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Open Enrollment Deadline: 
  
Forms due September 30th for a November 1st effective date.  
PLEASE REVIEW AS THERE HAVE BEEN CHANGES TO YOUR CURRENT RATES AND BENEFITS 

This guide is only a brief description of your coverage under the Arlington Public Schools benefit program. 
It is not intended as a complete description of the benefits. Although we have made every effort to ensure 
this guide is accurate, provisions of the official plan documents and contracts will govern in the case of 
any discrepancy. This program is subject to review and (subject to the provisions of any applicable 
collective bargaining agreement) may be modified or terminated in whole or in part at any time for any 
reason. This guide does not create a contract of employment between the district and any employee or 
constitute an offer of eligibility for the benefits described here.  

Arlington 
Public Schools 



 
 

Welcome to the 2016-2017 Benefits Open Enrollment! 
Did you know Arlington School District has a Benefits Committee?  This group of volunteers 
works hard throughout the school year, meeting regularly as a group, with our broker, to make 
informed decisions regarding the direction of our plans.  The Committee is comprised of 
individuals representing all the different groups that make up our District population.  Decisions 
are made based on a specific set of criteria, always with the best interest of the groups in mind. 
This past year, and into this coming year, wellness will be an area of focus.  Prevention, 
maintenance, informed and responsible utilization are key factors in doing our part to keep 
insurance costs down. 

Please review the enclosed information closely.  This year, as has been the trend for the past 
several years, rates are increasing.  Many of the plans have design changes that may impact 
areas of the insurance that are of significance to you and your family.    

Now is a good time to review what your insurance needs are for your specific situation.  Each 
person, and family may have very different needs than another.  In reviewing the plans, think 
about how and how often you use the insurance and what your out of pocket costs were and 
may be in the upcoming year.  Are you perhaps over-insured?  Have you considered a Qualified 
High Deductible Health Plan with a Health Savings Account?  Could you enroll for a lower 
coverage health plan, and use the money in saved premiums for the higher deductible, if you 
need it?  Would you rather pay now, for peace of mind, or pay later, only if necessary?  

Again, I encourage you to take a close look at the plans, consider the questions above and if 
you'd like to discuss your options, feel free to stop by and see me at a school visit listed below.   

SCHOOL DATE TIME 

AHS Tuesday, 9/13/2016 7:00am – 3:30pm 

Pioneer Wednesday, 9/14/2016 8:15am – 3:30pm 

Haller Thursday, 9/15/2016 7:15am – 3:30pm 

Presidents Monday, 9/19/2016 8:15am – 4:30pm 

Post Wednesday, 9/21/2016 7:00am – 3:30pm 

Transportation 

Thursday, 9/22/2016 

9:00am – 11:00am 

Weston 12:00pm – 2:30pm 

Eagle Creek & SVLC Monday, 9/26/2016 8:15am – 4:30pm 

Kent Prairie Tuesday, 9/27/2016 8:15pm – 4:30pm 

District Office – LAST CALL Thursday, 9/29/2016 7:00am – 3:30pm 

My general office hours are M - F, 9:00am - 3:30pm. 

Outside of normal hours, appointments can be made, in the office or at your location.  

Kim Perry  
Human Resources Specialist  

360-618-6226  
kperry@asd.wednet.edu  
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ARLINGTON PUBLIC SCHOOLS - CLASSIFIED STAFF 

Annual Benefit Information Form 2016 - 2017 

Benefit Allocation before pooling:   $780.00 (per 1.0 FTE) 

MANDATORY BENEFITS 
DENTAL (select one): Willamette Dental (family)  $82.25 
 --OR--  

 DDW Dental Plan A (family) $117.15 

VISION COVERAGE: Northwest Benefit Network (family) $28.73 

LONG TERM DISABILITY: Lifemap  $13.49 

Subtract mandatory benefit selections from the benefit allocation.  

The amount remaining is available to apply toward a medical plan.  

MEDICAL PLAN OPTIONS 
 Employee 

Only 
Employee & 

Spouse 
Employee & 

Children 
Employee & 

Family 

Group Health (HMO) $ 811.99 $ 1,490.77 $ 1,087.82 $ 1,786.95 

GH Access PPO $100 $ 926.24 $ 1,700.54 $ 1,240.90 $ 2,038.41 

GH Access PPO $750  $ 758.96 $ 1,393.41 $ 1,016.78 $ 1,670.25 

GH Access PPO $1,500 $ 607.97 $ 1,116.20 $ 814.50 $ 1,337.96 

Group Health QHDHP $ 533.81 $ 980.05 $ 715.15 $ 1,174.77 

**Contributions to HSA accounts will be borne solely by individuals electing the QHDHP.  Compliance 
with applicable tax regulations will be the sole responsibility of individuals utilizing HSA’s.  

OTHER BENEFITS* 

Retirement Benefits 

Sick Leave 

Voluntary Benefits 

Personal Days 

Employee Assistance 

Life and AD&D 

*Please see contract, plan summaries, and employee handbook for full details. 

2



 
 

Open Enrollment Overview 
 

This guide serves as a resource to help you understand, enroll, and use your benefits during the 
upcoming year.  

PLEASE TAKE TIME TO CAREFULLY REVIEW THIS BOOKLET AS THERE HAVE BEEN  
CHANGES TO RATES AND BENEFITS THIS YEAR 

 
ENROLLMENT INSTRUCTIONS  
 

Full-time employees and their eligible dependents may be covered by the Arlington School District Plan.  
Dependents include a spouse or domestic partner and children to age 26.  
 

Generally, the choices you make during this annual enrollment period remain in effect for the plan year.   
 
Please follow these steps to complete open enrollment: 
1. Read about your benefit choices and plan changes, and review rates to determine your desired 

coverage.  
2. If you would like to make changes, or enroll for the first time, please do the following: 

• Complete the Benefit Selection/Change Form (for Payroll set-up) and return to Kim Perry 
in HR.  

• To elect or change medical coverage, submit a Group Health Enrollment Form.  If you 
are waiving coverage, complete a waiver form from HR.  

• To elect or change Willamette or Delta Dental of Washington dental plans call the WEA 
Select Benefits Center at 1-855-668-5039 or go online, http://resources.hewitt.com/WEA 
to make your benefit election. Then submit appropriate form to Human Resources 
Department for record keeping purposes.  

• To change salary insurance/short term disability or voluntary life insurance, contact Kim 
Perry in Human Resources at 360-618-6226 or kperry@asd.wednet.edu. Human 
Resources will send you the additional forms required to complete your requested 
change. 

• To update or change vision coverage, complete the NBN enrollment form and submit to 
HR for processing.  

Complete online or telephonic elections through the WEA Select Benefits Center and submit 
enrollment forms to the Benefits Office, by September 30th for an effective date of November 1, 
2016.   
                                                                                                                                                                          
If you do not wish to make any changes to your elections, there is nothing you need to complete 
unless you are enrolling in the Flexible Spending Account (FSA). Remember, FSA elections MUST 
be made every year in order to participate in the Flexible Spending Account program. 

 
Important Note: Generally you may only change your benefit elections during the annual benefits open 
enrollment period; the elections you make are in effect for the next 12 months. However, you may be able 
to change some of your benefit elections upon the occurrence of certain qualifying events. Should you 
need to make a change, it must be done within 30 days of the qualifying event (60 days for newborns, 
adoption, or legal guardianship); otherwise, you must wait until next year’s open enrollment period.   

Qualifying events include: 
• Your Marriage 
• Your divorce or legal separation 
• Birth or adoption of an eligible child 
• Death of your spouse or covered child 
• Change in your spouse’s work status that affects 

his or her benefit eligibility 
• Change in your child’s eligibility for benefits 

• Receiving a Qualified Medical Child Support 
Order (QMCSO) 

• Change in your work status that affects your 
benefit eligibility 

• Change in residence or work site that affects your 
eligibility for coverage 
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Open Enrollment Overview Continued 
 

ESSB 5940, THE PUBLIC SCHOOL EMPLOYEES’ INSURANCE BENEFITS BILL 

The Public School Employees’ Insurance Benefits Bill, ESSB 5940, has required several changes to K-12 
public school employee health benefits. The Bill went into effect July 11, 2012, and thereby continues to 
impact our current and renewal benefits. Here are some of the changes our district has experienced due to 
ESSB 5940: 

School district and health plan providers: 

• Must offer a Qualified High Deductible Health Plan (QHDHP) with Health Savings Account (HSA) 
and a plan with full-time premium that offers a more affordable medical coverage option. 

• Must make progress toward more affordable full family insurance coverage; ratio of 3:1 with a 
dependent out-of-pocket cost ratio that is not more than three times the cost as compared to 
employee-only purchasers. 

• Must submit expanded health benefit plan financial and enrollment data to the Office of the 
Insurance Commissioner (OIC). 

Employees: 

• Each K-12 public school employee pays a minimum premium charge. 
• Employee premiums are structured to ensure that employees who select richer benefit plans pay the 

higher premium. 

MEDICAL COVERAGE THROUGH THE WASHINGTON MARKETPLACE  

The Health Insurance Marketplace is designed to serve uninsured individuals with no access to employer 
sponsored health coverage. The cost of coverage in the Marketplace is based on demographic information 
such as your age, where you live, your smoker status, income and the level of coverage you elect. Open 
enrollment for the Marketplace is from November 1, 2016 – January 31, 2017 and you cannot enroll outside 
of this time period unless you qualify for a special enrollment period. More information regarding the 
Marketplace can be found on www.wahbexchange.org.  

If you waive APS’s offer of coverage and seek coverage in the Marketplace, you and your tax dependents 
will not qualify for a government subsidy if APS’s offer of coverage is affordable to you (employee only 
monthly cost of coverage is not more than 9.5% of your monthly household income). APS’s offer of coverage 
meets minimum value standards as set by the Affordable Care Act.   

