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This Enrollment Guide is for general educational purposes and is based on information provided by the employer, summary plan
descriptions, and other sources. In case of discrepancy, plan documents will prevail over information presented in this Guide.
Please treat this information as confidential and only share it with your dependents. Contact Human Resources with questions.
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.FEJDBM1SPWJEFST0QFO"DDFTT/FUXPSL
1IBSNBDZ#FOFGJU.BOBHFS$74$BSFNBSL
dZ/d/KE>PLAN
Plan Feature
Annual Deductible
Coinsurance
Annual Medical Out-of-Pocket Maximum
(includes deductible)
Annual Prescription Out-of-Pocket Maximum

Office Visit
Preventive Care – Adults
Physical exams, including physical exams by a
Naturopathic physician and related lab testing and xrays, immunizations as recommended by your
physician.
Bone Density Testing
Colonoscopy
Well Baby/Well Child Care
Birth up to age 1 (5 visits per calendar year)
Age 1 up to age 2 (3 visits per calendar year)
Age 2 and older (1 visit per calendar year)
Emergency Services
Urgent Care
Inpatient / Outpatient Hospital
X-Ray / Laboratory Services, Outpatient facility,
Independent X-Ray and/or Lab facility

$800 Individual
$1,600 Family
Plan pays 80%
$3,200 Individual
$6,400 Family
$3,000 Individual
$6,000 Family
$20 copay for Gunnison County
Family Physicians
$40 copay for Physicians
$60 copay for Specialists

100% covered, no deductible

100% covered, no deductible
100% covered, no deductible
100% covered, no deductible

80% after deductible
80% after deductible
80% after deductible
80% after deductible



dZ/d/KE> PLAN
Plan Feature
MRI, MRA, CAT Scan, PET Scan, etc. Inpatient facility
and Outpatient facility
Prescription Drug Coverage-Retail (30 Day Supply)
Preventive as required by PPACA
Rx Deductible
Generic (30 Day Supply)
Brand Preferred
Brand Non-Preferred
Prescription Drug Coverage-Mail Order (90 Day Supply)
Preventive as required by PPACA
Rx Deductible
Generic
Brand Preferred
Brand Non-Preferred

Generic prescription Incentive

Specialty Drugs – (30 day supply)

BGUFSEFEVDUJCMF

$P1BZ /P%FEVDUJCMF
QFSJOEJWJEVBM
$PQBZ
oNJOJNVNVQUPNBYJNVN
oNJOJNVNVQUPNBYJNVN
$P1BZ /P%FEVDUJCMF
QFSJOEJWJEVBl
$PQBZ
 .JOJNVNPG$PQBZ
 .JOJNVNPG$PQBZ
8IFOBHFOFSJDJTBWBJMBCMFCVUUIFQIBSNBDZEJTQFOTFTUIF
CSBOEQFSUIFNFNCFSTSFRVFTU UIFNFNCFSXJMMQBZUIF
EJGGFSFODFCFUXFFOUIFCSBOEEJTDPVOUBOEUIFHFOFSJD
EJTDPVOUXIFOBWBJMBCMF*GUIFESVHQSJDJOHEJTDPVOUJTOPU
BWBJMBCMFUIFSFXJMMOPUCFBHFOFSJDJODFOUJWFDIBSHFEBOEUIF
NFNCFSXJMMCFDIBSHFEUIFCSBOEDPQBZ
UPNBY
$744QFDJBMUZ1IBSNBDZ

MONTHLY CONTRIBUTIONS TO PREMIUMS:
Medical Plan

Employee Premium

County Premium

Employee Only

$



$



Employee + Spouse

$



$



Employee + Child(ren)

$



$



Employee + Family

$



$  
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.FEJDBM1SPWJEFST0QFO"DDFTT/FUXPSL
1IBSNBDZ#FOFGJU.BOBHFS$74$BSFNBSL
Plan Feature

HDHP Plan w/HSA

Annual Deductible

$4,000 Individual
$8,000 Family

Coinsurance
Annual Out-of-Pocket Maximum
(includes deductible)
Office Visits
Preventive Care – Adults
Physical exams, including physical exams by a
Naturopathic physician and related lab testing and
x-rays, immunizations as recommended by your
physician.
Bone Density Testing
Colonoscopy
Well Baby/Well Child Care
Birth up to age 1 (5 visits per calendar year)
Age 1 up to age 2 (3 visits per calendar year)
Age 2 and older (1 visit per calendar year)
Emergency Services
Urgent Care
Inpatient/Outpatient Hospital

Plan pays 100%
$4,000 Individual
$8,000 Family
100% after deductible

100% covered, no deductible

100% covered, no deductible
100% covered, no deductible
100% covered, no deductible

100% after deductible
100% after deductible
100% after deductible



Plan Feature
X-Ray/Laboratory Services:
Outpatient facility, Independent X-Ray and/or Lab
facility
MRI, MRA, CAT Scan, PET Scan:
Inpatient facility and Outpatient facility
Prescription Drug Coverage-Retail (30 Day Supply)
Preventive as required by PPACA
Rx Deductible
Generic (30 Day Supply)
Brand Preferred
Brand Non-Preferred
Prescription Drug Coverage-Mail Order (90 Day
Supply)
Preventive as required by PPACA
Rx Deductible
Generic
Brand Preferred
Brand Non-Preferred

Generic prescription Incentive

Specialty Drugs – (30 day supply)

HDHP Plan w/HSA

100% after deductible
100% after deductible
BGUFSEFEVDUJCMF
N/A
100% after deductible
100% after deductible
100% after deductible

BGUFSEFEVDUJCMF
N/A
100% after deductible
100% after deductible
100% after deductible
When a generic is available but the pharmacy dispenses the
brand per the member’s request, the member will pay the
difference between the brand discount and the generic discount
when available. If the drug pricing discount is not available
there will not be a generic incentive charged and the member
will be charged the brand copay.
BGUFSEFEVDUJCMF
$744QFDJBMUZ1IBSNBDZ

MONTHLY CONTRIBUTIONS TO PREMIUMS:
Medical Plan

Employee Premium

County Premium

Employee Only

$



$



Employee + Spouse

$



$



Employee + Child(ren)

$



$



Employee + Family

$



$

 



Recommended Preventive Screening
Tests for Adults
The following guidelines are recommended by the U.S. Preventive Task Force. Your doctor will personalize
the timing of the your screening tests based on a number of factors. Talk to your doctor if you have
questions about any of the tests or recommendations. Call Customer Service at the toll-free number on your
ID card to determine if a service is covered. The Patient Protection and Affordable Care Act requires health
plans to cover many preventive services.

Screening Tests for Men
Screening tests

Ages 18–39

Ages 40–49

Ages 50–64

Abdominal
aortic aneurysm
screening

Ages 65 and older
Get this one-time screening if you are
age 65 to 75 and have ever smoked.

Blood pressure
test

Get tested at least every 2 years if you have
normal blood pressure (lower than 120/80).
Get tested once a year if you have blood
pressure between 120/80 and 139/89.
Discuss treatment with your doctor
or nurse if you have blood pressure
140/90 or higher.

Get tested at least every 2 years if
you have normal blood pressure
(lower than 120/80).
Get tested once a year if you have
blood pressure between 120/80
and 139/89.
Discuss treatment with your doctor
or nurse if you have blood pressure
140/90 or higher.

Get tested at least every 2 years if you
have normal blood pressure (lower
than 120/80).
Get tested once a year if you have
blood pressure between 120/80 and
139/89.
Discuss treatment with your doctor
or nurse if you have blood pressure
140/90 or higher.

Get tested at least every 2 years if you
have normal blood pressure (lower
than 120/80).
Get tested once a year if you have blood
pressure between 120/80 and 139/89.
Discuss treatment with your doctor
or nurse if you have blood pressure
140/90 or higher.

Cholesterol test

Starting at age 20 until age 35, get a
cholesterol test if you are at increased
risk for heart disease.
Starting at age 35 and older, get a
cholesterol test regularly.
Ask your doctor or nurse how often you
need your cholesterol tested.

Get a cholesterol test regularly.
Ask your doctor or nurse how often
you need your cholesterol tested.

Get a cholesterol test regularly.
Ask your doctor or nurse how often
you need your cholesterol tested.

Get a cholesterol test regularly.
Ask your doctor or nurse how often you
need your cholesterol tested.

Starting at age 50, get screened for
colorectal cancer.
Talk to your doctor or nurse about
which screening test is best for you
and how often you need it.

Get screened for colorectal cancer
through age 75.
Talk to your doctor or nurse about
which screening test is best for you
and how often you need it.

Get screened for diabetes if your
blood pressure is higher than
135/80 or if you take medicine for
high blood pressure.

Get screened for diabetes if your blood
pressure is higher than 135/80 or if you
take medicine for high blood pressure.

Get tested if you are at increased risk
for HIV.
Discuss your risk with your doctor or
nurse.

Get tested if you are at increased risk for
HIV.
Discuss your risk with your doctor or
nurse.

Get tested for syphilis if you are at
increased risk.

Get tested for syphilis if you are at
increased risk.

Colorectal cancer
screening (using
fecal occult blood
testing,
sigmoidoscopy or
colonoscopy)
Diabetes
screening

Get screened for diabetes if your blood
pressure is higher than 135/80 or if you
take medicine for high blood pressure.

HIV test

Get tested if you are at increased risk for HIV. Get tested if you are at increased risk
Discuss your risk with your doctor or nurse. for HIV.
Discuss your risk with your doctor
or nurse.

Syphilis screening Get tested for syphilis if you are at
increased risk.

Get screened for diabetes if your
blood pressure is higher than 135/80
or if you take medicine for high
blood pressure.

Get tested for syphilis if you are at
increased risk.

Source: U.S. Department of Health and Human Services, Office on Women’s Health.



Screening Tests for Women
Screening tests

Ages 18–39

Ages 40–49

Ages 50–64

Ages 65 and older

Blood
pressure test

Get tested at least every 2 years
if you have normal blood pressure
(lower than 120/80). Get tested once a
year if you have blood pressure between
120/80 and 139/89. Discuss treatment
with your doctor or nurse if you have
blood pressure 140/90 or higher.

Get tested at least every 2 years if you
have normal blood pressure (lower
than 120/80). Get tested once a year
if you have blood pressure between
120/80 and 139/89. Discuss treatment
with your doctor or nurse if you have
blood pressure 140/90 or higher.

Get tested at least every 2 years if you
have normal blood pressure (lower
than 120/80). Get tested once a year
if you have blood pressure between
120/80 and 139/89. Discuss treatment
with your doctor or nurse if you have
blood pressure 140/90 or higher.

Get tested at least every 2 years if you
have normal blood pressure (lower
than 120/80). Get tested once a year
if you have blood pressure between
120/80 and 139/89. Discuss treatment
with your doctor or nurse if you have
blood pressure 140/90 or higher.

Discuss with your doctor or nurse if
you are at risk of osteoporosis.

Get this test at least once at age 65 or
older. Talk to your doctor or nurse about
repeat testing.

Starting at age 50, get
screened every 2 years.

Get screened every 2 years through age
74. Age 75 and older, ask your doctor or
nurse if you need to be screened.

Bone mineral
density test
(osteoporosis
screening)
Breast cancer
screening
(mammogram)

Discuss with your doctor
or nurse.

Cervical cancer
screening
(Pap test)

Get a Pap test every 3 years if you are 21 Get a Pap test and HPV test together
or older and have a cervix. If you are 30 every 5 years if you have a cervix.
or older, you can get a Pap test and HPV
test together every 5 years.

Get a Pap test and HPV test together
every 5 years if you have a cervix.

Ask your doctor or nurse if you need to
get a Pap test.

Chlamydia test

Get tested for chlamydia yearly through
age 24 if you are sexually active or
pregnant. Age 25 and older, get tested
for chlamydia if you are at increased
risk, pregnant or not pregnant.

Get tested for chlamydia if you are
sexually active and at increased risk,
pregnant or not pregnant.

Get tested for chlamydia if you are
sexually active and at increased risk.

Get tested for chlamydia if you are
sexually active and at increased risk.

Cholesterol test

Starting at age 20, get a cholesterol test
regularly if you are at increased risk for heart
disease. Ask your doctor or nurse how often
you need your cholesterol tested.

Get a cholesterol test regularly if you
are at increased risk for heart disease.
Ask your doctor or nurse how often
you need your cholesterol tested.

Get a cholesterol test regularly if you
are at increased risk for heart disease.
Ask your doctor or nurse how often
you need your cholesterol tested.

Get a cholesterol test regularly if you
are at increased risk for heart disease.
Ask your doctor or nurse how often
you need your cholesterol tested.

Starting at age 50, get screened for
colorectal cancer. Talk to your doctor
or nurse about which screening test
is best for you and how often you
need it.

Get screened for colorectal cancer
through age 75. Talk to your doctor
or nurse about which screening test
is best for you and how often you
need it.

Colorectal cancer
screening (usingfecaloccultbloodtesting,
sigmoidoscopy,or
colonoscopy)
Diabetes
screening

Get screened for diabetes if your blood
pressure is higher than 135/80 or if you
take medicine for high blood pressure.

Get screened for diabetes if your blood Get screened for diabetes if your blood Get screened for diabetes if your blood
pressure is higher than 135/80 or if you pressure is higher than 135/80 or if you pressure is higher than 135/80 or if you
take medicine for high blood pressure. take medicine for high blood pressure. take medicine for high blood pressure.

Gonorrhea test

Get tested for gonorrhea if you are
sexually active and at increased risk,
pregnant or not pregnant.

Get tested for gonorrhea if you are
sexually active and at increased risk,
pregnant or not pregnant.

Get tested for gonorrhea if you are
sexually active and at increased risk.

Get tested for gonorrhea if you are
sexually active and at increased risk.

HIV test

Get tested for HIV at least once. Discuss your
risk with your doctor or nurse because you
may need more frequent tests. All pregnant
women need to be tested for HIV.

Get tested for HIV at least once.
Discuss your risk with your doctor or
nurse because you may need more
frequent tests. All pregnant women
need to be tested for HIV.

Get tested for HIV at least once.
Discuss your risk with your doctor or
nurse because you may need more
frequent tests.

Get tested for HIV at least once if
you are age 65 and have never
been tested.Get tested if you are at
increased risk for HIV. Discuss your risk
with your doctor or nurse.

