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Town of Los Gatos
Mission
The Mission of the Town of Los Gatos is to enhance the quality
of life in Los Gatos by providing the highest quality leadership
and most efficient services and facilities. The Town strives to
provide a working environment which promotes excellence;
fosters cooperation; values volunteerism; and seeks to meet the
needs of the community and the Town Council, employees,
Commissions, Committees and Boards.

Customer Service Commitment
All Town employees consistently go the extra step to deliver
highly competent and professional services in a respectful,
effective, and transparent manner. We engage in open
communication, relationship building, and problem solving to
provide the best service possible.

Organizational Values
We are committed to serving the COMMUNITY of Los Gatos
• Small Town service – responsive, timely, courteous
• Cost-effective, quality services
• Seamless service delivery
• Public service orientation
We are committed to working together in COLLABORATION
• Open and constructive communication
• Collective goals and shared purposes
We are committed to valuing and pursuing CREATIVITY
• Innovation and creative problem solving
• Future orientation and proactive efforts
• Organization learning and continuous improvement
• Positive and enjoyable work environment
We are committed to approaching our work and each other
with impeccable CHARACTER
• Ethics and integrity
• Honesty
• Trust and respect for one another
• Pride in work
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A message from Town Manager, Laurel Prevetti
At the Town of Los Gatos, we recognize that the delivery of high
quality services depends on our talented and dedicated workforce.
We appreciate the contributions of each and every employee to make
Los Gatos a special place. Thank you all!
Through our benefits programs, we strive to support the needs of our
employees and their dependents by providing a benefit package that
is easy to understand, easy to access, and affordable for all of our
employees. Our goal is to provide a comprehensive program of
competitive benefits to attract and retain the best employees for the
Town. This brochure will help you choose the type of plan and level
of coverage that is right for you.
2019 Benefits Plan Year
Have questions?
Contact Human Resources:

Thank you for all you do every day and I am pleased to be able to
offer you a range of employee benefits as part of your overall
remuneration package.
Yours sincerely,

Email: hr@losgatosca.gov
Telephone: (408) 399-5739

Town Manager
lprevetti@losgatosca.gov

This benefits booklet is a summary
only. It does not fully describe
your benefit coverage. For details
on your benefit coverage, please
refer to your insurance company’s
Evidence of Coverage.
The
Evidence of Coverage is the
binding document between the
health plan and its members. If
there are any discrepancies
between the benefits in this
booklet and the Evidence of
Coverage, the Evidence of
Coverage will prevail. You may
also contact your insurance carrier
with questions.
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2019 Benefits Highlights
These next two pages provide a high-level overview of the benefits available to you as a Town
employee. Some are Town paid and some are voluntary, should you choose to participate.

Medical
Choosing the right health plan is probably one of the most important decisions you can make for you
and your family. It is our objective to provide an employee benefit program with a high level of
benefits making it easy for you and your dependents to access the medical care you need. Please
carefully consider the plan information provided in this document to make the best medical choice
for you and your family. Always remember to eat right and get plenty of exercise to feel your best!
The medical plans include prescription drug coverage. Generic drugs have the same active chemical
ingredients and therapeutic effect as their brand-name equivalents, and are the least expensive.
The Town pays for 100% of the Kaiser plan for employee only coverage and 90% for dependent
coverage.

Dental
Our dental plan makes dental care more affordable for employees and their families. Remember to
choose a dentist contracted with our plan for the biggest dental benefit. Taking care of your mouth,
teeth, and gums is a big part of making sure you feel your best. Healthy habits like brushing,
flossing, and seeing your dentist for regular cleanings help prevent problems. The Town pays for the
premiums for select dental plans.

Vision
Eye doctors detect problems in vision, overall eye health, and other health conditions like diabetic
eye disease, high blood pressure, and high cholesterol. We know your eyesight is precious to you, so
we provide vision benefits to make sure your trip to the eye doctor is reasonably priced. The Town
pays for the premiums for vision (employee only).

Life and AD&D
Life and Accidental Death & Dismemberment (AD&D) protects employees and their families from
financial hardship in the event of death. It provides the peace of mind you get when you know your
loved ones will be protected if anything happens to you. The Town provides employees with a
$50,000 policy at no cost to eligible employees. Employees may purchase additional insurance
coverage for themselves and their eligible dependents at the start of each calendar year.
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2019 Benefits Highlights continued
Disability
One of the most important assets to you as an employee is the ability to earn an income. The
disability program is designed to continue providing you with income if you are unable to work due
to sickness or injury. Disability insurance can help you continue to pay your bills by replacing a
portion of your income until you are able to return to work. Short Term Disability premiums are
paid by the Town. The benefit is 60% of weekly salary (max of $1,300). Long Term Disability
premiums are also paid by the Town. The benefit is 60% of monthly salary (max of $6,000).

Employee Assistance Program
The Employee Assistance Plan (EAP) is an employer-paid benefit providing resources for everyday
living. Employee assistance professionals provide counseling and referral for continued therapy or
treatment services anytime you or a family member are seeking to maintain mental and emotional
well-being. The EAP can assist with a variety of life’s issues.

Flexible Spending Accounts
If you elect to participate in the Flexible Spending Accounts, you can set aside pre-tax dollars each
year to cover your eligible out-of-pocket health-related expenses and/or daycare expenses.

Voluntary Plans
The Town also offers optional insurance plans including Term Life Insurance, Accident, Cancer, and
Critical Illness coverage.

457 Deferred Compensation Plan
The Town offers an employee-funded 457 Deferred Compensation Plan to help employees build a
path to financial wellness for retirement.

Retirement Benefits
For sworn (Safety) employees: CalPERS enrollment in either 3% at 50 benefit formula for Classic
members or 2.7% at 57 benefit formula for New Members (PEPRA) dependent on the individual’s
eligibility.
For non-sworn (Miscellaneous) employees: CalPERS enrollment in either 2% at 60 benefit formula
for Classic Members or 2% at 62 benefit formula for New Members (PEPRA) dependent on the
individual’s eligibility.

Tuition Reimbursement
$1,500 per fiscal year for non-sworn employees; up to the cost of two semesters at San Jose State
University per fiscal year for sworn employees.
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Enrollment and Eligibility
If you decide to enroll in benefit coverage, whether it is during your initial eligibility as a new hire or
during open enrollment, you must complete the enrollment process.

Eligibility
Who is eligible for benefits?
All regular Town of Los Gatos employees working at least 20 hours per week and more than 1,000
hours in a fiscal year may be eligible for benefits. If you are enrolling as a new employee, your
medical, dental, and vision benefits are active as of the first of the month following the month in
which you were hired, and your disability plan and life insurance is effective as of your date of hire.
You may also choose to enroll your eligible dependents in many of our benefits. Contact the Human
Resources department for specific plan details.
Who are eligible dependents?
Your eligible dependents include: your spouse (as defined by applicable state law); your domestic
partner who meets certain criteria; your children up to age 26, including: biological and adopted
children, stepchildren and domestic partner children; children for whom you are responsible to
provide health coverage under a qualified medical child support order; economically dependent
children as defined by CalPERS.

Enrollment and Qualifying Events
Each year you have the opportunity to make changes to your benefits package during open
enrollment. With the exception of certain qualifying events, open enrollment is the only time
benefit changes may be made. A qualifying event is a change in your personal life that may impact
your eligibility or your dependent’s eligibility for benefits. Examples of some qualifying events
include: a change in legal marital status, change in number of dependents, change in employment
status for you or your spouse, birth or adoption of a child. If such a change occurs, you must make
the changes to your benefits within 30 days of the qualifying event date. Documentation may be
required to verify your change of status. Failure to request a change of status within 30 days of the
qualifying event may result in your having to wait until the next open enrollment period to make
your change. This includes the enrollment of a newborn child. Please contact Human Resources to
make these changes.
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Choosing a Medical Plan
Health Maintenance Organization (HMO)
A Health Maintenance Organization (HMO) plan provides health care from specific doctors and
hospitals under contract with the plan, and you must select a Primary Care Physician (PCP) to
coordinate your care. This type of plan has no deductible, and co-payments are due for services.
Please note that the Anthem Select HMO plan has a smaller network of doctors.

Preferred Provider Organization (PPO)
A Preferred Provider Organization (PPO) plan allows you to obtain medical care from any provider,
but you will receive a higher level of benefit and will have less out-of-pocket costs if you see a
provider or go to a facility that is part of the network. This type of plan has an annual deductible
that must be met first before most benefits apply. Please note that the PERS Select PPO has a
smaller network of doctors.

Why would I choose a PPO Plan?
•
•
•
•

You have a doctor that you like that you would like to keep seeing.
You want to see specialists and other providers without having to obtain a referral and/or
pre-approval first.
You want the freedom to see providers who are not in the network.
You are confident that you can manage your own care.

Why would I NOT choose a PPO Plan?
•
•
•

You do not want the extra responsibility of managing your own care.
You do not want to pay the higher premium costs and/or out-of-pocket costs when obtaining
care.
You do not want to receive bills from providers.

How to choose the Best Plan for You and Your Family
When choosing a medical plan, it is important to look at your budget, your preferences and the age
and health of you and your covered dependents. You should consider the key differences between
plan types and choose one that best suits you and your family. The plans differ in the following
areas:
•
•

Cost of coverage, including payroll deductions and how you and the plan pay for services
throughout the year.
Convenience, covered services, access to providers, ease of use.
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Contributions
Health Care Benefits
The Town provides a generous employer contribution toward the purchase of medical, dental, and
vision coverage. When making a selection for a health plan, please note that the Town aligns its
contribution rates with the CalPERS Kaiser Bay Area premium. The Town’s Contribution Rates for
the 2019 plan year are as follows:
Level of Participation
Employee Only
Employee & 1 Dependent
Employee & 2+ Dependents

Medical
$768.25
$1,459.68
$1,874.53

Dental
Up to $124.80
Up to $124.80
Up to $124.80

Vision
$10.64
$10.64
$10.64

*Town Contribution Rates will be pro-rated for eligible employees based on part-time status.

Cash In Lieu of Medical Coverage
Employees who have minimum essential medical coverage through other sources may elect to
waive enrollment in the Town’s medical plan. Those satisfying the Town’s requirements may be
eligible for a monthly cash in lieu payment amount. The employee must provide proof of other
coverage in order to participate and proof of other coverage must be provided every plan year. The
cash in lieu amounts are as follows:
Association Group

Monthly Amount

AFSCME

$420.00

Confidential

$800.00

Confidential (hired after 11/15/04)

$400.00

Management

$950.00

Management (hired after 11/15/04)

$400.00

Police Officers' Association (POA)

$922.00

Police Officers' Association (hired after 1/1/06)

$400.00

Town Employee Association (TEA)

$800.00

Town Employee Association (hired after 11/15/04)

$400.00

Retiree Medical Benefit
The Town’s Share of Retiree Medical Insurance for the 2019 plan year is as follows:
Level of Participation
Single
2-Party
3-party

Non-Medicare
$768.25
$1,443.45
$1,547.16
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Medicare Eligible
$323.74
$615.11
$906.47

Contributions continued
Cost of Coverage
PREMIUMS

TOWN BENEFITS

PLAN
Employee
Only

Employee Employee &
& 1 Dep
2+ Dep

TOTAL MONTHLY DEDUCTION

OUT-OF-POCKET-CHG (AMT) **

Employee
Only

Employee
&
1 Dep

Employee
&
2+ Dep

Employee
Only

Employee
&
1 Dep

Employee
&
2+ Dep

Employee
Only

Employee Employee
& 1 Dep & 2+ Dep

MEDICAL - Bay Area Region
HMO - Health Maintenance Organization
Kaiser

$768.25

$1,536.50

$1,997.45

$768.25

$1,459.68

$1,874.53

$0.00

$76.82

$122.92

$0.00

($1.16)

($1.86)

Anthem HMO
Select

$831.44

$1,662.88

$2,161.74

$768.25

$1,459.68

$1,874.53

$63.19

$203.20

$287.21

($13.36)

($27.88)

($36.60)

Anthem HMO
Traditional

$1,111.13

$2,222.26

$2,888.94

$768.25

$1,459.68

$1,874.53

$342.88

$762.58

$1,014.41

$197.27

$393.38

$511.05

$970.90

$1,941.80

$2,524.34

$768.25

$1,459.68

$1,874.53

$202.65

$482.12

$649.81

$93.49

$185.82

$241.22

Healthnet
Smartcare

$901.55

$1,803.10

$2,344.03

$768.25

$1,459.68

$1,874.53

$133.30

$343.42

$469.50

$49.68

$98.20

$127.31

Western
Health
Advantage

$767.01

$1,534.02

$1,994.23

$767.01

$1,459.68

$1,874.53

$0.00

$74.34

$119.70

($12.70)

($29.04)

($38.10)

Blue Shield
Access+
(not available in
Santa Clara County)

PPO - Preferred Provider Organization
PERSCare

$1,131.68

$2,263.36

$2,942.37

$768.25

$1,459.68

$1,874.53

$363.43

$803.68

$1,067.84

$260.84

$520.52

$676.33

PERS Choice

$866.27

$1,732.54

$2,252.30

$768.25

$1,459.68

$1,874.53

$98.02

$272.86

$377.77

$77.61

$154.06

$199.93

PERS Select

$543.19

$1,086.38

$1,412.29

$768.25

$1,459.68

$1,874.53

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

PORAC

$774.00

$1,623.00

$2,076.00

$768.25

$1,459.68

$1,874.53

$5.75

$163.32

$201.47

$5.75

$105.06

$134.33

Delta PPO

$139.80

$139.80

$139.80

$124.80

$124.80

$124.80

$15.00

$15.00

$15.00

$0.00

$0.00

$0.00

DeltaCare
USA (HMO)

$44.66

$44.66

$44.66

$44.66

$44.66

$44.66

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Vision
Services Plan
(VSP)

$10.64

$15.25

$27.44

$10.64

$10.64

$10.64

$0.00

$4.61

$16.80

$0.00

$0.00

$0.00

Dental & Vision

* Compared to 2018 out of pocket costs (employee share of premiums)

•
•
•
•

PORAC is available to Public Safety/Sworn Employees only.
Medical rates shown are based on the CalPERS 2019 Bay Area Region.
Not all HMO plans are available in all California counties. To check if these plans are available in your zip code,
please visit the CalPERS website at https://www.calpers.ca.gov/ghlt/zipsearch/memHealthPlanSearch.htm.
Enrollment can be based on residential or work zip code
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Retirement Benefits
The Town contracts with the Public Employees’ Retirement System (PERS) to provide a defined pension
benefit to eligible employees in the Safety and Miscellaneous groups in accordance with the California
Public Employees’ Pension Reform Act of 2012 (PEPRA). The benefits are as follows:
Safety – Tier 1 – Classic
Employees hired with reciprocity or CalPERS membership prior to 1/1/13 without a break in service of six months
or more.
Retirement Formula
3% at 50
Final Average Compensation Period
1 Year
Employee Contribution
9%
Earliest Age of Retirement
50
Credit for Unused Sick Leave
Yes
1959 Survivor Benefits
Level 4 - $500. Employee contributions $.93 bi-weekly.

Safety – Tier 2 – PEPRA
Employees hired on or after 1/1/13 who are new members of the CalPERS system or had a break in service of six
months or more.
Retirement Formula
2.7% at 57
Final Average Compensation Period
3 Years
Employee Contribution
12.75%
Earliest Age of Retirement
50
Credit for Unused Sick Leave
Yes
1959 Survivor Benefits
Level 4 - $500. Employee contributions $.93 bi-weekly.

Miscellaneous – Tier 1 – Classic
Employees hired at the Town and enrolled in CalPERS membership prior to 9/15/12.
Retirement Formula
2.5% at 55
Final Average Compensation Period
1 Year
Employee Contribution
8%
Earliest Age of Retirement
50
Credit for Unused Sick Leave
No
1959 Survivor Benefits
Level 4 - $500. Employee contributions $.93 bi-weekly.

Miscellaneous – Tier 2 – Classic
Employees hired on or after 9/15/12 with reciprocity or members of the CalPERS system prior to 1/1/13 without a
break in service of six months or more.
Retirement Formula
2% at 60
Final Average Compensation Period
3 Years
Employee Contribution
7%
Earliest Age of Retirement
50
Credit for Unused Sick Leave
No
1959 Survivor Benefits
Level 4 - $500. Employee contributions $.93 bi-weekly.
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Retirement Benefits continued
Miscellaneous – Tier 3 – PEPRA
Employees hired on or after 1/1/13 who are new members of the CalPERS system or had a break in service in the
system for six months or more.
Retirement Formula
2% at 62
Final Average Compensation Period
3 Years
Employee Contribution
6.75%
Earliest Age of Retirement
50
Credit for Unused Sick Leave
No
1959 Survivor Benefits
Level 4 - $500. Employee contributions $.93 bi-weekly.

Council Members
Council Members are included in PERS classification of "Optional Membership". They may opt out of PERS
membership for retirement when appointed, but may choose to enroll at any time in the future. They can
enroll in a PERS health plan even if they elect to waive PERS membership. Council Members who enroll in
PERS retirement will receive benefits at the appropriate miscellaneous Tier 1 Classic, Tier 2 Classic, or Tier 3
PEPRA, depending on the date of appointment to the Town Council.

Social Security and Medicare
The Town does not participate in Social Security, except for the required Medicare rate of 1.45% of all wages.
Town employees contribute the applicable percentage of all wages toward Medicare. Rates and earnings
limits are set by federal law.
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my|CalPERS
Your resource for your personal account information
my|CalPERS is a personalized, centralized, and secure website that
allows you to access your personal information quickly, easily, and
reliably. You can use it to plan for your retirement, manage your
health plans, and conduct your business with CalPERS. Access my|
CalPERS at my.calpers.ca.gov.

How to Register for my|CalPERS
Not registered yet? Follow these steps:
1 On the Pre-Log In page, select Participant and Continue.
2 Select Register now.
3 Accept the terms and conditions under the security agreement.
4 Identify yourself by providing your name, date of birth, last
four digits of your Social Security number, or your CalPERS
Identification number.
5

Answer a set of questions about your CalPERS account to verify
your identity.

6

Create a username and password, and enter your email address.

7 Choose a personal security image and message.
8 Choose your security questions and answers. It's important to
choose questions and answers you will remember.
9 Log in to my|CalPERS.
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Discover Your Options
CalPERS Health
Open Enrollment 2018

Starts September 10 and ends October 5

2019 Health Program Highlights
Your Options

Notable Health Premiums

CalPERS offers seven Health Maintenance Organization
(HMO) and three Preferred Provider Organization (PPO)
options for Basic (non-Medicare) subscribers, including:
– Anthem Blue Cross
– Blue Shield of California
– Health Net
– Kaiser Permanente
– PERS Select/PERS Choice/PERSCare
– Sharp Health Plan
– UnitedHealthcare
– Western Health Advantage

CalPERS health care rate changes for 2019 include an
average 1.16 percent overall premium increase, marking the
lowest health premium increase CalPERS has negotiated in
over two decades.

CalPERS Medicare health plan options include:
– Anthem Medicare Preferred
– Kaiser Permanente Senior Advantage
– PERS Select/PERS Choice/PERSCare PPO
Medicare supplement plans
– UnitedHealthcare Medicare Advantage PPO

See the chart below for percentage of premium changes on our
single-party basic rate plans, for comparison purposes only.

Members enrolled in CalPERS’ Basic (non-Medicare)
HMO health plans will see a 0.37 percent average premium
increase. Members enrolled in PPO plans will see an overall
average increase of 2.83 percent. CalPERS Medicare plan
enrollees will see their premiums increase by an average
1.37 percent.

