help pay for day care services for
eligible dependents such as cer ﬁed day care, pre‐school, day camp, before/a er school programs,
late pick‐up fees, placement fees for a dependent care provider such as an au‐pair and qualifying
custodial care for dependent adults. For a full list of eligible expenses see IRS’ Publica on 502.
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Dependent Care Assistance Program Rules (DCAP)
 Enrollment is required each year. You must re‐enroll in DCAP each year during the Open Enrollment

period, if you want to con nue this beneﬁt.
 In order to qualify for Dependent Care FSA, the IRS has established the following regula ons:
 An eligible dependent is any child under the age of 13 or a dependent who is physically or
mentally incapable of caring for his or her own needs, such as an invalid parent and has the
same principal place of abode as you for more than half of the year.
 If you claim the dependent care credit on your tax return or collect compensa on through
your Dependent Care FSA, you must report the name, address, and taxpayer iden ﬁca on
number of each dependent care provider.
 DCAP expenses are not eligible if the spouse is a stay‐at‐home parent.
 The IRS requires that all DCAP reimbursements be veriﬁed as eligible expenses. This includes
amounts that reoccur each month.
 The IRS limits contribu ons to $5,000 per year per family. This means you may only set aside
up to $5,000 in a calendar year in a DCAP FSA on a pre‐tax basis.
 Unlike the health FSA, you may only receive reimbursement from your DCAP account equal
to the amount you have actually deposited.
 You cannot change DCAP FSA contribu ons during the January to December plan year unless
you have a qualifying event. In addi on to the standard qualifying event reasons, IRS
regula ons allow employees to make certain mid‐year change to their Dependent Care FSA
elec on (or make a brand‐new elec on), if there is a change to the dependent care “cost or
coverage” or if the need for childcare changes. Please contact Human Resources within 30
days to determine available changes.

Enrolling in Health or Dependent Care FSA
When you elect to par cipate in a Health Care FSA, you elect an annual amount for the plan year. This
amount will be deducted from your paycheck evenly over the total number of pay periods on a pre‐tax
basis to cover your expected out‐of‐pocket health care expenses for the plan year.
You must re‐enroll in Flexible Spending Account(s) each year during the Open Enrollment period, if
you want to con nue this beneﬁt for the upcoming plan year. To enroll in the Health or Dependent
Care Flexible Spending Account(s) beneﬁt, you will need to complete the Discovery Beneﬁts FSA
enrollment form located on the City’s Beneﬁt website. When completed, return it to Human Resources
by dropping it oﬀ personally or by mail or email. The eﬀec ve date for FSAs is January 1, 2023.
Remember, if you do not complete and submit your enrollment form by October 14, 2022, during this
year’s Open Enrollment period, you will not have an account for 2023.
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Determining What Amount to Set Aside
Think about the money you spent on eligible expenses last year, which now includes over the counter
medica ons and other care products reﬂected on the that are used throughout the year. Also, if you
have any upcoming procedures you expect to spend FSA funds on, please be sure it is an eligible ex‐
pense, and ﬁnd out the es mated amount you will have to pay to ensure you are not elec ng more
than necessary. Please be sure to review the list of Eligible Expenses when es ma ng your expenses
from last year. Make sure to plan ahead and set those funds aside in an FSA.

Maximum Annual Medical and Dependent Care Amounts
Reimbursement Accounts
Medical Care
Maximum $2,160.00 Annual ($90.00 bi-monthly)
Dependent Care Maximum $5,000 Annual ($208.34 bi-monthly)

Visit the Discovery Beneﬁts website at www.discoverybeneﬁts.com for more detailed informa on
about the FSA plans.
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Get Started with Flexible Benefits

www.DiscoveryBenefits.com
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Give yourself a pay raise.
Use flexible benefits to bring home more of your paycheck.
Who couldn’t use a little more money? That’s what you’ll receive when you take
advantage of a flexible spending account (FSA).
An FSA allows you to set aside a portion of your salary, before taxes, to pay for
qualified medical or dependent care expenses. Because that portion of your income
is not taxed, you end up with more money in your pocket.
Follow these three steps and start making plans for that extra money you’ll bring home.
Three simple steps to a successful FSA:

1.
2.
3.