Syphilis test

Get tested for syphilis if you are at
increased risk or pregnant.

Get tested for syphilis if you are at
increased risk or pregnant.

Get tested for syphilis if you are at
increased risk.

Get tested for syphilis if you are at
increased risk.

Source: U.S. Department of Health and Human Services, Office on Women’s Health.

Vaccines

Vaccines are also important preventive health measures for children and adults. Visit www.vaccines.gov for
information on what’s recommended for you and your family.
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ZLOOEHDEOHWRUHTXHVWDWD[IUHHGLVWULEXWLRQIURP\RXU+6$WUXVWHHIRUWKHVHTXDOLILHGPHGLFDOH[SHQVHVWKDW
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<RXDUHQRWHQUROOHGLQ0HGLFDUH
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DQGWRWDOO\GLVDEOHG
1RWHWKDWWKHDJHRIVWXGHQWGHSHQGHQWVLVGLIIHUHQWIRU+6$VWKDQLWLVIRULQVXUDQFHFRYHUDJHXQGHUWKH
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DJHRI
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PDWWHUZKDW\RXUGHGXFWLEOHLVLQWKH*XQQLVRQ&RXQW\+'+3,I\RXDUHDJHRUROGHU\RXFDQDOVRPDNH
DQDGGLWLRQDO³FDWFKXS´FRQWULEXWLRQV VHHEHORZ 7KH,56DQQXDO+6$OLPLWV DGMXVWHGDQQXDOO\IRU
LQIODWLRQ DUHDVIROORZV

± ±6HOIRQO\FRYHUDJH±)DPLO\FRYHUDJH
±

,QGLYLGXDOVDJHDQGROGHUFDQDOVRPDNHDGGLWLRQDO³FDWFKXS´FRQWULEXWLRQRIDQQXDOO\.
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HWF \RXFDQDVNWKHWUXVWHHRI\RXU+6$WRVHQG\RXDGLVWULEXWLRQIURP\RXUDFFRXQW
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GUXJV$OLVWRITXDOLILHGPHGLFDOH[SHQVHVFDQEHIRXQGLQWKH,563XEOLFDWLRQ,QVXPPDU\H[SHQVHVKDYHWREH
SULPDULO\IRUWKHSUHYHQWLRQRUDOOHYLDWLRQRIDSK\VLFDORUPHQWDOGHIHFWRULOOQHVV
,I\RXGHFLGHWRHQUROOLQWKH*XQQLVRQ&RXQW\+6$+'+3\RXZLOOQHHGWRFRQVLGHUWKHRXWRISRFNHWH[SHQVHIRUWKHWRWDO
FRVW DIWHUGLVFRXQWV RISUHVFULSWLRQV\RXPD\QHHGHDUO\LQWKH\HDU<RXPD\QRWKDYHVXIILFLHQWIXQGVLQ\RXU+6$WR
GUDZXSRQWRFRYHUWKRVHH[SHQVHV

4 :KDWH[SHQVHVDUH127HOLJLEOHIRUUHLPEXUVHPHQW"
$ 7KHIROORZLQJH[SHQVHVPD\QRWEHUHLPEXUVHGIURPDQ+6$:

± ([SHQVHVFRYHUHGE\DQRWKHULQVXUDQFHSODQ
± ([SHQVHVLQFXUUHGSULRUWRWKHGDWHWKH+6$ZDVHVWDEOLVKHG
4 &DQ,XVHP\+6$GROODUVIRUQRQTXDOLILHGPHGLFDOH[SHQVHV"
$ 0RQH\ZLWKGUDZQIURPDQ+6$WRUHLPEXUVHQRQTXDOLILHGPHGLFDOH[SHQVHVLVLQFOXGDEOHLQJURVVLQFRPHWKHUHIRUH
LVWD[DEOHLQFRPHWRWKHDFFRXQWKROGHUDQGLVVXEMHFWWRDWD[SHQDOW\XQOHVVRYHUDJHGLVDEOHGRUXSRQGHDWK
4 :KHQFDQ,VWDUWXVLQJP\+6$GROODUV"
$ <RXFDQXVH\RXU+6$GROODUVLPPHGLDWHO\IROORZLQJ\RXU+6$DFFRXQWDFWLYDWLRQ([SHQVHVLQFXUUHGEHIRUH
\RXHVWDEOLVKHG\RXU+6$DUHQRWTXDOLILHGPHGLFDOH[SHQVHV
4 &DQ,FKDQJHP\SUHWD[+6$FRQWULEXWLRQHOHFWLRQPLG\HDU"
$ (PSOR\HHVPD\VWDUWVWRSRURWKHUZLVHFKDQJHSUHWD[+6$HOHFWLRQVRQDPRQWKO\EDVLV7KHVH
FKDQJHVZLOOEHHIIHFWLYHWKHILUVWRIWKHPRQWKIROORZLQJUHFHLSWRIWKHFKDQJHIRUPWR+XPDQ5HVRXUFHV
GHSDUWPHQW
4 &DQ,RYHUGUDZP\+6$DFFRXQW"
$ 1R<RXPD\QRWRYHUGUDZWKH+6$DFFRXQW<RXPD\RQO\XVHWKRVHIXQGVWKDWKDYHEHHQGHSRVLWHGWR
\RXUDFFRXQW
4:K\VKRXOG,NHHSJRRGUHFRUGV"
$$VWKHRZQHURIDQ+6$LW¶LV<2855(63216,%,/,7<WRGHWHUPLQHZKDWPHGLFDOH[SHQVHVDUHHOLJLEOHIRUD
TXDOLILHGGLVWULEXWLRQIURP\RXU+6$.HHSJRRGUHFRUGVRI\RXUKHDOWKFDUHH[SHQVHVLQFDVHWKH,56DVNVWRUHYLHZ
\RXUXVHRI+6$IXQGV<RXPD\QHHGWRGHIHQG\RXUH[SHQGLWXUHVRUGHFLVLRQVGXULQJDQDXGLW*XQQLVRQ&RXQW\
LVQRWLQYROYHGLQGHWHUPLQLQJHOLJLEOHH[SHQVHVDQGTXDOLILHGGLVWULEXWLRQV



4  :LOO,UHFHLYHD'HELW&DUGIRU+6$SXUFKDVH"
$ <HV7KH%HQHILW:DOOHW&DUGSURYLGHVLQVWDQWDFFHVV WRWKHPRQH\LQ\RXU+HDOWK6DYLQJV
$FFRXQW E\DXWRPDWLFDOO\GHGXFWLQJIXQGV IURPWKHDYDLODEOHEDODQFHLQ\RXU DFFRXQWZKHQ
\RXPDNHD SXUFKDVH
4  :KHUHFDQ,VXEPLW UHFHLSWVLI,SDLGRXW RISRFNHW"
$ 3DUWLFLSDQWVPD\ILOH UHTXHVWV IRU UHLPEXUVHPHQWGLUHFWO\WR ;HUR[+5 6ROXWLRQVYLD
%HQHILW:DOOHWWKURXJKID[PDLOHPDLORUE\XSORDGLQJWKHPGLUHFWO\WKURXJKWKHSDUWLFLSDQW
ZHEVLWH'LVEXUVHPHQWVDUHLVVXHGE\FKHFNRUGLUHFWGHSRVLW&ODLP)RUPVDQG'LUHFW
'HSRVLW$XWKRUL]DWLRQ)RUPVDUHRQOLQHDWZZZP\EHQHILWZDOOHWFRP

+6$&2175,%87,216
+6$ +HDOWK6DYLQJV$FFRXQW KHOSVRIIVHWWKHFRVWRIWKH +'+3SODQ *XQQLVRQ&RXQW\ZLOO SODFH
D GROODUDPRXQW LQWRDQDFFRXQW IRUHDFKHOLJLEOHHQUROOHGHPSOR\HH 7KHVH IXQGVFDQEHXVHGIRU
TXDOLILHGPHGLFDOH[SHQVHV VXFKDVH\HJODVVHV SD\PHQW WRDIDFLOLW\IRUVHUYLFHVSUHVFULSWLRQV
HWF)XQGV UROO RYHU LI WKH\DUHQRWXVHGGXULQJWKH SODQ\HDU DQGZLOO FRQWLQXHWRDFFXPXODWHXQWLO
XVHG

(03/2<(5 &2175,%87,21

&29(5$*(/(9(/6
(PSOR\HH 2QO\

VW

QG <U 5H(QUROOLQJ

)DPLO\

 VW <U (QUROOLQJ

<U(QUROOLQJ

 QG <U5H(QUROOLQJ

 UG <U 5H(QUROOLQJ
UG <U5H(QUROOLQJ

)XQGVDUHFRQWULEXWHGLQTXDUWHUO\LQVWDOOPHQWV-DQXDU\$SULO-XO\DQG2FWREHU
*XQQLVRQ&RXQW\GRHVQRWJXDUDQWHHWKDWWKHHPSOR\HU+6$FRQWULEXWLRQVZLOOFRQWLQXHLQ
IXWXUH\HDUV(PSOR\HUFRQWULEXWLRQVDUHVXEMHFWWRIXWXUHEXGJHWUHVWULFWLRQV
,QDGGLWLRQ WRWKHDERYHHPSOR\HHV DOVRKDYHWKH DELOLW\WRFRQWULEXWHDSRUWLRQRIWKHLURZQ
PRQH\LQWRWKH+6$7KH IXQGV ZLWKGUDZQIURPWKHHPSOR\HHV SD\LV³SUHWD[´ DQGZLOO EH
GHSRVLWHG GLUHFWO\LQWRWKHLUKHDOWKVDYLQJV DFFRXQW3HUVRQVRYHU DJH FDQFRQWULEXWHDQ
DGGLWLRQDO SHU\HDU
&29(5$*(/(9(/6

0$;,080$118$/(03/2<(( &2175,%87,21

(PSOR\HH2QO\

VW<U(QUROOLQJ

)DPLO\

VW <U(QUROOLQJ

QG <U 5H(QUROOLQJ
QG<U5H(QUROOLQJ

UG <U 5H(QUROOLQJ
UG<U5H(QUROOLQJ



)OH[LEOH6SHQGLQJ$FFRXQWV )6$
+($/7+&$5(5(,0%856(0(17)6$
*XQQLVRQ&RXQW\SURYLGHV\RXWKHRSSRUWXQLW\WRSD\IRURXWRISRFNHWPHGLFDOGHQWDOYLVLRQDQGGHSHQGHQW
FDUHH[SHQVHVZLWKSUHWD[GROODUVWKURXJKWKH)OH[LEOH6SHQGLQJ$FFRXQWV<RXPXVWHQUROOUHHQUROOLQWKHSODQ
HDFK\HDUWRSDUWLFLSDWH<RXFDQVDYHDSSUR[LPDWHO\RIHDFKGROODUVSHQWRQWKHVHH[SHQVHVZKHQ\RX
SDUWLFLSDWHLQDQ)6$
&RQWULEXWLRQVWR\RXU)6$FRPHRXWRI\RXUSD\FKHFNEHIRUHDQ\WD[HVDUHWDNHQRXW7KLVPHDQVWKDW\RXGRQ¶W
SD\IHGHUDOLQFRPHWD[6RFLDO6HFXULW\WD[HVDQGVWDWHDQGORFDOLQFRPHWD[HVRQWKHSRUWLRQRI\RXUSD\FKHFN
\RXFRQWULEXWHWR\RXU)6$<RXVKRXOGFRQWULEXWHWKHDPRXQWRIPRQH\\RXH[SHFWWRSD\RXWRISRFNHWIRU
HOLJLEOHH[SHQVHVIRUWKHSHULRGRI-DQXDU\±'HFHPEHU
7KHPD[LPXPDPRXQW\RXPD\FRQWULEXWHLVSHUFDOHQGDU\HDU7KH3ODQSURYLGHVDFDUU\RYHUEHQHILW
LPPHGLDWHO\IROORZLQJWKHSODQ\HDUDOORZLQJDQHPSOR\HHWRUROORYHUXSWRRIDQ\XQXVHGEDODQFHVWRWKH
QH[WIROORZLQJSODQ\HDU7KRVHHPSOR\HHVHQUROOLQJLQWRWKH+6$DUHHOLJLEOHIRUDOLPLWHGUHLPEXUVHPHQW
XQGHUWKH)6$
6RPHH[DPSOHVRIDSSURYHGH[SHQVHVLQFOXGH



3UHVFULSWLRQ'UXJV



+HDULQJVHUYLFHVLQFOXGLQJKHDULQJDLGVDQGEDWWHULHV



9LVLRQVHUYLFHV LHFRQWDFWOHQVHVH\HH[DPLQDWLRQVDQGH\HJODVVHV



'HQWDOVHUYLFHVDQGRUWKRGRQWLD EUDFHV



&KLURSUDFWLFVHUYLFHV



$FXSXQFWXUH



2YHUWKHFRXQWHUPHGLFDWLRQVLI\RXKDYHDSUHVFULSWLRQIURP\RXUSK\VLFLDQ

,WLVWKHHPSOR\HH VUHVSRQVLELOLW\WRGHWHUPLQHZKDWKHDOWKFDUHH[SHQVHVDUHHOLJLEOHIRU)6$
UHLPEXUVHPHQW

'(3(1'(17&$5()6$
7KH'HSHQGHQW&DUH)6$OHWV*XQQLVRQ&RXQW\(PSOR\HHVXVHSUHWD[GROODUVWRUHLPEXUVHWKHPVHOYHVIRU
TXDOLILHGGHSHQGHQWFDUHIRUFKLOGUHQXQGHUWKHDJHRIRUIRUGHSHQGHQWHOGHUV7KHPD[LPXPDPRXQW\RX
PD\FRQWULEXWHWRWKH'HSHQGHQW&DUH)6$LV RULIPDUULHGDQGILOLQJVHSDUDWHO\ SHU
FDOHQGDU\HDU([DPSOHVLQFOXGH