We encourage you to visit the Health Benefits section of the
CalPERS website at www.calpers.ca.gov to see the
2019 premiums for all health plans and their regions.

2019 State Health Plan Premium Changes – Single-Party Basic Rates
Percentage of Premium Change
30
20
10
0
-10
-20
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Service Area Changes in 2019

• The PERS Select deductible will increase to $1,000 for

Sometimes health plans discontinue or expand their coverage
areas, for example, if they can’t continue to offer affordable and
sustainable rates. Here are some service area changes that may
affect you:
• Blue Shield Access+ will withdraw from the following eight Bay
Area counties:
– Alameda
– San Mateo
– Contra Costa
– Santa Clara
– Marin
– Solano
– San Francisco
– Sonoma
• Health Net will withdraw from the Sacramento region, which
includes the following counties:
– El Dorado
– Sacramento
– Placer
– Yolo
• UnitedHealthcare will withdraw from the Bay Area and Other
Northern regions, but only for public agencies and schools.
State and CSU members are not affected.
• Anthem HMO Select will no longer offer UC Davis Health.

individual or $2,000 for family. You may earn credits to reduce
your deductible by obtaining a biometric screening, a flu shot,
a non-smoking certification, a second opinion for elective
surgeries, or engaging with a nurse manager for disease
management. Each action reduces your deductible by $100.
• SpineZone, an online back and neck pain program, and
Wisdom, a study to optimize breast cancer screening, will be
available to PPO members.

Important Health Enrollment Reminders
• Be aware that a medical group ending its contract with a

•
•

•

Discover your options. To compare available health plans
based on your eligibility ZIP code, log in to your my|CalPERS
account at my.calpers.ca.gov or on your mobile device at
mobile.my.calpers.ca.gov and use the Find a Medical Plan tool.

•

PPO Benefit Changes in 2019

health plan does not create a qualifying event to change plans
outside of Open Enrollment.
You will receive new health plan ID cards if you change your
health plan or enroll for the first time.
Carefully review your pay warrant to ensure the correct health
plan premium deduction was made when you change health
plans, enroll for the first time, or add/delete dependents.
If you change plans during Open Enrollment and you don’t
see the correct deduction applied by your February warrant,
contact your employer’s personnel specialist or health benefits
officer in human resources (or CalPERS, if you are a retiree).
If you change health plans, do not continue to use your
previous health plan after December 31, 2018.

Additional Information
for State and CSU Members

CalPERS will change and expand benefits for the PERS Select,
PERS Choice, and PERSCare plans:
• PERS Choice and PERSCare Basic co-pays for urgent care and
specialty visits will increase to $35. The co-pay to visit your
personal physician remains at $20.
• PERS Select Basic will adopt a value-based insurance design.
The approach aims to improve quality and lower costs
associated with health care through cost incentives. Co-pays
for urgent care and specialty visits will increase to $35. The
co-pay to visit your personal physician will reduce to $10.

The Open Enrollment period for State of California and
California State University (CSU)-sponsored dental and
visions plans is September 10 to October 5, 2018. Dental
and vision programs are administered by the California
Department of Human Resources (CalHR) for state
employees, and by the Office of the Chancellor for CSU
employees. For dental and vision contact information,
visit the CalPERS website at www.calpers.ca.gov.

Open Enrollment Goes Mobile
Today, we live on our mobile phones. Now you can make
important health decisions there, too. This year, access our new
mobile experience for customized Open Enrollment resources.
Whether by phone or tablet, mobile.my.calpers.ca.gov helps you
discover your options.
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Health Plan Availability by County: Basic Plans
Some health plans are available only in certain counties

also use our online service, the Health Plan Search

and/or ZIP Codes. Use the chart below to determine if the

by ZIP Code, available at www.calpers.ca.gov.

health plan you are considering provides services where
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●

●

●
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Western Health
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●
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Colusa
Del Norte

●

PERS Select,
PERS Choice, &
PERSCare

●

Kaiser Permanente

●
●

Health Net
Salud y Más

CCPOA

■

CAHP

●

Blue Shield
Access+ EPO

●

Blue Shield
Access+ HMO

Anthem Blue Cross
Traditional HMO

Alameda

Anthem Blue Cross
Select HMO

Anthem Blue Cross
EPO

network is accepting new patients in your area. You may

Health Net
SmartCare

▲

make sure they cover your ZIP Code and that their provider

County

Health plan covers all or part of county.
Available out-of-state for PERS Choice and
PERSCare, not available for PERS Select.
Only applies to some agencies; does not apply to public
agencies or schools.

●

you reside or work. Contact the plan before enrolling to

●

●

■

●

●

Plumas
●

●

●

●

●

Sacramento

●

●

●

●

●

San Benito

●

San Bernardino

●

San Diego

●

San Francisco

●

●

San Joaquin

●

●

San Luis Obispo

●

San Mateo

●

Santa Barbara

●

●

Santa Clara

●

●

Santa Cruz

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

■

●

●

●

●

●

●

●

■

●

●

●

●

●

●

●

●

●

●

●

●

■

●

●

●

●

●

●

●

●

●

●

■

●

●

●

●

●

●

■

●

●

●

●

●

●

●

●

●

●

●

●
●
●

●

●

●

■

●

●

●

●

●

●

●

■

●

●

●

●

●

●

■

●

●

●

●

●

Trinity

●

●

●

Tuolumne

●

●

●

●

●
●

●

Tehama
●

●

●

●

●

●

●

●

●

●

Ventura

●

●

●

●

●

●

●

●

●

Yolo

●

●

●

●

●

●

●

●

●

●

●

●

●

▲

●

Yuba

●

●

Sutter

●

Western Health
Advantage

●

●

Tulare

Sharp Performance
Plus

PORAC

●

●

Siskiyou

●

PERS Select,
PERS Choice, &
PERSCare

●

●

Sierra

●

●

●
●

●

●

Sonoma

●

●

●
●

●

Shasta

Solano

●

UnitedHealthcare
SignatureValue
Alliance

●

●

Riverside

Stanislaus

Kaiser Permanente

●

Health Net
SmartCare

●

Health Net
Salud y Más

●

CCPOA

Blue Shield
Access+ HMO

●

CAHP

Anthem Blue Cross
Traditional HMO

●

Blue Shield
Access+ EPO

Anthem Blue Cross
Select HMO

Placer

Anthem Blue Cross
EPO

County

●

Out-of-State
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●

Tools to Help You Choose Your Health Plan
This section provides a variety of information that can help
you evaluate your health plan choices. Included here are
details about using your my|CalPERS account, the Find a
Medical Plan tool, and the Health Plan Choice Worksheet.

Accessing Health Plan Information with my|CalPERS
You can use my|CalPERS at my.calpers.ca.gov, our secure,

forms, and find additional information about CalPERS

personalized website, to get one-stop access to all of your

health plans. If you are a retiree, CalPERS is your Health

current health plan information, including details about

Benefits Officer. Retirees may change their health plan

which family members are enrolled. You can also use it to

during Open Enrollment by calling CalPERS toll free

search for other health plans that are available in your area,

at 888 CalPERS (or 888–225–7377) or by using your

compare health plans, access CalPERS Health Program

my|CalPERS account.

my|CalPERS Health Plan Comparison Feature
Health Plan Resources

Save Your Searches

Choosing a health plan that’s right for you is unique for

Save as many as ten comparison scenarios with ability to

every person or family. my|CalPERS includes additional

review, rename, or delete at a later date.

resources to help you choose a health plan. These resources

Log in to your my|CalPERS account at my.calpers.ca.gov

provide access to more detailed health benefit information

and select the “Health” tab and then select “Find a Medical

that can help you when selecting what is most important to

Plan” to see what’s available to you. To speak with

you in determining the plan that best fits your needs.

someone at CalPERS about your health plan choices,
call 888 CalPERS (or 888–225–7377).

Evaluate Plan Features
Available health plans for you will be displayed based on the
physical or mailing health eligibility ZIP Code in our system.
Create a customized plan search where you’ll be able
to review:
• Monthly premiums for each plan available to you

• Side-by-side comparisons of covered benefits,
deductibles, and co-payments
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Comparing Your Options: Find a Medical Plan
• Review health plan options due to changes in your

Access your my|CalPERS account for a convenient way to
evaluate your health plan options and make a decision

marital status or enrollment area.

• Explore health plan options because you are planning

about which plan is best for you and your family. With this

for retirement or have become Medicare eligible.

easy-to-use health plan comparison tool, you can weigh
plan benefits and costs, and view how the plans compare.

Be sure to tell us what you think about your

You can access your account 24/7 to help you make

my|CalPERS plan search experience by completing a

health plan decisions at any time. You can use it to:
• Review health plan options during Open Enrollment.
• Evaluate your health plan options and estimate costs.

survey at the end of your research.

• Review a health plan option when your employer first
Get customized assistance selecting the health

begins offering the CalPERS Health Benefits Program.

plan that is right for you and your family by logging
into your my|CalPERS account at my.calpers.ca.gov,
selecting the “Health” tab and then selecting
“Find a Medical Plan.”

Comparing Your Options: Health Plan Choice Worksheet
An alternative tool we provide to help you choose the best

Worksheet. Several questions can be answered with a

plan for yourself and your family is the Health Plan Choice

simple “yes” or “no,” while others will require you to insert

Worksheet, which you can find on page 12 of this booklet.

information or call the health plan. Some of the information

This worksheet can be used to compare factors such as

can be found on the CalPERS website at www.calpers.ca.gov.

cost, availability, benefits, and quality of care measures.

If you need assistance completing the form, contact

Simply follow the steps listed in the left column of the

CalPERS at 888 CalPERS (or 888–225–7377).
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Health Plan Choice Worksheet
Plan name and phone numbers:
Select the type of plan: (circle choice)

HMO

PPO

EPO

Assoc.
Plan 1

Step 1 — Cost
Calculate your monthly cost.
Enter the monthly premium (see current year’s rate
schedule). Premium amounts will vary based on
1-party/2-party/family and Basic/Medicare.
Enter your employer’s contribution.
For contribution amounts, active members should
contact their employer; retired members should contact
CalPERS.
Calculate your cost.
Subtract your employer’s contribution from the monthly
premium. If the total is $0 or less, your cost is $0.

Step 2 — Availability
Search available plans online.
Use our online service, the Health Plan Search by Zip
Code, at www.calpers.ca.gov to find out if the plan is
available in your residential or work ZIP Code. You may
also call the plan’s customer service center.
Call the doctor’s office.
Confirm that they contract with the plan and are
accepting new patients. Ask what specialists are
available and the hospitals with which they are affiliated.

Step 3 — Comparisons
How does the plan rate in quality of care measures?
See page 22 to find out.
Compare the benefits.
See pages 23–30. CalPERS plans offer a standard
package of benefits, but there are some differences:
acupuncture, chiropractic, etc.

Step 4 — Other
Other considerations:
Does the plan offer health education? Do you or your
family have special medical needs? What services are
available when you travel? Are the provider locations
convenient?
What changes are you planning in the upcoming year
(e.g., retirement, transfer, move, etc.)?
Other information
Compare and select a plan.
1

You must belong to the specific employee association and pay applicable dues to enroll in the Association Plans.
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HMO

PPO

EPO

Assoc.
Plan 1

Additional Resources
As a health care consumer, you have access to many
resources, services, and tools that can help you find the
right health plan, doctor, medical group, and hospital
for yourself and your family.

Health Plan Directory
Following is contact information for the health plans.
Contact your health plan with questions about: ID cards;
verification of provider participation; service area
boundaries (covered ZIP Codes); benefits, deductibles,
limitations, exclusions; and Evidence of Coverage booklets.

Anthem Blue Cross 2 HMO & EPO

Health Net of California 1

Peace Officers Research

(855) 839-4524

(888) 926-4921

Association of California (PORAC)

www.anthem.com/ca/calpers

www.healthnet.com/calpers

(800) 288-6928
http://ibtofporac.org

Anthem Medicare Preferred PPO

Kaiser Permanente

(855) 251-8825

(800) 464-4000

Sharp Health Plan 1

www.anthem.com/ca/calpers

www.kp.org/calpers

(855) 995-5004

2

www.sharphealthplan.com/calpers
Blue Shield of California

OptumRx

(800) 334-5847

Pharmacy Benefit Manager

UnitedHealthcare 1

www.blueshieldca.com/calpers

Active Member Services

Active Member Services

(855) 505-8110

(877) 359-3714

California Association of

Medicare Member Services

Retiree Member Services

Highway Patrolmen (CAHP)
(800) 734-2247

(855) 505-8106

(888) 867-5581

www.optumrx.com/calpers

www.uhc.com/calpers

PERS Select ,2 PERS Choice,2

Western Health Advantage1

California Correctional Peace

PERSCare

(888) 942-7377

Officers Association (CCPOA)

Administered by Anthem Blue Cross

Medical Plan
(800) 257-6213

(877) 737-7776

www.ccpoabtf.org

Supplement to Medicare

www.thecahp.org
2

www.anthem.com/ca/calpers
(877) 737-7776
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www.westernhealth.com/calpers
1

Pharmacy benefits administered by
OptumRx for the Basic plan only.

2

Pharmacy benefits administered
by OptumRx for both Basic and
Medicare plans.

Obtaining Health Care Quality Information
Following is a list of resources you can use to evaluate
and select a doctor and hospital.

Hospitals

Doctors and Medical Groups

CalQualityCare

Medical Board of California

www.CalQualityCare.org

www.mbc.ca.gov

From hospitals to home care, CalQualityCare.org makes

This is the California State agency that licenses medical

it easy to find providers and compare the quality of health

doctors, investigates complaints, disciplines those who

care in California.

violate the law, conducts physician evaluations, and
facilitates rehabilitation where appropriate.

U.S. Department of Health and Human Services
www.medicare.gov/hospitalcompare

Have you done a checkup on your doctor’s license?

Hospital Compare has information about the quality of

The Medical Board of California encourages consumers

care at over 4,000 Medicare-certified hospitals across

to check up on their doctor’s license. Such a checkup is

the country.

simple and helps you make an informed choice when
choosing a doctor. To determine a doctor’s status, go to

The Leapfrog Group

the Medical Board’s website at www.mbc.ca.gov or if you

www.leapfroggroup.org

do not have a computer, call (800) 633-2322 and Medical

This is a coalition of health purchasers who have

Board staff will look up the doctor for you.

found that hospitals meeting certain standards have
better care results.

Office of the Patient Advocate
www.opa.ca.gov
This website includes a State of California-sponsored
“Report Card” that contains additional clinical and
member experience data on HMOs, PPOs and medical
groups in California.

Benefit Comparison Charts
The benefit comparison charts on pages 16–31
summarize the benefit information for each
health plan. For more details, see each plan’s
Evidence of Coverage (EOC) booklet.
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CalPERS Health Plan Benefit Comparison—
Basic Plans
For more details about the benefits provided by a specific plan,
refer to that plan’s Evidence of Coverage (EOC) booklet.

For more details about the benefits provided by a specific plan,
refer to that plan’s Evidence of Coverage (EOC) booklet.

EPO & HMO Basic Plans
Sharp
Performance
Plus

UnitedHealthcare
SignatureValue
Alliance

(Association
Plan)

Western
Health
Advantage
HMO

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Blue Shield

EPO
Select HMO
Traditional HMO

Access+ HMO &
Access+ EPO

Salud y Más &
SmartCare

Individual

N/A

N/A

Family

N/A

N/A

BENEFITS

CCPOA

Kaiser
Permanente

Anthem
Blue Cross

Health Net

Calendar Year Deductible

Maximum Calendar Year Co-pay or Co-insurance (excluding pharmacy)
Individual

Family

$1,500

$1,500

$1,500

$1,500

$1,500

$1,500

$1,500

$1,500

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

$3,000

$3,000

$3,000

$3,000

$3,000

$3,000

$4,500

$3,000

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

(co-pay)

Hospital (including Mental Health and Substance Abuse)
Deductible
(per admission)

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Inpatient

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

$100/
admission

No Charge

Outpatient Facility/
Surgery Services

No Charge

No Charge

No Charge

$15

No Charge

No Charge

$50

No Charge
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Continued on next page

PPO Basic Plans
PERS Select
PPO

PERS Choice

Non-PPO

PPO

PERSCare

Non-PPO

PPO

Non-PPO

CAHP

PORAC

(Association Plan)

(Association Plan)

PPO

Non-PPO

PPO

Non-PPO

N/A

$300

$600

N/A

$900

$1,800

N/A

$3,000

N/A

N/A

$6,000

N/A

BENEFITS
Calendar Year Deductible
Individual

$1,000 1

$500

$500

(not transferable
between plans)

(not transferable
between plans)

(not transferable
between plans)

Family

$2,000 1

$1,000

$1,000

(not transferable
between plans)

(not transferable
between plans)

(not transferable
between plans)

Maximum Calendar Year Co-pay or Co-insurance (excluding pharmacy)
Individual

Family

$3,000

N/A

(coinsurance)

$6,000

N/A

(coinsurance)

$3,000

$2,000

N/A

(coinsurance)

$6,000

(coinsurance)

$4,000

N/A

(coinsurance)

(coinsurance)

N/A

N/A

$2,000
(coinsurance)

$4,000
(coinsurance)

Hospital (including Mental Health and Substance Abuse)
Deductible
(per admission)

N/A

N/A

$250

N/A

N/A

Inpatient

20% 2

40%

20%

40%

10%

40%

10%

Varies

10%

Outpatient Facility/
Surgery Services

20% 2

40%

20%

40%

10%

40%

10%

40%

10%

1

Incentives available to reduce individual deductible (max. $500) or family deductible (max. $1,000) include: getting a biometric screening ($100 credit); receiving a flu
shot ($100 credit); getting a non-smoking certification ($100 credit); getting a virtual second opinion ($100 credit); and getting a condition care certification ($100
credit).

2

Coinsurance waived for deliveries if enrolled in Future Moms Program.
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CalPERS Health Plan Benefit Comparison—Basic Plans, Continued
For more details about the benefits provided by a specific plan,
refer to that plan’s Evidence of Coverage (EOC) booklet.

EPO & HMO Basic Plans
Sharp
Performance
Plus

UnitedHealthcare
SignatureValue
Alliance

(Association
Plan)

Western
Health
Advantage
HMO

N/A

N/A

N/A

N/A

N/A

N/A

$50

$50

$50

$50

$50

$75

$50

$50

$50

$50

$50

$50

$75

$50

Blue Shield

EPO
Select HMO
Traditional HMO

Access+ HMO &
Access+ EPO

Salud y Más &
SmartCare

Emergency Room
Deductible

N/A

N/A

Emergency (co-pay
waived if admitted as an
inpatient or for observation
as an outpatient)

$50

$50

BENEFITS

CCPOA

Kaiser
Permanente

Anthem
Blue Cross

Health Net

Emergency Services

Non-Emergency
(co-pay waived if
admitted as an inpatient
or for observation as an
outpatient)

Physician Services (including Mental Health and Substance Abuse)
Office Visits (co-pay for
each service provided)

$15

$15

$15

$15

$15

$15

$15

$15

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

Outpatient Visits

$15

$15

$15

$15

$15

$15

$15

$15

Urgent Care Visits

$15

$15

$15

$15

$15

$15

$15

$15

Preventive Services

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

Surgery/Anesthesia

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

Inpatient Visits

Diagnostic X-Ray/Lab
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Continued on next page

PPO Basic Plans
PERS Select
PPO

Non-PPO

PERS Choice
PPO

PERSCare

Non-PPO

PPO

Non-PPO

CAHP

PORAC

(Association Plan)

(Association Plan)

PPO

Non-PPO

PPO

Non-PPO

BENEFITS
Emergency Services
Emergency Room
Deductible

Emergency

$50

$50

$50

$50

(applies to hospital
emergency room
charges only)

(applies to hospital
emergency room
charges only)

(applies to hospital
emergency room
charges only)

(co-pay reduced to $25
if admitted on an
inpatient basis)

20%

20%

10%

10%

(applies to other services
such as physician, x-ray,
lab, etc.)