Individuals without minimum essential coverage will face a tax penalty in 2016 that is the greater of $695 per 
adult ($347.50 per child) or 2.5% of your household income. Applicable taxes are to be paid in connection 
with a Form 1040 filing (certain exemptions may apply, see your tax advisor for questions).

 

IRS REPORTING: IRS FORMS 1095-C AND 1095-B 

If you were a full-time employee for any months of the 2015 calendar year, you have received an IRS tax 
Form 1095-C from Arlington Public Schools. Additionally, if you were enrolled in medical coverage through 
APS, Group Health sent you an IRS Form 1095-B. These forms were not required for your 2015 tax filing but 
the 2016 versions of these forms are expected to be required by the IRS for your 2016 tax filing.  If you have 
questions regarding the tax form that you received, contact the APS Benefits Department and/or your tax 
advisor.
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BENEFIT RESOURCE CENTER 

Remember you have an employee resource available through our brokers at Kibble & Prentice, a USI 
Company. The Benefit Resource Center (BRC) is designed to provide you with a responsive, consistent, 
hands-on approach to benefit inquiries. Benefit Specialists are available to research and solve elevated 
claims, unresolved eligibility problems, and any other benefit issues with which you might need 
assistance.  
 
The specialists in the Benefit Resource Center are available Monday through Friday from 7 am to 6 pm 
and can be reached at 1-866-4ourBRC (1-866-468-7272) or via email at 4ourBRC@kpcom.com. 
 
Please note that these specialists will not be able to assist you with issues regarding the dental plans 
through Delta Dental or Willamette. They will be able to help you with Group Health Cooperative and NBN 
Vision plans. 
 
BENEFIT INFORMATION ONLINE! 

This guide, along with additional information, is available through the Arlington Public School’s 
personalized Benefits Website, available 24/7 online, at www.hrconnection.com. The login ID is 
“apsbenefits” and the password is “Benefits123”. Both the user name and password are sensitive to 
capitalization so please be sure entries are accurate before selecting “log in.”    
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Changes and Highlights to your 2016-2017 Benefits  
 

 

MEDICAL PLANS  
The District will continue to offer four Group Health PPO plans as well as a Group Health HMO plan that 
utilizes the Alliance expanded network. The Group Health PPO plans will now utilize the Access PPO 
network.  

What were the renewal increases for the 2016-2017 plan year?  
• Group Health medical rates initially experienced an overall 11.4% increase. After benefit 

decrements and network changes, increases were reduced to between 5.9% - 8.3% depending 
on the plan  

 
Major benefit changes by plan for the 2016-2017 plan year:  

• Changes applicable to all Group Health Access PPO plans:  
o If seeing an Enhanced Provider for outpatient visits (Group Health Physicians and select 

providers in the service area), copay will reduce by $10 compared to the copay for in-
network, non-Enhanced Providers. Only applies to the first four (4) outpatient visits on the 
Access PPO $750 plan.  

o Receive a routine vision exam at no cost to you (currently you pay a copay or there is no 
coverage). 

o The 4th quarter carryover no longer applies (no change for QHDHP, 4th quarter carryover 
not permissible per IRS regulations).   

o Prescription drug copays will be $5 less when obtained at a Group Health Network 
Pharmacy.   

o Out-of-network pharmacies are not covered.  
o Acupuncture visit limit reducing from 12 visits to 8 visits. Additional visits when approved 

by the plan.  
o Massage Therapy visit limit now shared with Outpatient Rehabilitation Services visit limit.  
o Outpatient Rehabilitation visit limit reducing from 60 visits to 45 visits. 

• Access PPO $100 
o Prescription drug copays (after meeting deductible) will increase from $10 / $20 / $40 

(generics / preferred brand / non-preferred brand) to $15 / $25 / $45.  
• Access PPO $750 

o Out-of-network deductible now shared with in-network deductible (currently there is a 
separate deductible to satisfy if receiving out-of-network services).   

o Out-of-network out-of-pocket maximum now shared with in-network out-of-pocket 
maximum (currently the out-of-network, out-of-pocket maximum is unlimited).   

o Prescription drug copays (after meeting deductible) will increase from $10 / $20 / $40 
(generics / preferred brand / non-preferred brand) to $15 / $25 / $45.  

o Manipulative therapy (chiropractic services) visit limit reducing from 24 visits to 20 visits. 
Additional visits when approved by the plan. .   

• Access PPO $1,500  
o Out-of-network deductible now shared with in-network deductible (currently there is a 

separate deductible to satisfy if receiving out-of-network services).   
o Out-of-network out-of-pocket maximum now shared with in-network out-of-pocket 

maximum (currently the out-of-network, out-of-pocket maximum is unlimited).   
o Prescription drug copays (after meeting deductible) will increase from $20 / $40 / $60 

(generics / preferred brand / non-preferred brand) to $20 / $45 / $65.  
o Manipulative therapy (chiropractic services) visit limit reducing from 24 visits to 20 visits. 

Additional visits when approved by the plan. .   
• Access PPO – QHDHP  

o If seeing an Enhanced Provider for outpatient visits (Group Health Physicians and select 
providers in the service area), experience a higher level of coverage, 90% coinsurance 
(compared to 80% for in-network, non-Enhanced providers). 
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o Manipulative Therapy (chiropractic services) visit limit reducing from 12 visits to 8 visits. 
Additional visits when approved by the plan.  

o Prescription Drug Benefit Changes  
 Prescription drug copays (after meeting deductible) will change from $15 / $30 / 

$50 (generics / preferred brand / non-preferred brand) to $10 / $35 / $70.  
 Receive a 90 day supply for 2x the Group Health Pharmacy cost share (currently 

3x the retail cost share).  
• Alliance HMO plan  

o Deductible of $200 (2x family max) will be added to the Group Health HMO plan 
(currently $0 deductible). This deductible will apply to most benefits including Outpatient 
Services such as office visits. Once you have met the deductible, outpatient services will 
be covered by a copay as your plan functions currently. This deductible does not apply to 
prescription drugs.  

 
DENTAL PLANS 
 

• With Delta Dental, composite fillings will now be covered on any tooth.  
• There has been a slight decrease of -1.5% to Delta Dental of Washington premiums.  

 
VISION PLAN 
 

• Vision  rates  through Northwest Benefit Network (NBN) will remain the same.  
• Elective contact lens coverage will be modified so that the $250 allowance will apply to the 

fitting/evaluation and the contacts lenses only. Currently, the $250 allowance is applied to your 
exam, fitting/evaluation, and the contact lenses. The modified benefit allows you to receive the 
exam benefit and retain your $250 allowance.   
 

 

WEA SELECT VOLUNTARY DISABILITY PLAN  

• Eliminate employee classifications 
o Voluntary Disability Plans have been simplified by eliminating separate employee 

classifications.  
o Employees currently enrolled in a Classified Non-Clerical plan may elect a new “all 

employee” option during open enrollment, or if no action is taken, they will default to a 
comparable plan.  

• Waiver of premium provision  
o The current 90-day waiver of premium provision is reduced to 30 days. Please note: the 

plans waive the premium after the enrollee has been receiving a disability benefit for this 
length of time.  

FLEXIBLE SPENDING ACCOUNT (FSA)  

• $500 Carryover Provision: Previously your Health Care FSA was subject to the “Use it or Lose it” 
rule. If you did not have a $0 balance in your Health Care FSA by the end of the 2 ½ month grace 
period after the end of the calendar year, unused funds were forfeited. The Grace Period will be 
replaced by a $500 Carryover Provision. If you do not spend your entire balance by the end of the 
plan year, you can rollover amounts up to $500 into the next plan year. Rollover funds will not 
affect your next year’s maximum election. Note that funds over $500 are subject to “use-it or lose-
it” and amounts will be forfeited. 
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How the Medical Plans Work 
 

 
The following table briefly describes how our medical plans work: 
  

Medical Carrier/Plans Coverage Highlights 
Remember that benefit levels vary by plan; for example, GH Access $100 PPO plan provides a higher level of benefits 
for a higher monthly premium cost while GH Access $1,500 PPO plan has a lower monthly premium cost but lower 
levels of benefits as well. Just because a plan has richer benefits does not mean that it will save you money due to the 
fixed monthly premium cost being much higher. Take a careful look at your utilization of medical benefits to decide which 
is the best plan for you and your family. All plans have protection through the out-of-pocket maximum (in-network 
benefits covered at 100% after reaching this amount). 
 
To review doctors or facilities in either the Access PPO or Alliance HMO Group Health networks, call 888-901-4636 or 
go online at https://www1.ghc.org/html/public/services/provider-directory.   

Group Health Access PPO  

The Access Preferred Provider Organization (PPO) plan provides you with the choice 
to see either preferred providers within the “Access PPO” Group Health network or go 
outside the PPO network and receive a lesser benefit. Preferred providers in 
Washington include Group Health Medical Centers in addition to the many thousands 
of providers who are contracted with Group Health including providers at UW 
Medicine, Swedish Physicians, CHI Franciscan Health, MultiCare, PeaceHealth and 
more. You also have access to in-network care from First Choice Health providers 
located in Washington, Oregon, Alaska and Montana. You will experience an 
Enhanced Benefit by visiting a Group Health Medical Center or Pharmacy. If you 
choose to go outside the Access PPO network and see an out-of-network provider, 
you will experience the highest out-of-pocket costs and you may be subject to balance 
billing. 
 

Group Health Alliance HMO 

The Group Health Alliance plan is an expansion of Group Health’s traditional Health 
Maintenance Organization (HMO) plan. In addition to Group Health Medical Centers, 
access care at Virginia Mason, The Everett Clinic and other network providers in the 
service area. However, there is no coverage for non-emergency services obtained 
outside this restricted network.   