7KHFRVWRIFKLOGRUDGXOWGHSHQGHQWFDUHLQRURXWRI\RXUKRPH



1XUVHU\VFKRROVDQGSUHVFKRROV H[FOXGLQJNLQGHUJDUWHQ



%(1(),76<285(&(,9(


)6$VSURYLGH\RXZLWKDQLPSRUWDQWWD[DGYDQWDJHWKDWFDQKHOS\RXSD\KHDOWKFDUHDQGGHSHQGHQWFDUH
H[SHQVHVRQDSUHWD[EDVLV%\DQWLFLSDWLQJ\RXUIDPLO\¶VKHDOWKFDUHDQGGHSHQGHQWFDUHFRVWVIRUWKHQH[W
\HDU\RXFDQDFWXDOO\ORZHU\RXUWD[DEOHLQFRPH



2QOLQHDWZZZJXQQLVRQFRXQW\RUJ\RXZLOOILQG³+RZ)OH[$FFRXQWV:RUN´³(OLJLEOH([SHQVHVLQD
)OH[LEOH6SHQGLQJ$FFRXQW´DQGD³)OH[LEOH%HQHILW3ODQQLQJ:RUNVKHHW´DORQJZLWKRWKHULQIRUPDWLRQWR
DQVZHU\RXUTXHVWLRQVUHJDUGLQJWKLVEHQHILW



,QDGGLWLRQWRWKHDELOLW\WRXVH\RXUIOH[GHELWFDUGID[DQGPDLOIOH[FODLPVXEPLVVLRQV\RXKDYHWKHDELOLW\WR
VXEPLWUHTXHVWVIRUUHLPEXUVHPHQWYLDHPDLOWRZZZ&6.&&RUHIOH[#FRUHVRXUFHFRP



(PSOR\HHVFDQYLHZ\RXUIOH[FODLPVE\JRLQJWRWKH&RUH6RXUFHZHEVLWHDW
ZZZP\&RUH6RXUFHFRP

)/(;,%/(63(1',1*$&&2817 )6$ $1'<285+6$
4 :KDWLVD/LPLWHG3XUSRVH+HDOWK)6$ /3)6$ "
$ +6$UHJXODWLRQVOLPLWWKHXVHRIDQ)6$IRUPHGLFDOH[SHQVHVPDNLQJDQHPSOR\HHLQHOLJLEOHWRHQUROOLQ
D*HQHUDO3XUSRVH)6$ *3)6$ LIHQUROOHGLQD+LJK'HGXFWLEOH+HDOWK3ODQ$/LPLWHG3XUSRVH)OH[LEOH
6SHQGLQJ$FFRXQW /3)6$ DOORZVDQHPSOR\HHWRVHWDVLGHFRQWULEXWLRQVWD[IUHHWREHXVHGIRUQRQPHGLFDO
VHUYLFHVVXFKDVYLVLRQDQGGHQWDOH[SHQVHV LHGHQWLVWRUH\HGRFWRUDSSRLQWPHQWVJODVVHVEUDFHVHWF 
4 :KDWZLOOWKHDQQXDOOLPLWEHRQWKH/3)6$"
$ 7KHDQQXDOOLPLWZLOOEHWKHVDPHDVIRUWKH*HQHUDO3XUSRVH)6$ *3)6$ 
4 :KDW'HQWDORU9LVLRQH[SHQVHVFDQD/3)6$FRYHU"
$ 7KHYDVWPDMRULW\RIGHQWDOH[SHQVHV VXFKDVILOOLQJVGHQWDORUYLVLRQH[DPVRURUWKRGRQWLD ZLOOIDOOZLWKLQ
DQ\GHILQLWLRQRIGHQWDOFDUH%XWVRPHH[SHQVHVLQYROYLQJWKHWHHWKRUPRXWKSRWHQWLDOO\JREH\RQGGHQWDOFDUH
DQGFURVVRYHULQWRWKHWHUULWRU\RIPHGLFDOFDUHFRYHUDJH VXFKDVWHPSRURPDQGLEXODUMRLQW 70- WUHDWPHQWRU
WUHDWLQJDGHQWDOLQMXU\FDXVHGE\DQDFFLGHQW <RXVKRXOGEHFDXWLRXVDERXWFODLPLQJGHQWDORUYLVLRQ
H[SHQVHVWKDWPD\DOVREHPHGLFDOLQQDWXUH,QYDVLYHWRRWKH[WUDFWLRQV LHZLVGRPHWHHWK LVDPHGLFDO
H[SHQVHLQQDWXUH ZLWK70-RUGHQWDOLQMXU\ 
4 +RZGR,PDNHFODLPVIRUUHLPEXUVHPHQWWRP\/3)6$"
$ <RXDVNIRUUHLPEXUVHPHQWLQWKHVDPHPDQQHUDQGIRUPDV\RXGRWRGD\IRUWKH*3)6$
WKURXJK&RUH6RXUFH

)/(;,%/(63(1',1*$&&2817 )6$ 5(0,1'(56
7KHDYDLODELOLW\RI\RXUHOHFWLRQDPRXQWGLIIHUVIRUD'HSHQGHQW&DUH)6$DQGD+HDOWK)6$:LWKD+HDOWK
)6$\RXUHOHFWLRQDPRXQWLVDYDLODEOHRQWKHILUVWGD\RIWKHSODQ\HDU+RZHYHU\RXU'HSHQGHQW&DUH
)6$IXQGVDUHRQO\DYDLODEOHDVWKHPRQH\LVGHGXFWHGIURP\RXUSD\FKHFN'HSHQGHQWFDUHFDQQRWEH
VHWXSIRUDXWRPDWLFPRQWKO\UHLPEXVHPHQWV
..HHS\RXUUHFHLSWV7KH,56KDVSURYLGHGVWULFWUHTXLUHPHQWVVWDWLQJWKDWH[SHQVHVUHLPEXUVHGWKURXJK
)6$VPXVWEHVXEVWDQWLDWHGXVLQJLWHPL]HGUHFHLSWVELOOVVWDWHPHQWVRUH[SODQDWLRQRI%HQHILWV



'HQWDO&RYHUDJH
&RUH6RXUFH'HQWDO
&RPSUHKHQVLYHDQGDIIRUGDEOHFRYHUDJHLVDYDLODEOHWKURXJK&RUH6RXUFHIRUDOOIXOOWLPHHOLJLEOH
HPSOR\HHV7KH'HQWDO3ODQSURYLGHVWKHIROORZLQJFRYHUDJH8SRQHQUROOPHQWDQHPSOR\HHZLOOEH
FRPLWWHGWRGHQWDOFRYHUDJHIRUWKHHQWLUHSODQ\HDUXQOHVVWKHUHLVDFKDQJHLQIDPLO\VWDWXV

ĞŶƚĂůĞŶĞĨŝƚƐ

Type of Service
Annual Deductible
(Individual/Family)
Calendar Year Maximum Benefit
Orthodontia Lifetime Maximum
Available to all participants
Preventive and Diagnostic
Benefits

$50/$150
$2,000 per member
$2,000 per individual
Plan pays 100%
No deductible
Plan pays 80%
Plan pays 50%
Plan pays 50%

Basic Services
Major Services
Orthodontics

MONTHLY CONTRIBUTIONS TO PREMIUMS:
Dental Plan

Employee Premium

County Premium

Employee Only

$

26.12

$

26.12

Employee + 1

$

52.23

$

52.23

Employee + Family

$

78.34

$

78.34



9LVLRQ&RYHUDJH
&RUH6RXUFH9LVLRQ
$IIRUGDEOHFRYHUDJHLVDYDLODEOHWKURXJK&RUH6RXUFHIRUDOOIXOOWLPHHOLJLEOHHPSOR\HHV7KH9LVLRQ3ODQSURYLGHV
GLVFRXQWVDQGUHLPEXUVHPHQWVIRUH[DPVDQGPDWHULDOV8SRQHQUROOPHQWDQHPSOR\HHZLOOEHFRPLWWHGWRYLVLRQ
FRYHUDJHIRUWKHHQWLUHSODQ\HDUXQOHVVWKHUHLVDFKDQJHLQIDPLO\VWDWXV

Services
Eye Examinations
Eyeglass Frames
Eyeglass Lens Benefit
Single Vision
Bifocal
Trifocals
Lenticular
Contact Lenses
Note

Benefits and Maximums
1 exam every 12 months up to a maximum of $50
1 set of frames every 24 months, up to a maximum of $100
1 set (2 lenses) every 12 months
Up to a maximum of $50
Up to maximum of $75
Up to a maximum of $100
Up to a maximum of $150
Up to a maximum of $150
Your benefit maximum will depend on your choice of glasses or
contacts. Your benefit covers:
 A routine eye exam every 12 months, and a set of frames every
24 months and one pair of lenses every 12 months, or
 A routine eye exam every 12 months , and contact lenses up to
$150

MONTHLY CONTRIBUTIONS TO PREMIUMS:
Vision Plan

Employee Premium

County Premium

Employee Only

$

4.56

$

4.56

Employee + 1

$

9.32

$

9.32

Employee + Family

$

13.54

$

13.54



+HDOWK$GYRFDF\6HUYLFHV
$VDYDOXHGHPSOR\HHRI*XQQLVRQ&RXQW\ZHDUHSOHDVHGWRFRQWLQXHRIIHULQJ\RXDPHPEHUDGYRFDF\VHUYLFH
WKURXJK&RUH6RXUFH&RQQHFW&RUH6RXUFH&RQQHFWSURYLGHVPHPEHUVXSSRUWKRXUVDGD\GD\VDZHHN
*HWWKHPRVWRXWRI\RXUEHQHILWVE\FRQWDFWLQJ&RUH6RXUFH&RQQHFW
0DQDJLQJFRPSOH[KHDOWKFDUHLVVXHVFDQEHDORWRIZRUN$QGZKHQ\RXRUVRPHRQH\RXORYHLVIDFLQJDQLOOQHVV
WKHODVWWKLQJ\RXQHHGLVPRUHVWUHVVDQGXQFHUWDLQW\7KH&DUH&KDPSLRQVRQWKH&RUH6RXUFH&RQQHFWWHDPFDQ
KHOSWDNH\RXRXWRIWKHPLGGOH7KH\ZLOODFWRQ\RXUEHKDOIWRUHVROYHLVVXHVDQGJHW\RXDQVZHUV
&DUH&KDPSLRQVFDQKHOS\RXZLWK«

,I\RXRUVRPHRQHLQRXUIDPLO\KDVDQHZRUFRPSOLFDWHGGLDJQRVLVFKDQFHVDUH\RXKDYHDORWRITXHVWLRQV<RXU
&DUH&KDPSLRQFDQKHOSJHW\RXDQVZHUVDQGFRRUGLQDWH\RXUFDUHVR\RXFDQIRFXVRQZKDW¶VUHDOO\LPSRUWDQW\RXU
KHDOWKRUWKHKHDOWKRI\RXUORYHGRQHV

,I\RX¶UHIHHOLQJRYHUZKHOPHGE\FRPSOLFDWHGPHGLFDOFODLPVDQGELOOVZHFDQKHOS6RUWLQJWKURXJKHYHU\WKLQJWDNHV
WLPHDQGHQHUJ\\RXVKRXOGEHXVLQJWRIRFXVRQJHWWLQJKHDOWK\<RXU&DUH&KDPSLRQFDQGRWKHZRUNIRU\RX

$QHZRUFRPSOLFDWHGGLDJQRVLVFRXOGUHTXLUHUHVRXUFHV\RXPLJKWQRWKDYHQHHGHGEHIRUHVXFKDVDSK\VLFDORU
RFFXSDWLRQDOWKHUDSLVW<RXU&DUH&KDPSLRQFDQKHOS\RXILQGQHZUHVRXUFHVDQGSURYLGHUVVR\RXJHWWKHFDUH\RX
QHHG

0DQDJLQJ\RXUSUHVFULSWLRQGUXJVFDQEHWLPHFRQVXPLQJ:HFDQFRQQHFWZLWK\RXUGRFWRUVDQGVHWXSGHOLYHU\
RIVSHFLDOSUHVFULSWLRQGUXJVKDYHWKHPVHQGSUHVFULSWLRQVWRDSKDUPDF\QHDU\RXRUVZLWFKSKDUPDFLHVWR
VRPHZKHUHPRUHFRQYHQLHQWIRU\RX

877-848-9984

7RFRQQHFWZLWK\RXU&DUH&KDPSLRQMXVWFDOOWKHQXPEHURQ\RXUPHGLFDO,'FDUG

5

*URXSDQG6XSSOHPHQWDO/LIHDQG$' ',QVXUDQFH
Lincoln Financial Group
*XQQLVRQ&RXQW\RIIHUVJURXSWHUPOLIHLQVXUDQFHWRDOOIXOOWLPHHOLJLEOHHPSOR\HHVDQGWKHLUGHSHQGHQWVDWD
FRVWVKDUH7KLVSROLF\DOVRSURYLGHVDGGLWLRQDOFRYHUDJHIRU$FFLGHQWDO'HDWKDQG'LVPHPEHUPHQW $' ' 

Type of Service
Employee Life Benefit Amount
Spouse Life Benefit Amount
Dependent (14 days – 6 months) Life Benefit
Amount
Dependent (6 months – 23 years if full time
student) Life Benefit Amount
Reduction of Benefits

Benefit
$10,000
$5,000
$200
$2,000
65% of the Life Benefit at age 65
50% of the Life Benefit at age 70+

6833/(0(17$//,)(
6XSSOHPHQWDO/LIHLQVXUDQFHLVDYDLODEOHWR)XOO7LPH(PSOR\HHVWKHLUVSRXVHDQGFKLOGUHQZKHQHQUROOHGLQEDVLFFRYHUDJH
(PSOR\HH/LIH&RYHUDJH





(OHFWEHQHILWDPRXQWIURPWRQRWWRH[FHHG[EDVHDQQXDOHDUQLQJV
7KH(PSOR\HHJXDUDQWHHGLVVXHDPRXQWLVIRU(PSOR\HHVZKRHQUROOZKHQILUVWHOLJLEOH
(OHFWLRQVPDGHDERYHWKHJXDUDQWHHGLVVXHDPRXQWRUDIWHUWKHLQLWLDOHOLJLELOLW\SHULRGUHTXLUH0HGLFDO
(YLGHQFHRI,QVXUDELOLW\ (2, 

SSRXVH/LIH&RYHUDJH
 ,QRUGHUWRHOHFWEHQHILWVIRUDVSRXVHWKH(PSOR\HHPXVWHQUROOLQVXSSOHPHQWDOOLIH
 (OHFWEHQHILWDPRXQWIURPWRQRWWRH[FHHGRIWKH(PSOR\HH¶VHOHFWHGDPRXQWWRD