(applies to other services
such as physician, x-ray,
lab, etc.)

(applies to other services
such as physician, x-ray,
lab, etc.)

(applies to other services
such as physician, x-ray,
lab, etc.)

20%
Non-Emergency

40%

(payment for physician
charges only; emergency
room facility charge is
not covered)

20%

40%

10%

(payment for physician
charges only; emergency
room facility charge is
not covered)

40%

(payment for physician
charges only; emergency
room facility charge is
not covered)

$50+10%

N/A

10%

$50+40%

(co-pay reduced to $25
if admitted on an
inpatient basis)

50%
(for non-emergency
services provided by
hospital emergency room)

Physician Services (including Mental Health and Substance Abuse)
Office Visits (co-pay
for each service
provided)

$35 1, 2

40%

$20 2

40%

$20 2

40%

$15

40%

$20

10%

Inpatient Visits

20%

40%

20%

40%

10%

40%

10%

40%

10%

10%

Outpatient Visits

$20

40%

$20

40%

$20

40%

10%

40%

10%

10%

Urgent Care Visits

$35

40%

$35

40%

$35

40%

$15

40%

10%

10%

Preventive Services

No Charge

40%

No Charge

40%

No Charge

40%

No Charge

40%

Surgery/Anesthesia

20%

40%

20%

40%

10%

40%

10%

40%

10%

10%

20%

40%

20%

40%

10%

40%

10%

40%

10%

10%

No Charge

Diagnostic X-Ray/Lab

1

Reduced to $10 if enrolled with personal doctor.

2

$35 for specialist visit.
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CalPERS Health Plan Benefit Comparison—Basic Plans, Continued
For more details about the benefits provided by a specific plan,
refer to that plan’s Evidence of Coverage (EOC) booklet.

EPO & HMO Basic Plans

BENEFITS

Anthem
Blue Cross

Blue Shield

EPO
Select HMO
Traditional HMO

Access+ HMO &
Access+ EPO

Health Net

Kaiser
Permanente

Salud y Más &
SmartCare

Sharp
Performance
Plus

CCPOA

UnitedHealthcare
SignatureValue
Alliance

(Association
Plan)

Tier 2, 3,
and 4: $50

Western
Health
Advantage
HMO

Prescription Drugs
Deductible
N/A

N/A

N/A

Retail Pharmacy
(not to exceed
30-day supply)

Generic: $5
Brand
Formulary:
$20
NonFormulary:
$50

Generic: $5
Brand
Formulary:
$20
NonFormulary:
$50

Generic: $5
Brand
Formulary:
$20
NonFormulary:
$50

Retail Pharmacy
Maintenance
Medications
filled after 2nd fill

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

$1,000

$1,000

$1,000

No Charge

No Charge

No Charge

(i.e. a medication taken
longer than 60 days)
(not to exceed
30-day supply)

Mail Order Pharmacy
Program (not to exceed
90-day supply for
maintenance drugs)

Mail order maximum
co-payment per person
per calendar year

N/A

N/A

N/A

Generic: $5
Brand: $20

Generic: $5
Brand
Formulary:
$20
NonFormulary:
$50

Generic: $5
Brand
Formulary: $20
Non-Formulary:
$50

N/A

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

Generic: $10
Brand
Formulary: $40
Non-Formulary:
$100

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

N/A

No Charge

Generic: $10
Brand: $40
(31-100 day
supply)

(not to exceed
$150/family)

N/A

Tier 1: $10
Tier 2: $25
Tier 3 and 4:
$50

Generic: $5
Brand
Formulary:
$20
NonFormulary:
$50

Tier 1: $10
Tier 2: $25
Tier 3 and 4:
$50

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

Generic: $10
Brand
Formulary: $40
Non-Formulary:
$100

Tier 1: $20
Tier 2: $50
Tier 3 and 4:
$100

Generic: $10
Brand
Formulary:
$40
NonFormulary:
$100

$1,000

$1,000

N/A

$1,000

No Charge

No Charge

No Charge

No Charge

Durable Medical Equipment
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Continued on next page

PPO Basic Plans
PERS Select
PPO

Non-PPO

PERS Choice
PPO

PERSCare

Non-PPO

PPO

Non-PPO

CAHP

PORAC

(Association Plan)

(Association Plan)

PPO

Non-PPO

PPO

Non-PPO

BENEFITS
Prescription Drugs
Deductible
N/A
Retail Pharmacy
(not to exceed
30-day supply)

Retail Pharmacy
Maintenance
Medications
filled after 2nd fill
(i.e. a medication taken
longer than 60 days)
(not to exceed
30-day supply)

N/A

N/A

N/A

Generic: $5
Preferred: $20
Non-Preferred: $50

Generic: $5
Preferred: $20
Non-Preferred: $50

Generic: $5
Preferred: $20
Non-Preferred: $50

Generic: $10
Preferred: $40
Non-Preferred: $100

Generic: $10
Preferred: $40
Non-Preferred: $100

(not to exceed
30-day supply)

Generic: $10
Preferred: $40
Non-Preferred: $100
(not to exceed
30-day supply)

Mail Order Pharmacy
Program (not to exceed
90-day supply for
maintenance drugs)

Generic: $10
Preferred: $40
Non-Preferred: $100

Generic: $10
Preferred: $40
Non-Preferred: $100

Generic: $10
Preferred: $40
Non-Preferred: $100

$1,000

$1,000

$1,000

Mail order maximum
co-payment per person
per calendar year

N/A

Generic: $6
Single Source: $25
Multi Source: $35
(the difference in cost
between brand name and
generic equivalent)

Generic: $10
Brand Formulary: $25
Non-Formulary: $45
Compound: $45

Generic: $12
Single Source: $50
Multi Source: $35

N/A

(the difference in cost
between brand name and
generic equivalent)

Generic: $12
Single Source: $50
Multi Source: $35
(the difference in cost
between brand name and
generic equivalent)

Generic: $20
Brand
Formulary:
$40
NonFormulary:
$75

N/A

N/A

N/A

Durable Medical Equipment
20%

40%

(pre-certification
required for equipment)

20%

40%

10%

40%

(pre-certification
required for equipment
$1,000 or more)

(pre-certification
required for equipment)
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10%

40%

20%

20%

CalPERS Health Plan Benefit Comparison—Basic Plans, Continued
For more details about the benefits provided by a specific plan,
refer to that plan’s Evidence of Coverage (EOC) booklet.

EPO & HMO Basic Plans
CCPOA

Kaiser
Permanente

Sharp
Performance
Plus

UnitedHealthcare
SignatureValue
Alliance

(Association
Plan)

Western
Health
Advantage
HMO

50% of
Covered
Charges

50% of
Covered
Charges

50% of
Covered
Charges

50% of
Covered
Charges

50% of
Allowed
Charges

50% of
Covered
Charges

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

$15

$15

$15

$15

$15

$15

No Charge

$15

Glucose monitors

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

Self-management
training

$15

$15

$15

$15

$15

$15

$15

$15

BENEFITS

Anthem
Blue Cross

Blue Shield

Health Net

EPO
Select HMO
Traditional HMO

Access+ HMO &
Access+ EPO

Salud y Más &
SmartCare

50% of
Covered
Charges

No Charge

Infertility Testing/Treatment
50% of
Covered
Charges
Occupational / Physical / Speech Therapy
Inpatient (hospital or
skilled nursing facility)

Outpatient (office and
home visits)

Diabetes Services

Acupuncture
$15/visit

$15/visit

$15/visit

$15/visit

$15/visit

$15/visit

$15/visit

(acupuncture/
chiropractic;
combined 20
visits
per calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

$15/visit

$15/visit

$15/visit

$15/visit

$15/visit

$15/visit

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

N/A

Chiropractic
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$15 exam
(up to 20
visits per
calendar year)
chiropractic
appliances
benefit: $50

$15/visit
(acupuncture/
chiropractic;
combined
20 visits per
calendar year)

Continued on next page

PPO Basic Plans
PERS Select
PPO

Non-PPO

PERS Choice
PPO

PERSCare

Non-PPO

PPO

Non-PPO

CAHP

PORAC

(Association Plan)

(Association Plan)

PPO

Non-PPO

PPO

Non-PPO

50%

50%

$20;
Speech
therapy:
10%

10%

$20

10%

BENEFITS
Infertility Testing/Treatment
Not Covered

Not Covered

Not Covered

Not Covered

Occupational / Physical / Speech Therapy
Inpatient (hospital or
skilled nursing facility)

No Charge

Outpatient (office and
home visits)
20%

40%;
Occupational
therapy:
20%

No Charge

20%

No Charge

40%;
Occupational
therapy:
20%

10%

40%;
Occupational
therapy:
10%

10%

40%

10%

40%

(pre-certification required
for more than 24 visits)

(pre-certification required
for more than 24 visits)

(pre-certification required
for more than 24 visits)

(pre-certification required
for more than 24 visits)

Glucose monitors

Coverage Varies

Coverage Varies

Coverage Varies

Coverage Varies

Coverage Varies

Self-management
training

$20

60%

$20

60%

$20

60%

$15

60%

$20

$15/visit

40%

$15/visit

40%

$15/visit

40%

10%

40%

Diabetes Services

60%

Acupuncture

(acupuncture/chiropractic;
combined 20 visits
per calendar year)

(acupuncture/chiropractic;
combined 20 visits
per calendar year)

(acupuncture/chiropractic;
combined 20 visits
per calendar year)

$15/visit

$15/visit

$15/visit

(acupuncture/chiropractic;
combined 20 visits
per calendar year)

$20
(10% for all
other services)

10%

Chiropractic

40%

(acupuncture/chiropractic;
combined 20 visits per
calendar year)

40%

(acupuncture/chiropractic;
combined 20 visits per
calendar year)

30

40%

(acupuncture/chiropractic;
combined 20 visits per
calendar year)

10%

40%

(acupuncture/chiropractic;
combined 20 visits
per calendar year)

$20/up to
20 visits

10%

Keep Smiling
DeltaCare® USA
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FAQ+A

Answers to frequently asked questions
about your DeltaCare® USA plan
GETTING STARTED
1.

4. How much will my dental treatments cost?
How do I pay?

How do I enroll in a DeltaCare USA plan?

With your DeltaCare USA plan, some services are
covered at no cost, while others have a copayment
(amount you pay) for certain services. To find
out how much a treatment will cost, refer to
the “Description of Benefits and Copayments”
in this brochure for a list of covered services
and copayments. It’s a good idea to bring
your Evidence/Certificate of Coverage to your
appointment in case you need to discuss your
copayment for a service with your dentist. If you
have any questions about the charges for a service,
please contact our Customer Service department.
If you receive treatment that requires a copayment,
simply pay the dental facility at the time of service.

Simply complete the enrollment process as
directed by your benefits administrator. Be sure to
select a primary care network dentist for yourself
or your dependents, and indicate this dentist and
the name of your group when you enroll.

2. How do I get started using my
DeltaCare USA plan?
Once we process your enrollment, we’ll mail you
welcome materials that will include:
• The name, address and phone number of your
selected primary care dentist: Simply call
the dental facility to make an appointment.
Important note: In order to receive benefits
under your plan, you must visit your primary care
network dentist for all services. If you require
treatment from a specialist, your primary care
dentist will coordinate a referral for you. You
can change your primary care dentist by
contacting us.

CHOOSING A DENTIST
5. How do I select my primary care dentist?
When you enroll, you must select a primary care
dentist from the DeltaCare USA network. To search
for a dentist, use the “Find a Dentist” tool at
deltadentalins.com and select DeltaCare USA as
your network. If you do not select a dentist when
you enroll, we will choose one for you.

• Your Evidence/Certificate of Coverage (plan
booklet): This useful document provides a
thorough description of how to use your benefits,
including covered services, copayments and any
limitations and exclusions of your plan.

6. Does everyone in my family have to choose
the same primary care dentist?
No. Each family member can select his or her
own primary care network dentist.

• An ID card: This card is for your records only —
you do not need to present it in order to
receive treatment.

7.

Can I change my primary care dentist?
Yes. You can request to change your primary care
dentist at any time. Simply visit our website and log
on to your Online Services account or call or write
to Customer Service. Change requests received by
the 21st of the month will become effective the first
day of the following month.

3. How long will it take to get an appointment
with my primary care dentist?
Two to four weeks1 is a reasonable amount of time
to wait for a routine, non-urgent appointment. If
you require a specific time, you may need to wait
longer. Most DeltaCare USA dentists are in private
group practices, which generally offer greater
appointment availability and extended office hours.

1 In TX, three weeks is a reasonable amount of time to wait for a routine, non-urgent appointment.
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8. My dentist says she is a Delta Dental dentist,
but she isn’t listed in the DeltaCare USA
directory. Can I still visit her for services?

11. Can I access my plan online?
Yes. Visit deltadentalins.com/enrollees to create a
free, secure Online Services account. On our website,
you can access your plan benefits and ID card, select
(or change) your primary care dentist — and more.

No. You must visit your selected primary care
network dentist to receive benefits under this plan.
Delta Dental has many networks, and participation
may vary — not all Delta Dental dentists are
DeltaCare USA dentists.

12. Does my plan cover pre-existing conditions?
What about treatments that are in progress?
Treatment for pre-existing conditions (except work
in progress4), including missing or extracted teeth,
is covered under your plan. Treatment in progress
includes services such as preparations for crowns
or root canals, or impressions for dentures. If you
started treatment before your plan’s effective date,
you and your prior dental carrier are responsible for
any costs. Some DeltaCare USA plans may cover inprogress orthodontic treatment.

9. What should I do if I need to see a specialist?
If you require specialty dental care — such as oral
surgery, endodontics, periodontics or pediatric
dentistry — contact your primary care dentist to
request a referral. Specialty dental services not
performed by your selected primary care dentist
must be authorized by us. You are responsible for any
applicable copayments.

13. What if I have additional questions about
my plan?

GENERAL PLAN INFORMATION

Please contact us for additional support. Our
Customer Service agents can answer benefits
questions as well as help you change your primary
care dentist or arrange for urgent care referrals. See
the back page of this brochure for our
contact information.

10. If I’m traveling, is emergency treatment
covered under my plan?
You and your eligible dependents have out-of-area
coverage for dental emergencies when you are more
than 35 miles2 from your primary care dentist. Your
out-of-area emergency benefit (typically limited to
$100 per enrollee3 every 12 months3) is for services to
relieve pain until you can return to your primary care
network dentist. Standard plan limitations, exclusions
and copayments may apply.

2 In TX, there is no limit on the number of miles or on the dollar amount per emergency.
3 Exceptions may apply. Refer to your Evidence/Certificate of Coverage.
4 In TX, there is no exception for work in progress for covered DeltaCare USA benefits.

We make it easy for you!

Select a DeltaCare
USA Dentist

Receive your
welcome materials

Schedule an
appointment
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Receive dental
care

Pay only your
share to dentist
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Keep Smiling
Delta Dental PPOTM

Save with PPO

plan, they will need your information. Prefer to
take a paper or electronic ID card with you?
Simply log in to your account, where you can view
or print your card with the click of a button.

Visit a dentist in the PPO network to maximize
your savings.2 These dentists have agreed to
reduced fees, and you won’t get charged more
than your expected share of the bill.3 Find a PPO
dentist at deltadentalins.com.
1

Coordinate dual coverage
If you’re covered under two plans, ask your dental
office to include information about both plans
with your claim, and we’ll handle the rest.

Set up an online account
Get information about your plan anytime,
anywhere by signing up for an online account at
deltadentalins.com. This free service, available
once your coverage kicks in, lets you check
benefits and eligibility information, find a
network dentist and more.

Understand transition of care
Did you start on a dental treatment plan before
your PPO coverage kicked in? Generally, multistage procedures are only covered under your
current plan if treatment began after your plan’s
effective date of coverage.4 You can find this date
by logging in to your online account.

Check in without an ID card
You don’t need a Delta Dental ID card when you
visit the dentist. Just provide your name, birth
date and enrollee ID or social security number.
If your family members are covered under your

Save with a
PPO dentist

Newly covered?
Visit deltadentalins.com/welcome.

PPO

NON–PPO

1 In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan.
2 You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid contracted fees.
3 You are responsible for any applicable deductibles, coinsurance, amounts over annual or lifetime maximums and charges for non-covered services. Out-of-network
dentists may bill the difference between their usual fee and Delta Dental’s maximum contract allowance.
4 Applies only to procedures covered under your plan. If you began treatment prior to your effective date of coverage, you or your prior carrier is responsible for
any costs. Group- and state-specific exceptions may apply. If you are currently undergoing active orthodontic treatment, you may be eligible to continue treatment
under Delta Dental PPO. Review your Evidence of Coverage, Summary Plan Description or Group Dental Service Contract for specific details about your plan.
LEGAL NOTICES: Access federal and state legal notices related to your plan at deltadentalins.com/about/legal/index-enrollee.html.
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Plan Benefit Highlights for: Town of Los Gatos
Group No: 09284

Eligibility

Primary enrollee, spouse (includes domestic partner) and eligible
dependent children to the end of the month dependent turns age 26

Deductibles

Delta Dental PPO dentists:
$25 per person / $75 per family each calendar year
Non-Delta Dental PPO dentists:
$50 per person / $150 per family each calendar year

Deductibles waived for
Diagnostic & Preventive (D&P)
and Orthodontics?

Maximums
D & P counts toward maximum?

Waiting Period(s)

Yes
$1,500 per person each calendar year
Yes
Basic Benefits
None

Major Benefits
None

Prosthodontics
None

Orthodontics
None

Benefits and
Covered Services*

Delta Dental PPO
dentists**

Non-Delta Dental PPO
dentists**

Diagnostic & Preventive
Services (D & P)

100 %

100 %

90 %

80 %

90 %

80 %

90 %

80 %

90 %

80 %

60 %

50 %

60 %

50 %

50 %

50 %

$1,500 Lifetime

$1,500 Lifetime

Exams, cleanings and x-rays

Basic Services
Fillings and sealants

Endodontics (root canals)
Covered Under Basic Services

Periodontics (gum treatment)
Covered Under Basic Services

Oral Surgery
Covered Under Basic Services

Major Services
Crowns, inlays, onlays and cast
restorations

Prosthodontics
Bridges, dentures and implants

Orthodontic Benefits
Adults and dependent children

Orthodontic Maximums
*

Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.
Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s
submitted fees.
** Reimbursement is based on PPO contracted fees for PPO dentists, Delta Dental Premier® contracted fees for
Premier dentists and the program allowance for non-Delta Dental dentists.

Delta Dental of California
560 Mission St., Suite 1300
San Francisco, CA 94105

Customer Service

Claims Address

800-765-6003

P.O. Box 997330
Sacramento, CA 95899-7330

deltadentalins.com
This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or
Summary Plan Description. If you have specific questions regarding the benefits, limitations or exclusions for your
plan, please consult your company’s benefits representative.
HLT_PPO_2COL_DDC (Rev. 08/01/2018)

Your Vision
Benefits Summary
Get access to the best in eye care and eyewear with TOWN
OF LOS GATOS and VSP® Vision Care.

Using your VSP benefit is easy.
Create an account at vsp.com. Once your plan is effective,
review your benefit information.
Find an eye doctor who’s right for you. The decision is yours
to make—with the largest national network of private-practice
doctors, it’s easy to find the in-network doctor who’s right for
you. Visit vsp.com or call 800.877.7195.