Plan—how much money you want to set aside
Spend—on dependent care and out-of-pocket medical expenses
Collect—the money you’ve set aside

Get started today. Enroll at www.DiscoveryBenefits.com.
It’s a great perk from your employer and it’ll save you money.
58

Two ways to save money.
Use a flexible spending account to set aside money for medical or dependent care expenses.
1. Health FSA—set aside money to pay expenses not covered by your medical insurance. There are two types of accounts:
• If you have traditional medical insurance, you’ll use
a regular Health FSA for things like coinsurance,
prescriptions and medical equipment.

• If you have a high deductible health plan (HDHP) along
with a health savings account (HSA), you’ll use a Limited
Health FSA to pay some out-of-pocket expenses until
your annual deductible is met. (See your summary plan
description for details.)

2. Dependent Care Account (DCA)—set aside money for dependent care for children up to age 13, a disabled
dependent of any age or a disabled spouse. To be eligible for this type of account, both you and your spouse
(if applicable) must work, be looking for work or be full-time students.
Tax considerations for your family.
Determine whether you benefit more from a DCA or by taking the dependent care tax credit.
• If you have two or more dependents and spend more
• The DCA contribution maximum is $5,000/yr.
than the $6,000 in day care expenses, you’ll benefit
• The tax credit limit for one child is $3,000/yr, the limit
more by putting $5,000 into the DCA and applying the
for two or more children is $6,000/year.
remaining $1,000 to the tax credit.
• If you have one dependent and spend more than the
$3,000 in day care expenses, you’ll benefit from the DCA.
Generally, if your family’s adjusted gross income is less than $39,000 a year, it’s best for you to take the tax credit rather
than participating in the DCA.

Meet the Metzgers
Mom and dad both work outside the home. One child attends school; the other goes to a home day care. Together they make
$7,500 per month and claim four exemptions on their income taxes. Look at their take-home pay:
With an FSA

Without an FSA

$7,500

$7,500

Health FSA contribution

$208

$0

DCA contribution

$416

$0

Taxable income

$6,876

$7,500

Taxes

$2,407

$2,625

Net pay

$4,469

$4,875

Post tax medical expenses

$0

$208

Post tax dependent care expenses

$0

$416

$4,469

$4,251

Gross monthly salary

Monthly Income
The Metzgers saved $218/month or $2,616/year!
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1

ONE
Step One: Plan
Use these worksheets to estimate
your spending.
Each year during your company’s open
enrollment period, you’ll have the
opportunity to enroll or change your
FSA contributions. Being prepared will
help you realize the greatest savings.
Things to consider as you plan:
• Be conservative in your estimate.
The IRS has a “use or lose” rule which
states that you lose any leftover
balance in your account at the end
of the plan year.
• Your employer may offer a grace
period to use your remaining balance.
Refer to your plan’s summary plan
description (SPD).
• Most employers set a maximum
contribution amount for your Health
FSA. Ask your employer to make sure
you’re within the limits of your program.

2
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Health FSA Worksheet
Keep these things in mind:
• Use the money in this account to pay for the
diagnosis, cure, prevention or treatment of a disease.
• Expenses cannot be reimbursed by insurance or any
other source.
• Be conservative. If you don’t use the money in your
account within the plan year, you lose it.
• You cannot change, midyear, the amount you set
aside unless there is an IRS-approved status
change event.
• For a Limited Health FSA, record only expenses for
vision, dental and preventive care. (You can use your
HSA for other eligible medical expenses, if offered
by employer and stated in your SPD.)
Insurance deductibles

$ ______________________

Co-pays/coinsurance

$ ______________________

Exams

$ ______________________

Prescription drugs

$ ______________________

Diabetic supplies

$ ______________________

Chiropractic

$ ______________________

*Over-the-counter medicines

$ ______________________

Hearing exams

$ ______________________

Hearing aid

$ ______________________

Hearing aid battery

$ ______________________

Dental fillings, bridges, crowns

$ ______________________

Dentures

$ ______________________

Orthodontia

$ ______________________

Vision exams

$ ______________________

Glasses (lenses and frames)