PD[LPXPRI
7KH6SRXVHJXDUDQWHHGLVVXHDPRXQWLVIRU(PSOR\HHVZKRHQUROOZKHQILUVWHOLJLEOH
(OHFWLRQVPDGHDERYHWKHJXDUDQWHHGLVVXHDPRXQWRUDIWHUWKHLQLWLDOHOLJLELOLW\SHULRGUHTXLUH0HGLFDO
(YLGHQFHRI,QVXUDELOLW\ (2, 

&KLOG UHQ /LIH&RYHUDJH





,QRUGHUWRHOHFWEHQHILWVIRUDFKLOGWKH(PSOR\HHPXVWHQUROOLQVXSSOHPHQWDOOLIH
%HQHILWVDUHEDVHGRQWKHFKLOG¶VDJH)URPGD\VWRPRQWKVRIEHQHILWLVDYDLODEOH)URPPRQWKV
WKURXJKDJH LIIXOOWLPHVWXGHQW EHQHILWVFDQEHHOHFWHGLQDPRXQWVRIRU

(OHFWLRQVPDGHDIWHUWKHLQLWLDOHOLJLELOLW\SHULRGUHTXLUH0HGLFDO(YLGHQFHRI,QVXUDELOLW\ (2, 

6

0RQWKO\(PSOR\HH3UHPLXP&RVW

Employee Age
<24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
Emp. Only 70-74
Emp. Only 75-99

Employee & Spouse per $1,000
$0.050
$0.050
$0.050
$0.080
$0.130
$0.200
$0.380
$0.600
$0.670
$1.190
$2.990
$11.810

CKLOG/LIH&RYHUDJHSHUSHUSHUDQGSHU3UHPLXP
FRYHUVDOOGHSHQGHQWFKLOGUHQUHJDUGOHVVRIWKHQXPEHURIFKLOGUHQ
6XSSOHPHQWDOOLIHLQVXUDQFHSUHPLXPIRUFXUUHQWSDUWLFLSDQWVZLOOEHDGMXVWHGDFFRUGLQJWRDJHEUDFNHWV LI\RXU
FXUUHQWDJHKDVPRYHGLQWRDGLIIHUHQWEUDFNHW\RXUSUHPLXPVZLOOLQFUHDVHVOLJKWO\ 6XSSOHPHQWDO/LIH
SUHPLXPVDUHFDOFXODWHGDFFRUGLQJWRWKHDJHRIWKHHPSOR\HHFRYHUDJHDPRXQWVDQGZLOOEHHQWLUHO\WKH
HPSOR\HH¶VUHVSRQVLELOLW\

92/817$5<6833/(0(17$/$' ' $&&,'(17$/'($7+$1'',60(0%(50(17 ±
(03/2<((608670$.($6(3$5$7((/(&7,21
(PSOR\HHVFDQHQUROOLQWKH9ROXQWDU\$' 'SODQDWDQ\WLPHIRUDPRXQWVXSWR7KH$' 'SODQKDV
QRUHTXLUHPHQWIRU(YLGHQFHRI,QVXUDELOLW\5DWHVDUHDVIROORZV



$SSOLFDQWSHURIFRYHUDJH



$SSOLFDQW )DPLO\SHURIFRYHUDJH

$OO/LIH,QVXUDQFHFRYHUDJHGRHVQRWJRLQWRHIIHFWXQWLOWKHSDUWLFLSDQWLVDFFHSWHGE\WKH/LIH,QVXUDQFH
&RPSDQ\DQGWKHILUVWSUHPLXPLVGHGXFWHGIURPSD\UROO
)XUWKHUFRYHUDJHLQIRUPDWLRQDVZHOODVHQUROOPHQWIRUPVDQG(YLGHQFHRI,QVXUDELOLW\IRUPVDUH
DYDLODEOHRQOLQHDWZZZJXQQLVRQFRXQW\RUJ

7

5HWLUHPHQW3URJUDPV
(OLJLELOLW\
(OLJLELOLW\ UHTXLUHPHQWVWRSDUWLFLSDWH



:RUNDW OHDVWKRXUVSHU\HDU



,IHOLJLEOHIRUWKH D 3ODQFRQWULEXWLRQV DQG&RXQW\PDWFKZLOO EHJLQWKHVW GD\RIWKHPRQWK
IROORZLQJWKHGDWH RI HPSOR\PHQW

&RXQW\ D 5HWLUHPHQW3URJUDP
7KLVLVD PDQGDWRU\5HWLUHPHQW 3ODQIRUHPSOR\HHVUHJXODUO\VFKHGXOHGWRZRUN PRUH WKDQ KRXUVSHU ZHHN
7KHPDQGDWRU\FRQWULEXWLRQDPRXQW LVRI\RXU JURVV VDODU\ ZKLFKWKH&RXQW\GHIHUV DQGPDWFKHV7KH
HPSOR\HHEHFRPHVYHVWHG LQ WKHHPSOR\HU VVKDUH RI FRQWULEXWLRQVWRWKHLUUHWLUHPHQWDFFRXQWDWDUDWH RI 
SHU\HDU
 E 'HIHUUHG&RPSHQVDWLRQ3ODQ0DWFK3URJUDP
7KLV SODQLVDQRSWLRQDOSDUWLFLSDWLRQE\WKHHPSOR\HH,WLV PDWFKHGE\WKH&RXQW\XSWRRIJURVV
ZDJHV<RX PD\ HOHFW WR


&RQWULEXWHDSHUFHQWRI\RXU FRPSHQVDWLRQDVEHIRUHWD[



&RQWULEXWHD SHUFHQWRI \RXU FRPSHQVDWLRQDIWHUWD[ DVDGHVLJQDWHG 5RWKGHIHUUDO

3ODQV'HILQLWLRQRI&RPSHQVDWLRQ
)RUSXUSRVHVRIDOORFDWLQJFRQWULEXWLRQV*XQQLVRQ&RXQW\H[FOXGHVWKHIROORZLQJIURPWKHGHILQLWLRQRI
&RPSHQVDWLRQ
 2YHUWLPH
 %RQXVHV
 )ULQJHEHQHILWVH[SHQVHUHLPEXUVHPHQWVGHIHUUHGFRPSHQVDWLRQDQGZHOIDUHEHQHILWV
 6HYHUDQFHSD\
 E 'HIHUUHG&RPSHQVDWLRQ$GGLWLRQDO5HWLUHPHQW&RQWULEXWLRQV
7KHHPSOR\HHPD\FRQWULEXWHDGGLWLRQDODPRXQWVEH\RQGWKHPDWFKE\WKH&RXQW\7KHWRWDO E 3ODQ
FRQWULEXWLRQVFDQQRWH[FHHGWKHDQQXDOPD[LPXPOLPLWV
 5HJXODU/LPLW 
 $JH/LPLW 
 6SHFLDO&DWFKXS/LPLW 
3OHDVHORRNIRUSRVVLEOH E 'HIHUUHG&RPSHQVDWLRQ3ODQFKDQJHVDIWHU1RYHPEHU
),&$WD[ LV SD\DEOHRQHPSOR\HHDQGHPSOR\HU E 'HIHUUHG &RPSHQVDWLRQ 3ODQFRQWULEXWLRQV
*RRQOLQHWRKWWSZZZFFRHUDRUJ WRILQGWKH DSSURSULDWH&&2(5$IRUPVWRHQUROO LQRUDGMXVW\RXU
FRQWULEXWLRQVIRUDQ\ RIWKHDERYHUHWLUHPHQWRSWLRQV3ULQWDQGFRPSOHWHWKHIRUPVDQGUHWXUQWKHPWR+5
/RDQVRQ\RXU5HWLUHPHQW$FFRXQW V
,WLVSRVVLEOHWRREWDLQDORDQIURP\RXU D DQG E UHWLUHPHQW DFFRXQW V DIWHU\RXKDYHDFFUXHGDWOHDVWD
EDODQFH *UHDW :HVW 5HWLUHPHQW 6HUYLFHVRIIHUVERWK*HQHUDO3XUSRVH/RDQV DQG3ULQFLSDO5HVLGHQFH
/RDQV,I\RXDUHLQWHUHVWHG FDOOIRUPRUH LQIRUPDWLRQ RUYLVLWKWWSZZZFFRHUDRUJ IRU
DSSOLFDWLRQV



(PSOR\HH$VVLVWDQFH3URJUDP ($3
Triad EAP
7KH(PSOR\HH$VVLVWDQFH3URJUDPLVHPSOR\HUSDLGDQGLVRIIHUHGWRDOOHPSOR\HHVDQGLPPHGLDWHIDPLO\
PHPEHUVRI*XQQLVRQ&RXQW\WKURXJK7ULDG($3
7KH($3LVDFRPSOHWHO\FRQILGHQWLDOFRXQVHOLQJSURJUDPWKDWSURYLGHVXSWRWKUHH  IUHHVHVVLRQVIRUQRQ
DFXWHKHDOWKUHODWHGSUREOHPVVXFKDVSK\VLFDORUPHQWDOLOOQHVVRUVXEVWDQFHDEXVHMREUHODWHGSUREOHPV
ILQDQFLDOOHJDOSUREOHPVDQGUHODWLRQVKLSLVVXHV
7KH(PSOR\HH$VVLVWDQFH3URJUDPRIIHUVVXSSRUWIRU

Financial

Legal

Life Issues

Debt Reduction

Access to a toll-free information
line

Relationship Difficulties

Home Buying

Free 30-minute sessions with an
attorney in Colorado

Depression or Anxiety

Budgeting

Referral to a local attorney for free
½ hour consultation

Drug/Alcohol Misuse

Foreclosure Prevention

If required, clients are entitled to
discounted fees off the local
attorney’s normal fees

Parenting Issues
Eldercare

Bankruptcy Prevention

Advise on Identity Theft Recovery

Job Related Problems
Workplace Conflicts

EAP Access Information
Toll-Free Telephone Number – Monday through Friday; 8:00 am to 6:00 pm (MST)
(With 24/7 Emergency Access): 1.877.679.1100 Website: www.triadeap.com
(User Name: gunnison; Password: county)
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9DFDWLRQ6LFN +ROLGD\/HDYH
9DFDWLRQ
9DFDWLRQLVFDOFXODWHGIRUKUZNHPSOR\HHVEDVHGRQWKHLQLWLDOHOLJLELOLW\GDWHSHUWKHIROORZLQJWDEOH
2WKHUHOLJLEOHHPSOR\HHVZRUNLQJUHJXODUO\VFKHGXOHGKRXUVEHWZHHQKUV\UDQGKUV\UUHFHLYH
YDFDWLRQEHQHILWVRQDSURUDWHGEDVLV
Years of service
0 through the end of 4 years
5 through the end of 8 years
9 through the end of 15 years
16 through the end of 20 years
21 plus years

Monthly Accrual
6 2/3 hours
8 hours
10 hours
12 hours
14 hours

Annual Accrual
80 hours or 10 days
96 hours or 12 days
120 hours or 15 days
144 hours or 18 days
168 hours or 21 days

Maximum Limit
160 hours
196 hours
240 hours
288 hours
336 hours

6LFN/HDYH
&UHGLW (PSOR\HHVLQIXOOWLPHSRVLWLRQVZRUNLQJDKRXUZRUNZHHNDUHFUHGLWHGVLFNOHDYHZLWKSD\DWWKHUDWHRI
KRXUVIRUHDFKIXOOPRQWKRIVHUYLFH(OLJLEOHHPSOR\HHVZRUNLQJOHVVWKDQDKRXUZRUNZHHNVKDOO
DFFXPXODWHVLFNOHDYHRQDSURUDWHGEDVLVDFFRUGLQJWRWKHQXPEHURIKRXUVZRUNHGSHU\HDU
8VH

$QHPSOR\HHPD\XVHVLFNOHDYHZLWKSD\IRUDEVHQFHVQHFHVVLWDWHGE\QRQMREUHODWHGLQMXU\LOOQHVVRU
GLVDELOLW\DQGIRUGHQWDOPHGLFDORURSWLFDOFDUHRIWKHHPSOR\HH6LFNOHDYHZLWKSD\PD\DOVREHXVHGIRU
WKHELUWKRIWKHHPSOR\HH¶VFKLOGLQRUGHUWRFDUHIRUWKHQHZEDE\DQGIRUSODFHPHQWRIDFKLOGZLWKWKH
HPSOR\HHIRUDGRSWLRQIRVWHUFDUHRUDQ\RWKHUUHDVRQWKDWTXDOLILHVIRU)0/$OHDYHLQDFFRUGDQFHZLWKWKH
)DPLO\DQG0HGLFDO/HDYH$FW$QHPSOR\HHPD\XVHVLFNOHDYHZLWKSD\IRUDEVHQFHVQHFHVVLWDWHGE\
LQMXU\LOOQHVVGLVDELOLW\GHQWDOPHGLFDORURSWLFDOFDUHRIDPHPEHURIWKHLULPPHGLDWHIDPLO\RUDQ\RWKHU
UHDVRQWKDWTXDOLILHVIRU)0/$OHDYHLQDFFRUGDQFHZLWKWKH)DPLO\DQG0HGLFDO/HDYH$FW$WWKHGLVFUHWLRQ
RIWKHDSSURSULDWH'HSDUWPHQW+HDGRU(OHFWHG2IILFLDOVLFNOHDYHPD\DOVREHXVHGWRDWWHQGIXQHUDOV:LWK
DSSURYDOE\WKHDSSURSULDWH'HSDUWPHQW+HDGRU(OHFWHG2IILFLDODQHPSOR\HHPD\XVHXSWRKRXUV RU
HTXLYDOHQWSURUDWLRQ SHU\HDURIVLFNOHDYHDVSHUVRQDOOHDYH([DPSOHVRISHUVRQDOOHDYHUDQJHIURPOHDYH
IRUILQDQFLDORUOHJDODSSRLQWPHQWVWROHDYHIRUWKHHPSOR\HH¶VELUWKGD\RIIRUPD\LQFOXGHYDULRXVRWKHU
SHUVRQDOUHDVRQV