Benefit

Description
Your Coverage with a VSP Provider
Focuses on your eyes and overall
wellness
Every 12 months

WellVision
Exam

Frame

$150 allowance for a wide selection
of frames
$170 allowance for featured frame
brands
20% savings on the amount over your
allowance
Every 24 months

Combined with
exam

Lenses

Single vision, lined bifocal, and lined
trifocal lenses
Polycarbonate lenses for dependent
children
Every 12 months

Combined with
exam

Lens
Enhancements

Standard progressive lenses
Premium progressive lenses
Custom progressive lenses
Average savings of 35-40% on other
lens enhancements
Every 12 months

Contacts
(instead of
glasses)

$130 allowance for contacts; copay
does not apply
Contact lens exam (fitting and
evaluation)
Every 12 months

Best Eye Care
You’ll get the highest level of care, including a WellVision
Exam®– the most comprehensive exam designed to detect eye
and health conditions. Plus, when you see a VSP provider, you'll
get the most out of your benefit, have lower out-of-pocket costs,
and your satisfaction is guaranteed.

Choice in Eyewear
From classic styles to the latest designer frames, you’ll find
hundreds of options. Choose from featured frame brands
like bebe, CALVIN KLEIN, Cole Haan, Flexon®, Lacoste, Nike,
1
Nine West, and more. Visit vsp.com to find a Premier Program
location that carries these brands. Plus, save up to 40% on
2
popular lens enhancements. Prefer to shop online? Check out
all of the brands at eyeconic.com®, VSP's preferred online
eyewear store.

Plan Information

$20 for exam and
glasses

Prescription Glasses

At your appointment, tell them you have VSP. There’s no ID
card necessary. If you’d like a card as a reference, you can
print one on vsp.com.
That’s it! We’ll handle the rest—there are no claim forms to
complete when you see a VSP provider.

Copay

$0
$80 - $90
$120 - $160

Up to $60

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

VSP Coverage Effective Date: 01/01/2019
VSP Provider Network: VSP Signature

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

TOWN OF LOS GATOS and VSP provide you with an affordable
eyecare plan.

Your Coverage with Out-of-Network Providers
Get the most out of your benefits and greater savings with a VSP network
doctor. Call Member Services for out-of-network plan details.

Visit vsp.com or call 800.877.7195
for more details on your vision
coverage and exclusive savings
and promotions for VSP members.

VSP guarantees coverage from VSP network providers only. Coverage information is subject to change.
In the event of a conflict between this information and your organization’s contract with VSP, the terms
of the contract will prevail. Based on applicable laws, benefits may vary by location. In the state of
Washington, VSP Vision Care, Inc., is the legal name of the corporation through which VSP does business.

1. Brands/Promotion subject to change.
2. Savings based on network doctor's retail price and vary by plan and purchase selection;
average savings determined after benefits are applied. Available only through VSP network
doctors to VSP members with applicable plan benefits. Ask your VSP network doctor for details.
©2018 Vision Service Plan.
All rights reserved. VSP, VSP Vision care for life, and WellVision Exam are registered trademarks,
and "Life is better in focus." is a trademark of Vision Service Plan. Flexon is a registered
trademark of Marchon Eyewear, Inc. All other company names and brands are trademarks or
registered trademarks of their respective owners.
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Give your members complete eye health coverage with the VSP
Primary EyeCare Plan. This important plan goes beyond routine
eyecare and provides additional coverage for medical and urgent
eyecare services. Members can self-refer1, visit their VSP provider
as often as needed, and pay only a copay for services. Plus, they’ll
have the reassurance and convenience of visiting the same eyecare
provider who knows their eyes best.

VSP Primary EyeCare Plan Summary
Specialty
Eyecare
Services

•

•
•

VSP
Providers

The VSP Primary EyeCare Plan provides
2
supplemental coverage for non-surgical medical eye
3
conditions including:
o diagnosis and tests for vision loss
o treatment for conditions such as pink eye
o management of glaucoma and diabetic eye
disease
o retinal screening for eligible members with
diabetes
VSP providers may use ocular photography to identify
abrasions, growths, or other eye abnormalities.
VSP providers also provide follow-up medical eyecare,
including any necessary referrals and consultations with
the patient’s primary care physician.

•

VSP providers are in retail, neighborhood, and
professional settings, with 88% offering extended
hours.

•

Our providers average 21 years in practice, with 99%
network retention, so our members benefit from longterm, consistent care.

•

100% of our providers are credentialed to NCQA
standards.
®
All VSP providers use Evidence-Based Eyecare ,
which includes best-practice medical guidelines,
comprehensive eye exam standards, and coordination
of care with the patient’s primary care physician.

•

Get up to
$110 back
Members can save big
with VSP exclusive mail-in
rebates on eligible popular
contact lens brands from
Bausch + Lomb and
CooperVision.

$500 savings
on LASIK
Members can save up to
$500 on LASIK at NVision
Eye Centers and TLC
Laser Eye Centers.

Save up to
$2,500
With Exclusive Member
Extras, members can save
more than $2,500 with
special offers and rebates
through VSP and other
leading industry partners.

Learn More
Visit vsp.com/specialoffers.

1

Unless referral by a primary care physician is required by the health plan.
2
The VSP Primary EyeCare Plan pays secondary to other medical eye insurance coverage.
3
The VSP Primary EyeCare Plan provides a standardized set of services that can be performed by
optometrists in most states. Contact your VSP representative for more information regarding specific
coverage.

Offered by Life Insurance Company of North America, a Cigna company

Employer-Paid

TERM LIFE INSURANCE
Prepared for: Town of Los Gatos
SUMMARY OF BENEFITS
Term Life insurance can help protect your loved ones’ financial health if you are no longer there
to support them.

Who Is Eligible For Coverage?:
You: All active, Full-time Employees and Elected Officials of the Employer regularly working a minimum of 20 hours per week.
You will be eligible for coverage immediately.
Available Coverage:
Benefit Amount
Maximum
Guaranteed Issue Amount
Employee
$50,000
$50,000
$50,000
Guaranteed Issue means that you may be able to purchase coverage without medical exams or health questions. See “Guaranteed Issue” below for
more information.
Additional Features:
Continuation of Disability – If your active service ends due to disability, at age 60 or over, your life insurance coverage will continue while you are
disabled. Benefits will remain in force until the earliest of: the date you are no longer disabled, the date the policy terminates, the date you are Disabled
for 12 consecutive months, or the day after the last period for which premiums are paid. You are considered disabled if, because of injury or sickness,
you are unable to perform all the material duties of your Regular Occupation, or you are receiving disability benefits under your Employer’s plan.
Extended Death Benefit with Waiver of Premium – The extended death benefit continues your coverage without payment of premium, before you’re
eligible to qualify for Waiver of Premium, if you are continuously Disabled for 6 months prior to age 60. “Disabled” means, because of injury or sickness,
you are unable to perform all the material duties of your regular occupation, or you are receiving disability benefits under a program sponsored by your
Employer. Regular Occupation means the occupation you routinely performed at the time your Disability began. We/the insurance company will
consider the duties of your occupations as those that are normally performed in the general labor market in the national economy. If you qualify for
this benefit and have insured your spouse or children, the insurance company will also extend their coverage if applicable.
Waiver of Premium – If you become Disabled prior to age 60, and you remain Disabled continuously for a 6 month period and thereafter, you won’t
need to pay premiums for your life insurance coverage, provided we/the Insurance Company determine(s) you are Disabled. “Disabled” for this
coverage means, because of injury or sickness, you are unable to perform the material duties of your regular occupation, or are receiving disability
benefits under a program sponsored by your employer, for the first 12 months after your Disability began. Thereafter, you must be unable to perform
the material duties of any occupation that you are or may reasonably become qualified based on your education, training or experience. If you qualify
for this coverage and have insured your spouse or children, the insurance company will also waive their premium if applicable.
Accelerated Death Benefit – Terminal Illness – if two unaffiliated doctors diagnose you as terminally ill while the coverage is active, with a life
expectancy of 12 months or less, the benefit for Terminal Illness provides up to:
Employee: 50% of your Term Life Insurance coverage amount or $250,000, whichever is less.
Conversion – To convert, you must apply for the conversion policy and pay the first premium payment within 31 days after your group coverage ends.
Important Definitions and Policy Provisions:
When Your Coverage Begins and Ends – Coverage becomes effective on the later of the program’s effective date, the date you become eligible, the date
your enrollment elections are received if applicable, or the date you authorize any necessary payroll deductions if applicable. Your coverage will not
begin unless you are actively at work on the effective date. Dependent coverage, if applicable, will not begin for any spouse or child who on the
effective date is an inpatient in a facility or is home confined and under the care of a physician. Coverage will end on the earliest of the date you are
eligible for coverage under a plan intended to replace this coverage, you or your dependents if applicable, are no longer eligible, the group policy is no
longer in force, or required premiums are not paid.
Benefit Reductions, Exclusions and Limitations:
Benefit Reduction Schedule - If you are still employed, your benefits will reduce to 67% at age 65 and 45% at age 70.
Limitations - The Accelerated Death Benefit is payable only once. Using this benefit reduces the life insurance death benefit. The amount payable under
the Accelerated Death Benefit may be reduced by the amount of other benefits already paid to the insured under the policy. See your certificate for
details. Benefits will be extended without premium payment until the earlier of the date you are no longer disabled, or the date you fail to qualify for
Waiver of Premium or fail to provide proof of Disability. Waiver of Premium – After premiums have been waived for 12 months, they will be waived for
future periods of 12 months if you remain Disabled. This benefit will remain active until age 65 subject to proof of continuing disability each year.
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Guaranteed Issue:
If you are a new hire and you apply within 31 days after you are eligible to elect coverage for yourself, you are entitled to choose any coverage offered
up to the Guaranteed Issue Amount, without providing evidence of good health. If you apply for an amount of coverage greater than the Guaranteed
Issue Amount, coverage in excess of the Guaranteed Issue Amount will not be issued until the insurance company approves acceptable evidence of
good health. If you apply for coverage for yourself more than 31 days from the date you become eligible to elect coverage under this plan, the
Guaranteed Issue Amount will not apply, unless Guaranteed Issue has been approved by your employer for a specific period of time. Coverage will not
be issued until the insurance company approves acceptable evidence of good health.
These are summarized definitions only. To be eligible for coverage, the covered illness or event must meet the definitions and other terms and
conditions set forth in the group policy.
THIS POLICY PROVIDES LIMITED COVERAGE. IT PAYS A FIXED BENEFIT AND DOES NOT COVER MEDICAL EXPENSES AS INCURRED. THIS IS
NOT A SUBSTITUTE FOR COMPREHENSIVE OR MAJOR MEDICAL HEALTH INSURANCE. THIS COVERAGE DOES NOT SATISFY THE
INDIVIDUAL MANDATE OF THE AFFORDABLE CARE ACT BECAUSE THE COVERAGE DOES NOT MEET THE REQUIREMENTS OF MINIMUM
ESSENTIAL COVERAGE.

Terms and conditions of coverage for Term Life insurance are set forth in Group Policy No. SGM 600963. This is not intended as a complete description of the insurance
coverage offered. This is not a contract. Complete coverage details, including premiums, eligible conditions, their respective payments and policy exclusions and
limitations are contained in the Policy. Please see your Plan Sponsor to obtain a copy of the Policy. If there are any differences between this summary and the group
policy, the information in the group policy takes precedence. Product availability, costs, benefits, riders, covered conditions and/or features may vary by state. Please
keep this material as a reference. Insurance coverage is issued on group policy form number: Policy Form TL-004700. Coverage is underwritten by Life Insurance
Company of North America, 1601 Chestnut St. Philadelphia, PA 19192.
“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries.
All products and services are provided by or through such operating subsidiaries, including Life Insurance Company of North America and Cigna Life Insurance
Company of New York, and not by Cigna Corporation.
882860 © 2018 Cigna. Some content provided under license.
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Offered by Life Insurance Company of North America, a Cigna company

Employer-Paid

ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE
Prepared for: Town of Los Gatos
SUMMARY OF BENEFITS
If you pass away or are seriously injured as a result of a covered accident or injury, you or your
beneficiaries will receive a set amount to help pay for unexpected expenses, or help your loved
ones pay for future expenses after you’re gone.

Who Is Eligible For Coverage?:
You: All active, full-time Employees and Elected Officials of the Employer regularly work a minimum of 20 hours per week.
You will be eligible for coverage immediately.
Available Coverage:
Benefit Amount
Maximum
Employee
$50,000
$50,000
Benefit Details:
If, within 365 days of a Covered Accident, bodily injuries result in:
We’ll pay this % of the Benefit Amount:
Loss of life; Total paralysis of both upper and lower limbs; Loss of two or more hands or feet; Loss of
100%
sight in both eyes; or Loss of speech and hearing (both ears)
Total paralysis of both lower limbs or both upper limbs
75%
Total paralysis of upper and lower limbs on one side of the body; Loss of one hand, one foot, sight in
50%
one eye, speech, or hearing in both ears; or Severance and Reattachment of one hand or foot
Total paralysis of one upper or one lower limb; Loss of all four fingers of the same hand; or Loss of
25%
thumb and index finger of the same hand
Loss of all toes of the same foot
20%
For Comas – You will receive 1% of the full benefit amount each month, for up to a maximum of 11 months , if you or an insured family member are in
a coma for 30 days or more as a result of a Covered Accident. If the covered person is still in a coma after 11 months, or dies, the full benefit amount
will be paid.
Additional Features:
For Wearing a Seatbelt & Protection by an Airbag – You will receive an additional 10% benefit but not more than $5,000 if the covered person dies in a
covered automobile accident and law enforcement-certified to be wearing a seatbelt or approved child restraint. We will increase the benefit by an
additional 5% but not more than $2,500 if the insured person was also positioned in a seat protected by a properly-functioning and properly deployed
Supplemental Restraint System (Airbag).
For Exposure & Disappearance – Benefits are payable if you or an insured family member suffer a covered loss due to unavoidable exposure to the
elements as a result of a Covered Accident. If your or an insured family member's body is not found within one year of the disappearance, wrecking or
sinking of the conveyance in which you or an insured family member were riding, on a trip otherwise covered, it will be presumed that you sustained
loss of life as a result of a Covered Accident.
Conversion – If group accident coverage ends (except due to nonpayment of premium), your employment is terminated, membership in an eligible
class is terminated, or insurance coverage is reduced based on attained age, you can convert to an individual non-term policy. To convert, you must
apply for the conversion policy and pay the first premium payment within 31 days after your group coverage ends. Dependents may convert their
coverage as well if applicable. Premiums may change at this time, and terms of coverage will be subject to change. You can also convert to an
individual policy of up to $10,000 if you have been insured for at least 3 years and the policy is terminated or amended, provided coverage is not
replaced and you are not covered under a different conversion policy issued by Life Insurance Company of North America. Refer to your certificate for
details.
Important Definitions and Policy Provisions:
When your coverage begins - Coverage begins on the later of the program’s effective date, the date you become eligible, the date we receive your
completed enrollment form if applicable, or the date you authorize any necessary payroll deductions if applicable. Your coverage will not begin unless
you are actively at work on the effective date. Dependent coverage, if applicable, will not begin for any dependent who on the effective date is hospital
or home confined; receiving chemotherapy or radiation treatment; or disabled and under the care of a physician.
When your coverage ends - Coverage ends on the earliest of the date you or your dependents , if applicable, are no longer eligible, the date the group
policy is no longer in force, or the date for the last period for which required premiums are paid. (Under certain circumstances, your coverage may be
continued if you stop working. Be sure to read the Continuation of Insurance provisions in your Certificate.)
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Benefit Reductions, Exclusions and Limitations
Benefit Reduction Schedule: If you are still employed, your benefits will reduce to 67% at age 65 and 45% at age 70. Your premiums will also reduce to
match your benefits.
Exclusions - Self-inflicted injuries or suicide while sane or insane • commission or attempt to commit a felony or an assault • any act of war, declared
or undeclared • any active participation in a riot, insurrection or terrorist act • bungee jumping • parachuting • skydiving • parasailing • hanggliding • sickness, disease, bodily or mental infirmity, bacterial or viral infection or medical or surgical treatment thereof, except for any bacterial
infection resulting from an accidental external cut or wound or accidental ingestion of contaminated food• voluntarily using any drug, narcotic, poison,
gas or fumes except one prescribed by a licensed physician and taken as prescribed • operating any type of vehicle while under the influence of alcohol
or any drug, narcotic or other intoxicant including any prescribed drug for which the covered person has been provided a written warning against
operating a vehicle while taking it • a Covered Accident that occurs while the covered person is engaged in the activities of active duty service in the
military, navy or air force of any country or international organization (this does not include Reserve or National Guard training, unless it extends beyond
31 days) • traveling in an aircraft that is owned, leased or controlled by the sponsoring organization or any of its subsidiaries or affiliates • air travel,
except as a passenger on a regularly scheduled commercial airline or in an aircraft being used by the Air Mobility Command or its foreign equivalent •
flight in, boarding or alighting from an Aircraft or any craft designed to fly above the Earth’s surface being flown by the covered person or in which the
covered person is a member of the crew.
Limitations – For multiple covered losses, benefits are paid for the single largest benefit available. For loss of life, the benefit amount shown will be
reduced by the amount of any dismemberment benefits that were previously paid or payable.
THIS POLICY PROVIDES LIMITED ACCIDENT-ONLY COVERAGE. IT PAYS A FIXED BENEFIT AND DOES NOT COVER MEDICAL EXPENSES AS INCURRED. IT
DOES NOT COVER LOSSES CAUSED BY SICKNESS. THIS IS NOT A SUBSTITUTE FOR COMPREHENSIVE OR MAJOR MEDICAL HEALTH INSURANCE.
Terms and conditions of coverage for Accidental Death and Dismemberment insurance are set forth in Group Policy No. SOK 600465. This is not intended as a complete
description of the insurance coverage offered. This is not a contract. Complete coverage details, including premiums, eligible injuries, their respective payments and
policy exclusions and limitations are contained in the Policy Certificate. If there are any differences between this summary and the group policy, the information in the
group policy takes precedence. Product availability and/or features may vary by state. Please keep this material as a reference. Insurance coverage is issued on group
policy form number: Policy Form TL-004700. Coverage is underwritten by Life Insurance Company of North America, 1601 Chestnut St. Philadelphia, PA 19192
“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries.
All products and services are provided by or through such operating subsidiaries, including Life Insurance Company of North America and Cigna Life Insurance
Company of New York, and not by Cigna Corporation.
882876 © 2018 Cigna. Some content provided under license.
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Offered by Life Insurance Company of North America, a Cigna company

Employee-Paid

TERM LIFE INSURANCE
Prepared for: Town of Los Gatos
SUMMARY OF BENEFITS
Term Life insurance can help protect your loved ones’ financial health if you are no longer there
to support them.