$ ______________________

Contact lenses

$ ______________________

Contact lens solution

$ ______________________

Corrective eye surgery

$ ______________________

Total: Amount to set aside

$

Divide by # of paychecks/year

$

Dependent Care
Account Worksheet
Keep these things in mind:
• $5,000 annual maximum per household .
• Record expenses for dependent children under age
13 who you claim on your taxes, or a disabled spouse
or dependent of any age.
• To qualify, you and your spouse must be employed,
or your spouse must be a full-time student or
looking for work.
• Be conservative. If you don’t use the money in your
account within the plan year, you lose it.
• Once the plan year has started, you cannot change
your election unless there is an IRS-approved status
change event.
January

$ ______________________

February

$ ______________________

March

$ ______________________

April

$ ______________________

May

$ ______________________

June

$ ______________________

July

$ ______________________

August

$ ______________________

September

$ ______________________

October

$ ______________________

November

$ ______________________

December

$ ______________________

Total: Amount to set aside

$

Divide by # of paychecks/year

$

*A few of you use your FSA to purchase over-the-counter (OTC) medications…
As a result of Health Care Reform, the IRS will require a prescription for OTC medication to be eligible for reimbursement. This change is for
medicine purchased on January 1, 2011 or later. Go to www.DiscoveryBenefi ts.com for other reform updates.
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Step One: Plan
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TWO
Step Two: Spend
Use the money you’ve set aside throughout the plan year.
Medical expenses—a list of items typically eligible*
Acupuncture
Alcoholism treatment
Ambulance
Artificial limbs
Artificial teeth
Birth control
Braces
Braille books and magazines
Special car hand controls/special car
equipment for a disability
Chiropractor’s fees
Christian Science practitioners’ fees
Contact lenses
Contact lens solution
Crutches
Dental fees (not cosmetic)
Diagnostic fees
Drug addiction
Eyeglasses
Eye exams
Guide dog
Health club membership dues*
Health institute
Hearing aids
Hearing aid batteries
Hospital services
Immunizations

Insulin
Laboratory fees
Lead-based paint removal
Learning disability treatment
Medical services
Nursing services
Operations
Osteopathic physician appointments
Over-the-counter medications**
Oxygen
Prescription drugs
Psychiatric care
Psychoanalyses
Psychologist visits
Sterilization
Telephone for hearing impaired
Television for hearing impaired
Therapy**
Transplants (organ)
Transportation
Vitamins**
Weight loss programs* (not food)
Wheelchair
X-ray
**These expenses may require
documentation of medical necessity.

Medical expenses—a list of items
typically ineligible*
Babysitting and childcare
Bleaching teeth (cosmetic)
Cosmetic surgery
Dancing lessons
Diaper service
Electrolysis
Face lifts
Feminine hygiene products
Food
Funeral expenses
Hair transplants
Household help
Illegal operations or treatments
Insurance premiums
Laetrile
Liposuction
Marijuana used medically
Maternity clothes
Prescription drugs considered cosmetic
Rogaine
Swimming lessons
Any expense not considered
“medically necessary” by IRS
Expenses for general health,
even if doctor-prescribed

Keep this in mind:
• The date of your medical service—not the billing date—
determines the plan year from which the expense can be
reimbursed. Ask your company’s benefits administrator
the start and end dates of your plan year.

• Your full annual election amount for the Health FSA is
available at any time during the plan year, regardless of
how much you’ve actually contributed to date.

*A few of you use your FSA to purchase over-the-counter (OTC) medications…
As a result of Health Care Reform, the IRS will require a prescription for OTC medication to be eligible for reimbursement. This change is for
medicine purchased on January 1, 2011 or later. Go to www.DiscoveryBenefi ts.com for other reform updates.
4
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Dependent care expenses—
what’s eligible:

Choose the way you pay for eligible expenses.

• Care for children under age 13
who are claimed as dependents
for tax purposes

Pay upfront and get reimbursed.