 
ANNUAL DEDUCTIBLE 
 
All of the plans have an annual deductible.  This means you pay for the first portion (the deductible) of 
most covered medical expenses that you incur each calendar year.  Once you have met this deductible, 
the plan pays its portion of the claims incurred (coinsurance).  The deductible does not apply to certain 
expenses – the plan pays these benefits right away.  The expenses that do not apply to the deductible 
vary by the plan but generally include certain outpatient office visits and prescription drugs.   

Before you reject a plan because it has a deductible, you should do the math.  Depending on your 
situation, a plan with a deductible might cost you less over the year when you consider the total 
cost (payroll deductions plus your other expected out-of-pocket expenses). 

 
 
 
COINSURANCE PERCENTAGE 
 
After the deductible is paid, coinsurance is the cost sharing between you and the insurance company.  
For example, if the coinsurance percentage is 80%, the insurance company pays 80% and you pay the 
remaining 20%.  In some plans the deductible is waived and there is simply a copay or flat dollar amount 
paid for physician office visits.  You will pay a coinsurance for most other services. 
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COPAY 
 

Your copay is the flat dollar amount which is your responsibility to pay at the time of service. 

 
 
OUT-OF-POCKET MAXIMUM 
 
An out-of-pocket maximum is the most you would have to pay out of your own pocket for eligible 
expenses, and now includes your medical plan annual deductible, coinsurance and copayments.  Once 
you reach the out-of-pocket maximum for a given calendar year, the plan would pay all eligible expenses 
for covered services at 100%.  This insurance protection limits your monetary exposure if you have a year 
with a large amount of medical expenses. 

 
 
 PRE-EXISTING CONDITIONS 
 
There are no waiting periods for pre-existing conditions for any of the medical plans currently offered by 
Arlington Public Schools.   
 

 
 
OUT OF AREA BENEFITS 
 
If on the Group Health Access PPO plan and in Oregon, Idaho, Montana, Alaska, or outside the service 
area in Washington, Preferred providers are those that are contracted through the First Choice Health 
Network. To find providers in the local and regional First Choice Health Network, visit www.fchn.com. In 
all other states, Preferred providers are those that are contracted through the First Health Network. To 
find providers in the national First Health network, visit www.firsthealth.com. Access PPO plans provide 
in-network coverage for emergency services; however nonemergency inpatient hospital admissions must 
be authorized in advance.  

The Group Health HMO Plan only covers emergency or medically necessary urgent care if you are out of 
area. If you receive care at a non-affiliated hospital or medical center, call the Notification Line within 24 
hours or as soon as reasonably possible. You may be required to pay in full at the time of service but can 
mail a completed claim form and medical receipts so that the plan can reimburse you for covered charges 
at a later time.  

 
 
PREFERRED PROVIDER 
 
A provider who is part of a network of providers contracted to accept a negotiated rate as payment in full 
for services rendered. 

 
 
SUMMARY PLAN DESCRIPTION (SPD) 
 
The document required by ERISA containing a summary of the benefits provided under the Plan. In the 
event of a discrepancy between the summary and the Plan Document, the provisions stated in the Plan 
Document will supersede. 
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Medical Plan Options 
 

These are PPO medical plans that pay the highest level of benefit when you use a Group Health Access PPO Provider.  You 
may also go outside of the network and receive a lesser benefit. Benefits that have changed for the 2016-2017 plan year are 
highlighted in grey.  

  

PCY = Per Calendar Year GH Access PPO $100 
Group No. 6438000 

GH Access PPO $750  
Group No. 6437900 

GH Access PPO $1,500 
Group No. 6437800 

In-Network Benefits  Access PPO  
 

Annual Deductible:   deductible waived = dw   /   4th Quarter Deductible Carryover DOES NOT Apply 
   Per Person $100 $750 $1,500 
   Maximum Per Family $300 $1,500 $4,500 
Annual Out-of-Pocket Maximum*    
   Per Person $1,000 $3,000 $4,000 
   Maximum Per Family $3,000 $6,000 $12,000 
Preventive Care    
   Annual Exams, Well-child Exams No cost to you No cost to you No cost to you 
   X-Ray, Lab Tests, Immunizations No cost to you No cost to you No cost to you 
Professional: Primary Care Physician = PCP  /  Specialist  / Enhanced Benefit Providers**  

   Office Visits  $15 copay for PCP or Specialist 
(Enhanced Provider: $5 copay) 

First 4 visits: $25 copay for PCP or 
Specialist 

(Enhanced Provider: $15 copay) 
5+ visits: 80% after deductible 

$20 copay for PCP or Specialist 
(Enhanced Provider: $10 copay)   

and 80% after deductible 
 

Hospital/Facility    

   Outpatient Surgery  90% after deductible 80% after deductible 80% after deductible 

   Inpatient Care   
$200 copay per day for up to 3 
days per admit then 90% after 

deductible  

$100 copay per day for up to 3 days 
per admit then 80% after deductible  80% after deductible 

Mental Health/Substance Abuse    
   Inpatient / Outpatient Covered as any other service Covered as any other service Covered as any other service 
Rehabilitation (physical, massage, speech, occupational therapy)  

   Outpatient 
$15 copay 

(Enhanced Provider: $5 copay) 
(45 visits PCY) 

See office visit benefit 
(45 visits PCY) 

$20 copay (Enhanced Provider: 
$10 copay) and 80% after 

deductible 
(45 visits PCY) 

   Inpatient  

$200 copay per day for up to 3 
days per admit then 90% after 

deductible 
(30 days PCY) 

$100 copay per day for up to 3 days 
per admit then 80% after deductible 

(30 days PCY) 

80% after deductible 
(30 days PCY) 

Other Services  

   Acupuncture  
$15 copay  

(8 visits PCY – additional visits 
when approved) 

See office visit benefit  
(no Enhanced Provider benefit) 

 (8 visits PCY – additional visits when 
approved) 

$20 copay and 80% after 
deductible 

(8 visits PCY – additional visits 
when approved) 

   Spinal & Other Manipulations  $15 copay  
(unlimited visits) 

See office visit benefit  
(no Enhanced Provider benefit) 
 (20 visits PCY – additional visits 

when approved) 

$20 copay and 80% after 
deductible 

(8 visits PCY – additional visits 
when approved) 

   Diagnostic X-Ray and Lab Tests 
90% after deductible 1st $500: No cost to you 

$500+: 80% after deductible 80% after deductible  

(high end radiology must be determined Medically Necessary and require prior authorization) 

   Emergency Room  
   (co-pay waived if admitted) 

$75 copay and 90% after 
deductible $75 copay and 80% after deductible $100 copay and 80% after 

deductible 
   Ambulance 90% (dw) 80% (dw) 80% after deductible  
   Routine Vision Care  100% (dw), once per 12 months 100% (dw), once per 12 months 100% (dw), once per 12 months 

   Hearing Exam  

$15 copay  
(**Enhanced Provider: $5 copay) 

Hardware: $1,000 per ear every 36 
months 

See office visit benefit 
$20 copay (**Enhanced 

Provider: $10 copay) and 80% 
after deductible  

 

*After you reach this annual out-of-pocket maximum, which includes the annual deductible, coinsurance and copayments, eligible benefits 
are paid at 100% for the rest of the calendar year. 

**Experience a lower cost share for services when you see Enhanced Benefit Providers. Applies when services are received by Group 
Health Physicians and select providers in the service area.  
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PCY = Per Calendar Year GH Access PPO $100 GH Access PPO $750  GH Access PPO $1,500 
Out-of-Network (may be subject to balance billing)                                   Non-Participating Licensed Providers 
    
Annual Deductible    
   Per Person $200 Shared with in-network Shared with in-network 
   Maximum Per Family $600 Shared with in-network Shared with in-network 
Annual Out-of-Pocket Maximum*    
   Per Person Unlimited Shared with in-network Shared with in-network 
   Maximum Per Family Unlimited Shared with in-network Shared with in-network 
Additional Services     
   Your cost for most services 70% after deductible 60% after deductible 60% after deductible 

   Preventive Care Services 

70% after deductible 
 

Women’s preventive care services 
subject to Preventive Care cost 
share and benefit maximums 

60% after deductible 
 

Women’s preventive care services 
subject to Preventive Care cost 
share and benefit maximums 

60% after deductible 
 

Women’s preventive care services 
subject to Preventive Care cost 
share and benefit maximums 

 

 

 

 

 

  

*After you reach this annual out-of-pocket maximum, which includes the annual deductible, coinsurance and copayments, eligible benefits 
are paid at 100% for the rest of the calendar year. 
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Medical Plan Options Continued 
 

The Group Health Access Qualified High Deductible Health Plan (QHDHP) is a PPO plan that pays the highest level of benefit 
when you use an Access PPO Provider.  You may also go outside of the network and receive a lesser benefit. Benefits that 
have changed for the 2016-2017 plan year are highlighted in grey.  

Group Health Alliance HMO Plan:  You may use Group Heath Alliance providers to receive benefits; non Group Health 
Alliance providers will not be covered except in the case of an emergency. 
 