Who Is Eligible For Coverage?:
You: All active, Full-time Employees and Elected Officials of the Employer regularly working a minimum of 20 hours per week.
You will be eligible for coverage immediately.
Your Spouse*: Is eligible as long as you apply for and are approved for coverage yourself.
Your Child(ren): Is eligible as long as you apply for and are approved for coverage yourself.
*Domestic Partner is defined in the Group Policy. For purposes of this brochure, wherever the term Spouse appears, it shall also include Domestic
Partner registered under any state which legally recognizes Domestic Partnerships or Civil Unions. Additional information is available from your Benefit
Services Representative.
Available Coverage:
Benefit Amount
Employee
Units of $10,000
Units of $5,000
Spouse

Maximum
Lesser of 5 times salary or $300,000
$250,000

Guaranteed Issue Amount
Lesser of 1 times salary or $100,000
$25,000

Units of $1,000
$10,000; under 6 Months old $500 All amounts
Children
Guaranteed Issue means that you may be able to purchase coverage without medical exams or health questions. See “Guaranteed Issue” below for
more information.
Additional Features:
Continuation of Disability – If your active service ends due to disability, at age 60 or over, your life insurance coverage will continue while you are
disabled. Benefits will remain in force until the earliest of: the date you are no longer disabled, the date the policy terminates, the date you are Disabled
for 12 consecutive months, or the day after the last period for which premiums are paid. You are considered disabled if, because of injury or sickness,
you are unable to perform all the material duties of your Regular Occupation, or you are receiving disability benefits under your Employer’s plan.
Extended Death Benefit with Waiver of Premium – The extended death benefit continues your coverage without payment of premium, before you’re
eligible to qualify for Waiver of Premium, if you are continuously Disabled for 6 months prior to age 60. “Disabled” means, because of injury or sickness,
you are unable to perform all the material duties of your regular occupation, or you are receiving disability benefits under a program sponsored by your
Employer. Regular Occupation means the occupation you routinely performed at the time your Disability began. We/the insurance company will
consider the duties of your occupations as those that are normally performed in the general labor market in the national economy. If you qualify for
this benefit and have insured your spouse or children, the insurance company will also extend their coverage if applicable.
Waiver of Premium – If you become Disabled prior to age 60, and you remain Disabled continuously for a 6 month period and thereafter, you won’t
need to pay premiums for your life insurance coverage, provided we/the Insurance Company determine(s) you are Disabled. “Disabled” for this
coverage means, because of injury or sickness, you are unable to perform the material duties of your regular occupation, or are receiving disability
benefits under a program sponsored by your employer, for the first 12 months after your Disability began. Thereafter, you must be unable to perform
the material duties of any occupation that you are or may reasonably become qualified based on your education, training or experience. If you qualify
for this coverage and have insured your spouse or children, the insurance company will also waive their premium if applicable.
Accelerated Death Benefit – Terminal Illness – if two unaffiliated doctors diagnose you as terminally ill while the coverage is active, with a life
expectancy of 12 months or less, the benefit for Terminal Illness provides up to:
Employee: 50% of your Term Life Insurance coverage amount or $250,000, whichever is less.
Conversion – To convert, you must apply for the conversion policy and pay the first premium payment within 31 days after your group coverage ends.
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Employee’s Monthly Cost of Coverage:
Age

Employee Cost Per
$10,000 Unit

Spouse Cost Per
$5,000 Unit

Age

Employee Cost Per
$10,000 Unit

Spouse Cost Per
$5,000 Unit

0-19
$3.100
$0.775
60-64 $62.000
$15.500
20-24 $4.900
$1.225
65-69 $105.000
$26.250
25-29 $6.000
$1.500
70-74 $199.300
30-34 $6.000
$1.500
75-79 $402.600
35-39 $7.900
$1.975
80-84 $799.800
40-44 $10.500
$2.625
85-89 $1,474.000
45-49 $15.800
$3.950
90-94 $2,404.000
50-54 $25.100
$6.275
95-99 $3,651.000
55-59 $40.400
$10.100
Child Cost Per $1,000 Unit = $0.180
Actual per pay period premiums may differ slightly due to rounding. Rates vary by age and may be subject to change in the future. Benefits will
reduce based on age (see Benefits Reduction Schedule for details).
How to Calculate Your Monthly Cost:
Step 1: Use the chart above to find your Monthly rate based on your age as of your effective date.
Step 2: Multiply this rate by your desired coverage amount, in units. Reference the table above to find the appropriate unit amounts for employee
and/or dependents.
Step 3: The result is the Monthly cost.
Important Definitions and Policy Provisions:
When Your Coverage Begins and Ends – Coverage becomes effective on the later of the program’s effective date, the date you become eligible, the date
your enrollment elections are received if applicable, or the date you authorize any necessary payroll deductions if applicable. Your coverage will not
begin unless you are actively at work on the effective date. Dependent coverage, if applicable, will not begin for any spouse or child who on the
effective date is an inpatient in a facility or is home confined and under the care of a physician. Coverage will end on the earliest of the date you are
eligible for coverage under a plan intended to replace this coverage, you or your dependents if applicable, are no longer eligible, the group policy is no
longer in force, or required premiums are not paid.
Benefit Reductions, Exclusions and Limitations:
Benefit Reduction Schedule - If you are still employed, your benefits will reduce to 67% at age 65 and 45% at age 70.
Exclusions - Voluntary life insurance will not be paid if you commit suicide, while sane or insane, within the first two years of coverage.
Limitations - The Accelerated Death Benefit is payable only once. Using this benefit reduces the life insurance death benefit. The amount payable under
the Accelerated Death Benefit may be reduced by the amount of other benefits already paid to the insured under the policy. See your certificate for
details. Benefits will be extended without premium payment until the earlier of the date you are no longer disabled, or the date you fail to qualify for
Waiver of Premium or fail to provide proof of Disability. Waiver of Premium – After premiums have been waived for 12 months, they will be waived for
future periods of 12 months if you remain Disabled. This benefit will remain active until age 65 subject to proof of continuing disability each year.
Guaranteed Issue:
If you are a new hire and you apply within 31 days after you are eligible to elect coverage for yourself, you are entitled to choose any coverage offered
up to the Guaranteed Issue Amount, without providing evidence of good health. If you apply for an amount of coverage greater than the Guaranteed
Issue Amount, coverage in excess of the Guaranteed Issue Amount will not be issued until the insurance company approves acceptable evidence of
good health. If you apply for coverage for yourself more than 31 days from the date you become eligible to elect coverage under this plan, the
Guaranteed Issue Amount will not apply, unless Guaranteed Issue has been approved by your employer for a specific period of time. Coverage will not
be issued until the insurance company approves acceptable evidence of good health.
These are summarized definitions only. To be eligible for coverage, the covered illness or event must meet the definitions and other terms and
conditions set forth in the group policy.
THIS POLICY PROVIDES LIMITED COVERAGE. IT PAYS A FIXED BENEFIT AND DOES NOT COVER MEDICAL EXPENSES AS INCURRED. THIS IS
NOT A SUBSTITUTE FOR COMPREHENSIVE OR MAJOR MEDICAL HEALTH INSURANCE. THIS COVERAGE DOES NOT SATISFY THE
INDIVIDUAL MANDATE OF THE AFFORDABLE CARE ACT BECAUSE THE COVERAGE DOES NOT MEET THE REQUIREMENTS OF MINIMUM
ESSENTIAL COVERAGE.

Applicable to the following Classes: Class 1
Terms and conditions of coverage for Term Life insurance are set forth in Group Policy No. SGM 600963. This is not intended as a complete description of the insurance
coverage offered. This is not a contract. Complete coverage details, including premiums, eligible conditions, their respective payments and policy exclusions and
limitations are contained in the Policy. Please see your Plan Sponsor to obtain a copy of the Policy. If there are any differences between this summary and the group
policy, the information in the group policy takes precedence. Product availability, costs, benefits, riders, covered conditions and/or features may vary by state. Please
keep this material as a reference. Insurance coverage is issued on group policy form number: Policy Form TL-004700. Coverage is underwritten by Life Insurance
Company of North America, 1601 Chestnut St. Philadelphia, PA 19192.
“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries.
All products and services are provided by or through such operating subsidiaries, including Life Insurance Company of North America and Cigna Life Insurance
Company of New York, and not by Cigna Corporation.
882860 © 2018 Cigna. Some content provided under license.
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Offered by Life Insurance Company of North America, a Cigna company

Employer-Paid

SHORT-TERM DISABILITY INSURANCE
Prepared for: Town of Los Gatos

SUMMARY OF BENEFITS

Disability insurance pays a portion of your salary if you’re unable to work due to a covered
disability. When reviewing this coverage, consider how long you can personally go without
receiving a paycheck.
Who Is Eligible For Coverage?:
You: All active, full-time Employees and Elected Officials of the Employer regularly work a minimum of 20 hours per week.
You will be eligible for coverage immediately.
Available Coverage:
Gross Weekly Benefit1
60% of your weekly covered
earnings

Maximum Gross Weekly
Benefit
$1,300

Benefit Waiting Period

Maximum Benefit Period

7 Days for accident
7 Days for sickness

13 Weeks for accident
13 Weeks for sickness

Important Definitions and Policy Provisions:
Disability - “Disability” or “Disabled” means if solely because of a covered injury or sickness, you are unable to perform the material duties of your
regular occupation or you are unable to earn 80% or more of your covered earnings from working in your regular occupation. We will require proof of
earnings and continued disability.
Covered Earnings - “Covered Earnings” means your wages or salary, not including overtime pay, bonuses, commissions, and other extra compensation.
When Benefits Begin - You must be continuously Disabled for 7 Days for an accident and 7 Days for a sickness before benefits will be paid for a covered
Disability.
How Long Benefits Last - Once you qualify for benefits under this plan, the maximum number of weekly Disability benefits is 13 Weeks for an accident
and 13 Weeks for a sickness. Disability benefits will end sooner if you no longer qualify for benefits.
When Coverage Takes Effect - Your coverage takes effect on the plan or policy effective date, the date you become eligible, the date we receive your
completed enrollment form, or the date you authorize any necessary payroll deductions, whichever is the latest date. If you’re not actively at work on
the date your coverage would otherwise take effect, your coverage will take effect on the date you return to work. If you have to submit evidence of
good health, your coverage takes effect on the date we agree, in writing, to cover you.
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Benefit Reductions, Conditions, Limitations and Exclusions:
Effects of Other Income Benefits - This plan is structured to prevent your total benefits and post-disability earnings from equaling or exceeding predisability earnings. Therefore, we reduce this plan’s benefits by an amount equal to any Social Security retirement and/or disability benefits payable to
you, your dependents, or a qualified third party on behalf of you or your dependents. Your disability benefits will not be reduced by any Social Security
disability benefits you are not receiving as long as you cooperate fully in efforts to obtain them and agree to repay any overpayment when and if you do
receive them. Disability benefits will be reduced by amounts received through other government programs, sick pay, employer funded retirement
benefits, workers’ compensation, franchise/group insurance, auto no-fault, and damages for wage loss. For details, see your Certificate of Insurance.
Termination of Disability Benefits - Your benefits will terminate when your Disability ceases, when your benefit duration period is exceeded, you earn
more than your allowable Covered Earnings, or the date you refuse to participate in rehabilitation services.
Exclusions - This plan does not pay benefits for a Disability which results, directly or indirectly, from any of the following:
· Suicide, attempted suicide, or intentionally self-inflicted injury while sane or insane.
· war or any act of war, whether or not declared.
· active participation in a riot;
· commission of a felony;
· the revocation, restriction or non-renewal of an Employee’s license, permit or certification necessary to perform the duties of his or her occupation
unless due solely to Injury or Sickness otherwise covered by the Policy.
· any cosmetic surgery or surgical procedure that is not Medically Necessary.
· an Injury or Sickness for which the Employee is entitled to benefits from Workers' Compensation or occupational disease law.
· an Injury or Sickness that is work related.
In addition, the plan does not pay disability benefits any period of Disability during which you are incarcerated in a penal or corrections institution.
1. Your benefit amount will be reduced by any amounts payable to you by any of the sources listed under the “Effects of Other Income Benefits”
section.
2. Costs are subject to change.
Terms and conditions of coverage for Short Term Disability insurance are set forth in Group Policy No. SGD 600829. This is not intended as a complete description of the
insurance coverage offered. This is not a contract. Complete coverage details, including premiums, are contained in the Policy Certificate. If there are any differences
between this summary and the group policy, the information in the group policy takes precedence. Product availability and/or features may vary by state. Please keep
this material as a reference. Insurance coverage is issued on group policy form number: Policy Form TL-004700. Coverage is underwritten by Life Insurance Company
of North America, 1601 Chestnut St. Philadelphia, PA 19192.
“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries.
All products and services are provided by or through such operating subsidiaries, including Life Insurance Company of North America and Cigna Life Insurance
Company of New York, and not by Cigna Corporation.
882861 © 2018 Cigna. Some content provided under license.
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Offered by Life Insurance Company of North America, a Cigna company

Employer-Paid

LONG-TERM DISABILITY INSURANCE
Prepared for: Town of Los Gatos

SUMMARY OF BENEFITS

If you had an unexpected illness or injury and were unable to work, how long would you be able
to pay your bills? Long-term disability pays a portion of your salary if you’re unable to work due
to a covered disability.
Who Is Eligible For Coverage?:
You: All active, Full-time Employees of the Employer regularly working a minimum of 20 hours per week excluding Employees who are classified as
Elected Officials.
You will be eligible for coverage immediately.
Available Coverage:
Gross Monthly Benefit1
60% of your monthly covered
earnings

Maximum Gross Monthly
Benefit
$6,000

Benefit Waiting Period

Maximum Benefit Period

90 Days

Please refer to the “How Long
Benefits Last” section below for
more details.

Additional Features
Family Survivor Benefit – If you die while receiving benefits, we will pay a survivor benefit to your lawful spouse, eligible children, or estate. The plan
will pay a single lump sum equal to 3 months of benefits.
Important Definitions and Policy Provisions:
Disability - “Disability” or “Disabled” means that, solely because of a covered injury or sickness, you are unable to perform the material duties of your
regular occupation/regular job or you are unable to earn 80% or more of your indexed earnings from working in your regular occupation/regular job.
After benefits have been payable for 24 months, you are considered disabled if solely due to your injury or sickness, you are unable to perform the
material duties of any occupation for which you are (or may reasonably become) qualified by education, training or experience, or you are unable to
earn 60% or more of your indexed earnings. We will require proof of earnings and continued disability.
Covered Earnings - “Covered Earnings” means your wages or salary, not including overtime pay, bonuses, commissions, and other extra compensation.
When Benefits Begin - You must be continuously Disabled for 90 Days before benefits will be paid for a covered Disability.
How Long Benefits Last - Once you qualify for benefits under this plan, you continue to receive them until the end of the benefit or until you no longer
qualify for benefits, whichever occurs first. Should you remain Disabled, your benefits continue according to the later of your Social Security Normal
Retirement Age, or the following schedule, depending on your age at the time you become Disabled.
Age at Disability
Age 62 or younger
63 64 65 66 67 68 69+
Duration of Payments (months) To age 65 or the date the 42nd monthly benefit is payable, if later. 36 30 24 21 18 15 12
When Coverage Takes Effect - Your coverage takes effect on the later of the policy’s effective date, the date you become eligible, the date we receive
your completed enrollment form, or the date you authorize any necessary payroll deductions. If you’re not actively at work on the date your coverage
would otherwise take effect, your coverage will take effect on the date you return to work. If you have to submit evidence of good health, your coverage
takes effect on the date we agree, in writing, to cover you.
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Benefit Reductions, Conditions, Limitations and Exclusions:
Effects of Other Income Benefits - This plan is structured to prevent your total benefits and post-disability earnings from equaling or exceeding predisability earnings. Therefore, we reduce this plan’s benefits by an amount equal to any Social Security retirement and/or disability benefits payable to
you, your dependents, or a qualified third party on behalf of you or your dependents. Your disability benefits will not be reduced by any Social Security
disability benefits you are not receiving as long as you cooperate fully in efforts to obtain them and agree to repay any overpayment when and if you do
receive them. Disability benefits will be reduced by amounts received through other government programs, sick pay, employer funded retirement
benefits, workers’ compensation, franchise/group insurance, auto no-fault, and damages for wage loss. For details, see your outline of coverage, policy
certificate, or your employer’s summary plan description.
Earnings While Disabled - During the first 24 months that benefits are payable, benefits will be reduced if benefits plus income from employment
exceeds 100% of pre-disability Covered Earnings. After that, benefits will be reduced by 50% of earnings from employment.
Limited Benefit Period - Disabilities caused by or contributed to by any one or more of the following conditions are subject to a lifetime limit of 24
months for outpatient treatment: Anxiety-disorders, delusional (paranoid) or depressive disorders, eating disorders, mental illness, somatoform
disorders (including psychosomatic illnesses), Alcoholism, drug addiction or abuse. Benefits are payable during periods of hospital confinement for
these conditions for hospitalizations lasting more than 14 consecutive days that occur before the 24-month lifetime outpatient limit is exhausted.
Termination of Disability Benefits - Your benefits will terminate when your Disability ceases, when your benefit duration period is exceeded, you earn
more than your allowable Covered Earnings, or the date you refuse to participate in rehabilitation services.
Exclusions – This plan does not pay benefits for a Disability which results, directly or indirectly, from any of the following:  Suicide, attempted suicide,
or intentionally self-inflicted injury while sane or insane.  war or any act of war, whether or not declared.  active participation in a riot;
 commission of a felony;  the revocation, restriction or non-renewal of an Employee’s license, permit or certification necessary to perform the duties
of his or her occupation unless due solely to Injury or Sickness otherwise covered by the Policy.  any cosmetic surgery or surgical procedure that is not
Medically Necessary.

In addition, the plan does not pay disability benefits any period of Disability during which you are incarcerated in a penal or corrections institution.
1 Your benefit amount will be reduced by any amounts payable to you by any of the sources listed under the “Effects of Other Income Benefits” section.
2 Costs are subject to change.

Terms and conditions of coverage for Long Term Disability insurance are set forth in Group Policy No. SGD 600830. This is not intended as a complete
description of the insurance coverage offered. This is not a contract. Complete coverage details, including premiums, are contained in the Policy
Certificate. If there are any differences between this summary and the group policy, the information in the group policy takes precedence. Product
availability and/or features may vary by state.
Please keep this material as a reference. Insurance coverage is issued on group policy form number: Policy Form TL-004700. Coverage is underwritten
by Life Insurance Company of North America, 1601 Chestnut St. Philadelphia, PA 19192.
“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its
operating subsidiaries. All products and services are provided by or through such operating subsidiaries, including Life Insurance Company of North
America and Cigna Life Insurance Company of New York, and not by Cigna Corporation.
882862 © 2018 Cigna. Some content provided under license.
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CIGNA HEALTHY WORKING LIFESM
PRE-DISABILITY VOCATIONAL SERVICES

Participant guide

People with medical conditions, who do not lose time from work, may have better health outcomes than people
who do lose time. One of the keys to reducing the incidence of disability is early intervention – ideally before your
employee even needs to file a disability claim. The conditions that lead to work absence are often known and
under medical care months before a disability claim is filed.

›

That’s why Cigna offers a stay-at-work solution to our
disability clients − services designed to help your at-risk
employees reduce the likelihood of going out on
disability. Our Vocational Coaches help employees who
have serious medical conditions remain at work and
productive by better managing the limitations
associated with their conditions.

›
›

While not all disabilities can be predicted or avoided,
Cigna understands that many of the conditions that lead
to work absence are often known and under medical
care months before a disability claim is filed.

›
›

Training employers to meet the needs of employees
with disabling conditions.
Assessing an employee’s needs, abilities and medical
restrictions that will affect his or her ability to
perform job tasks.
Identifying barriers that may be preventing an
employee from staying at work or returning to work.
Providing one-on-one Coaching to help employees
overcome those barriers.
Identifying opportunities for:

Pre-disability interventions are provided by Vocational
Coaches to employees who are at risk for a disability
absence but have not gone out of work yet.

– Job task modifications.

What does a Vocational Coach do?

– Assistive devices or attire.

– Workstation ergonomic adjustments.
– Transitional work assignments.