• Disabled spouse or dependent
of any age
Dependent care expenses—
what’s not eligible:
• Costs already claimed as a dependent
care tax credit on your tax return
• Nursing home, respite care or other
residential care centers
• Services provided by one of
your dependents
• Expenses while on vacation

Keep this in mind:
• The IRS allows changes to your
dependent care account throughout
the plan year:
• If you change day care providers

• Pay for services and products.
• Submit reimbursement, proof of purchase and dates and type of service
(also called substantiation).
• Have your funds automatically deposited into your checking or savings
account, or receive a check.
OR
Pay eligible expenses with your Discovery Benefits Debit Card.
• Use your Discovery Beneﬁts Debit Card to pay for eligible services
and products.
• Payments are automatically withdrawn from your FSA, so you don’t
incur out-of-pocket costs.
• Discovery Beneﬁts Debit Card purchases need to be veriﬁed to satisfy the
IRS. Some merchants can provide all the IRS-required information right at
the point of sale. Other purchases will need to be verified with receipts and
dates and type of service.
• Learn more about substantiation on the following pages.
• Receive two cards when you enroll.
• Request additional cards for your spouse and dependents 18 years of age
or older for free.
• No fee for replacing lost or stolen cards.

• When your child turns age 13
• If the cost of qualiﬁed day care
expenses increases or decreases
• If you submit receipts totaling
more than you’ve contributed to
your account, you’ll be reimbursed
only the balance in your account. If
you choose, the remainder will be
issued automatically as the funds
become available.
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Step Two: Spend
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THREE
Step Three:
Verify and Collect
Substantiation is key to success
with your FSA.

6
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For medical expenses, the IRS requires you to substantiate:
• Date service was received
or purchase made
• Description of service or
item purchased
• Dollar amount
• Provider or store name
• In some cases, a Medical
Necessity Form or physician
letter may be required

NOTE: In some cases, the plan’s design requires that your health insurer’s
explanation of benefits (EOB) is provided as substantiation for your expense.
If you receive a receipt from your provider for a copay amount, make sure the
receipt says “copay.” If not, ask your provider to write “copay” on your receipt
before leaving the office.
Vague or missing information causes your reimbursements to be held
up or become ineligible. Hang on to your receipts and documentation.
A few of you use your FSA to purchase over-the-counter (OTC) medications…
As a result of Health Care Reform, the IRS will require a prescription for OTC
medication to be eligible for reimbursement. This change is for medicine
purchased on January 1, 2011 or later. Go to www.DiscoveryBenefits.com for
other reform updates.

For dependent care expenses, the IRS requires you to substantiate:
• Dates of service
• Dollar amount incurred
• Day care provider name
• Day care provider signature

NOTE: Day care expenses must be incurred (not just paid) in order to receive
reimbursement. Registration fees cannot be reimbursed until the services
are actually incurred. You will be required to report your dependent care
provider’s Tax ID (TIN) or SSN on IRS Form 2441 when you ﬁle your federal
income tax return.
Vague or missing information causes your reimbursements to be held
up or become ineligible. Hang on to your receipts and documentation.

Verifying your Discovery Benefits Debit Card

Helpful hint on using your card:

For both medical and dependent care purchases made on your Discovery
Beneﬁts Debit Card, the IRS requires the expense be veriﬁed.

Don’t use the card for amounts that
still need to be processed by insurance,
such as deductibles and coinsurance.
When you receive your final statement
from the provider showing insurance
has been paid, write your Discovery
Benefits Debit Card number on the
statement and mail it to your provider.