  

PCY = Per Calendar Year Group Health Access PPO – QHDHP 
Group No. 6437600 

Group Health Alliance HMO  
Group No. 1520800 

In-Network Benefits Access PPO Group Health Alliance Providers 
 

Annual Deductible:   deductible waived = dw   /   4th Quarter Deductible Carryover DOES NOT Apply  
   Per Person $1,500 $200 
   Maximum Per Family $3,000* $400 
Annual Out-of-Pocket Maximum**   
   Per Person $5,100 $2,000 
   Maximum Per Family $6,850*** $4,000 
Preventive Care   
   Annual Exams, Well-child Exams No cost to you No cost to you 
   X-Ray, Lab Tests, Immunizations No cost to you No cost to you 
Professional: Primary Care Physician = PCP  /  Specialist  / Enhanced Benefit Providers**** 

   Office Visits 80% after deductible for PCP or Specialist  
Enhanced Provider: 90% after deductible $15 copay after deductible for PCP or Specialist 

Hospital/Facility   
   Outpatient Surgery  80% after deductible $100 copay then 100% after deductible 

   Inpatient Care 80% after deductible $200 copay per day for up to 3 days per admit,  
then 100% after deductible  

Mental Health/Substance Abuse   
   Inpatient / Outpatient Covered as any other service Covered as any other service  
Rehabilitation (physical, massage, speech, occupational therapy)  

   Outpatient 80% after deductible 
(45 visits PCY) 

$15 copay after deductible  
(45 visits PCY) 

   Inpatient 80% after deductible 
(30 days PCY) 

$200 copay per day for up to 3 days per admit then 
100% after deductible 

(30 days PCY) 
Other Services   

   Acupuncture  80% after deductible  
(8 visits PCY – additional visits when approved) 

$15 copay after deductible 
(8 visits PCY per diagnosis – additional visits when 

approved) 

   Spinal & Other Manipulations  80% after deductible  
(8 visits PCY – additional visits when approved) 

$15 copay after deductible  
(unlimited visits) 

   Diagnostic X-Ray and Lab Tests 
80% after deductible  

(high end radiology must be determined Medically 
Necessary and requires prior authorization) 

100% after deductible  
(high end radiology must be determined Medically 

Necessary and requires prior authorization)  
   Emergency Room 
   (copay waived if admitted) 80% after deductible $100 copay then 100% after deductible 

   Ambulance 80% after deductible 80% (deductible waived)  
   Routine Vision Care  100% (dw), once per 12 months $15 copay (dw), once per 12 months 

   Hearing Exam  80% after deductible $15 copay after deductible once PCY 
Hardware: $1,000 per ear every 12 months 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* The annual deductible for family coverage, which may be defined as “subscriber plus one or more dependents,” are an aggregate 
amount, meaning those amounts may be met by one or multiple family members on the medical plan.   

** After you reach this annual out-of-pocket maximum, which includes the deductible, coinsurance and copays, eligible benefits are paid 
at 100% for the rest of the year.  

***The annual out-of-pocket maximum for family coverage, which may be defined as “subscriber plus one or more dependents,” are an 
aggregate amount, meaning those amounts may be met by one or multiple family members on the medical plan.  

****Experience a lower cost share for services when you see Enhanced Benefit Providers. Applies when services are received by Group 
Health Physicians and select providers in the service area.  
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Out-of-Network (may be subject to balance billing)                                   Non-participating licensed physicians  
   
Annual Deductible   
   Per Person $3,000 

No coverage out-of-network except 
for emergency care 

   Maximum Per Family $6,000* 
Annual Out-of-Pocket Maximum**  
   Per Person $10,200 
   Maximum Per Family $13,700*** 
Additional Services   
   Your cost for most benefits 60% after deductible 

   Preventive Care Services 

Not covered except for Routine Mammograms: 60% 
after deductible 

 
Women’s preventive care services subject to 

Preventive Care cost share and benefit maximums 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

* The annual deductible for family coverage, which may be defined as “subscriber plus one or more dependents,” are an aggregate 
amount, meaning those amounts may be met by one or multiple family members on the medical plan.   

** After you reach this annual out-of-pocket maximum, which includes the deductible, coinsurance and copays, eligible benefits are paid 
at 100% for the rest of the year.  

***The annual out-of-pocket maximum for family coverage, which may be defined as “subscriber plus one or more dependents,” are an 
aggregate amount, meaning those amounts may be met by one or multiple family members on the medical plan.  
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Prescription Drugs 
 
Below is a brief overview of what you can expect to pay for prescription drugs.  The applicable copay is 
determined by which “tier” category it falls under in the Preferred Drug List for your plan when using an In-
Network Pharmacy.  To find out what tier applies to a specific medication, see the Preferred Drug List at 
www.ghc.org.  If you have a Maintenance Drug (one you take every day, week or month) take advantage 
of the Mail Order Program with your medical plan. 
 
If on a Group Health Access PPO plan, fill prescriptions at any Group Health Medical Center, Virginia 
Mason, Swedish Physicians or the Everett Clinic pharmacies. Also access the nationwide pharmacy 
network through OptumRx. Network pharmacies are listed at www.ghc.org/provider in the directory. 
 
If on the Group Health Alliance HMO plan fill prescriptions at any Group Health Medical Center, Virginia 
Mason Medical Center and The Everett Clinic pharmacies. If you don’t have convenient access to a 
network pharmacy, have your prescription filled at any network pharmacy in your community. Network 
pharmacies are listed at www.ghc.org/provider in the directory.  
 
 

Plan Options GH Access PPO 
$100  

GH Access PPO 
$750 

GH Access PPO 
$1,500  GH Access QHDHP* 

GH Alliance 
HMO 

Participating Pharmacies Out-of-Network Pharmacies NOT covered  

Network Address www.ghc.org/provider and click on “Pharmacy”  

Retail  

Generic 

$15 copay 
 

GH Pharmacy:  
$10 copay 

$15 copay 
 

GH Pharmacy:  
$10 copay 

$20 copay 
 

GH Pharmacy:  
$15 copay 

$10 copay after 
deductible 

 
GH Pharmacy:  
$5 copay after 

deductible 

$15 copay 

Preferred Brand Name 

$25 copay 
 

GH Pharmacy:  
$20 copay 

$25 copay 
 

GH Pharmacy:  
$20 copay 

$45 copay 
 

GH Pharmacy:  
$40 copay 

$35 copay after 
deductible 

 
GH Pharmacy:  
$30 copay after 

deductible 

$30 copay 

Non-Preferred Brand Name 

$45 copay 
 

GH Pharmacy:  
$40 copay 

$45 copay 
 

GH Pharmacy:  
$40 copay 

$65 copay 
 

GH Pharmacy:  
$60 copay 

$70 copay after 
deductible 

 
GH Pharmacy:  
$65 copay after 

deductible 

Not Covered 

Day Supply Maximum Up to a 30 day supply 

Mail Order 

Generic $20 copay  $20 copay  $30 copay  $10 copay after 
deductible $30 copay 

Preferred Brand Name $40 copay  $40 copay  $80 copay $60 copay after 
deductible $60 copay 

Non-Preferred Brand Name $80 copay  $80 copay  $120 copay  $130 copay after 
deductible Not Covered 

Day Supply Maximum Up to a 90 day supply 

 
 
* QHDHP – PREVENTIVE PRESCRIPTION DRUGS   
For the Group Health QHDHP, Prescription Drugs are subject to the medical plan cost shares including 
the deductible, coinsurance, and out-of-pocket maximum. However, the deductible is waived for certain 
preventive medications as determined by Group Health and in accordance with IRS guidelines. 
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KNOW YOUR PRESCRIPTION CO-PAY 
 
All the medical plans have co-pay amounts based on whether the drug is a generic, preferred or non-
preferred drug.  Generic drugs always have the lowest co-pay and non-preferred drugs the highest. 
 
Preferred drugs are brand-name drugs listed on the formulary – you can check the preferred drug list at 
www.ghc.org. This list is made up of drugs selected for their clinical and cost effectiveness.  The 
formulary is regularly reviewed to be sure it meets the needs of the majority of patients.  Because the list 
represents prescriptions that are a good value for you and the plan, your co-pay is lower for preferred 
drugs. 
 
 

SAVE TIME AND MONEY WITH MAIL ORDER PRESCRIPTIONS 
 
Group Health offers you the opportunity to purchase routine, ongoing prescriptions through the mail. 
Ordering your medications this way can save you time and money. Since the medications come directly to 
your home, you won’t have to make an extra trip to the store. You can also save money.  The savings 
during the year could be significant. You will need a prescription from your doctor for a three-month 
supply of medication. You then mail that prescription to the pharmacy program. You can order refills over 
the phone or over the internet. You can find additional information on the Group Health websites at  
www.ghc.org. 
 
 
 
 

 
 

  

15

http://www.ghc.org/
http://www.ghc.org/


 
 

QHDHP & HSA  
 
 
If you are interested in the Qualified High Deductible Health Plan option, please read the following 
information carefully and go online for additional information: 
 
WHAT IS A QUALIFIED HIGH DEDUCTIBLE HEALTH PLAN (QHDHP)? 
 
It is a high deductible health plan that for 2016 by definition must have a minimum deductible of $1,300 
for single enrollment and $2,600 for family enrollment; family enrollment is employee plus one or more 
additional family members. The maximum out-of-pocket expenses (including the deductible) is $6,550 for 
single enrollment and $13,100 for family enrollment (no one member on the plan may exceed $6,850 in 
out-of-pocket costs). This type of plan may reimburse preventive care before satisfaction of the 
deductible, but ALL OTHER EXPENSES, INCLUDING PRESCRIPTION DRUGS, ARE SUBJECT TO 
THE DEDUCTIBLE.  The Group Health QHDHP offered by the Arlington Public Schools as a medical 
plan option meets these requirements. 

 
WHAT IS A HEALTH SAVINGS ACCOUNT? 
 
A health savings account (HSA) is a tax-free savings account that works with your lower monthly 
premium, higher-deductible medical plan to cover your current and future qualified medical, dental and 
vision expenses; it is yours, it belongs to you even if you leave the APS!   

 
WHY SHOULD I CHOOSE AN HSA? 
 

• With an HSA, you get to take some of the money that would have gone to pay for higher health 
insurance premiums and put it into an account that is yours to keep for covering eligible health 
expenses that you or your eligible dependents incur. 

• You can use the HSA to pay for qualified medical expenses, or you can save it and let it grow 
with tax-free interest from year to year. 