›

Vocational Coaches are part of the Cigna disability
management team and are experts in:

›
›

Assessing employees’ skills, functional capacity
and motivation, and then matching them to the
requirements of a given job.

Collaborating with other health care professionals
to support the employee’s participation within their
treatment plan.

The particular services provided depend on the
employee’s serious medical condition and other
factors as determined by the Vocational Coach.

Providing counseling and technical assistance to
employees who may be struggling with illnesses
or injuries that affect their ability to work.

Offered by: Life Insurance Company of North America or Cigna Life Insurance Company of New York.
881535 02/15
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Based on the Vocational Coach’s assessment, Cigna
may engage a range of interventions that might include
performing ergonomic assessments or authorizing
payment for workplace equipment.

How to make a referral for
pre-disability vocational services
STEP 1:

Who can benefit from pre-disability
vocational services?

›

While the particular medical conditions that make
someone suitable for these services are too varied to
list, some signs that an individual may be a candidate
for referral may include the following.

›

1. Is the employee experiencing increased absence due
to his/her condition (calling out sick more or coming
in late or leaving early)?

›

2. Does the employee have a past history of disability
absence due to his/her condition?
3. Does the employee seem to be struggling to
complete his/her job tasks?

›

5. Has the employee requested replacement equipment,
such as a different office chair, in order to be
more comfortable?

›

Employees who would not be appropriate for
pre-disability vocational services include:
Individuals currently out of work on disability.

-

Workers’ compensation cases.

Tell the employee that Cigna may be able to
help, and ask if the employee would like to be
referred to a Vocational Coach for assistance.
Offer interested employees our customer FAQ
flyer which explains in simple terms what a
Vocational Coach does and how they can help.

STEP 2:

4. Does the employee complain of pain or discomfort?

-

When a Human Resources representative,
your health clinic staff (if you have them) or
the employee’s manager identifies someone
that appears to be a candidate for pre-disability
vocational services, first talk with the employee
about what you have noticed.

›

-	Employees experiencing temporary pain/
discomfort not due to a serious
medical condition.

Getting started – it’s easy!

Use the referral form located on the orientation
website to make the referral and provide some
basic information about the employee to the
Vocational Coach.
Have the employee sign a “Cigna Release of
Information Authorization” (located on the
orientation website). We must have the
employee’s authorization to begin working
with him or her.
Return the completed referral form and
authorization form to Cigna by email to:
PreDisability@Cigna.com or fax it to:
860.731.3049.

STEP 3:

Everything you need to know about how to use this
program can be found on our orientation website at
Cigna.com/predisability.

›

For any additional questions about Healthy Working Life
services please contact your account manager.

›

Once the referral is received, a Vocational
Coach will confirm receipt of the referral with
you. The Coach will contact the employee
directly to complete the initial assessment.
When you make the referral, reassure the
employee that he or she will be contacted by
the Vocational Coach to set up an appointment
and discuss their situation privately. We’ll do
the rest.

“Cigna” and the “Tree of Life“ logo are registered service marks, and “Together, all the way.” and “Healthy Working Life” are service marks, of Cigna Intellectual Property, Inc., licensed for use by Cigna
Corporation and its operating subsidiaries. All products and services are provided by or through such operating subsidiaries, including Life Insurance Company of North America and Cigna Life
Insurance Company of New York, and not by Cigna Corporation. All models are used for illustrative purposes only.
881535 02/15 © 2015 Cigna. Some content provided under license.
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WILL PREPARATION
Plan for your family’s future and financial well-being.

Sixty-four percent of Americans do not have a will.* That means that they have little or no control over decisions
after they die. It also leaves a burden on family members. They must make hard choices at an emotional time.
Advance planning helps to make the process easier. And Cigna’s Will Center can help you with the planning process.

Getting started is easy

›

Go to CignaWillCenter.com. It’s easy to use and
available to you and your spouse anytime day or
night. Once you’re registered on the site, you can:

›

Manage your legal documents. You can:
– Preview
– Edit

Get resources and tools to help you plan and
learn more about:

– Download
– Print

– Will preparation
– Estate planning
– Funeral planning

›
›

Service representatives are available
to help you at 1.800.901.7534**

Create a central location to store important
information for easy access
Create state-specific, legal documents
online, including:
– Last will and testament

Visit CignaWillCenter.com
today.

– Living will
– Financial power of attorney

For help, call 800.901.7534.**

– Power of attorney for health care

Representatives are available
between 7:00 AM and 7:00 PM (CST).
Or you can email a help request to
Service@ARAGdirect.com.

– Medical treatment authorization for minors

* “Perspectives on Wills,” conducted by ARAG, April 2013
** No legal advice is provided

Registrations and customized documents are maintained for two years, which allows individuals to easily make revisions to their legal documents as their personal situation changes.
Will preparation services are independently administered by ARAG®. Cigna does not provide legal services and makes no representations or warranties as to the quality of the information on the
ARAG website or the services of ARAG.
All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Life Insurance Company of North America, Cigna Life Insurance
Company of New York, and Connecticut General Life Insurance Company. The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc.
859684 a 05/15 © 2015 Cigna. Some content provided under license.
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PROVIDING PEACE OF MIND
DURING A TIME OF NEED
Cignassurance Program for beneficiaries

If the unexpected happens, the Cignassurance® Program can help. Available with Cigna Life and Accidental Death
and Dismemberment1 plans, this program provides financial, bereavement and legal support for your loved ones
during their time of need. As a beneficiary of your Life and/or Accident plan, they’ll get:

›
›
›

Free and confidential bereavement services over the phone, with licensed clinicians and nurses available 24/7.

›

30 minutes of free financial services advice from a qualified financial professional over the phone.2
Additional referrals to financial professionals who can assist with other financial needs.

›

Access to a Cignassurance account – a free, interest-bearing account for proceeds over $5,000. This account
keeps their insurance proceeds in a safe place and gives them time to deal with more pressing issues. Account
balances and activity can be managed 24/7 at Cignassurance.com.

›

Our Looking Ahead guidebook to help your loved ones navigate legal and financial responsibilities and research
additional benefits.

Two free face-to-face counseling sessions with a local Cigna Behavioral Health network therapist.2
30 minutes of free legal advice with a licensed practicing attorney over the phone.2 And referrals to discounted,
professional legal services for help with estate planning, preparing a will or general advice.3

1. The Cignassurance Program for beneficiaries is available to beneficiaries receiving coverage checks over $5,000 from Cigna Group Life and Personal Accidental Death and Dismemberment
Programs. Cignassurance accounts are not deposit account programs and are not insured by the Federal Deposit Insurance Corporation or any other federal agency. Account balances are the
liability of the insurance company and the insurance company reserves the right to reduce account balances for any payment made in error.
2. P hone and face-to-face counseling sessions must be used within one year of the date the claim is approved. Counseling, legal or financial assistance programs are not available under policies
insured by Cigna Life Insurance Company of New York.
3. Additional charges may apply.
Financial, bereavement and legal services are independently administered by CLC Incorporated (CLC). Cigna does not provide financial/legal services and makes no representations or warranties as
to the quality of the information on the CLC website or the services of CLC.
All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Life Insurance Company of North America and Cigna Life Insurance
Company of New York. The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc.
853961 a 06/15 © 2015 Cigna. Some content provided under license.
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CIGNA IDENTITY
THEFT PROGRAM
Your identity cannot be replicated, but it can be stolen.
Identity Theft occurs when someone uses your personal identifying information, like your name, Social Security number,
or credit card number, without your permission, to commit fraud or other crimes. It’s America’s fastest growing crime,
victimizing about 12.7 million people in 2014.* Cigna’s Identity Theft program is available to help if this serious crime
impacts you.

Valuable help before and after
identity theft.

Not sure how to get started?
If you become a victim of identity theft, Cigna’s program
is here for you.

Our identity theft program provides tools and guidance
to help with prevention, detection and resolution.
This includes:

›
›
›
›
›
›
›

›

Education on how to identify and avoid identity theft
before it happens

›

An identity theft protection kit that provides the right
documents to use and steps to follow if your identity
has been compromised

›

Help to complete an identity theft affidavit and cancel
lost credit cards

Get assistance with credit card fraud, and financial
or medical identity theft
Receive real-time, one-on-one assistance —
24 hours a day, 365 days a year – no matter where
you are in the world***
You’ll have unlimited access to our personal case
managers until your problem is resolved

If you suspect you might be a victim of identity
theft, call 1.888.226.4567 (U.S. and Canada)
or 202.331.7635. Personal case managers are
standing by to help you. Please indicate that
you are a member of the Cigna identity theft
program and group #57.

Guidance to help you replace credit cards, a driver’s
license, Social Security card, passport, etc.
Assistance with understanding your credit
reports to determine if identity theft has occurred,
and help with reporting an identity theft to credit
reporting agencies
Help with emergencies while traveling, including
translation services with local authorities, filing a
police report, and emergency message relay

* Javelin Strategy and Research, March, 2014.
** When the theft occurs 100 miles or more from primary residence. Must be secured by
a valid credit card and repaid by customer within 30 days, or fees/charges will apply.
*** Assistance with U.S. bank accounts only.

Up to $500 cash advance if your wallet or purse
is stolen when traveling more than 100 miles
from home**

Offered by: Connecticut General Life Insurance Company, Life Insurance Company of North America or Cigna Life Insurance Company
of New York.
Cigna Identity Theft Program services are provided under a contract with Europ Assistance USA. Presented here are highlights of the identity theft program. Full terms, conditions and exclusions are
contained in applicable service agreement. This program is NOT insurance and does not provide for reimbursement of financial losses.
All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Connecticut General Life Insurance Company, Life Insurance Company
of North America, and Cigna Life Insurance Company of New York. The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc.
859686 a 04/15 © 2015 Cigna. Some content provided under license.
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Focus on You
Providing you with the right tools, wherever you are in life
From simple questions like quick ways to de-stress or how to find more time in your schedule,
to more difficult issues like finding support after the loss of a loved one, your program is there to
work with you and offer suggestions, options and information.
A Confidential & Important Resource

Additional Resources and Information

Your program provides useful tools and resources that
can help make the most out of your day or guide you
through a difficult time. All confidential and at no cost to
you. Some of the topics we can help with include:

Health and Wellness Program
Our program makes it easy to bring healthy
habits into your busy life. You can set daily goals
and track progress online, via mobile app and
through integration with fitness trackers. You
can even get help and motivation from health
coaches and peers.

• Resiliency—overcoming stress and crisis at home
and at work.
• Emotional Wellness—addiction, depression,
anxiety and assistance with other emotional wellness
issues.

Work-life Services
You have access to tools, resources and experts
who can help with many of the day-to-day things
that can happen in life. You also have access to
the LifeMart® discount center which offers
valuable discounts on things such as travel,
clothing, restaurants, and more.

• Workplace success—career goals, team conflict,
crisis, management support.
• Wellness and balance—work-life balance, stress,
relaxation, personal well-being.
• Personal and family goals—relationship, children
and teen or aging loved ones. Changes in finances or
personal situations.

Legal & Financial Consultation
Your program offers you quick and confidential
access to help with legal or financial questions
and services you may need. Legal and financial
experts are available to help with any questions
you may have, or access the online library for
helpful tools and resources.

Your program includes up to 8 counseling sessions for
you and your eligible dependents or household members
at no cost to you.

Step into Action
It’s quick and easy. You can access your program’s
tools and resources in many ways. And remember its
completely confidential. We will connect you with the
right resources or professionals to help you with your
questions, challenges or needs. No situation is too big
or too small.

Employee Assistance Program

Call your program’s toll-free number 
to speak with a professional.

For Professional Consultation

Call 1-800-523-5668

Visit MagellanHealth.com/member for
online tools, articles, resources and more.

For TTY Users: 1-800-456-4006
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B-F1042rev1 (6/14) ©2014 Magellan Health, Inc.
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EMPLOYER BENEFIT SOLUTIONS FOR YOUR INDUSTRY

Section 125 Plan &
Flexible Spending Accounts

Section 125 Plan & Flexible Spending Accounts

Plan today for tomorrow’s expenses.
Learn How to Save Money
If there was a program available that could save you money
on your taxes and help you proactively plan for
out-of-pocket expenses, would you take advantage of it?
That’s exactly what a Section 125 Plan does – reduces
your tax and increases your spendable income. Under a
Section 125 Plan, employers can offer eligible benefits to
employees, through payroll deduction, on a pre-tax basis.
This employer-sponsored program is designed to help you
save money on important expenses like eligible insurance
premiums, health-related expenses, and dependent care
expenses.

How Does It Work?
This example shows what a sample employee’s bi-weekly
paycheck could look like when using a Section 125 Plan. The
sample is based on 24 pay periods.

With a Section 125 Plan
Gross Bi-Weekly Income

$2,000.00

Insurance Premiums
- Medical insurance
- Dental insurance
- Vision insurance
- Cancer insurance
- Accident insurance
- Healthcare Flexible Spending Acct

-$250.00
-$30.00
-$25.00
-$20.00
-$15.00
-$50.00

Taxable Bi-Weekly Income

$1,610.00

Less Tax
- Federal & State at 20%
- FICA at 7.65%

- $322.00
- $123.17

Net Bi-Weekly Salary

$1,164.83

Without a Section 125 Plan
Gross Bi-Weekly Income

$2,000.00

Less Tax
- Federal & State at 20%
- FICA at 7.65%

-$400.00
-$153.00

Bi-Weekly Income Before Benefits

$1,447.00

Insurance Premiums
- Medical insurance
- Dental insurance
- Vision insurance
- Cancer insurance
- Accident insurance
- Out-of-pocket medical expenses

-$250.00
-$30.00
-$25.00
-$20.00
-$15.00
-$50.00

Net Bi-Weekly Salary

$1,057.00

Based on this example, the sample employee could save $2,587.92 a year by participating in a Section 125 Plan!

If you are subject to FICA tax, there might be a slight reduction in your social security benefit due to the reduction of FICA contributions. Example is for
illustrative purposes only. Please consult your tax advisor for actual tax savings.
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Section 125 Plan & Flexible Spending Accounts
What Are My Benefit Options?

Participating in a Section 125 Plan

Available benefits vary from employer to employer. Some
of the benefits that may be part of your employer’s Section
125 Plan include:

Enrolling in Your Plan
During the enrollment period, you will be able to select
which benefits you would like to be pre-taxed. It’s important
to know that this is your only chance to enroll or make
changes for the plan year. The benefits you select will be in
effect during the entire plan year.

• Accident Only Insurance
• Cancer Insurance
• Critical Illness Insurance

Making Changes

• Dental Insurance

You cannot always control the events that occur in your life.
Therefore, regulations under Internal Revenue Code (IRC)
Section 125 may allow you to make a change during the
Plan Year if you experience an allowable election change
event. It’s important to know that not all benefits can be
changed even if you experience an allowable change event.

• Disability Income Insurance
• Group Term Life Insurance
• Gap Insurance
• Medical Insurance
• Vision Insurance

Some examples of an allowable change event include:

• Healthcare Flexible Spending Account

• Change in legal marital status

• Dependent Care Account

• Termination or commencement of employment

• Health Savings Account

• Change in number of dependents

Flexible Spending Accounts
You can continue to save money on taxes when you participate in Flexible Spending Accounts (FSAs). These accounts allow
you to set aside money from your paycheck, pre-tax, to use for both qualified medical expenses and dependent day care
expenses. You elect the amount you wish to put aside prior to your employer’s plan year. That amount cannot be changed
unless an allowable election change event occurs. When utilizing the FSA properly, you can save hundreds of dollars in tax
each year.

There are Two FSAs Available to You:
• Healthcare Flexible Spending Account

Did You Know?

• Dependent Care Account

With a Section 125 Plan and Flexible
Spending Account, employees may save
an average of 30%
in federal, state, and
local tax on items they
already pay
out of pocket.1

Ceridian: FSA Calculator; accessed December 15, 2014.

1
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Section 125 Plan & Flexible Spending Accounts

Healthcare Flexible Spending Accounts
How It Works
A Healthcare Flexible Spending Account (also known as a Healthcare FSA or HCFSA) may be used to pay for common medical
expenses throughout the year. You determine how much money you may spend on eligible medical expenses and then set that
amount aside pre-tax in a HCFSA. Throughout the year, when you purchase those items, you will reimburse yourself from the
account by filing a claim.

Eligible and Ineligible Expenses

“Use or Lose”

You may use your HCFSA to pay for a wide variety of
common medical expenses for you, your spouse, and your
eligible tax dependents. The Internal Revenue Service (IRS)
determines which expenses are eligible for reimbursement.
The following are common types of eligible and ineligible
expenses.

It is important that you carefully choose your election
amount each year. Under IRC Section 125 regulations, if you
don’t use your full election amount during the plan year any
remaining funds are forfeited. Check with your employer to
see if your plan offers a Runoff Period, Carryover Provision,
and/or Grace Period.

• Runoff Period

Examples of Eligible Expenses:

A period after the plan year ends when you are able to
submit claims that you incurred during the previous
plan year, but have not yet been submitted. The Runoff
Period applies to both HCFSA and DCA.

• Medical expenses, including medical bills to cover
deductibles and copayments

• Prescription drugs and over-the-counter medicines

• Carryover Provision

prescribed by your doctor

You are able to carry over up to $500 of unused
Healthcare FSA contributions from one plan year to the
next, which may be used to reimburse eligible medical
expenses incurred anytime during the next plan year.

• Vision expenses, including eye exams, glasses, contact
lenses, and Lasik surgery

• Dental expenses, including dental exams, fillings, and

• Grace Period

orthodontia expenses1

An additional two and a half months following the
end of the plan year in which you are allowed to incur
Healthcare FSA claims and still receive reimbursements.

• Transportation expenses relative to medical care,
including mileage at the IRS allowable rate

Examples of Ineligible Expenses:

Limited Purpose Flexible Spending
Account

• Cosmetic procedures
• Toothbrushes

An option for Health Savings Account (HSA) participants
is a Limited Purpose Flexible Spending Account (LPFSA).
A LPFSA may reimburse out-of-pocket vision and dental
expenses while core medical expenses, including vision
and dental expenses, would be reimbursed from your HSA.
If your employer participates in an HSA program, see if a
LPFSA is available to you.

• Insurance premiums
• Vitamins for general wellness
• Any expenses reimbursed under other health plans
For a complete list of eligible expenses and help
determining how much money to set aside, go to
americanfidelity.com.

Future service dates require proof of payment.

1
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Section 125 Plan & Flexible Spending Accounts
How Do I Get Reimbursed?
When it’s time to make a purchase for an eligible expense,
you can either pay out of pocket or use your Benefits Debit
Card2. Paying out of pocket allows you to choose your form
of payment. Upon making your purchase, you’ll submit a
claim, along with documentation of the expense to receive
reimbursement.
If you choose to use your Benefits Debit Card, payment will
come directly from your account, and you will not be out of
pocket at the time of purchase. However, you will still need
to submit your receipts* to show proof of purchase of an
eligible expense.
No matter how you’re paying for your expense,
out of pocket or with the Benefits Debit Card, the mobile
app helps you manage your FSA. When you’re ready
to submit documentation for a card purchase or file a
claim for an out-of-pocket expense, we’ll receive your
documentation or claim right away when you file through
the mobile app.

When may I use my Healthcare FSA funds?
With your HCFSA, you have access to your full
election amount at the beginning of the plan year for
reimbursement of eligible expenses.

1. Use your Benefits Debit Card to pay for your eligible
expense, or pay out of pocket.
2. Snap a photo of the itemized receipt.

Where can I use my Benefits Debit Card?
Medical-related facilities, including doctor’s offices
and hospitals, will accept your card. Retailers, such as
drugstores and pharmacies whose computer systems
recognize eligible expenses when scanned, will also
accept your card.