Some of those purchases can be verified electronically right at the point
of purchase, so there’s no need for additional substantiation.
• Look for pharmacies and drug stores that have the Inventory Information
Approval System (IIAS) or meet the IRS 90% rule.
• Find current lists of IIAS merchants and “90%” drug stores online at
www.DiscoveryBenefits.com.
• In some cases, a Medical Necessity Form may be required if the expense
is considered both a medical expense and a general use item.
• Hang on to receipts in case you are later asked for verification of the purchase.
• You can upload and save receipts in your online account.
Other card purchases will require additional substantiation because the
providers don’t typically have the IIAS in place. They include:
• Doctor’s ofﬁces

• Dental providers

• Hospitals

• Vision/optical facilities

• Clinics

• Pharmacies and drug stores
without an IIAS

Enrolled in a Limited Health FSA?
You can use your Discovery Beneﬁts
Debit Card for dental and vision and/
or preventive expenses only. If your
plan allows, once you meet your annual
deductible, you may use your Limited
Health FSA (although not your card) for
all eligible IRS expenses. Check your plan
description for details about the Limited
Health FSA.
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Step Three: Verify and Collect
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THREE
Choose the way you submit
your documentation.
• Enter claim information online.
• Upload your receipt.
• Reimbursement will be processed once your substantiation
is received.
• Download and print Reimbursement Request form.
• Complete and fax the form along with your substantiation to:
866-451-3245.
• Download and print Reimbursement Request form.
• Download and print Reimbursement Request form.
• Complete and mail form along with your substantiation to:
Discovery Benefits
PO Box 2926
Fargo, ND 58108-2926
Choose your reimbursement method
• Direct deposit

• Check

You’ll automatically receive a check unless you enroll in direct deposit.

Mobile apps give participants access anywhere, anytime.

Your privacy
HIPAA (the Health Insurance Portability and Accountability Act) has changed the way we share information. We do not share
balances, claims or payments with spouses or anyone else without an assigned authorization form from you. If you decide you want
us to share information with someone, simply complete an Authorized Representative Form and send it to us. The authorization is
in effect for one year, unless we receive a written request from you to terminate the authorization.
8
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Step Three: Verify and Collect
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We’re here for you.
www.DiscoveryBenefits.com

866-451-3399

• Check account balance and claim status

• Speak to a service representative,
M-F 7:00 a.m. to 7:00 p.m. CST

• View account history

• Get answers to your FSA questions

• Access administrative forms

• Interactive Voice Response (IVR)
system for 24/7 access to account
balance and claims information

• File a claim

• Contact us via email
• Manage your proﬁle

• Be prepared to verify your identity
when calling

www.DiscoveryBeneﬁts.com • Phone: 866-451-3399 • Fax: 866-451-3245
Discovery Beneﬁts • PO Box 2926 • Fargo, ND 58108-2926
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457(b) DEFERRED COMPENSATION
Deferred Compensa on accounts permit eligible employees, on a voluntary basis, to authorize a
por on of salary to be withheld and invested for payment at a later date upon termina on or
re rement. You have two enrollment op ons, the Tradi onal 457 Plan and the Roth 457 Plan .
Under the Tradi onal 457 Plan neither the deferred amount nor earnings on the investments are
subject to current federal or state income taxes. Taxes become payable when deferred income plus
earnings are distributed, presumably during re rement when you are in a lower income tax bracket.
The Roth 457 Plan op on provides an alterna ve to pre‐tax inves ng. Roth contribu ons are
considered “a er‐tax,” which means taxes are withheld when you contribute. However, qualiﬁed
distribu ons on your contribu ons plus any earnings are completely tax‐free.

Contribu on Limits
 The normal contribu on limit in 2023 for the 457 Plan is $20,500.
 Employees aged 50 or older may contribute up to an addi onal $6,500 for a total of

$27,000.

For More Informa on
The City’s Deferred Compensa on 457 Plans are oﬀered through Mission Square (formerly ICMA)
and Na onwide.
Na onwide— Plan #0040976001—Phone # 1‐800‐769‐4457
Mission Square— Plan #3018841— Phone # 1‐800‐326‐7272
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WELLNESS RESOURCES
On this page we are highligh ng several resources that
are available to you, at no cost, to help you stay
mentally and physically healthy!

COVID‐19 Vaccines
Informa on on when and where to get the vaccine is s ll ﬂuid at this point. To get the latest local
informa on on when you are eligible to get the vaccine and where you can get it, go to
myturn.ca.gov.