+ROLGD\V
*XQQLVRQ&RXQW\REVHUYHVWKHIROORZLQJ+ROLGD\V

+ROLGD\6FKHGXOH
0RQGD\
0RQGD\
0RQGD\
0RQGD\
:HGQHVGD\
0RQGD\
0RQGD\
7KXUVGD\
)ULGD\
0RQGD\
7XHVGD\

-DQXDU\
-DQXDU\
)HEUXDU\
0D\
-XO\
6HSWHPEHU
1RYHPEHU
1RYHPEHU
1RYHPEHU
'HFHPEHU
'HFHPEHU

1HZ<HDU V'D\
0DUWLQ/XWKHU.LQJ-U V%LUWKGD\
:DVKLQJWRQ V%LUWKGD\
0HPRULDO'D\
,QGHSHQGHQFH'D\
/DERU'D\
9HWHUDQV 'D\ REVHUYHG 
7KDQNVJLYLQJ'D\
'D\DIWHU7KDQNVJLYLQJ
&KULVWPDV(YH
&KULVWPDV
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$GGLWLRQDO%HQHILWV
+HDOWK&OXE0HPEHUVKLS2SWLRQV
*XQQLVRQ&RXQW\LVRIIHULQJHPSOR\HHVLQIXOOWLPHRUUHJXODUO\VFKHGXOHGSDUWWLPHSRVLWLRQVWKHRSSRUWXQLW\WR
EHFRPHPHPEHUVRI&RORUDGR)LWQHVV*\PDQGRU*XQQLVRQ&RPPXQLW\DQG$TXDWLFV&HQWHU(DFK
FOXERIIHUVDGLIIHUHQWIHHVFKHGXOH*RRQOLQHWRZZZJXQQLVRQFRXQW\RUJIRUIXUWKHULQIRUPDWLRQ7KHSODQ
\HDUUXQVIURP-DQXDU\VWWR'HFHPEHUVWRIHDFK\HDU1RWH8SRQHQUROOPHQWHPSOR\HHVDUHUHTXLUHGWR
FRPPLWWRPHPEHUVKLSXQWLO'HFHPEHUVWRIWKH\HDURIHQUROOPHQW7KHPHPEHUVKLSIHHVZLOOEHSDLG
WKURXJKSD\UROOGHGXFWLRQ

%R[&DQ\RQ/RGJH'LVFRXQW
*XQQLVRQ&RXQW\KDVHQWHUHGLQWRDQDJUHHPHQWZLWKWKH%R[&DQ\RQ/RGJH7KLUG$YHQXH2XUD\
&RORUDGR7KLVDJUHHPHQWDOORZV*XQQLVRQ&RXQW\HPSOR\HHVDQGJXHVWVWRVWD\DWWKH/RGJHIRU
UHGXFHGUDWHVGXULQJWKHLURIIVHDVRQ&DOOIRUGHWDLOVDQGUHVHUYDWLRQVRUYLVLWWKHLU
ZHEVLWHDWZZZER[FDQ\RQRXUD\FRP

)LYH:LVKHV%RRNOHWV
,I\RXGRQRWKDYHDOLYLQJZLOORUDQRWKHUOHJDOGRFXPHQWWKDWVWDWHVVSHFLILFDOO\ZKDW\RXZRXOGOLNHWRKDSSHQWR
\RXLQWKHHYHQW\RXDUHLQDOLIHWKUHDWHQLQJVLWXDWLRQDQGFDQ¶WPDNHGHFLVLRQVIRU\RXUVHOIWKH)LYH:LVKHV
ERRNOHWLVDIUHHZD\WRJHWWKDWGRFXPHQWLQSODFH7KH$GPLQLVWUDWLRQ±+XPDQ5HVRXUFHV'HSDUWPHQWKDV
SXUFKDVHGWKH)LYH:LVKHVOLYLQJZLOOERRNOHWVDQG%HWV\+ROHQD6HQLRU5HVRXUFHV3URJUDP0DQDJHUZLOO
DQVZHUDQ\TXHVWLRQV\RXKDYHUHJDUGLQJKRZWRFRPSOHWHWKHGRFXPHQW&RQWDFW$GPLQLVWUDWLRQ±+XPDQ
5HVRXUFHVZLWKDQ\TXHVWLRQVRUUHTXHVWVUHJDUGLQJ*XQQLVRQ&RXQW\IULQJHEHQHILWV

&HOO3KRQH'LVFRXQWV
$VD*XQQLVRQ&RXQW\HPSOR\HH\RXPD\EHHOLJLEOHIRUGLVFRXQWVWKURXJK9HUL]RQ:LUHOHVVDQG$7 7RQFHOO
SKRQHVHUYLFHVDQGSURGXFWVLQFOXGLQJPRQWKO\FDOOLQJRUGDWDSODQVSKRQHVDQGDFFHVVRULHV9LVLWWKHVHOLQNV
IRUPRUHLQIRUPDWLRQDQGWRVLJQXSIRUWKHGLVFRXQWV
$7 7'LVFRXQW,QIRUPDWLRQ
ZZZZLUHOHVVDWWFRPEXVLQHVVFHQWHU
9HUL]RQ'LVFRXQW,QIRUPDWLRQ
ZZZYHUL]RQZLUHOHVVFRP
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Voluntary Supplemental Insurance Policy Options
Accident Policy - 24 Hour Accident-Only Insurance with Wellness Benefit – Plan 2
Provides cash benefits for accidental injuries.
x
x
x
x
x

Wellness benefit payable for routine medical exams to encourage early detection and prevention
Daily hospitalization benefits for hospital stays
Benefits for physician treatments due to an accident – chiropractic, doctor, dental and vision
Benefits for follow-up treatments and physical therapy
Transportation and lodging benefits payable for travel to receive treatment

Cancer Care Classic Policy
Provides cancer benefits for the diagnosis and treatment of cancer.
x
x
x
x
x
x
x

Yearly Cancer Wellness Benefit for tests performed to determine whether cancer or an associated
cancerous condition exists
Initial Diagnosis Benefit
Cancer Treatment – Chemotherapy, Radiation, Experimental and other treatment benefits
Hospitalization – Confinement and Outpatient Hospital Surgical Room
Continuing Care – Home Health Care, Hospice, Nursing Services; Nonsurgical Prosthesis and other
treatment benefits
Ambulance, Transportation, Lodging and Other benefits
Skin Cancer

Critical Care and Recovery Policy – Specified Health Event – Plan 2
Provides benefits for diagnosis of a primary specified health event, hospital confinement, hospital care,
transportation and lodging.
Specified health events include – coma, paralysis, stroke, heart attack, major third-degree burns, sudden cardiac
arrest, major human organ transplant, persistent vegetative state, end-stage renal failure.
Short-Term Disability – Off-the-Job Injury/Illness Coverage
Provides a paycheck for when you cannot work due to injury or illness.
x
x
x
x

Benefits paid for injuries/illnesses sustained off-the-job resulting in total or partial disability
Monthly benefit payment, based on income, for 3-6 months
Accident coverage starts immediately
Pregnancy pays 5 out of 6 weeks for normal delivery. 7 out of 8 weeks for C-section delivery

Hospital Confinement Policy – Option 4
Provides benefits for hospital confinement, rehabilitation, emergency room, physician visit, medical diagnostic
and imagining, surgical and ambulance.
22

&RQWDFW,QIRUPDWLRQ
5HIHUWRWKLVOLVWZKHQ\RXQHHGWRFRQWDFWRQHRI\RXUEHQHILWYHQGRUV)RUJHQHUDOLQIRUPDWLRQFRQWDFW
+XPDQ5HVRXUFHV
+($/7+$'92&$&<6(59,&(6
3URYLGHU1DPH
&RUH6RXUFH&RQQHFW
3URYLGHU3KRQH1XPEHU

3URYLGHU(PDLO
ZZZP\FRUHVRXUFHFRP
0(',&$/3/$16
3URYLGHU1DPH:
&RUH6RXUFH
3URYLGHU3KRQH1XPEHU

3URYLGHU:HE$GGUHVV
ZZZP\FRUHVRXUFHFRP
3UHVFULSWLRQ'UXJ3ODQ
&96&DUHPDUN

ZZZFDUHPDUNFRP
)/(;,%/(63(1',1*$&&28176 )6$
3URYLGHU1DPH
&RUH6RXUFH
3URYLGHU3KRQH1XPEHU

3URYLGHU:HE$GGUHVV
ZZZP\FRUHVRXUFHFRP
3URYLGHU1DPH
3URYLGHU3KRQH1XPEHU
3URYLGHU:HE$GGUHVV

+($/7+6$9,1*6$&&2817 +6$
3URYLGHU1DPH
;HUR[+56ROXWLRQVYLD%HQHILW:DOOHW
3URYLGHU3KRQH1XPEHU

3URYLGHU:HE$GGUHVV
ZZZP\EHQHILWZDOOHWFRP
'(17$/
3URYLGHU1DPH
&RUH6RXUFH

3URYLGHU3KRQH1XPEHU
3URYLGHU:HE$GGUHVV
ZZZP\FRUHVRXUFHFRP
9,6,21
3URYLGHU1DPH
3URYLGHU3KRQH1XPEHU
3URYLGHU:HE$GGUHVV

&RUH6RXUFH

ZZZP\FRUHVRXUFHFRP

*5283$1'6833/(0(17$//,)($1'$' ',1685$1&(
3URYLGHU1DPH
/LQFROQ)LQDQFLDO*URXS
3URYLGHU3KRQH1XPEHU

3URYLGHU:HE$GGUHVV
ZZZOIJFRP
5(7,5(0(17352*5$06
3URYLGHU1DPH:
&&2(5$
3URYLGHU3KRQH1XPEHU:

3URYLGHU:HE$GGUHVV
ZZZFFRHUDRUJ

3

,QVXUDQFH%DVLFV
&RSD\PHQW±$QDUUDQJHPHQWZKHUHDQLQGLYLGXDOSD\VDVSHFLILHGDPRXQWIRUYDULRXVKHDOWK
FDUHVHUYLFHVDQGWKHKHDOWKSODQRULQVXUDQFHFRPSDQ\SD\VWKHUHPDLQGHU7KHLQGLYLGXDO
PXVWXVXDOO\SD\KLVRUKHUVKDUHZKHQVHUYLFHVDUHUHQGHUHG7KHFRQFHSWLVVLPLODUWR
FRLQVXUDQFHH[FHSWWKDWFRSD\PHQWVDUHXVXDOO\DVHWGROODUDPRXQW VXFKDVSHURIILFH
YLVLW UDWKHUWKDQDSHUFHQWDJHRIWKHFKDUJHV
'HGXFWLEOH±$VHWGROODUDPRXQWWKDWDSHUVRQPXVWSD\EHIRUHLQVXUDQFHFRYHUDJHIRUPHGLFDO
H[SHQVHVFDQEHJLQ7KH\DUHXVXDOO\FKDUJHGRQDQDQQXDOEDVLV
&RLQVXUDQFH±7KHPRQH\WKDWDQLQGLYLGXDOLVUHTXLUHGWRSD\IRUVHUYLFHVDIWHUDGHGXFWLEOH
KDVEHHQSDLG,WLVRIWHQDVSHFLILHGSHUFHQWDJHRIWKHFKDUJHV)RUH[DPSOHWKHHPSOR\HH
SD\VSHUFHQWRIWKHFKDUJHVZKLOHWKHKHDOWKSODQSD\VSHUFHQW
2XWRI3RFNHW0D[LPXP±7KHWRWDODPRXQWSDLGHDFK\HDUE\WKHPHPEHUIRUFRSD\PHQWV
GHGXFWLEOH DQG FRLQVXUDQFH $IWHU UHDFKLQJ WKH RXWRISRFNHW PD[LPXP WKH SODQ SD\V 
SHUFHQWRIWKHDOORZDEOHFKDUJHVIRUFRYHUHGVHUYLFHVWKHUHVWRIWKDWFDOHQGDU\HDU
2SHQ$FFHVV1HWZRUN±$QRSHQDFFHVVQHWZRUNDOORZVPHPEHUVWRFKRVHWKHLURZQ
SURYLGHUVUHJDUGOHVV:LWKDQRSHQDFFHVVQHWZRUNPHPEHUVGRQRWQHHGWREH
FRQFHUQHGZLWKILQGLQJDQLQQHWZRUNSURYLGHU
&OHDU+HDOWK±8QOHVV\RXUSURIHVVLRQDOSURYLGHULVD3+&6SDUWLFLSDWLQJSK\VLFLDQDOO
SURIHVVLRQDOFODLPVLQFOXGLQJSULPDU\KHDOWKSK\VLFLDQVDQGVSHFLDOLVWVZLOOEHSURFHVVHG
E\&OHDU+HDOWK&RUH6RXUFHZLOOSD\WKHSODQUHVSRQVLELOLW\DQG\RXWKHPHPEHUZLOOSD\
\RXUFRSD\PHQWRUGHGXFWLEOHUHVSRQVLELOLW\
%DODQFH%LOOLQJ±'XHWRWKH2SHQ$FFHVV1HWZRUNWKHUHLVDSRVVLELOLW\DSURYLGHURU
IDFLOLW\ZLOOEDODQFHELOO\RX7KLVLVZKHQWKHIDFLOLW\DWWHPSWVWRFROOHFWDQ\H[FHVVFKDUJHV
WKDWWKHPHGLFDOSODQGLGQRWSD\ LQDGGLWLRQWR\RXUFRSD\PHQWGHGXFWLEOHDQGRU
FRLQVXUDQFH ,WLVH[WUHPHO\LPSRUWDQWWKDW\RXFRQWDFW&RUH6RXUFH&RQQHFWLPPHGLDWHO\
ZKHQ\RXJHWWKLVELOO
5HIHUHQFH%DVHG3ULFLQJ5HIHUHQFHEDVHGSULFLQJLVDSULFLQJVWUXFWXUHXQGHUZKLFK
WKHSODQSD\VDIL[HGDPRXQWIRUDSDUWLFXODUSURFHGXUH IRUH[DPSOHDNQHHRUKLS
UHSODFHPHQW ZKLFKFHUWDLQSURYLGHUVZLOODFFHSWDVSD\PHQWLQIXOO
3UH$GPLVVLRQ&HUWLILFDWLRQ±$OVRFDOOHG³SUHFHUWLILFDWLRQ´RU³SUHDGPLVVLRQUHYLHZ´
$SSURYDOJUDQWHGE\DFDVHPDQDJHURULQVXUDQFHFRPSDQ\UHSUHVHQWDWLYH XVXDOO\DQXUVH IRU
DSHUVRQWREHDGPLWWHGWRDKRVSLWDORULQSDWLHQWIDFLOLW\EHIRUHDGPLWWDQFH7KHJRDOLVWR
HQVXUHWKDWLQGLYLGXDOVDUHQRWH[SRVHGWRLQDSSURSULDWHKHDOWKFDUHVHUYLFHVRUVHUYLFHVWKDW
DUHQRWPHGLFDOO\QHFHVVDU\
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([KLELW$
5HTXLUHG1RWLFHV
6XPPDU\RI%HQHILWVDQG&RYHUDJH7UDGLWLRQDO3ODQ
6XPPDU\RI%HQHILWVDQG&RYHUDJH+'+3
*ORVVDU\RI+HDOWK&RYHUDJHDQG0HGLFDO7HUPV

 ǣ
Women’s Health and Cancer Rights Act Notices
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.