3. Submit the photo of the receipt and any necessary
claim form if you paid out of pocket.
By enrolling in direct deposit, you can ensure a quicker
reimbursement! You may sign up for direct deposit through
your online or mobile account, or by completing a paper
request form available on americanfidelity.com.

What over-the-counter expenses are eligible
without a prescription?
All over-the-counter drugs and medicines require a
prescription for reimbursement. Other eligible items
not considered a drug or medicine may be reimbursed
with itemized documentation (e.g., Band-Aids, contact
solution, heating/cooling pads, etc.).

*Receipts: The IRS requires proof that the expenses are eligible. Your
documentation can be in the form of an Explanation of Benefits (EOB)
or itemized receipts and must include date of service, person for whom
service was provided, and description of the expense.

How do I know which over-the-counter items require
a prescription in order for me to make a claim on my
HCFSA?
Generally, if an item has “drug facts,” it is considered a
medicine and will require a prescription.

FSA Store
FSAstore.com gives you an easy way
to purchase Healthcare FSA eligible
expenses online. All of the items you see
are eligible and if you use your Benefits
Debit Card there is no need to submit
documentation!

Future service dates require proof of payment. 2Check with your employer to see if the Benefits Debit Card is offered.

1
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Section 125 Plan & Flexible Spending Accounts

Dependent Care Account
How It Works
A Dependent Care Account (DCA) works similar to a
Healthcare FSA, but for dependent day care expenses. You
determine how much money you believe you will spend on
dependent day care expenses and set that amount aside
pre-tax in a DCA. Throughout the year when you pay for
dependent day care expenses and the services have been
received, you reimburse yourself from the account.

Who May Participate
Any employee who meets certain eligibility requirements
and who has a qualifying dependent may participate in a
DCA. If you are considering participating, you should be
aware that you may be able to take a federal and/or state
tax credit instead of participating in the account. Consult
your tax advisor to review your options.

What Expenses Are Eligible and Ineligible
The following are examples of some of the most common
types of eligible and ineligible expenses for dependent day
care reimbursements. For a more complete list of eligible
expenses, please visit americanfidelity.com.

Examples of Eligible Expenses:

• After-school care or extended day care programs
• Babysitter during work hours inside or outside
participant’s household

Why didn’t my dependent day care claim
pay out in full?
The dependent day care expense reimbursement will be
for the services provided, limited to the amount you have
in the account. If the dependent day care expenses claim is
in excess of your account balance, the balance of the claim
will be paid to you as additional contributions are received.

• Custodial or elder care expenses if the qualifying

individual still spends at least eight hours each day in
the employee’s household

Examples of Ineligible Expenses:

• Educational expenses (kindergarten and above)
• Custodial elder care (not work-related, for other

When can I get reimbursed?
You must receive the dependent care service before you
may submit a claim for reimbursement (i.e., you are not
able to reimburse yourself for the expense of June day care
in May.)

purpose)

• Nursing home care
• Transportation to and from eligible care (not provided
by the care provider)
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Section 125 Plan & Flexible Spending Accounts

Who is a Qualifying Dependent*
• A tax dependent of the employee who is under the age

Did You Know?

• A spouse or dependent who is physically or mentally

You may access your DCA funds by filing a
claim online, through our mobile app, or
by completing a paper claim form.

of 13 who spends at least eight hours per day in the
employee’s household.

incapable of self-care and has the same principal place
of residence as the employee for more than half of the
year and spends at least eight hours per day in the
employee’s household.

Unlike a Healthcare FSA, with a DCA, your election amount
is not available in full at the beginning of the plan year. You
only have access to your funds as they are deducted from
each paycheck and deposited into your account.

Understanding Your Account
As DCA contributions are withheld from your paycheck and
placed into the account, these funds become available for
reimbursement requests. Submit the entire amount of your
dependent care expense after the care is provided, even if
it exceeds your monthly contribution amount, to maximize
reimbursement opportunities. This allows you to build up a
“pool” of submitted expenses, with pending amounts ready
for reimbursement as soon as your next contribution is
received and deposited into your account.

*The Internal Revenue Code (IRC) determines dependent qualifications. See IRC Section 21(b)(1) for complete definitions of qualifying dependent.
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Manage Your Account and File a Claim
We offer two ways for you to access your personal account, online or through our mobile app.
Once you’ve created your account, you can file a claim, check account balances, sign up for direct
deposit, and submit documentation. If you choose to not create an account, you may complete a
paper claim form.

1. Mobile App
Download our mobile app, AFreimburse™, in the Apple App Store or Google Play Store.

2. Online: Create an account at americanfidelity.com
To create an account, you’ll need to register with your email address and social security number.

3. Paper
Complete and submit an FSA Expense Reimbursement Voucher by mail or fax, along with your
itemized documentation, to American Fidelity. Expense Reimbursement Vouchers can be found on
americanfidelity.com.

We receive claims filed through the mobile app right away and claims filed online the next day.
The quickest way for you to get your money is by filing through the mobile app and signing up to
receive your reimbursement through direct deposit. You may update your reimbursement method
anytime through your account or by calling our customer care team at 800-662-1113.

American Fidelity Assurance Company
9000 Cameron Parkway
Oklahoma City, Oklahoma 73114
800-662-1113
americanfidelity.com

SB-29627-0817
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Term Life Insurance

Why Term Life Insurance
Life insurance is an important piece of a strong financial plan. While there is no complete replacement for the loss of a loved one,
American Fidelity Assurance Company’s Term Life Insurance can help protect your family in your absence. It provides short-term
coverage at a very competitive price. For those on a limited budget, Term Life Insurance can help fill temporary needs.

Did You Know?
Almost 2 out of 3
people say the life
insurance they receive
from their employer is
not enough.2

62% of adults in the United States have
no individual life insurance.1
Life insurance provided by your employer is an important
benefit. However, it may not be enough protection to
provide for your loved ones.

Why You Need Life Insurance
Consider the following expenses when choosing the
right life insurance plan for you.

A term life policy can help supplement your existing
coverage and can assist in meeting financial demands,
should you need it. Plus, this is an individual policy which
means you own it and can take it with you to a different job
or in retirement.

Final Expenses
Funeral Costs
Unpaid Medical Bills

Self Time
Time to Grieve
Housing Decision

Financial Protection for You
American Fidelity’s Term Life Insurance is a great option for
your working and earning years when expenses are usually
at their highest.

Income
Replacement
Mortgage/Rent
Other Loans

With our term life insurance, premiums will remain the same
for the initial term period selected.3 The death benefit will
not change for the life of the policy, and death benefits are
generally paid tax free.

Nest Egg
Estate Planning
Income Replacement

Three Easy Steps to Get Covered

1

Select a
Term Period
Choose from a 10,
20, or 30 year term.

2

Answer Three
Health Questions4
Only three health questions are
required to issue coverage, and
you don’t have to participate in
any invasive medical exams.

3

Get Death Benefit
Coverage
Immediately5
Your death benefit
coverage starts when you
sign the application.

LIMRA: 2015 Insurance Barometer Study; April 2015. 2LIMRA: 2014 Insurance Barometer Study April 2014 3Premiums are subject to increase
upon renewal. 4Issuance of the policy may depend on the answer to these questions. 5Interim coverage for death will be in force from the date your application
is signed if on such date the proposed insured is insurable per our underwriting guidelines for the requested coverage in accordance with the terms of the policy.
This interim coverage for death will remain in force until the earlier of: 1) the date a policy becomes effective; 2) the date we decline the application; or 3) the date
we notify the proposed insured that they are ineligible for interim coverage. The employee and/or spouse must remain actively at work during the interim coverage
period. If the death of the proposed insured occurs during the interim coverage period, the first month’s premium will be subtracted from the policy proceeds.
Interim coverage is only for death benefits under the base policy, Children’s Term Rider and Spouse Term Rider. No interim coverage benefits are available under any
Waiver of Premium Rider, or Accidental Death and Dismemberment Rider.
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1

Plan Features
SPOUSE/DOMESTIC PARTNER ISSUE
AGES AND MAXIMUMS

EMPLOYEE ISSUE AGES
10 Year Term: 17-65
20 Year Term: 17-60
30 Year Term: 17-50

Ages 17-49: $50,000
Ages 50-60: $25,000

EMPLOYEE ISSUE MAXIMUM

RATES BASED ON ISSUE AGE AND TOBACCO STATUS
Your premiums will be based on your age on the date your
policy becomes effective. You can be eligible for reduced rates
if you are a non-tobacco user.

Ages 17-49: $200,000
Ages 50-65: $100,000

RENEWABLE AND CONVERTIBLE6

GUARANTEED LEVEL DEATH BENEFIT
You will receive the full face amount of your policy.
(Provided no accelerated benefits are paid.)

You may renew your coverage to age 90. You may convert to
a whole life policy prior to age 70.

Enhance Your Plan8
Waiver of Premium Rider

Children’s Term Rider

This rider waives the premium if the base Insured becomes
totally disabled, as defined in the rider, for at least six
consecutive months. Premiums are waived for the base
policy and any attached riders. Issue age is 17-60. The rider
terminates at age 65.

This rider provides level Term Life Insurance protection for
all your eligible children who are between the ages of one
month through age 19. Coverage remains on each child
until age 26 or marriage of the child prior to age 26. Your
covered child may also convert this rider for up to five times
the amount of coverage (subject to a $100,000 limit overall)
to any form of permanent insurance offered by American
Fidelity for conversions. One premium covers all eligible
children. Three benefit levels are available: $10,000, $20,000,
and $30,000.

Accidental Death and Dismemberment Rider
This rider provides coverage upon death, dismemberment,
or paralysis of the base Insured prior to age 70 if such death,
dismemberment, or paralysis results from accidental causes,
as defined in the rider. This rider also provides an additional
10% seatbelt benefit, if the police accident report certifies
the base Insured was wearing a properly fastened seatbelt
at time of death. Benefits are payable once per Covered
Accident.

SAMPLE 20-YEAR TERM
NON- TOBACCO MONTHLY PREMIUM RATES7

Spouse/Domestic Partner Term Rider
This rider provides level Term Life Insurance coverage
on your spouse/domestic partner. The premiums for this
rider are based on the spouse/domestic partner’s age
and tobacco usage. Coverage may be renewed for each
additional renewal period up to the spouse/domestic
partner’s age 90, while the base policy is in force. 6Premiums
adjust upon renewal. Face amount must be equal to or less
than the base policy.

$25K*

$50K*

$100K

$150K

25

$8.25

$11.00

$20.00

$24.50

35

$9.25

$13.00

$24.00

$30.50

45

$14.50

$24.00

$46.00

$63.50

55

$30.25

$55.50

$109.00

n/a

*Shaded amounts available for spouse/domestic partner base
policy purchases.

This brochure does not constitute the full policy and is
intended to provide basic information about American Fidelity
Assurance Company’s Renewable and Convertible Term
Life Insurance product, RCTL14 Series. For specific details,
limitations and exclusions, please refer to your policy, riders.
Please consult your tax advisor for your specific situation. This
policy is not eligible under Section 125. Rider availability may
vary by state.
We will not pay the policy proceeds if the insured commits
suicide, while sane or insane for the period of time as
described in the insured’s policy, from the Effective date.
Instead, we will return all premiums paid.

6

Premiums remain level for the initial term period selected. If you choose the 10 or 20 Year Term Life Plan, the renewal date will be every 10 or 20 years until the
policy anniversary following age 70 or 60 respectively. Thereafter, premiums are renewable annually. The 30 Year Term Life Plan is renewable annually after
the initial term period. All term plans expire the policy anniversary following age 90. Rates will be adjusted on each renewed term period; 7Example is based
on a 20-year term, monthly non-tobacco, base policy with no attached riders. For specific ages, rates, term periods or face amounts, see your American Fidelity
account manager. 8Additional riders are subject to our general underwriting criteria and coverage is not guaranteed. Rider availability may vary by state.
Domestic Partner (Domestic Partnership) means two adults who have filed a Declaration of Domestic Partnership with the California Secretary of
State and who have chosen to share one another’s lives in an intimate and committed relationship of mutual caring.
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EMPLOYER BENEFIT SOLUTIONS FOR THE PUBLIC SECTOR

Term Life Insurance
Reassurance During Your Peak-Earning Years.
Why You Need Term Life Insurance
Would your family be well taken care of if you were not there to provide for them? Would they have enough money
to make mortgage and car payments, save for your children’s education, and still afford a comfortable lifestyle?
Term Life Insurance from American Fidelity Assurance Company is a renewable and convertible term life insurance
policy that covers you during your peak-earning years when you need it the most. The policy covers you during a
specific period of time, either 10, 20, or 30 years. You decide which term best meets the needs of you and your family.

How It Helps
• A Policy You Own.

Nearly one third (30
percent) of Americans
believe they need
more life insurance.

Unlike most group policies offered through your
employer, the plan is portable, meaning you can take
it with you if you leave employment for any reason.

• Simplified Application Process.

30%

LIMRA: 2015 Insurance Barometer Study; April 2015.

Apply with minimal health questions
and no medical tests.*

• Tax-Free Death Benefit.

Help provide your loved ones with financial
reassurance by securing a Term Life Insurance policy.

The benefit amount is generally paid tax free.**

*Issuance of the policy may depend on the answers to a few medical questions. **Please consult your tax advisor for your specific situation.
This product may contain limitations, exclusions, and waiting periods. American Fidelity life plans do not qualify under Section 125 Plans.

Visit with your American Fidelity account manager to learn more.

Eddie Arias
Account Manager
CA License #0M36894
9000 Cameron Parkway
Oklahoma City, OK 73114
800-654-8489 , Ext. 2447
americanfidelity.com
SB-21452-0616
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EMPLOYER BENEFIT SOLUTIONS FOR THE PUBLIC SECTOR

Accident Only Insurance
Be Prepared When Accidents Happen.
Why You Need Accident Only Insurance
You cannot plan when an accident will happen, but you can prepare for the unexpected expenses. An accident only
insurance plan may help you and your family prepare for the rising medical costs associated with such an event.
Limited Benefit Accident Only Insurance from American Fidelity Assurance Company may help minimize the impact
on your finances by helping with covered expenses, regardless of any other insurance coverage you have. With more
than 25 benefits available, the plan pays for a wide range of benefits, and payments are made directly to you.

How It Helps
• Benefit Payments Made Directly to You.

Know the Facts:
Every second, a person
suffers an injury requiring
medical attention.1

Your benefit payments may be deposited
directly into your bank account, to
be used however you choose.

• Wellness Benefit.

The plan pays an annual Wellness Benefit for one
Covered Person to receive a routine physical exam,
including immunizations and preventative testing*.

1
National Safety Council, Injury Facts,
2015 Edition, page 2.

• Accidental Death and Dismemberment Benefit.

Help protect yourself from mounting costs that could
result from an accidental injury. American Fidelity’s
Limited Benefit Accident Only Insurance can help.

A benefit is paid when an Accidental
Death or Dismemberment occurs within
90 days of a covered accident.

*Please review plan brochure and policy for the amount of time the policy must be in force for the Wellness benefit to be payable. This benefit is
payable once per policy per calendar year.
This product may contain limitations, exclusions, and waiting periods. This product is inappropriate for people who are eligible for Medicaid Coverage.
The company has the right to change premiums by class.

Visit with your American Fidelity account manager to learn more.

Eddie Arias
Account Manager
American Fidelity
9000 Cameron Parkway
Oklahoma City, OK 73114
800-654-8489 , Ext. 2446
americanfidelity.com
SB-16775-0516
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EMPLOYER BENEFIT SOLUTIONS FOR THE PUBLIC SECTOR

Cancer Insurance
Financial protection for what matters most – your loved ones.
Why You Need Cancer Insurance
A cancer diagnosis can change your life, and the expenses associated with it can be overwhelming. Out-of-pocket costs such
as mortgages, car payments, travel, and lodging can be expensive.
With Limited Benefit Cancer Insurance from American Fidelity Assurance Company, you may receive benefits to help ease your
financial responsibilities and allow you to focus on your treatment and recovery. The plan is specially designed to help with a
portion of the costs associated with cancer, with more than 25 plan benefits available for treatment.

How It Helps
• Screenings for Early Detection

Only 40% of the overall
medical cost of cancer
is for direct expenses,
while 60% of cancer
treatment costs are
indirect medical costs.*

Screenings can help detect cancer earlier, which
could increase your survival rate if you were to be
diagnosed with the disease. The plan may help cover
the cost of these all-important screenings, giving
you the early detection that can be so critical when
fighting the illness.

• Manage the Expenses of Treatment

*American Cancer Society: Cancer Facts and
Figures 2014, pg. 3.

Benefit payments are made directly to you. The
money may be used to help pay for out-of-pocket
expenses such as copayments, hospital stays, lost
income, and more.

This product may contain limitations, exclusions, and waiting periods.
This product is inappropriate for people who are eligible
for Medicaid.

• Financial Protection for You and Your Family

With three coverage options to choose from and
multiple benefits available, the plan may help put
your mind at ease.

Visit with your American Fidelity account manager
to learn more about Cancer Insurance.

Eddie Arias
Account Manager
American Fidelity
9000 Cameron Parkway
Oklahoma City, OK 73114
800-654-8489 , Ext. 2447
americanfidelity.com
SB-14799-0616
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EMPLOYER BENEFIT SOLUTIONS FOR YOUR INDUSTRY

Group Critical Illness Insurance*,+,##
Limited Benefit Group Critical Illness

Surviving a Critical Illness may come at a high price.
Why You Need Critical Illness Insurance
Surviving a critical illness, such as a heart attack or stroke, may come at a high price. Although many medical plans
provide coverage for costs arising from a critical illness, there are still various out-of-pocket expenses that can affect
anyone’s finances. Copayments, transportation, everyday expenditures, and lost income can add up quickly.
Group Limited Benefit Critical Illness Insurance from American Fidelity Assurance Company can assist
with the expenses that may not be covered by traditional medical insurance. The plan is designed to pay a
lump sum benefit amount to help cover expenses if you are diagnosed with a covered critical illness.

How It Helps
• Various Coverage Options

Every 40 seconds,
someone in the United
States has a stroke.1

Choose the coverage amount that best suits your needs
– a lump sum benefit of $10,000, $20,000, or $30,000.

• Benefit Payments Made Directly to You

Your benefit payments may be deposited directly into
your bank account, to be used for any expense you wish.

1
American Heart Association: Heart Disease and
Stroke Statistics 2015 Update, p.e180. January 2015.

• Health Screening Benefit

Receive a benefit for your covered health screening
test. This benefit features eight qualified tests, including
a stress test, echo cardiogram, electrocardiogram
(EKG), blood glucose testing, and more.

Help protect yourself from the expenses associated
with a critical illness. American Fidelity’s Limited
Benefit Critical Illness Insurance can help.

* Limitations, exclusions, and waiting periods may apply.
+ This product is inappropriate for people who are eligible for Medicaid Coverage.
## This product is only offered on an after tax basis.

Visit with your American Fidelity account manager to learn more.
[Rep Name, Lic #
Title
Alabama Branch Office
2111 Parkway Office Circle, Ste 250
Birmingham, AL 35244
800-365-3714 • 205-987-0950]
americanfidelity.com
SB-24724-0617
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Annual Notices

Women’s Health and Cancer Rights Act
This communication is to provide notice as required under the federal Women’s Health and Cancer Rights Act, effective
October 21, 1998. Please review this information carefully.
As a Plan participant or beneficiary of the Town of Los Gatos Health Plan, if you or a covered dependent elects breast
reconstruction in connection to a mastectomy, coverage will also be provided for:
•

reconstruction of the breast on which the mastectomy was performed

•

surgery and reconstruction of the other breast to produce symmetrical appearance; and

•

prostheses and treatment of physical complications at all stages of the mastectomy, including lymphedemas.