Flu Shots
According to the CDC, ge ng a ﬂu vaccine is more important than ever to protect yourself and
the people around you from ﬂu, and to help reduce the strain on healthcare systems responding
to the COVID‐19 pandemic. Learn more by visi ng the CDC website here CDC Vaccina ons.

Kaiser Members:
If you are enrolled with Kaiser, ask your doctor or nurse during your visit, email your primary
doctor or go to kp.org/ﬂu to make an appointment or learn more. Flu shots are available at no
cost to Kaiser Members as long as you coordinate through your Kaiser doctor or u lize one of
Kaiser’s convenient clinics.

Anthem Members
The ﬂu shot is covered under your preven ve care beneﬁts at 100% when you go to a health
professional in your plan. Contact your primary care doctor to get your ﬂu shot. You can also get
it at urgent care facili es, retail health clinics, many pharmacies or walk‐in doctors’ oﬃces in your
plan. Visit anthem.com/ca to ﬁnd network providers near you.

Rou ne Preven ve Care Exams
Finally, remember to schedule your preven ve exams and screenings. There is no charge for
qualiﬁed preven ve care under all of our plans as long as you stay within your plan’s network.
Talk to your doctor about free preven ve screenings.
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COMMON BENEFIT DEFINITIONS
MEDICAL
OUT‐OF‐POCKET COST ‐ A healthcare expense you are responsible for paying with your own money,
whether from your bank account, credit card, or from a health account such as an HSA, FSA or HRA.
DEDUCTIBLE ‐ The amount of healthcare expenses you have to pay for with your own money before
your health plan will pay. The deduc ble does not apply to preven ve care and certain other services.
COINSURANCE ‐ A er you meet the deduc ble amount, you and your health plan share the cost of
covered expenses. Coinsurance is always a percentage totaling 100%. For example, if the plan pays
70% coinsurance, you are responsible for paying your coinsurance share, 30% of the cost.
COPAY ‐ A set fee you pay whenever you use a par cular healthcare service, for example, when you
see your doctor or ﬁll a prescrip on. A er you pay the copay amount, your health plan pays the rest
of the bill for that service.
IN‐NETWORK / OUT‐OF‐NETWORK ‐ Network providers (doctors, hospitals, labs, etc.) are contracted
with your health plan and have agreed to charge lower fees to plan members, as nego ated in their
contract with the health plan. Services from out‐of‐network providers can cost you more because the
providers are under no obliga on to limit their maximum fees. With some plans, such as HMOs and
EPOs, services from out‐of‐network providers are not covered at all.
OUT‐OF‐POCKET MAXIMUM ‐ The most you would pay from your own money for covered healthcare
expenses in one year. Once you reach your plan's out‐of‐pocket maximum dollar amount (by paying
your deduc ble, coinsurance and copays), the plan pays for all eligible expenses for the rest of the
plan year.

PRESCRIPTION DRUG
BRAND NAME ‐ A drug sold under its trademarked name. For example, Lipitor is the brand name of a
common cholesterol medicine. You generally pay a higher copay for brand name drugs.
GENERIC DRUG ‐ A drug that has the same ac ve ingredients as a brand name drug but is sold under a
diﬀerent name. For example, Atorvasta n is the generic name for medicines with the same formula
as Lipitor. You generally pay a lower copay for generic drugs.
PREFERRED DRUG ‐ Each health plan has a list of prescrip on medicines that are preferred based on
an evalua on of eﬀec veness and cost. Another name for this list is a "formulary." The plan may
charge more for nonpreferred drugs or for brand name drugs that have generic versions. Drugs that
are not on the preferred drug list may not be covered.

DENTAL
BASIC SERVICES ‐ Dental services such as ﬁllings, rou ne extrac ons and some oral surgery
procedures.
DIAGNOSTIC AND PREVENTIVE SERVICES ‐ Generally include rou ne cleanings, oral exams, x‐rays, and
ﬂuoride treatments. Most plans limit preven ve exams and cleanings to two mes a year.
MAJOR SERVICES ‐ Complex or restora ve dental work such as crowns, bridges, dentures, inlays and
onlays.
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