//Ĩ ǇŽƵ ŚĂǀĞ ĂŶǇ ƋƵĞƐƚŝŽŶƐ ĂďŽƵƚ ƚŚĞ ƉůĂŶ͛Ɛ ƉƌŽǀŝƐŝŽŶƐ ƌĞůĂƚŝŶŐ ƚŽ ƚŚĞ tŽŵĞŶ͛Ɛ ,ĞĂůƚŚ ĂŶĚ ĂŶĐĞƌ ZŝŐŚƚƐ Đƚ
ŽĨϭϵϵϴ͕ĐŽŶƚĂĐƚƚŚĞ,ƵŵĂŶZĞƐŽƵƌĐĞƐĞƉĂƌƚŵĞŶƚ͘
NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT
Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any hospital
length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal
delivery, or less than 96 hours following a cesarean section. However, federal law generally does not prohibit the
mother's or newborn's attending provider, after consulting with the mother, from discharging the mother or her
newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under federal law,
require that a provider obtain authorization from the plan or the issuer for prescribing a length of stay not in excess of
48 hours (or 96 hours).
HIPAA Privacy Notice
The company takes the security of it’s employees’ and family members’ Personal Health Information (PHI) very
seriously. You can access a copy of the Health Information Portability and Accountability Act (HIPPA) Privacy Noti Įcation ďǇ
ĐŽŶƚĂĐƚŝŶŐ,ƵŵĂŶZĞƐŽƵƌĐĞƐ͘

3UHPLXP$VVLVWDQFH8QGHU0HGLFDLGDQGWKH
&KLOGUHQ¶V+HDOWK,QVXUDQFH3URJUDP &+,3 
,I\RXRU\RXUFKLOGUHQDUHHOLJLEOHIRU0HGLFDLGRU&+,3DQG\RX¶UHHOLJLEOHIRUKHDOWKFRYHUDJHIURP\RXUHPSOR\HU
\RXUVWDWHPD\KDYHDSUHPLXPDVVLVWDQFHSURJUDPWKDWFDQKHOSSD\IRUFRYHUDJHXVLQJIXQGVIURPWKHLU0HGLFDLGRU
&+,3SURJUDPV,I\RXRU\RXUFKLOGUHQDUHQ¶WHOLJLEOHIRU0HGLFDLGRU&+,3\RXZRQ¶WEHHOLJLEOHIRUWKHVHSUHPLXP
DVVLVWDQFHSURJUDPVEXW\RXPD\EHDEOHWREX\LQGLYLGXDOLQVXUDQFHFRYHUDJHWKURXJKWKH+HDOWK,QVXUDQFH0DUNHWSODFH
)RUPRUHLQIRUPDWLRQYLVLWZZZKHDOWKFDUHJRY
,I\RXRU\RXUGHSHQGHQWVDUHDOUHDG\HQUROOHGLQ0HGLFDLGRU&+,3DQG\RXOLYHLQD6WDWHOLVWHGEHORZFRQWDFW\RXU
6WDWH0HGLFDLGRU&+,3RIILFHWRILQGRXWLISUHPLXPDVVLVWDQFHLVDYDLODEOH
,I\RXRU\RXUGHSHQGHQWVDUH127FXUUHQWO\HQUROOHGLQ0HGLFDLGRU&+,3DQG\RXWKLQN\RXRUDQ\RI\RXUGHSHQGHQWV
PLJKWEHHOLJLEOHIRUHLWKHURIWKHVHSURJUDPVFRQWDFW\RXU6WDWH0HGLFDLGRU&+,3RIILFHRUGLDO.,'612: RU
ZZZLQVXUHNLGVQRZJRYWRILQGRXWKRZWRDSSO\,I\RXTXDOLI\DVN\RXUVWDWHLILWKDVDSURJUDPWKDWPLJKWKHOS\RX
SD\WKHSUHPLXPVIRUDQHPSOR\HUVSRQVRUHGSODQ
,I\RXRU\RXUGHSHQGHQWVDUHHOLJLEOHIRUSUHPLXPDVVLVWDQFHXQGHU0HGLFDLGRU&+,3DVZHOODVHOLJLEOHXQGHU\RXU
HPSOR\HUSODQ\RXUHPSOR\HUPXVWDOORZ\RXWRHQUROOLQ\RXUHPSOR\HUSODQLI\RXDUHQ¶WDOUHDG\HQUROOHG7KLVLV
FDOOHGD³VSHFLDOHQUROOPHQW´RSSRUWXQLW\DQG\RXPXVWUHTXHVWFRYHUDJHZLWKLQGD\VRIEHLQJGHWHUPLQHGHOLJLEOH
IRUSUHPLXPDVVLVWDQFH,I\RXKDYHTXHVWLRQVDERXWHQUROOLQJLQ\RXUHPSOR\HUSODQFRQWDFWWKH'HSDUWPHQWRI/DERU
DWZZZDVNHEVDGROJRY RUFDOO(%6$  
,I\RXOLYHLQRQHRIWKHIROORZLQJVWDWHV\RXPD\EHHOLJLEOHIRUDVVLVWDQFHSD\LQJ\RXUHPSOR\HUKHDOWKSODQ
SUHPLXPV7KHIROORZLQJOLVWRIVWDWHVLVFXUUHQWDVRI-DQXDU\&RQWDFW\RXU6WDWHIRUPRUHLQIRUPDWLRQ
RQHOLJLELOLW\±

$/$%$0$± 0HGLFDLG
:HEVLWHKWWSP\DOKLSSFRP
3KRQH

$/$6.$± 0HGLFDLG
7KH$.+HDOWK,QVXUDQFH3UHPLXP3D\PHQW3URJUDP
:HEVLWHKWWSP\DNKLSSFRP
3KRQH
(PDLO&XVWRPHU6HUYLFH#0\$.+,33FRP
0HGLFDLG(OLJLELOLW\
KWWSGKVVDODVNDJRYGSD3DJHVPHGLFDLGGHIDXOWDVS[

$5.$16$6± 0HGLFDLG
:HEVLWHKWWSP\DUKLSSFRP
3KRQH0\$5+,33 

&2/25$'2± +HDOWK)LUVW&RORUDGR
&RORUDGR¶V0HGLFDLG3URJUDP  
&KLOG+HDOWK3ODQ3OXV &+3
+HDOWK)LUVW&RORUDGR:HEVLWH
KWWSVZZZKHDOWKILUVWFRORUDGRFRP
+HDOWK)LUVW&RORUDGR0HPEHU&RQWDFW&HQWHU
6WDWH5HOD\
&+3&RORUDGRJRY+&3)&KLOG+HDOWK3ODQ3OXV
&+3&XVWRPHU6HUYLFH
6WDWH5HOD\

)/25,'$± 0HGLFDLG
:HEVLWHKWWSIOPHGLFDLGWSOUHFRYHU\FRPKLSS
3KRQH

*(25*,$± 0HGLFDLG
:HEVLWHKWWSGFKJHRUJLDJRYPHGLFDLG
 &OLFNRQ+HDOWK,QVXUDQFH3UHPLXP3D\PHQW +,33
3KRQH

,1',$1$± 0HGLFDLG
+HDOWK\,QGLDQD3ODQIRUORZLQFRPHDGXOWV
:HEVLWHKWWSZZZLQJRYIVVDKLS
3KRQH
$OORWKHU0HGLFDLG
:HEVLWHKWWSZZZLQGLDQDPHGLFDLGFRP
3KRQH

,2:$± 0HGLFDLG
:HEVLWH
KWWSGKVLRZDJRYLPHPHPEHUVPHGLFDLGDWR]KLSS
3KRQH

.$16$6± 0HGLFDLG
:HEVLWHKWWSZZZNGKHNVJRYKFI
3KRQH

.(178&.<± 0HGLFDLG
:HEVLWHKWWSFKIVN\JRYGPVGHIDXOWKWP
3KRQH

/28,6,$1$± 0HGLFDLG
:HEVLWH
KWWSGKKORXLVLDQDJRYLQGH[FIPVXEKRPHQ
3KRQH

0$,1(± 0HGLFDLG
:HEVLWHKWWSZZZPDLQHJRYGKKVRILSXEOLF
DVVLVWDQFHLQGH[KWPO
3KRQH
77<0DLQHUHOD\

0$66$&+86(776± 0HGLFDLGDQG&+,3
:HEVLWH
KWWSZZZPDVVJRYHRKKVJRYGHSDUWPHQWVPDVVKHDOWK
3KRQH

0,11(627$± 0HGLFDLG
:HEVLWHKWWSPQJRYGKVSHRSOHZHVHUYHVHQLRUVKHDOWK
FDUHKHDOWKFDUHSURJUDPVSURJUDPVDQGVHUYLFHVPHGLFDO
DVVLVWDQFHMVS
3KRQH

0,66285,± 0HGLFDLG
:HEVLWH
KWWSZZZGVVPRJRYPKGSDUWLFLSDQWVSDJHVKLSSKWP
3KRQH

0217$1$± 0HGLFDLG
:HEVLWH
KWWSGSKKVPWJRY0RQWDQD+HDOWKFDUH3URJUDPV+,33
3KRQH

1(%5$6.$± 0HGLFDLG
:HEVLWH
KWWSGKKVQHJRY&KLOGUHQB)DPLO\B6HUYLFHV$FFHVV1HEUDV
ND3DJHVDFFHVVQHEUDVNDBLQGH[DVS[
3KRQH

1(9$'$± 0HGLFDLG
0HGLFDLG:HEVLWHKWWSVGZVVQYJRY
0HGLFDLG3KRQH

1(:+$036+,5(± 0HGLFDLG
:HEVLWH
KWWSZZZGKKVQKJRYRLLGRFXPHQWVKLSSDSSSGI
3KRQH

1(:-(56(<± 0HGLFDLGDQG&+,3
0HGLFDLG:HEVLWH
KWWSZZZVWDWHQMXVKXPDQVHUYLFHV
GPDKVFOLHQWVPHGLFDLG
0HGLFDLG3KRQH
&+,3:HEVLWHKWWSZZZQMIDPLO\FDUHRUJLQGH[KWPO
&+,33KRQH

1(:<25.± 0HGLFDLG
:HEVLWHKWWSVZZZKHDOWKQ\JRYKHDOWKBFDUHPHGLFDLG
3KRQH

1257+&$52/,1$± 0HGLFDLG
:HEVLWHKWWSVGPDQFGKKVJRY
3KRQH

1257+'$.27$± 0HGLFDLG
:HEVLWH
KWWSZZZQGJRYGKVVHUYLFHVPHGLFDOVHUYPHGLFDLG
3KRQH

2./$+20$± 0HGLFDLGDQG&+,3
:HEVLWHKWWSZZZLQVXUHRNODKRPDRUJ
3KRQH

25(*21± 0HGLFDLG
:HEVLWHKWWSKHDOWKFDUHRUHJRQJRY3DJHVLQGH[DVS[
KWWSZZZRUHJRQKHDOWKFDUHJRYLQGH[HVKWPO
3KRQH

3(116</9$1,$± 0HGLFDLG
:HEVLWHKWWSZZZGKVSDJRYSURYLGHUPHGLFDODVVLVWDQFH
KHDOWKLQVXUDQFHSUHPLXPSD\PHQWKLSSSURJUDPLQGH[KWP
3KRQH

5+2'(,6/$1'± 0HGLFDLG
:HEVLWHKWWSZZZHRKKVULJRY
3KRQH

6287+&$52/,1$± 0HGLFDLG
:HEVLWHKWWSVZZZVFGKKVJRY
3KRQH

6287+'$.27$ 0HGLFDLG

:$6+,1*721± 0HGLFDLG

:HEVLWHKWWSGVVVGJRY
3KRQH

:HEVLWHKWWSZZZKFDZDJRYIUHHRUORZFRVWKHDOWK
FDUHSURJUDPDGPLQLVWUDWLRQSUHPLXPSD\PHQWSURJUDP
3KRQHH[W 

7(;$6± 0HGLFDLG

:(679,5*,1,$± 0HGLFDLG

:HEVLWHKWWSJHWKLSSWH[DVFRP
3KRQH

:HEVLWH
KWWSZZZGKKUZYJRYEPV0HGLFDLG([SDQVLRQ3DJHV
GHIDXOWDVS[
3KRQH+067KLUG3DUW\/LDELOLW\

87$+ ± 0HGLFDLGDQG&+,3

:,6&216,1± 0HGLFDLGDQG&+,3

0HGLFDLG :HEVLWH KWWSVPHGLFDLGXWDKJRY
&+,3 :HEVLWH KWWSKHDOWKXWDKJRYFKLS
3KRQH

:HEVLWH
KWWSVZZZGKVZLVFRQVLQJRYSXEOLFDWLRQVSSSGI
3KRQH

9(50217± 0HGLFDLG

:<20,1*± 0HGLFDLG

:HEVLWHKWWSZZZJUHHQPRXQWDLQFDUHRUJ
3KRQH

:HEVLWHKWWSVZ\HTXDOLW\FDUHDFVLQFFRP
3KRQH

9,5*,1,$± 0HGLFDLGDQG&+,3
0HGLFDLG:HEVLWH
KWWSZZZFRYHUYDRUJSURJUDPVBSUHPLXPBDVVLVWDQFHFIP
0HGLFDLG3KRQH
&+,3:HEVLWH
KWWSZZZFRYHUYDRUJSURJUDPVBSUHPLXPBDVVLVWDQFHFIP
&+,33KRQH