• You don’t lose it if you don’t spend it (like the money you put in an FSA). 
• You don’t have to pay taxes on withdrawals for eligible medical expenses. 
• Even if you drop or lose your coverage under the QHDHP, you can still use the remaining funds 

in your HSA on qualified medical expenses. 
• The HSA, including all the money you and your employer contribute, is yours. You take the 

account with you when you change jobs, retire, or leave your qualified health plan. 

 
WHO IS ELIGIBLE TO HAVE AN HSA?  
 
TO BE ELIGIBLE TO OPEN AN HSA, YOU MUST MEET THE FOLLOWING REQUIREMENTS: 

• Be covered under an HSA-Qualified High Deductible Health Plan (Group Health QHDHP with 
HSA Option)  on the first day of any month for which eligibility is claimed  

• Not be enrolled in Medicare or Tricare 
• Cannot currently or have received Veteran’s Administration (VA) benefits within the past three 

months  
• Not be claimed as a dependent on someone else’s tax return 
• Have no other insurance except what’s permitted by the IRS.  Any health plan coverage that is 

non-QHDHP coverage will disqualify an individual from HSA eligibility (meaning the individual 
may not establish, make or receive HSA contributions).  This includes: 

o Non QHDHP plan (example: a traditional PPO plan) 
o Traditional or “General Purpose” Health Reimbursement Account (HRA) or FSA 

(including time spent in a grace period). Exception: when an FSA has a $0 balance on 
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last day of the plan year, then the grace period will not disqualify the individual going into 
the next plan year 

o A spouse’s non-QHDHP coverage if that coverage includes coverage for the account 
holder, this includes spouse’s FSA. 

 
HOW CAN I BUILD THE BALANCE IN MY HSA? 
 
You and/or your employer can make pre-tax contributions to your HSA up to the yearly IRS Limits. If you 
have remaining monthly state allocation (after deducting your mandatory benefits and medical 
premium) it will be contributed to your health savings account.  

• The maximum contribution for individuals as set by the IRS is $3,350 for 2016 and $3,400 for 
2017. 

• The maximum contribution limit for family coverage is $6,750 for 2016 and 2017. 
• People aged 55 and over can make an additional “catch-up” contribution of $1,000 per year. 

 
WHAT KINDS OF MEDICAL EXPENSES WILL MY HSA PAY FOR? 
 
You can use HSA funds to pay for qualified medical expenses as defined by the IRS.  Generally, these 
are any expenses incurred to maintain the health of you and your eligible family members under the same 
eligibility rules provided by Code Section 213(d) of the IRS Ruling for Flexible Spending Accounts. 
Here are a few examples of qualified medical expenses: 
 

• Acupuncture 
• Contact lenses 
• Dental treatment 

• Eyeglasses/ eye 
surgery 

• Hearing aids 

• Prescribed 
medications 

• Surgery 
• Doctor visits 

 

A complete list may be found in the IRS Publication 502. 
 

Important: Non-qualified expenses may be reimbursed but are subject to regular income tax and 
may be subject to a 20% penalty. 
 

THE HSA IS SELF-ADMINISTERED; PARTICIPANTS NEED TO KEEP GOOD RECORDS! 
 
WHERE IS MY HSA LOCATED? 
 
When you enroll in the QHDHP medical plan, an HSA will need to be opened with Heritage Bank. 
Arlington Public Schools will be using Heritage Bank for payroll deferrals. 
 

You may have your HSA at any financial institution, but if your choose to bank at another institution, you 
will need to arrange the transfer from Heritage Bank. 
 
ARE THERE FEES ASSOCIATED WITH MY HSA?  
 
Certain fees may apply for Health Savings Account Holders including fees for monthly maintenance, 
replacement of debit cards, reimbursement checks, overdraft, stop payment requests, paper account 
statements, and closing the account. The HSA set up fee is waived for APS employees.  
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Dental Plan Options 
Review carrier descriptions below for carrier specific information.  

Please note: Spouse and dependent coverage are included at no additional cost if enrolled and 
verified through the WEA Benefits Center. 
 

 
 
 
In-Network Benefits 

Administrators, Certificated 
& Classified 

 
Delta Dental Select 

Dental Plan A 

All Classifications 
 
 

Willamette 
Dental Group Plan 1 

Excluded 
 
 

Delta Dental 
Dental Plan C 

Provider Network    

   In Network DDW Network Providers Willamette Dental Group Providers DDW Network Providers 

   Out of Network Non-network licensed providers Not covered Non-network licensed providers 

Annual Deductible    
Individual & Family None None None 
Services    
Diagnostic & Preventive Care 
Exams, x-rays, cleanings, 
sealants, fluoride 

70% – 100% 
(Coverage varies by incentive 

level)* 

100% after $15 copay/office visit 100%  

Routine Care: Fillings, oral 
surgery, root canals, 
periodontics, endodontics 

100% after $15 copay/office visit 80% 

Gold Inlays, Onlays, Crowns 100% after $50 copay and $15 
copay for office visit 50% 

Dentures, Bridges, Partials Constant 50% 100% after $50 copay and $15 
copay for office visit 50% 

Annual Benefit Maximum    

Per Individual 
Delta Dental PPO: $2,000 

Delta Dental Premier: $1,750 
Non-participating: $1,750 

None $2,000 for Delta PPO 

 

DELTA DENTAL OF WASHINGTON (DDW)  
With DDW, you can choose from two networks: Delta Dental PPO or Delta Dental Premier. Visit 
www.DeltaDentalWA.com/WEA and use the “Find a Dentist” tool to find in-network dentists. Utilizing 
these two networks will provide you with treatments at discounted rates and all the claim paperwork will 
be filed for you. You will experience the greatest out-of-pocket saving if you choose a dentist from the 
Delta Dental PPO network. If you choose a non-participating dentist you will be responsible for ensuring 
the dentist completes your claim forms and that the claims are sent to DDW. Claim payments will be 
based on actual charges or the maximum allowable fees for non-participating dentists, whichever is less. 
You are then responsible for any balance remaining after DDW pays.  
 
*Your level of coverage depends on your incentive level (70%, 80%, 90%, or 100%). When you use your 
benefits in the current benefit period, your benefits will increase by 10% in the next benefit period, up to a 
maximum of 100%. If you don’t use your benefits during any benefit period, the benefit level will decrease 
by 10% in the next benefit period, but will not drop below 70%.   

 
 

WILLAMETTE DENTAL GROUP 
With Willamette, you must see a Willamette Dental Group Provider at a Willamette Dental Clinic in order 
to receive benefits. To find a clinic location near you, visit https://www.willamettedental.com/locations.htm.  

Orthodontia Coverage       
Eligibility Dependent children to age 26 Dependent children to age 26 Dependent children to age 26 

Benefit Amount 50% 100% after $2,000 copay and $15 
copay /office visit 50% 

Individual Lifetime Maximum $2,000 None $2,000 
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Vision Benefits 
 
NORTHWEST BENEFIT NETWORK VISION CARE PLAN 
 
The Northwest Benefit Network (NBN) self-funded vision Plan features a panel of eye care professionals 
who provide vision care for employees and their dependents covered under this Plan. Going to a panel 
provider assures that you will receive quality, professional eye care and eyewear at a controlled cost.  
Benefit frequency is based on a calendar year.  
 
NBN VISION BENEFITS WHEN YOU GO TO A PANEL PROVIDER 
 
When you elect to use the services of a panel provider of NBN Vision Plan, the following benefits will be 
provided in full unless otherwise noted:  
 

1. Vision Examination – A complete analysis of the eyes and related structure to determine the 
presence of vision problems will be covered in full.  

2. Lenses – The Plan provides high quality lenses necessary to improve your visual acuity. Basic 
prescription lenses will be covered in full; however, cosmetic features are not covered by the 
Plan (see Limitations). 

3.  Frames - The Plan offers a selection of frames that will be covered in full; however, if you select 
a frame which costs more than the amount allowed by your Plan, there will be an additional 
charge. Please ask your panel provider to show you the frames that are covered in full by your 
Plan and those which will cost more than the Plan maximum.  

4. Contact Lenses – The Plan covers both elective and medically necessary contacts. When 
patients choose elective contact lenses, NBN will make an allowance of $250.00 toward the cost 
of the lenses and fitting/evaluation/dispensing in lieu of all other hardware for that year. To 
receive this allowance, the patient must select a provider from the NBN Vision Plan list and be 
eligible for the lenses (glasses) at the time services for contact lenses begin. The $250.00 
elective contacts benefit allowance can be used only once per benefit period. Once any claim for 
contact lenses has been paid by the plan in a benefit period, any additional contact lenses that 
are purchased by the same patient during the benefit period will NOT be covered in the benefit 
period. To maximize your plan benefits, you should avoid multiple purchases of small quantities 
of contact lenses in the same benefit period.  
 

Note: To be eligible for your contact lens benefit you must be eligible for your lens (glasses) benefit at the 
time you begin contact lens benefit services (Fitting/Evaluation/Contacts). Contact lenses must be 
obtained by the patient in order to use the contact lens benefit. A contact lens fitting fee submitted without 
contact lenses is not an eligible expense under the contact lens benefit.  
 
The Plan also covers the full cost of medically necessary contact lenses (subnormal vision aid) only after 
cataract surgery. Prior Authorization is required. 
 