This coverage will be provided after consultation with the attending physician and the patient, and will be subject to the
same annual deductibles and coinsurance provisions that apply for the mastectomy.
This notice is provided to you for informational purposes, no action is required on your part.
Please keep this information with your other group health plan documents. If you have any questions regarding this notice,
please contact Member Services at the number found on your Medical ID Card.

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

ACA Patient Protections Notice
CalPERS HMO plans require the designation of a primary care provider. You have the right to designate any primary care
provider who participates in CalPERS network and who is available to accept you or your family members. Until you make
this designation, CalPERS designates one for you. For information on how to select a primary care provider, and for a list
of the participating primary care providers, go to the CalPERS website, www.calpers.ca.gov.
For children, you may designate a pediatrician as the primary care provider.
You do not need prior authorization from CalPERS or from any other person (including a primary care provider) in order
to obtain access to obstetrical or gynecological care from a health care professional in our network who specializes in
obstetrics or gynecology. The health care professional, however, may be required to comply with certain procedures,
including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for
making referrals. For a list of participating health care professionals who specialize in obstetrics or gynecology, go to the
CalPERS website, www.calpers.ca.gov.

Continuation Coverage Under COBRA
This notice applies to everyone with healthcare coverage under the Plan. This notice has important information about
your right to COBRA continuation coverage, which is a temporary extension of coverage under the Plan. This notice
explains COBRA continuation coverage, when it may become available to you and your family, and what you need to
do to protect your right to get it. When you become eligible for COBRA, you may also become eligible for other coverage
options that may cost less than COBRA continuation coverage.

Continuation Coverage Under COBRA (Continued)
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA). COBRA continuation coverage can become available to you and other members of your family when
group health coverage would otherwise end. For more information about your rights and obligations under the Plan and
under federal law, you should review the Plan’s Summary Plan Description or contact the Plan Administrator.
You may have other options available to you when you lose group health coverage. For example, you may be eligible
to buy an individual plan through the Health Insurance Marketplace. By enrolling in coverage through the Marketplace,
you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify
for a 30-day special enrollment period for another group health plan for which you are eligible (such as a spouse’s plan),
even if that plan generally doesn’t accept late enrollees.
What is COBRA continuation coverage?
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event. This
is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a qualifying event, COBRA
continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your spouse, and your
dependent children could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying event.
Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation
coverage.
If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the
following qualifying events:
•
•

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

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

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

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

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

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

The end of employment or reduction of hours of employment;
Death of the employee; or

Continuation Coverage Under COBRA (Continued)
•

The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing
eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days after the qualifying
event occurs. You must provide this notice to: Human Resources
How is COBRA continuation coverage provided?
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be
offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA
continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of their spouses, and
parents may elect COBRA continuation coverage on behalf of their children.
COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event during the
initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.
There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage
If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an
additional 11 months of COBRA continuation coverage, for a maximum of 29 months. The disability would have
to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the
end of the 18-month period of COBRA continuation coverage.
Second qualifying event extension of 18-month period of continuation coverage
If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation coverage,
for a maximum of 36 months, if the Plan is properly notified about the second qualifying event. This extension
may be available to the spouse and any dependent children getting COBRA continuation coverage if the employee
or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets divorced or
legally separated; or if the dependent child stops being eligible under the Plan as a dependent child. This extension
is only available if the second qualifying event would have caused the spouse or dependent child to lose coverage
under the Plan had the first qualifying event not occurred.
Are there other coverage options besides COBRA Continuation Coverage?
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family
through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s
plan) through what is called a “special enrollment period.” Some of these options may cost less than COBRA continuation
coverage. You can learn more about many of these options at www.healthcare.gov.
If you have questions
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or
contacts identified below. For more information about your rights under the Employee Retirement Income Security Act
(ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health plans,
contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security
Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District
EBSA Offices are available through EBSA’s website.) For more information about the Marketplace, visit
www.HealthCare.gov.

Continuation Coverage Under COBRA (Continued)
Keep your Plan informed of address changes
To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family members.
You should also keep a copy, for your records, of any notices you send to the Plan Administrator.
Plan contact information: Human Resources, 110 E. Main Street, Los Gatos, CA 95032, (408) 399-5739.

HIPAA Special Enrollment Rights
This notice is being provided to ensure that you understand your right to apply for group health insurance coverage. You
should read this notice even if you plan to waive coverage at this time.
Loss of Other Coverage
If you are declining coverage for yourself or your dependents (including your spouse) because of other health insurance
or group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your
dependents lose eligibility for that other coverage (or if the employer stops contributing toward your or your dependents’
other coverage). However, you must request enrollment within 30 days after your or your dependents’ other coverage
ends (or after the employer stops contributing toward the other coverage).
Example: You waived coverage because you were covered under a plan offered by your spouse's employer. Your spouse
terminates their employment. If you notify your employer within 30 days of the date coverage ends, you and your eligible
dependents may apply for coverage under our health plan.
Marriage, Birth, or Adoption
If you have a new dependent as a result of a marriage, birth, adoption, or placement for adoption, you may be able to
enroll yourself and your dependents. However, you must request enrollment within 30 days after the marriage, birth, or
placement for adoption.
Example: When you were hired by us, you were single and chose not to elect health insurance benefits. One year later,
you marry. You and your eligible dependents are entitled to enroll in this group health plan. However, you must apply
within 30 days from the date of your marriage.
Medicaid or CHIP
If you or your dependents lose eligibility for coverage under Medicaid or the Children’s Health Insurance Program (CHIP)
or become eligible for a premium assistance subsidy under Medicaid or CHIP, you may be able to enroll yourself and your
dependents. You must request enrollment within 60 days of the loss of Medicaid or CHIP coverage or the determination
of eligibility for a premium assistance subsidy.
Example: When you were hired by us, your children received health coverage under CHIP and you did not enroll them in
our health plan. Because of changes in your income, your children are no longer eligible for CHIP coverage. You may enroll
them in this group health plan if you apply within 60 days of the date of their loss of CHIP coverage.

Notice of HIPAA Privacy Practices – Effective January 1, 2019
Your Information. Your Rights. Our Responsibilities.
This notice describes how medical information about you may be used and disclosed and how you can get access to this
information. Please review it carefully.
Your Rights
You have the right to:
•

Get a copy of your health and claims records

•

Correct your health and claims records

•

Request confidential communication

•

Ask us to limit the information we share

•

Get a list of those with whom we’ve shared your information

•

Get a copy of this privacy notice

•

Choose someone to act for you

•

File a complaint if you believe your privacy rights have been violated

Your Choices
You have some choices in the way that we use and share information as we:
•

Answer coverage questions from your family and friends

•

Provide disaster relief

•

Market our services and sell your information

Our Uses and Disclosures
We may use and share your information as we:
•

Help manage the health care treatment you receive

•

Run our organization

•

Pay for your health services

•

Administer your health plan

•

Help with public health and safety issues

•

Do research

•

Comply with the law

•

Respond to organ and tissue donation requests and work with a medical examiner or funeral director

•

Address workers’ compensation, law enforcement, and other government requests

•

Respond to lawsuits and legal actions

Your Rights
When it comes to your health information, you have certain rights. This section explains your rights and some of our
responsibilities to help you.
Get a copy of health and claims records
•

You can ask to see or get a copy of your health and claims records and other health information we have about
you. Ask us how to do this.

•

We will provide a copy or a summary of your health and claims records, usually within 30 days of your request.
We may charge a reasonable, cost-based fee.

Notice of HIPAA Privacy Practices (Continued)
Ask us to correct health and claims records
•

You can ask us to correct your health and claims records if you think they are incorrect or incomplete. Ask us how
to do this.

•

We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications
•

You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different
address.

•

We will consider all reasonable requests, and must say “yes” if you tell us you would be in danger if we do not.

Ask us to limit what we use or share
•

You can ask us not to use or share certain health information for treatment, payment, or our operations.

•

We are not required to agree to your request, and we may say “no” if it would affect your care.

Get a list of those with whom we’ve shared information
•

You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date
you ask, who we shared it with, and why.

•

We will include all the disclosures except for those about treatment, payment, and health care operations, and
certain other disclosures (such as any you asked us to make). We’ll provide one accounting a year for free but will
charge a reasonable, cost-based fee if you ask for another one within 12 months.

Get a copy of this privacy notice
•

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically.
We will provide you with a paper copy promptly.

Choose someone to act for you
•

If you have given someone medical power of attorney or if someone is your legal guardian, that person can
exercise your rights and make choices about your health information.

•

We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated
•

You can complain if you feel we have violated your rights by contacting us using the information at the end of this
notice.

•

You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending
a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

•

We will not retaliate against you for filing a complaint.

Your Choices
For certain health information, you can tell us your choices about what we share. If you have a clear preference for how
we share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.
In these cases, you have both the right and choice to tell us to:
•

Share information with your family, close friends, or others involved in payment for your care

•

Share information in a disaster relief situation
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your
information if we believe it is in your best interest. We may also share your information when needed to lessen a
serious and imminent threat to health or safety.

Notice of HIPAA Privacy Practices (Continued)
In these cases we never share your information unless you give us written permission:
•

Marketing purposes

•

Sale of your information

Our Uses and Disclosures
How do we typically use or share your health information?
We typically use or share your health information in the following ways.
Help manage the health care treatment you receive
•

We can use your health information and share it with professionals who are treating you.

•

Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange additional
services.

Run our organization
•

We can use and disclose your information to run our organization and contact you when necessary.

•

We are not allowed to use genetic information to decide whether we will give you coverage and the price of that
coverage. This does not apply to long term care plans.

•

Example: We use health information about you to develop better services for you.

Pay for your health services
•

We can use and disclose your health information as we pay for your health services.

•

Example: We share information about you with your dental plan to coordinate payment for your dental work.

Administer your plan
•

We may disclose your health information to your health plan sponsor for plan administration.

•

Example: Your company contracts with us to provide a health plan, and we provide your company with certain
statistics to explain the premiums we charge.

How else can we use or share your health information?
We are allowed or required to share your information in other ways – usually in ways that contribute to the public good,
such as public health and research. We have to meet many conditions in the law before we can share your information
for these purposes. For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.
Help with public health and safety issues
We can share health information about you for certain situations such as:
•

Preventing disease

•

Helping with product recalls

•

Reporting adverse reactions to medications

•

Reporting suspected abuse, neglect, or domestic violence

•

Preventing or reducing a serious threat to anyone’s health or safety

Do research
We can use or share your information for health research.
Comply with the law
We will share information about you if state or federal laws require it, including with the Department of Health and
Human Services if it wants to see that we’re complying with federal privacy law.
Respond to organ and tissue donation requests and work with a medical examiner or funeral director
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•

We can share health information about you with organ procurement organizations.

•

We can share health information with a coroner, medical examiner, or funeral director when an individual dies.

Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:
•

For workers’ compensation claims

•

For law enforcement purposes or with a law enforcement official

•

With health oversight agencies for activities authorized by law

•

For special government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions
We can share health information about you in response to a court or administrative order, or in response to a
subpoena.
Our Responsibilities
•

We are required by law to maintain the privacy and security of your protected health information.

•

We will let you know promptly if a breach occurs that may have compromised the privacy or security of your
information.

•

We must follow the duties and privacy practices described in this notice and give you a copy of it.

•

We will not use or share your information other than as described here unless you tell us we can in writing. If you
tell us we can, you may change your mind at any time. Let us know in writing if you change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.
Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice
will be available upon request and we will mail a copy to you.
If you have any questions about this Notice or about our privacy practices, please contact: Human Resources at (408) 3995739 or 110 E. Main Street, Los Gatos, CA 95032.

Notice of Availability of HIPAA Privacy Practices
To: Participants in the Town of Los Gatos Group Health Plan
From: Human Resources
Re: Availability of Notice of Privacy Practices
The CalPERS (Plan) maintains a Notice of Privacy Practices that provides information to individuals whose protected health
information (PHI) will be used or maintained by the Plan. If you would like a copy of the Plan's Notice of Privacy Practices,
please contact Human Resources, 110 E. Main Street, Los Gatos, CA 95032.

Medicare Creditable Coverage Notice
If you (and/or your dependents) have Medicare or will become eligible for Medicare in the
next 12 months, a Federal law gives you more choices about your prescription drug coverage.
Please see below for more details, and be sure to give this notice to your Medicare-eligible
dependents covered under the Town of Los Gatos group health plans.
Important Notice from the Town of Los Gatos About Your Prescription Drug Coverage and Medicare - CREDITABLE
Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage with the Town of Los Gatos and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether or not you want to join a Medicare drug plan. If you are
considering joining, you should compare your current coverage, including which drugs are covered at what cost, with
the coverage and costs of the plans offering Medicare prescription drug coverage in your area. Information about where
you can get help to make decisions about your prescription drug coverage is at the end of this notice.
There are two important things you need to know about your current coverage and Medicare’s prescription drug
coverage:
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage
if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers
prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some
plans may also offer more coverage for a higher monthly premium.
2. The Town of Los Gatos has determined that the prescription drug coverage offered by the CalPERS is, on average for
all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is
therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.
When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th to
December 7th.
However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be
eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.
What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current the Town of Los Gatos coverage may or may not be affected. See
the Contact listed below for an explanation of your plan benefits including the prescription drug coverage.
If you do decide to join a Medicare drug plan and drop your current Town of Los Gatos coverage, be aware that you and
your dependents may or may not be able to get this coverage back.
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?
You should also know that if you drop or lose your current coverage with the Town of Los Gatos and don’t join a Medicare
drug plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join
a Medicare drug plan later.
If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up
by at least 1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage.
For example, if you go nineteen months without creditable coverage, your premium may consistently be at least 19%
higher than the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you
have Medicare prescription drug coverage. In addition, you may have to wait until the following October to join.

Medicare Creditable Coverage Notice (Continued)
For More Information About This Notice Or Your Current Prescription Drug Coverage…
Contact the person listed below for further information. NOTE: You’ll get this notice each year. You will also get it before
the next period you can join a Medicare drug plan, and if this coverage through the Town of Los Gatos changes. You also
may request a copy of this notice at any time.
For More Information About Your Options Under Medicare Prescription Drug Coverage…
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You”
handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by
Medicare drug plans.
For more information about Medicare prescription drug coverage:
•

Visit www.medicare.gov

•

Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare &
You” handbook for their telephone number) for personalized help

•

Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For
information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-7721213 (TTY 1-800-325-0778).
Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may be
required to provide a copy of this notice when you join to show whether or not you have maintained creditable
coverage and, therefore, whether or not you are required to pay a higher premium (a penalty).
Date:
Sender:
Contact--Position/Office:
Address:
Phone Number:

January 1, 2019
Town of Los Gatos
Human Resources
110 E. Main Street
Los Gatos, CA 95032
(408) 399-5739

New Health Insurance Marketplace Coverage
Options and Your Health Coverage

Form Approved
OMB No. 1210-0149
(expires 5-31-2020)

PART A: General Information
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance : the
Health Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice
provides some basic information about the new Marketplace and employment-based health coverage offered
by your employer.
What is the Health Insurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also
be eligible for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for
health insurance coverage through the Marketplace begins in October 2013 for coverage starting as early as
January 1, 2014.
Can I Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer
coverage, or offers coverage that doesn't meet certain standards. The savings on your premium that you're
eligible for depends on your household income.
Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be
eligible for a tax credit through the Marketplace and may wish to enroll in your employer's health plan.
However, you may be eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost sharing if your employer does not offer coverage to you at all or does not offer coverage that meets certain
standards. If the cost of a plan from your employer that would cover you (and not any other members of your
family) is more than 9.5% of your household income for the year, or if the coverage your employer provide s
does not meet the "minimum value" standard set by the Affordable Care Act, you may be eligible for a tax
credit.1

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by
your employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also,
this employer contribution -as well as your employee contribution to employer-offered coverage- is often
excluded from income for Federal and State income tax purposes. Your payme nts for coverage through the
Marketplace are made on an after-tax basis.
How Can I Get More Information?
For more information about your coverage offered by your employer, please check your summary plan
description or contact the Town of Los Gatos’ Human Resource Division at (408) 399-5739.
The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through
the Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application
for health insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered
by the plan is no less than 60 percent of such costs.

PART B: Information About Health Coverage Offered by Your Employer
This section contains information about any health coverage offered by your employer. If you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketplace application.
3. Employer name

4. Employer Identification Number (EIN)

Town of Los Gatos

94-6001435

5. Employer address

6. Employer phone number

110 E. Main Street

(408) 399-5739

7. City

8. State

9. ZIP code

Los Gatos

CA

95032

10. Who can we contact about employee health coverage at this job?
Human Resources
11. Phone number (if different from above)

12. Email address

(408) 399-5739

HR@losgatosca.gov

Here is some basic information about health coverage offered by this employer:
 As your employer, we offer a health plan to:
X All employees. Eligible employees are:

Regular Full-Time Employees

 With respect to dependents:
X We do offer coverage. Eligible dependents are:

Legal Spouse, Domestic Partner, and Dependent Children to age 26.

X

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to
be affordable, based on employee wages.
** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other
factors, to determine whether you may be eligible for a premium discount. If, for example, your wages
vary from week to week (perhaps you are an hourly employee or you work on a commission basis), if you
are newly employed mid-year, or if you have other income losses, you may still qualify for a premium
discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the
employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your monthly
premiums.

Carrier Contact Information
Benefit

Carrier

Phone Number

Website

Medical

CalPERS

(888) 225-7377

www.calpers.ca.gov
CalPERS > Active Members > Open
Enrollment

Dental

Delta Dental

HMO: (800) 422-4234
PPO: (800) 765-6003

www.deltadentalins.com

Vision

Vision Service Plan

(800) 877-7195

www.vsp.com

Life and AD&D and Disability

Cigna

(800) 362-4462

www.cigna.com

Cigna Health Rewards®

Cigna

(800) 258-3312

www.cigna.com/rewards
Password: savings

Identity Theft Sevices

Cigna

US: (888) 226-4567
Outside US: (202) 331-7635

www.cignaplussavings.com/support
/IdentityTheft Program

Will Preparation Program

Cigna

(800) 901-7534

www.CIGNAWillCenter.com

Magellan

(800) 523-5668

www.MagellanHealth.com

Flexible Spending Accounts

American Fidelity

(800) 654-8489, option 2, 3

www.americanfidelity.com

Voluntary Benefits

American Fidelity

(800) 654-8489, option 2, 4

www.americanfidelity.com

ICMA

(877) 313-8317

www.icmarc.org

Employee Assistance Program

457 Deferred Compensation Plan

Contact your Town of Los Gatos Human Resources Team at hr@losgatosca.gov or (408) 399-5739 for more
information on any of the benefits outlined in this benefits guide.

While every effort has been made to be as accurate as possible in developing the enclosed information, the official plan documents prevail
in all cases. This is not a legal document. It is a brief summary of benefits and is not considered “Evidence of Coverage.” Please refer to the policy/plan
documents for a complete description of the controlling terms, coverages, exclusions, limitations and conditions of coverage. In case of any discrepancy
between this information and the policy/plan documents, the policy/plan documents will prevail.
Town of Los Gatos reserves the right to terminate, suspend, withdraw, or modify the benefits described in the policy/plan documents in
whole or in part, at any time. No statement in this or any other document, and no oral representation should be construed as a waiver of this right. This
summary is the confidential property of Town of Los Gatos.