7RVHHLIDQ\RWKHUVWDWHVKDYHDGGHGDSUHPLXPDVVLVWDQFHSURJUDPVLQFH-DQXDU\RUIRUPRUHLQIRUPDWLRQRQ
VSHFLDOHQUROOPHQWULJKWVFRQWDFWHLWKHU
86'HSDUWPHQWRI/DERU
(PSOR\HH%HQHILWV6HFXULW\$GPLQLVWUDWLRQ
ZZZGROJRYDJHQFLHVHEVD
(%6$  

86'HSDUWPHQWRI+HDOWKDQG+XPDQ6HUYLFHV
&HQWHUVIRU0HGLFDUH 0HGLFDLG6HUYLFHV
ZZZFPVKKVJRY
0HQX2SWLRQ([W

3DSHUZRUN5HGXFWLRQ$FW6WDWHPHQW
$FFRUGLQJWRWKH3DSHUZRUN5HGXFWLRQ$FWRI 3XE /  35$ QRSHUVRQVDUHUHTXLUHGWRUHVSRQGWRDFROOHFWLRQRI
LQIRUPDWLRQXQOHVVVXFKFROOHFWLRQGLVSOD\VDYDOLG2IILFHRI0DQDJHPHQWDQG%XGJHW 20% FRQWUROQXPEHU 7KH'HSDUWPHQWQRWHV
WKDWD)HGHUDODJHQF\FDQQRWFRQGXFWRUVSRQVRUDFROOHFWLRQRILQIRUPDWLRQXQOHVVLWLVDSSURYHGE\20%XQGHUWKH35$DQG
GLVSOD\VDFXUUHQWO\YDOLG20%FRQWUROQXPEHUDQGWKHSXEOLFLVQRWUHTXLUHGWRUHVSRQGWRDFROOHFWLRQRILQIRUPDWLRQXQOHVVLW
GLVSOD\VDFXUUHQWO\YDOLG20%FRQWUROQXPEHU 6HH86&  $OVRQRWZLWKVWDQGLQJDQ\RWKHUSURYLVLRQVRIODZQRSHUVRQ
VKDOOEHVXEMHFWWRSHQDOW\IRUIDLOLQJWRFRPSO\ZLWKDFROOHFWLRQRILQIRUPDWLRQLIWKHFROOHFWLRQRILQIRUPDWLRQGRHVQRWGLVSOD\D
FXUUHQWO\YDOLG20%FRQWUROQXPEHU 6HH86& 
7KHSXEOLFUHSRUWLQJEXUGHQIRUWKLVFROOHFWLRQRILQIRUPDWLRQLVHVWLPDWHGWRDYHUDJHDSSUR[LPDWHO\VHYHQPLQXWHVSHUUHVSRQGHQW
,QWHUHVWHGSDUWLHVDUHHQFRXUDJHGWRVHQGFRPPHQWVUHJDUGLQJWKHEXUGHQHVWLPDWHRUDQ\RWKHUDVSHFWRIWKLVFROOHFWLRQRILQIRUPDWLRQ
LQFOXGLQJVXJJHVWLRQVIRUUHGXFLQJWKLVEXUGHQWRWKH86 'HSDUWPHQWRI/DERU(PSOR\HH%HQHILWV6HFXULW\$GPLQLVWUDWLRQ2IILFH
RI3ROLF\DQG5HVHDUFK$WWHQWLRQ35$&OHDUDQFH2IILFHU&RQVWLWXWLRQ$YHQXH1:5RRP1:DVKLQJWRQ'&RU
HPDLOHEVDRSU#GROJRYDQGUHIHUHQFHWKH20%&RQWURO1XPEHU
20%&RQWURO1XPEHU H[SLUHV 

Coverage Period: 01/01/18 – 12/31/18
Coverage for: Individual or Family | Plan Type: Traditional

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

You can see the specialist you choose without a referral.

RI

This plan does not use a provider network. You can receive covered services from
any provider.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

Premiums, balance-billing charges, plan penalties
and health care this plan doesn’t cover. The
prescription drug deductible and co-pays are not
included in the Medical out-of-pocket limit and the
medical deductible and co-pays are not included in
the Prescription out-of-pocket limit.

Will you pay less if you use
Not applicable
a network provider?
Do you need a referral to
No.
see a specialist?

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

Medical-$3,200 individual / $6,400 family.
Prescriptions-$3,000 individual / $6,000 family

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

Yes. Preventive care, well child care, women’s
preventive care, immunizations, bone density
testing, colonoscopy and office visits.

Are there services covered
before you meet your
deductible?

This plan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and before you meet your
deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
You don’t have to meet deductibles for specific services.

$800 individual / $1,600 family

What is the overall
deductible?

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

Why This Matters:

Are there other deductibles
Yes, $100 for prescription drug coverage.
for specific services?

Answers

Important Questions

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.gunnisoncounty.org and/or call 1-970641-7623. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-970-641-7623 to request a copy.

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Gunnison County, Colorado: Employee Benefit Plan

20% coinsurance
20% coinsurance

Physician/surgeon fees

15% coinsurance
$150 maximum copay

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

Specialty Drugs

Non-preferred brand drugs

Preferred brand drugs

Generic drugs

20% coinsurance
Retail $5 copay (30-day supply)
Retail $10 copay (60-day supply)
Retail $15 copay (90-day supply)
Mail order $10 copay
Retail 25% coinsurance
$35 minimum/
$150 maximum copay
Mail order 25% coinsurance
$80 minimum
Retail 25% coinsurance
$70 minimum/
$150 maximum copay
Mail order 25% coinsurance
$80 minimum

20% coinsurance

No charge

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)
Imaging (CT/PET scans, MRIs)

Gunnison County physician’s $20 copay/visit;
All other primary care physician’s $40 copay/visit.
$60 copay/visit

What You Will Pay

Primary care visit to treat an
injury or illness
Specialist visit

Services You May Need

[* For more information about limitations and exceptions, see the plan or policy document at www.gunnisoncounty.org]

If you have outpatient
surgery

If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available at
www.caremark.com

If you have a test

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

Common
Medical Event

None.

None.

 RI

Coverage limited to a 30 day supply must use
CVS specialty pharmacy

Coverage limited to a 30 day supply retail/mail
order limited to 90 day supply. The patient will
be responsible for the difference between the
brand discount and the generic discount when
a generic is available.

None.
Mail order limited to 90 day supply. Co-pays do
not apply to preventive drugs, as required by
PPACA, purchased from retail pharmacy or mail
order.

None.

None.
You may have to pay for services that aren’t
preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.

None.

Limitations, Exceptions, & Other Important
Information

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

Coverage limited to 120 visits per calendar year.
Coverage is limited to a 60 visit maximum per
calendar year for occupational, physical therapy
and speech therapy.
Coverage is limited to a 60 visit maximum per
calendar year for occupational, physical therapy
and speech therapy.
Coverage limited to 120 visits per calendar year.
None.
None.
None.
None.
None.

20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance
Not covered
Not covered
Not covered

Rehabilitation services

Habilitation services

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

 RI

None.

20% coinsurance

Cost sharing does not apply for preventive
services. No charge for initial visit.
None.

20% coinsurance

Office visits

None.

20% coinsurance

20% coinsurance

Inpatient services

None.

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

Gunnison County physician’s $20 copay/visit;
All other primary care physician’s $40 copay/visit.

20% coinsurance

Physician/surgeon fees

Outpatient services

None.
None.

20% coinsurance
20% coinsurance
None.

None.

None.

20% coinsurance

20% coinsurance

Limitations, Exceptions, & Other Important
Information

Emergency room care
Emergency medical
transportation
Urgent care
Facility fee (e.g., hospital room)

What You Will Pay

Services You May Need

[* For more information about limitations and exceptions, see the plan or policy document at www.gunnisoncounty.org]

If your child needs
dental or eye care

If you need help
recovering or have
other special health
needs

If you are pregnant

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

If you have a hospital
stay

If you need immediate
medical attention

Common
Medical Event

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

[* For more information about limitations and exceptions, see the plan or policy document at www.gunnisoncounty.org]

Chinese (୰ᩥ): ዴᯝ㟂せ୰ᩥⓗᖎຓ㸪庆㕷㓢扨₹⚆䪐1-800-999-0114.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-999-0114.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––––

Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-999-0114.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-999-0114.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

 RI

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA(3272) or www.dol.gov/ebsa/healthreform.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA(3272) or www.dol.gov/ebsa/healthreform

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
x Acupuncture (when used as an anesthetic in
x Bariatric surgery
x Hearing Aids
connection with a covered surgery or to
x Chiropractic care
relieve chronic pain)

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
x Cosmetic surgery (unless due to an accident) x Long-term care
x Routine eye care (Adult)
x Dental care (Adult)
x Non-emergency care when traveling outside the U.S.
x Routine Foot Care
x Infertility treatment
x Private Duty Nursing
x Weight Loss programs

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

$55
$2378

$900
$1050
$372

$800
$60
20%
20%

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

Total Example Cost

 RI

$0
$1306

$800
$180
$326

$1,900

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

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

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

Mia’s Simple Fracture

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

$60
$3456

$816
$100
$2480

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

$800
$60
20%
20%

$7,400

Total Example Cost

$12,800

Total Example Cost

 The plan’s overall deductible
 Specialist copayment
 Hospital (facility) coinsurance
 Other coinsurance
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

$800
$60
20%
20%

(a year of routine in-network care of a
well-controlled condition)

Managing Joe’s type 2 Diabetes

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

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

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

Peg is Having a Baby

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

About these Coverage Examples:

Coverage Period: 01/01/18 – 12/31/18
Coverage for: Individual or Family | Plan Type: HDHP

Will you pay less if you use
Not applicable
a network provider?
Do you need a referral to
No.
see a specialist?

Premiums, balance-billing charges, plan penalties
and health care this plan doesn’t cover.

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

You can see the specialist you choose without a referral.

RI

This plan does not use a provider network. You can receive covered services from
any provider.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

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

$4,000 individual / $8,000 family.

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

Yes. Preventive care, well child care and women’s
preventive care.

Are there services covered
before you meet your
deductible?

This plan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and before you meet your
deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
You don’t have to meet deductibles for specific services.

$4,000 individual / $8,000 family

What is the overall
deductible?

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

Why This Matters:

Are there other deductibles
No.
for specific services?

Answers

Important Questions

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.gunnisoncounty.org and/or call 1-970641-7623. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-970-641-7623 to request a copy.

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Gunnison County, Colorado: HDHP Employee Benefit Plan

None.

0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty Drugs

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

Physician/surgeon fees

None.
None.

0% coinsurance
0% coinsurance
0% coinsurance

Physician/surgeon fees

None.

None.
0% coinsurance

None.

Emergency room care
Emergency medical
transportation
Urgent care
Facility fee (e.g., hospital room)

None.

None.

 RI

Coverage limited to a 30 day supply retail/mail
order limited to 90 day supply. The patient will
be responsible for the difference between the
brand discount and the generic discount when
a generic is available.

None.

None.
You may have to pay for services that aren’t
preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.

None.

Limitations, Exceptions, & Other Important
Information

0% coinsurance

No charge

0% coinsurance

0% coinsurance.

What You Will Pay

Diagnostic test (x-ray, blood
work)
Imaging (CT/PET scans, MRIs)

Preventive care/screening/
immunization

Primary care visit to treat an
injury or illness
Specialist visit

Services You May Need

[* For more information about limitations and exceptions, see the plan or policy document at www.gunnisoncounty.org]

If you have a hospital
stay

If you need immediate
medical attention

If you have outpatient
surgery

If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available at
www.caremark.com

If you have a test

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

Common
Medical Event

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

Coverage limited to 120 visits per calendar year.
Coverage is limited to a 60 visit maximum per
calendar year for occupational, physical therapy
and speech therapy.
Coverage is limited to a 60 visit maximum per
calendar year for occupational, physical therapy
and speech therapy.
Coverage limited to 120 visits per calendar year.
None.
None.
None.
None.
None.

0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
Not covered
Not covered
Not covered

Rehabilitation services

Habilitation services

Skilled nursing care
Durable medical equipment
Hospice services
Children’s eye exam
Children’s glasses
Children’s dental check-up
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None.

0% coinsurance

Cost sharing does not apply for preventive
services. No charge for initial visit.
None.

0% coinsurance

Office visits

None.

0% coinsurance

0% coinsurance

Inpatient services

None.

Limitations, Exceptions, & Other Important
Information

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

0% coinsurance

What You Will Pay

Outpatient services

Services You May Need

[* For more information about limitations and exceptions, see the plan or policy document at www.gunnisoncounty.org]

If your child needs
dental or eye care

If you need help
recovering or have
other special health
needs

If you are pregnant

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

Common
Medical Event

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

[* For more information about limitations and exceptions, see the plan or policy document at www.gunnisoncounty.org]

Chinese (୰ᩥ): ዴᯝ㟂せ୰ᩥⓗᖎຓ㸪庆㕷㓢扨₹⚆䪐1-800-999-0114.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-999-0114.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––––

Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-999-0114.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-999-0114.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
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Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA(3272) or www.dol.gov/ebsa/healthreform.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA(3272) or www.dol.gov/ebsa/healthreform

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
x Acupuncture (when used as an anesthetic in
x Bariatric surgery
connection with a covered surgery or to
x Hearing Aids
x Chiropractic care
relieve chronic pain)

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
x Cosmetic surgery (unless due to an accident) x Long-term care
x Routine eye care (Adult)
x Dental care (Adult)
x Non-emergency care when traveling outside the U.S.
x Routine Foot Care
x Infertility treatment
x Private Duty Nursing
x Weight Loss programs

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

$55
$4055

$4000
$0
$0

$4000
0%
0%
0%

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

Total Example Cost

 RI

$0
$1925

$1925
$0
$0

$1,900

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

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

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

Mia’s Simple Fracture

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

$60
$4060

$4000
$0
$0

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

$4000
0%
0%
0%

$7,400

Total Example Cost

$12,800

Total Example Cost

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

$4000
0%
0%
0%

(a year of routine in-network care of a
well-controlled condition)

Managing Joe’s type 2 Diabetes

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

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

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

Peg is Having a Baby

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

About these Coverage Examples:

*ORVVDU\ RI+HDOWK&RYHUDJHDQG0HGLFDO7HUPV
x

x
x

This glossary defines many commonly used terms, but isn’t a full list. These glossary terms and definitions are
intended to be educational and may be different from the terms and definitions in your plan or health insurance
policy. Some of these terms also might not have exactly the same meaning when used in your policy or plan, and in
any case, the policy or plan governs. (See your Summary of Benefits and Coverage for information on how to get a
copy of your policy or plan document.)
Underlined text indicates a term defined in this Glossary.
See page 6 for an example showing how deductibles, coinsurance and out-of-pocket limits work together in a real
life situation.