PEDIATRIC VISION CARE 
 
To comply with Health Care Reform, for children under age 19 the following are provided every calendar 
year in full: 

• Exam, lenses, and select frames or contacts in lieu of glasses 
• Scratch coating and polycarbonate 
• Year’s supply of disposable contacts and evaluation, fitting and follow-up care relating to contacts 
• Medically necessary contacts 

 

 

 

19



 

NBN VISION BENEFITS WHEN YOU GO TO A NON-PANEL PROVIDER 
 
When you use the services of a licensed non-panel provider, you will be reimbursed for covered services 
up to the maximum shown in the following schedule: 
 
1.  Vision Examination  ........................................ $50.00               
2.  Lenses and Frames (only if needed)  

Single vision prescription (per pair) ............ $55.00 
Bifocal prescription (per pair) ...................... $75.00 
Trifocal prescription (per pair) ..................... $95.00 
Progressive lenses (per pair) ....................... $75.00 
Lenticular (per pair) ..................................... $120.00 
Contacts (per pair, including fitting; in  

       lieu of all other hardware for the year) ...... $110.00 
Contacts as subnormal vision aid  
(per pair, including exam) ........................... $200.00 
Frames ............................................................ $45.00 

 
Important: Selecting a provider from the NBN list assures that you will receive the full benefits of your 
Plan with direct payment to the provider by NBN and a guarantee of quality and cost control. If you seek 
the services of a provider who is not an NBN panel participant, you should pay the provider’s full fee. You 
will be reimbursed by NBN in accordance with this reimbursement schedule. In most cases, the non-panel 
schedule will not be sufficient to pay the full cost of examination and glasses and you will likely incur out-
of-pocket expense. Claims must be submitted within 365 days from the date of service. 
PROCEDURE TO OBTAIN VISION CARE 

1. Log on to www.nwadmin.com or NWA’s mobile app and use the NBN Vision Provider Locator 
feature to find an NBN eye care professional. It’s also a good idea to verify your eligibility status 
online prior to receiving services.  

2. Present your NBN Vision ID card when you arrive for your appointment. Failure to tell your NBN 
eye care professional that you have NBN Vision eye care coverage could result in significant out 
of pocket expenses. Need additional ID cards? You can print extras online at www.nwadmin.com.   

3. Complete any paperwork your eye care provider may require.  
4. After your services are complete, pay your NBN Vision provider any co-payments (if your plan 

requires them) and/or charges for any uncovered items you elected to receive. NBN will pay the 
panel provider directly for professional services and eyewear covered under your NBN Vision 
Plan.  

5. If you decide to use the services of a vision care provider not in the NBN network, simply pay for 
your vision services and/or materials and send the itemized bill to NBN with a completed NBN 
Vision claim form. Claim forms are available online at www.nwadmin.com. You will be reimbursed 
according to the out-of-network schedule of benefits (see your plan booklet for details). Payment 
for your claim will typically be made within 10 – 14 business days from receipt of your claim.  
 

COORDINATION OF BENEFITS  
If you are entitled to benefits for the same expenses from both the Arlington SD Plan and some other 
group plan, the benefits under this Plan will be coordinated so that the total benefits from all plans will not 
exceed the covered expenses actually incurred by the Arlington SD participant. Married employees of the 
Arlington SD may coordinate coverage between each other’s NBN plans. If, after benefits have been paid 
under the primary plan, outstanding balances exist for eligible expenses, the spouse’s NBN plan may be 
used to cover these expenses (not to exceed the total charge of the allowable expense) or a second set 
of benefits may be obtained under the spouse’s plan. 
 
 
 
 

      Frequency of Benefits  

Vision Exam: 

Once every calendar year Lenses; 
Glasses: Once every calendar year 

Frames: 

Once every calendar year Contacts 
(in lieu of all other services): Once 

every calendar year 

 

20



 

Flexible Spending Accounts 
 
WHAT IS A FLEXIBLE SPENDING ACCOUNT (FSA)?  

An FSA is a type of cafeteria plan authorized under Section 125 of the Internal Revenue Code. When you 
participate in an FSA plan via salary reduction, you reduce your federal FICA taxes and increase your 
take-home pay. You have the opportunity to enroll in two Flexible Spending Account (FSA) options 
depending on you and your family’s needs; a Health Care FSA and/or a Dependent Care FSA.  

The FSA plans run from October 1, 2016 through September 30, 2017 and are provided through 
American Fidelity.  

THE HEALTH CARE FSA – “GENERAL PURPOSE FSA” 

A Health Care FSA allows you to set aside up to $2,550, deducted pre-tax from your paycheck, into an 
account to reimburse you for qualified expenses. These expenses include medical, dental, and vision for 
yourself and your eligible dependents that are not reimbursed from insurance or any other source. A 
complete list of eligible expenses may be found in IRS Publication 502. 

$500 Carryover Provision: Previously your Health Care FSA was subject to the “Use it or Lose it” rule. If 
you did not have a $0 balance in your Health Care FSA by the end of the 2 ½ month grace period after 
the end of the calendar year, unused funds were forfeited. The Grace Period will be replaced by a $500 
Carryover Provision. If you do not spend your entire balance by the end of the plan year, you can rollover 
amounts in excess of $5.00 and up to $500 into the next plan year. Rollover funds will not affect your next 
year’s maximum election. Note that funds over $500 are subject to “use-it or lose-it” and amounts will be 
forfeited.  

It will be important for each Health FSA participant to plan for this change by evaluating how this 
change will impact Health FSA utilization. This change may impact contribution elections, planning for 
medical expenses, and health and welfare benefit plan choices.  For example, a participant with a $500 
carryover amount will not be eligible to contribute to a Health Savings Account even if the participant did 
not elect to make additional contributions to the Health FSA for the new plan year. 

The addition of the carryover provision will not affect the runoff period for the Health FSA.  Participants 
will still have 90 days after the plan year to submit claims for expenses incurred during the plan year.  Any 
claims made during the run-off period may reduce the available carryover. The carryover provision does 
not apply to the Dependent Day Care FSA. 

Changes to the new plan year’s Health FSA election amount will be allowable as long as the participant 
completes a new or revised election form prior to September 30, 2016.  Changes to the current year 
election may not be made. 

If you have questions regarding the carryover change to the Health FSA, please contact Svetlana 
Volnycheva at 1866-576-0201. 

Note: If you are enrolling on the Group Health QHDHP and you open an HSA, you are not eligible to 
participate in the General Purpose Health Care FSA and will have to make elections under the Limited 
Purpose FSA that will only reimburse your dental and vision expenses. Medical expenses cannot be 
reimbursed under a limited purpose FSA. 
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THE DEPENDENT CARE FSA  

A Dependent Care Flexible Spending Account allows you to fund the costs of dependent care on a pre-
tax basis. The care must be provided by a dependent care center or by an individual who can provide a 
name, address, and taxpayer identification number. All employees are eligible to set aside a portion of 
their salary, up to $5,000 pre-tax into the account. This account can then be used to pay for eligible 
dependent care expenses. Eligible dependents include children under age 13 or children who are 
physically or mentally incapable of self-care and, in some cases, elder care. Although you may not take 
the IRS childcare tax credit if you choose this option, you may save more depending on your income 
level. 

 
HOW TO ENROLL 
A representative from American Fidelity will come out to the school district during Open Enrollment  to 
meet with individuals (see school visitation schedule at the front of this booklet). If you wish to enroll in the 
Flexible Spending Accounts, you must meet with a representative at one of these opportunities. If you 
cannot attend an Open Enrollment session or if you are hired mid-year, contact Svetlana Volnycheva by 
calling 866-576-0201 or go to www.americanfidelity.com.  

Please note: IRS regulations require that Flexible Spending Account elections be made each year. Your 
elections from last year will not rollover to this year. All employees are eligible to participate in the FSA. 
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Life & Disability Benefits 
 
DISABILITY PLANS - SHORT TERM DISABILITY (STD) & LONG TERM DISABILITY (LTD) 
 
These disability plans are designed to replace part of your income if you’re unable to work due to a 
lengthy illness or injury. STD coverage pays for things your health plan doesn’t like grocery bills or 
diapers. Having additional cash in hand means you can focus on getting back on your feet instead of 
worrying about falling behind. STD coverage is available to help augment your salary while disabled but 
before eligibility begins for long term disability benefits. LTD coverage is a big help in times of need. You 
get paid if you can’t do your regular job because of the illness or injury, whether it’s work-related or not, 
though pre-existing conditions may be excluded.  

All benefit eligible employees have mandatory LTD. STD coverage is not a mandatory benefit and is only 
available on a voluntary basis. Voluntary STD coverage is available through both LIfemap and American 
Fidelity. If you have enough sick time accrued to cover the LTD waiting period, you may not need the 
STD coverage. If you don’t have enough sick time accrued, short term disability may be important 
financial protection for you and your family. If you voluntarily enroll in STD coverage, you will pay for it 
through monthly payroll deductions. 

 Lifemap  American Fidelity  
Mandatory LTD Coverage    

   Benefits Begin  After 60 days of disability N/A 

   Monthly Benefit  60% of pre-disability earnings up to $5,000 
per month  N/A 

   Benefit Duration   

If you become disabled, as defined by the 
policy prior to age 60, benefits are payable 
to your normal retirement age as currently 

defined by Social Security  

N/A 

Voluntary STD Coverage    

   Benefits Begin  Accident: 1st day of disability  
Illness: 4th day of disability  Consult with your American Fidelity 

representative at Open Enrollment or call 
866-576-0201 

   Weekly Benefit  66.67% of pre-disability earnings up to 
$1,385 per week 

   Benefit Duration   9 weeks 

Contact Kim Perry, HR Specialist, at 360-618-6226 for additional details on these plans. 
 

GROUP AND VOLUNTARY LIFE AND AD&D 

Group Life and Accidental Death & Dismemberment (AD&D): Coverage protects your family’s future, no 
matter what life may throw your way. Coverage is provided through Lifemap. All benefit eligible 
employees have access to Life and AD&D insurance coverage paid for by Arlington  Public Schools.  

Voluntary  Life and Accidental Death & Dismemberment (AD&D): To purchase additional amounts of Life 
and AD&D coverage for yourself and your family, please contact Kim Perry, HR Specialist, at 360-618-
6226. 