Allowed Amount

Complications of Pregnancy

This is the maximum payment the plan will pay for a
covered health care service. May also be called "eligible
expense", "payment allowance", or "negotiated rate".

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

Appeal
A request that your health insurer or plan review a
decision that denies a benefit or payment (either in whole
or in part).

Balance Billing
When a provider bills you for the balance remaining on
the bill that your plan doesn’t cover. This amount is the
difference between the actual billed amount and the
allowed amount. For example, if the provider’s charge is
$200 and the allowed amount is $110, the provider may
bill you for the remaining $90. This happens most often
when you see an out-of-network provider (non-preferred
provider). A network provider (preferred provider) may
not bill you for covered services.

Claim
A request for a benefit (including reimbursement of a
health care expense) made by you or your health care
provider to your health insurer or plan for items or
services you think are covered.

Coinsurance
Your share of the costs
of a covered health care
service, calculated as a
percentage (for
example, 20%) of the
Jane pays
Her plan pays
allowed amount for the
2
0%
80%
service. You generally
pay coinsurance plus (See page 6 for a detailed example.)
any deductibles you owe. (For example, if the health
insurance or plan’s allowed amount for an office visit is
$100 and you’ve met your deductible, your coinsurance
payment of 20% would be $20. The health insurance or
plan pays the rest of the allowed amount.)
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Copayment
A fixed amount (for example, $15) you pay for a covered
health care service, usually when you receive the service.
The amount can vary by the type of covered health care
service.

Cost Sharing
Your share of costs for services that a plan covers that
you must pay out of your own pocket (sometimes called
“out-of-pocket costs”). Some examples of cost sharing
are copayments, deductibles, and coinsurance. Family
cost sharing is the share of cost for deductibles and outof-pocket costs you and your spouse and/or child(ren)
must pay out of your own pocket. Other costs, including
your premiums, penalties you may have to pay, or the
cost of care a plan doesn’t cover usually aren’t considered
cost sharing.

Cost-sharing Reductions
Discounts that reduce the amount you pay for certain
services covered by an individual plan you buy through
the Marketplace. You may get a discount if your income
is below a certain level, and you choose a Silver level
health plan or if you're a member of a federallyrecognized tribe, which includes being a shareholder in an
Alaska Native Claims Settlement Act corporation.

20%&RQWURO1XPEHUVDQG
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Deductible

Excluded Services

An amount you could owe
during a coverage period
(usually one year) for
covered health care
services before your plan
begins to pay. An overall
Jane pays
Her plan pays
deductible applies to all or
1
00%
0%
almost all covered items
(See page 6 for a detailed
and services. A plan with
example.)
an overall deductible may
also have separate deductibles that apply to specific
services or groups of services. A plan may also have only
separate deductibles. (For example, if your deductible is
$1000, your plan won’t pay anything until you’ve met
your $1000 deductible for covered health care services
subject to the deductible.)

Health care services that your plan doesn’t pay for or
cover.

Diagnostic Test
Tests to figure out what your health problem is. For
example, an x-ray can be a diagnostic test to see if you
have a broken bone.

Durable Medical Equipment (DME)
Equipment and supplies ordered by a health care provider
for everyday or extended use. DME may include: oxygen
equipment, wheelchairs, and crutches.

Emergency Medical Condition
An illness, injury, symptom (including severe pain), or
condition severe enough to risk serious danger to your
health if you didn’t get medical attention right away. If
you didn’t get immediate medical attention you could
reasonably expect one of the following: 1) Your health
would be put in serious danger; or 2) You would have
serious problems with your bodily functions; or 3) You
would have serious damage to any part or organ of your
body.

Emergency Medical Transportation
Ambulance services for an emergency medical condition.
Types of emergency medical transportation may include
transportation by air, land, or sea. Your plan may not
cover all types of emergency medical transportation, or
may pay less for certain types.

Emergency Room Care / Emergency Services
Services to check for an emergency medical condition and
treat you to keep an emergency medical condition from
getting worse. These services may be provided in a
licensed hospital’s emergency room or other place that
provides care for emergency medical conditions.
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Formulary
A list of drugs your plan covers. A formulary may
include how much your share of the cost is for each drug.
Your plan may put drugs in different cost sharing levels
or tiers. For example, a formulary may include generic
drug and brand name drug tiers and different cost sharing
amounts will apply to each tier.

Grievance
A complaint that you communicate to your health insurer
or plan.

Habilitation Services
Health care services that help a person keep, learn or
improve skills and functioning for daily living. Examples
include therapy for a child who isn’t walking or talking at
the expected age. These services may include physical
and occupational therapy, speech-language pathology,
and other services for people with disabilities in a variety
of inpatient andor outpatient settings.

Health Insurance
A contract that requires a health insurer to pay some or
all of your health care costs in exchange for a premium.
A health insurance contract may also be called a “policy”
or “plan”.

Home Health Care
Health care services and supplies you get in your home
under your doctor’s orders. Services may be provided by
nurses, therapists, social workers, or other licensed health
care providers. Home health care usually doesn’t include
help with non-medical tasks, such as cooking, cleaning, or
driving.

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

Hospitalization
Care in a hospital that requires admission as an inpatient
and usually requires an overnight stay. Some plans may
consider an overnight stay for observation as outpatient
care instead of inpatient care.

Hospital Outpatient Care
Care in a hospital that usually doesn’t require an
overnight stay.
3DJH  RI

Individual Responsibility Requirement
Sometimes called the “individual mandate”, the duty you
may have to be enrolled in health coverage that provides
minimum essential coverage. If you don’t have minimum
essential coverage, you may have to pay a penalty when
you file your federal income tax return unless you qualify
for a health coverage exemption.

In-network Coinsurance
Your share (for example, 20%) of the allowed amount
for covered healthcare services. Your share is usually
lower for in-network covered services.

In-network Copayment
A fixed amount (for example, $15) you pay for covered
health care services to providers who contract with your
health insurance or plan. In-network copayments usually
are less than out-of-network copayments.

Marketplace
A marketplace for health insurance where individuals,
families and small businesses can learn about their plan
options; compare plans based on costs, benefits and other
important features; apply for and receive financial help
with premiums and cost sharing based on income; and
choose a plan and enroll in coverage. Also known as an
“Exchange”. The Marketplace is run by the state in some
states and by the federal government in others. In some
states, the Marketplace also helps eligible consumers
enroll in other programs, including Medicaid and the
Children’s Health Insurance Program (CHIP). Available
online, by phone, and in-person.

Maximum Out-of-pocket Limit
Yearly amount the federal government sets as the most
each individual or family can be required to pay in cost
sharing during the plan year for covered, in-network
services. Applies to most types of health plans and
insurance. This amount may be higher than the out-ofpocket limits stated for your plan.

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

Glossary of Health Coverage and Medical Terms

Minimum Essential Coverage
Health coverage that will meet the individual
responsibility requirement. Minimum essential coverage
generally includes plans, health insurance available
through the Marketplace or other individual market
policies, Medicare, Medicaid, CHIP, TRICARE, and
certain other coverage.

Minimum Value Standard
A basic standard to measure the percent of permitted
costs the plan covers. If you’re offered an employer plan
that pays for at least 60% of the total allowed costs of
benefits, the plan offers minimum value and you may not
qualify for premium tax credits and cost sharing
reductions to buy a plan from the Marketplace.

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

Network Provider (Preferred Provider)
A provider who has a contract with your health insurer or
plan who has agreed to provide services to members of a
plan. You will pay less if you see a provider in the
network. Also called “preferred provider” or
“participating provider.”

Orthotics and Prosthetics
Leg, arm, back and neck braces, artificial legs, arms, and
eyes, and external breast prostheses after a mastectomy.
These services include: adjustment, repairs, and
replacements required because of breakage, wear, loss, or
a change in the patient’s physical condition.

Out-of-network Coinsurance
Your share (for example, 40%) of the allowed amount
for covered health care services to providers who don’t
contract with your health insurance or plan. Out-ofnetwork coinsurance usually costs you more than innetwork coinsurance.

Out-of-network Copayment
A fixed amount (for example, $30) you pay for covered
health care services from providers who do not contract
with your health insurance or plan. Out-of-network
copayments usually are more than in-network
copayments.
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Out-of-network Provider (Non-Preferred
Provider)
A provider who doesn’t have a contract with your plan to
provide services. If your plan covers out-of-network
services, you’ll usually pay more to see an out-of-network
provider than a preferred provider. Your policy will
explain what those costs may be. May also be called
“non-preferred” or “non-particiapting” instead of “outof-network provider”.

Out-of-pocket Limit

The most you could
pay during a coverage
period (usually one year)
for your share of the
costs of covered
services. After you
Jane pays
Her plan pays
meet this limit the
100%
0%
plan will usually pay
(See page 6 for a detailed example.)
100% of the
allowed amount. This limit helps you plan for health
care costs. This limit never includes your premium,
balance-billed charges or health care your plan doesn’t
cover. Some plans don’t count all of your copayments,
deductibles, coinsurance payments, out-of-network
payments, or other expenses toward this limit.

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

Plan
Health coverage issued to you directly (individual plan)
or through an employer, union or other group sponsor
(employer group plan) that provides coverage for certain
health care costs. Also called "health insurance plan",
"policy", "health insurance policy" or "health
insurance".

Preauthorization
A decision by your health insurer or plan that a health
care service, treatment plan, prescription drug or durable
medical equipment (DME) is medically necessary.
Sometimes called prior authorization, prior approval or
precertification. Your health insurance or plan may
require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization
isn’t a promise your health insurance or plan will cover
the cost.
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Premium
The amount that must be paid for your health insurance
or plan. You andor your employer usually pay it
monthly, quarterly, or yearly.

Premium Tax Credits
Financial help that lowers your taxes to help you and
your family pay for private health insurance. You can get
this help if you get health insurance through the
Marketplace and your income is below a certain level.
Advance payments of the tax credit can be used right
away to lower your monthly premium costs.

Prescription Drug Coverage
Coverage under a plan that helps pay for prescription
drugs. If the plan’s formulary uses “tiers” (levels),
prescription drugs are grouped together by type or cost.
The amount you'll pay in cost sharing will be different
for each "tier" of covered prescription drugs.

Prescription Drugs
Drugs and medications that by law require a prescription.

Preventive Care (Preventive Service)
Routine health care, including screenings, check-ups, and
patient counseling, to prevent or discover illness, disease,
or other health problems.

Primary Care Physician
A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), who provides
or coordinates a range of health care services for you.

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

Provider
An individual or facility that provides health care services.
Some examples of a provider include a doctor, nurse,
chiropractor, physician assistant, hospital, surgical center,
skilled nursing facility, and rehabilitation center. The
plan may require the provider to be licensed, certified, or
accredited as required by state law.
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Reconstructive Surgery

UCR (Usual, Customary and Reasonable)

Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,
accidents, injuries, or medical conditions.

The amount paid for a medical service in a geographic
area based on what providers in the area usually charge
for the same or similar medical service. The UCR
amount sometimes is used to determine the allowed
amount.

Referral
A written order from your primary care provider for you
to see a specialist or get certain health care services. In
many health maintenance organizations (HMOs), you
need to get a referral before you can get health care
services from anyone except your primary care provider.
If you don’t get a referral first, the plan may not pay for
the services.

Urgent Care
Care for an illness, injury, or condition serious enough
that a reasonable person would seek care right away, but
not so severe as to require emergency room care.

Rehabilitation Services
Health care services that help a person keep, get back, or
improve skills and functioning for daily living that have
been lost or impaired because a person was sick, hurt, or
disabled. These services may include physical and
occupational therapy, speech-language pathology, and
psychiatric rehabilitation services in a variety of inpatient
andor outpatient settings.

Screening
A type of preventive care that includes tests or exams to
detect the presence of something, usually performed
when you have no symptoms, signs, or prevailing medical
history of a disease or condition.

Skilled Nursing Care
Services performed or supervised by licensed nurses in
your home or in a nursing home. Skilled nursing care is
not the same as “skilled care services”, which are services
performed by therapists or technicians (rather than
licensed nurses) in your home or in a nursing home.

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

Specialty Drug
A type of prescription drug that, in general, requires
special handling or ongoing monitoring and assessment
by a health care professional, or is relatively difficult to
dispense. Generally, specialty drugs are the most
expensive drugs on a formulary.

Glossary of Health Coverage and Medical Terms
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0%

Her plan pays
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-DQHKDVQ¶WUHDFKHGKHU
GHGXFWLEOH \HW
Her plan doesn’t pay any of the costs.
Office visit costs: $125
Jane pays: $125
Her plan pays: $0

100%

Jane pays

January 1st
Beginning of Coverage Period

-DQH¶V3ODQ'HGXFWLEOH

PRUH
FRVWV

80%

Her plan pays

PRUH
FRVWV

0%

Jane pays

100%

Her plan pays

December 31st
End of Coverage Period
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-DQHUHDFKHVKHU
RXWRISRFNHWOLPLW
Jane has seen the doctor often and paid
$5,000 in total. Her plan pays the full
cost of her covered health care services
for the rest of the year.
Office visit costs: $125
Jane pays: $0
Her plan pays: $125

2XWRI3RFNHW/LPLW

-DQHUHDFKHVKHU
GHGXFWLEOH FRLQVXUDQFH EHJLQV
Jane has seen a doctor several times and
paid $1,500 in total, reaching her
deductible. So her plan pays some of the
costs for her next visit.
Office visit costs: $125
Jane pays: 20% of $125 = $25
Her plan pays: 80% of $125 = $100

20%

Jane pays

&RLQVXUDQFH

+RZ<RXDQG<RXU,QVXUHU6KDUH&RVWV([DPSOH

Notes
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