Make sure that you update or designate your beneficiary for mandatory (group) and voluntary Life and 
AD&D coverage.  
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 Lifemap 
Basic Life and AD&D (applies to Classified and Certificated staff only) 
   Employee Life and AD&D Plan Benefit   $50,000 

   Accelerated Benefit   
Members who are diagnosed terminally ill may receive a portion of 

the life insurance benefit before death. Remaining benefits are 
reserved for the member’s beneficiary  

   AD&D  If due to an accident you die, lose a limb, sight of an eye or become 
paralyzed, benefits are available 

   Benefit Reduction Schedule   Your benefits reduce to 65% at age 65, to 45% at age 70, to 30% at 
age 75, to 20% at age 80, to 15% at age 85 and to 10% at age 90 

Voluntary Life and AD&D (to enroll in spouse or dependent child(ren) coverage, employee needs to enroll in voluntary coverage)  

   Employee Life and AD&D Plan Benefit   Up to 5x your annual earnings up to $500,000 (in $10,000 
increments) 

   Spouse Life and AD&D Plan Benefit   Up to $100,000 (in $5,000 increments)  
   Dependent Child(ren) Life and AD&D Plan Benefit   Up to $10,000 (in $2,000 increments)  

   Benefit Reduction Schedule   Your benefits reduce to 65% at age 65, to 45% at age 70, to 30% at 
age 75, to 20% at age 80, to 15% at age 85 and to 10% at age 90 

Contact Kim Perry, HR Specialist, at 360-618-6226 for additional details on these plans. 
 

AFLAC VOLUNTARY BENEFITS 

Policy types include short term disability, hospital protection/sickness, accident, and cancer care. AFLAC 
benefits pay cash directly to you and do not duplicate major medical.  This can help you cover lost wages, 
co-pays and deductibles, if you are sick or hurt. You can cover you family and Aflac does not reduce any 
benefits you already have. To get a personal quote contact Lynn Reimer at 360-848-1751 or 
lynnr@fidalgo.net. 

Employee Assistance Program  
 

 
EMPLOYEE ASSISTANCE PROGRAM (EAP)  
The EAP provides services to help people privately resolve problems that may interfere with work, family, 
and life. Confidential services cover employees and their financial dependents, living at or away from 
home, and all household members, related or not. The service is completely confidential and is provided 
for free, without out-of-pocket costs. Call 866-750-1327 or visit www.myRBH.com for more information. 
Services include:  

• 24-hour Crisis Help  
• In-person Counseling (4 face-to-face visits)  
• Online Consultations (www.MyRBH.com) 
• Childcare Services 
• Adult and Eldercare Services 
• Pet Concierge 

• Legal Services (free, half hour then 25% 
discount) 

• Will Preparation 
• Mediation Services  
• Financial Services  
• Home Ownership Program  
• Identity Theft Services 
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Carrier Contact Directory  
 
If you or your family members have questions about your benefit options, eligibility or a more specific 
question about coverage, a representative at the numbers below may be able to help. You can also refer 
to the Medical and Dental Comparisons in this guide for more specifics. 
 

If You Have Questions About ... Call... Or go online ... 
Medical Coverage 
Group Health Cooperative 
    Nurse line  
   24-Hour Emergency Notification Line   
    Tobacco Cessation Support / Walk & Talk     
    Program  

 
888-901-4636 
800-297-6877  
888-457-9516  
800-462-5327 

 
www.ghc.org 
 
(call within 24 hours of being admitted to a 
hospital) 

Dental Coverage 
  Delta Dental of Washington 
   
  Willamette Dental Group 

 
800-554-1907 
 
855-433-6825 

 
www.deltadentalwa.com 
 
www.willamettedental.com  

Vision Coverage 
  NBN Northwest Benefit Network 

 
800-732-1123 

 
www.nwadmin.com 

Life and Disability Coverage 
Lifemap Assurance Company  
  • Long Term Disability 
  • Voluntary Short Term Disability 
  • Life & AD&D  
  • Voluntary Life & AD&D  

 

 
Lifemap: 800-794-5390 
 
Or contact Kim Perry at 
APS: 360-618-6226 

 
www.LifeMapCo.com  

Life and Disability Coverage 
American Fidelity  
  • Voluntary Long Term Disability 
  • Voluntary Short Term Disability 
 

 
800-576-0201 
 
Or contact Kim Perry at 
APS: 360-618-6226 

 
www.americanfidelity.com  

Health Savings Account  
  Heritage Bank 

360-657-1290 
Meagan Bombach 

 

Flexible Spending Accounts 
  American Fidelity  

 
866-567-0201 

 
www.americanfidelity.com  

Other Voluntary Benefits  
  AFLAC 

 
Contact Lynn Reimer at 
360-848-1751 

 
Email: lynnr@fidalgo.net 

Other Issues 
• Eligibility & Enrollment  
• Obtaining enrollment forms 

 
Kim Perry, HR Specialist, 
at 360-618-6226 
 

 
Email: kperry@asd.wednet.edu 

Employee Assistance Program 
  LifeMap EAP  

 
866-750-1327 

www.MyRBH.com  
Enter “LIFEMAP” as your Group Code 

Benefits Assistance 
Claims assistance from our insurance 
brokers at Kibble & Prentice, a USI 
Company 

 
866-468-7272 
 

 
4ourBRC@usi.com  

APS Benefits Website  www.hrconnection.com 
login: apsbenefits password: 
Benefits123 
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Model General Notice Of COBRA Continuation Coverage Rights 
** Continuation Coverage Rights Under COBRA** 

Introduction 
 
You’re getting this notice because you recently gained coverage under a group health plan (the Plan).  
This notice has important information about your right to COBRA continuation coverage, which is a 
temporary extension of coverage under the Plan.  This notice explains COBRA continuation 
coverage, when it may become available to you and your family, and what you need to do to 
protect your right to get it.  When you become eligible for COBRA, you may also become eligible for 
other coverage options that may cost less than COBRA continuation coverage. 
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus 
Budget Reconciliation Act of 1985 (COBRA).  COBRA continuation coverage can become available to 
you and other members of your family when group health coverage would otherwise end.  For more 
information about your rights and obligations under the Plan and under federal law, you should review the 
Plan’s Summary Plan Description or contact the Plan Administrator.   
 
You may have other options available to you when you lose group health coverage.  For example, 
you may be eligible to buy an individual plan through the Health Insurance Marketplace.  By enrolling in 
coverage through the Marketplace, you may qualify for lower costs on your monthly premiums and lower 
out-of-pocket costs.  Additionally, you may qualify for a 30-day special enrollment period for another 
group health plan for which you are eligible (such as a spouse’s plan), even if that plan generally doesn’t 
accept late enrollees.   

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

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

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

• Your spouse dies; 
• Your spouse’s hours of employment are reduced; 
• Your spouse’s employment ends for any reason other than his or her gross misconduct;  
• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 
• You become divorced or legally separated from your spouse. 

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

• The parent-employee dies; 
• The parent-employee’s hours of employment are reduced; 
• The parent-employee’s employment ends for any reason other than his or her gross misconduct; 
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• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both); 
• The parents become divorced or legally separated; or 
• The child stops being eligible for coverage under the Plan as a “dependent child.” 

 
When is COBRA continuation coverage available? 
 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan 
Administrator has been notified that a qualifying event has occurred.  The employer must notify the Plan 
Administrator of the following qualifying events: 

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

 
For all other qualifying events (divorce or legal separation of the employee and spouse or a 
dependent child’s losing eligibility for coverage as a dependent child), you must notify the Plan 
Administrator within 60 days after the qualifying event occurs.  You must provide this notice to: 
Kim Perry, Human Resources Specialist,  located in the Human Resources  Department.  Payment 
must be received by the District by the 15th day of the month for the next month’s coverage.  
Coverage must be maintained on a continuous basis.  Once coverage is terminated it may not be 
reinstated. 
 
How is COBRA continuation coverage provided? 
 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation 
coverage will be offered to each of the qualified beneficiaries.  Each qualified beneficiary will have an 
independent right to elect COBRA continuation coverage.  Covered employees may elect COBRA 
continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage 
on behalf of their children.   
 
COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months 
due to employment termination or reduction of hours of work. Certain qualifying events, or a second 
qualifying event during the initial period of coverage, may permit a beneficiary to receive a maximum of 
36 months of coverage. 
 
There are also ways in which this 18-month period of COBRA continuation coverage can be extended:   
 
Disability extension of 18-month period of COBRA continuation coverage 
 
If you or anyone in your family covered under the Plan is determined by Social Security to be disabled 
and you notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get 
up to an additional 11 months of COBRA continuation coverage, for a maximum of 29 months.  The 
disability would have to have started at some time before the 60th day of COBRA continuation coverage 
and must last at least until the end of the 18-month period of COBRA continuation coverage.   
 
Second qualifying event extension of 18-month period of continuation coverage 
 
If your family experiences another qualifying event during the 18 months of COBRA continuation 
coverage, the spouse and dependent children in your family can get up to 18 additional months of 
COBRA continuation coverage, for a maximum of 36 months, if the Plan is properly notified about the 
second qualifying event.  This extension may be available to the spouse and any dependent children 
getting COBRA continuation coverage if the employee or former employee dies; becomes entitled to 
Medicare benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the dependent 
child stops being eligible under the Plan as a dependent child.  This extension is only available if the 
second qualifying event would have caused the spouse or dependent child to lose coverage under the 
Plan had the first qualifying event not occurred. 
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Are there other coverage options besides COBRA Continuation Coverage? 

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

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

Plan contact information 

Attention:  Kim Perry, Human Resources Specialist  
  Arlington Public Schools, Human Resources Department 

315 N. French 
Arlington, WA  98223 
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Important Legal Notices Affecting Your Health Plan Coverage 

THE WOMEN’S HEALTH CANCER RIGHTS ACT OF 1998 (WHCRA) 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the 
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related 
benefits, coverage will be provided in a manner determined in consultation with the attending physician 
and the patient, for: 

 All stages of reconstruction of the breast on which the mastectomy was performed; 
 Surgery and reconstruction of the other breast to produce a symmetrical appearance; 
 Prostheses; and 
 Treatment of physical complications of the mastectomy, including lymphedema. 

 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other 
medical and surgical benefits provided under this plan. Therefore, deductibles and coinsurance apply per 
the benefit summaries outlined in this guide.  

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

NOTICE OF SPECIAL ENROLLMENT RIGHTS 
 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other 
health insurance or group health plan coverage, you may be able to enroll yourself and your dependents 
in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops 
contributing toward your or your dependents’ other coverage). However, you must request enrollment 
within 30 days after your or your dependents’ other coverage ends (or after the employer stops 
contributing toward the other coverage). 

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for 
adoption, you may be able to enroll yourself and your dependents. However, you must request enrollment 
within 30 days after the marriage, birth, adoption, or placement for adoption. 

Further, if you decline enrollment for yourself or eligible dependents (including your spouse) while 
Medicaid coverage or coverage under a State CHIP program is in effect, you may be able to enroll 
yourself and your dependents in this plan if:  

 coverage is lost under Medicaid or a State CHIP program; or  
 you or your dependents become eligible for a premium assistance subsidy from the State.  

 
In either case, you must request enrollment within 60 days from the loss of coverage or the date you 
become eligible for premium assistance.  
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PATIENT PROTECTION MODEL DISCLOSURE 
 
Group Health generally allows the designation of a primary care provider. You have the right to designate 
any primary care provider who participates in our network and who is available to accept you or your 
family members. For information on how to select a primary care provider, and for a list of the 
participating primary care providers, contact Group Health at 206-901-4636.  

For children, you may designate a pediatrician as the primary care provider. 

You do not need prior authorization from Group Health or from any other person (including a primary care 
provider) in order to obtain access to obstetrical or gynecological care from a health care professional in 
our network who specializes in obstetrics or gynecology. The health care professional, however, may be 
required to comply with certain procedures, including obtaining prior authorization for certain services, 
following a pre-approved treatment plan, or procedures for making referrals. For a list of participating 
health care professionals who specialize in obstetrics or gynecology, contact the Group Health at 206-
901-4636. 

CONTACT INFORMATION 
Questions regarding any of this information can be directed to: 

Arlington Public Schools, Human Resources Department 
315 N. French 

Arlington, WA  98223 
360-618-6226 

 
STATEMENT OF ERISA RIGHTS 

 
As a participant in the Plan you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 1974 (“ERISA”). ERISA provides that all participants shall be entitled 
to: 

Receive Information about Your Plan and Benefits 

• Examine, without charge, at the Plan Administrator’s office and at other specified locations, the 
Plan and Plan documents, including the insurance contract and copies of all documents filed by 
the Plan with the U.S. Department of Labor, if any, such as annual reports and Plan descriptions. 

• Obtain copies of the Plan documents and other Plan information upon written request to the Plan 
Administrator. The Plan Administrator may make a reasonable charge for the copies. 

• Receive a summary of the Plan’s annual financial report, if required to be furnished under ERISA. 
The Plan Administrator is required by law to furnish each participant with a copy of this summary 
annual report, if any. 
 

Continue Group Health Plan Coverage 

If applicable, you may continue health care coverage for yourself, spouse or dependents if there is a loss 
of coverage under the plan as a result of a qualifying event. You and your dependents may have to pay 
for such coverage. Review the summary plan description and the documents governing the Plan for the 
rules on COBRA continuation of coverage rights.  

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for participants, ERISA imposes duties upon the people who are responsible 
for operation of the Plan. These people, called “fiduciaries” of the Plan, have a duty to operate the Plan 
prudently and in the interest of you and other Plan participants. 
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No one, including the Company or any other person, may fire you or discriminate against you in any way 
to prevent you from obtaining welfare benefits or exercising your rights under ERISA. 

Enforce your Rights 

If your claim for a welfare benefit is denied in whole or in part, you must receive a written explanation of 
the reason for the denial. You have a right to have the Plan review and reconsider your claim. 

Under ERISA, there are steps you can take to enforce these rights. For instance, if you request materials 
from the Plan Administrator and do not receive them within 30 days, you may file suit in federal court. In 
such a case, the court may require the Plan Administrator to provide the materials and pay you up to 
$110 a day until you receive the materials, unless the materials were not sent due to reasons beyond the 
control of the Plan Administrator. If you have a claim for benefits which is denied or ignored, in whole or in 
part, and you have exhausted the available claims procedures under the Plan, you may file suit in a state 
or federal court. If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U.S. Department of 
Labor, or you may file suit in a federal court. The court will decide who should pay court costs and legal 
fees. If you are successful, the court may order the person you have sued to pay these costs and fees. If 
you lose (for example, if the court finds your claim is frivolous) the court may order you to pay these costs 
and fees. 

Assistance with your Questions 

If you have any questions about your Plan, this statement, or your rights under ERISA, you should 
contact the nearest office of the Employee Benefits and Security Administration, U.S. Department of 
Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Employee 
Benefits and Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., 
Washington, D.C. 20210. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
This memorandum has been prepared to help you review the annual legal notices associated with our benefit plans.  This 
memorandum does not provide all of the required provisions associated with our policies and should be considered only as a 
summary of information. Refer to the SPDs for more information.   If any differences exist between this summary and the official 
contracts, the contracts prevail. 

31



 

Premium Assistance Under Medicaid and the  
Children’s Health Insurance Program (CHIP)  

 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, 
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or 
CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium 
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance 
Marketplace.  For more information, visit www.healthcare.gov.  
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your 
State Medicaid or CHIP office to find out if premium assistance is available.   
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-
KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program 
that might help you pay the premiums for an employer-sponsored plan.   
 
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is 
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined 
eligible for premium assistance. If you have questions about enrolling in your employer plan, contact the 
Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 
 
 
If you live in one of the following states, you may be eligible for assistance paying your employer health plan 
premiums.  The following list of states is current as of July 31, 2016.  Contact your State for more information 
on eligibility – 

 
ALABAMA – Medicaid FLORIDA – Medicaid 

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

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

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

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

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

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

COLORADO – Medicaid IOWA – Medicaid  
Medicaid Website: http://www.colorado.gov/hcpf 
Medicaid Customer Contact Center: 1-800-221-3943 

Website: http://www.dhs.state.ia.us/hipp/ 
Phone: 1-888-346-9562 
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KANSAS – Medicaid NEVADA – Medicaid 

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

Medicaid Website:  http://dwss.nv.gov/ 
Medicaid Phone:  1-800-992-0900 

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

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

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

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

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

Website: http://www.nyhealth.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

MASSACHUSETTS – Medicaid and CHIP NORTH CAROLINA – Medicaid 
Website: http://www.mass.gov/MassHealth 
Phone: 1-800-462-1120 

Website:  http://www.ncdhhs.gov/dma 
Phone:  919-855-4100 

MINNESOTA – Medicaid NORTH DAKOTA – Medicaid 
Website: http://mn.gov/dhs/ma/ 
Phone: 1-800-657-3739 

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

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

Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

MONTANA – Medicaid OREGON – Medicaid 
Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 

Website: http://www.oregonhealthykids.gov 
               http://www.hijossaludablesoregon.gov 
Phone: 1-800-699-9075 

NEBRASKA – Medicaid PENNSYLVANIA – Medicaid 
Website:  
http://dhhs.ne.gov/Children_Family_Services/AccessNebraska
/Pages/accessnebraska_index.aspx  
Phone: 1-855-632-7633 

Website: http://www.dhs.pa.gov/hipp 
Phone: 1-800-692-7462 
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http://www.kdheks.gov/hcf/
http://dwss.nv.gov/
http://chfs.ky.gov/dms/default.htm
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.nyhealth.gov/health_care/medicaid/
http://www.mass.gov/MassHealth
http://www.ncdhhs.gov/dma
http://mn.gov/dhs/ma/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.insureoklahoma.org/
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.oregonhealthykids.gov/
http://www.hijossaludablesoregon.gov/
http://dhhs.ne.gov/Children_Family_Services/AccessNebraska/Pages/accessnebraska_index.aspx
http://dhhs.ne.gov/Children_Family_Services/AccessNebraska/Pages/accessnebraska_index.aspx
http://www.dhs.pa.gov/hipp


 

 
RHODE ISLAND – Medicaid VIRGINIA – Medicaid and CHIP 

Website: http://www.eohhs.ri.gov/ 
Phone: 401-462-5300 

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

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

Website: 
http://www.hca.wa.gov/medicaid/premiumpymt/pages/index.
aspx 
Phone:  1-800-562-3022 ext. 15473 

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

Website:  
http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pages/
default.aspx 
Phone:  1-877-598-5820, HMS Third Party Liability 

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

Website:  
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 
Phone: 1-800-362-3002 

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

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

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

 

 
To see if any other states have added a premium assistance program since July 31, 2016, or for more information on 
special enrollment rights, contact either: 
 
U.S. Department of Labor    U.S. Department of Health and Human Services  
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/ebsa     www.cms.hhs.gov                                            
1-866-444-EBSA (3272)   1-877-267-2323, Menu Option 4, Ext. 61565  
 
OMB Control Number 1210-0137 (expires 10/31/2016) 
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http://www.eohhs.ri.gov/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.scdhhs.gov/
http://www.hca.wa.gov/medicaid/premiumpymt/pages/index.aspx
http://www.hca.wa.gov/medicaid/premiumpymt/pages/index.aspx
http://dss.sd.gov/
http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pages/default.aspx
http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pages/default.aspx
http://gethipptexas.com/
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://health.utah.gov/medicaid
http://health.utah.gov/chip
https://wyequalitycare.acs-inc.com/
http://www.greenmountaincare.org/
http://www.dol.gov/ebsa
http://www.cms.hhs.gov/
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