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The material in this benefits brochure is for informational purposes only and is
neither an offer of coverage, medical advice or legal advice. It contains only a
partial description of plan or program benefits and does not constitute a
contract. Consult the Summary Plan Descriptions to determine governing
contractual provisions, including procedures, exclusions and limitations relating
to your plans. In case of a conflict between your plan documents and this
information, the plan documents will govern. The availability of a plan or
program may vary by geographic service area.
Participating physicians, hospitals and other health care providers are
independent contractors and are neither agents nor employees of our
respective insurance companies or our broker. The availability of any particular
provider cannot be guaranteed, and provider network composition is subject to
change. While this material is believed to be accurate as of the print date, it is
subject to change. Notice of change shall be provided in accordance with
applicable state and federal law.
All trademarks, trade names or company names referenced herein are used for
informational and identification purposes only and is the exclusive property of
their respective owners. Their use is not intended to imply any relationship,
endorsement, sponsorship, or affiliation by and between the trademark owners,
Bethel School District and USI.

Important Legal Notices

Sources of Assistance
Policy

Carrier Name

Group Number

Customer Service

Website

PacificSource Health Plans

G0020201

888-977-9299

www.PacificSource.com

Basic Life and AD&D Insurance

Standard Insurance

137212

800-628-8600

www.standard.com

Voluntary Life Insurance

Standard Insurance

137212

800-628-8600

www.standard.com

Long Term Disability

Standard Insurance

137212

800-368-1135

www.standard.com

PacificSource Administrators

Bethel SD

800-422-7038

www.psacustomerservice@
pacificsource.com

Standard Insurance

137212

888-293-6948

workhealthlife.com/Standard3

HEALTH PLANS
Medical, Rx, Dental and Vision
ADDITIONAL LINES OF COVERAGE

Flexible Spending Account (FSA)

Employee Assistance Program
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Eligibility & Enrollment
Eligibility Rules
Full-time equivalent employees regularly
working at least 20 hours per week are eligible
to participate in the Bethel School District
Employee Benefits Program. For most of our
benefit plans your coverage will become
effective on the first of the month following
your date of hire. You must be actively at work
for your coverage to be effective on your
eligibility date. You may also enroll your
eligible dependents in the Bethel School
District Benefit Plans. Your eligible dependents
include your legal spouse as well as your
eligible dependent children, whether natural,
adopted, stepchildren, foster, or those for
whom you have legal custody by court decree.
When enrolling in medical, dental or vision
coverage, you may enroll any eligible
dependent child up to age 26.

Enrollment Is Simple
Open Enrollment is a once-a-year opportunity
to make changes to your current benefits and
to review which dependents you be will
covering during the new plan year. All
changes you request during open enrollment
will take effect on October 1 of the upcoming
plan year.

If no changes are made, your current
elections will remain the same.

When Can You Enroll?
You can sign up for benefits at any of the
following times:
•
•
•

After completing your initial eligibility
period
During the annual open enrollment
period
Within 60 days of a qualified familystatus change

If you do not enroll at the above times, you
must wait for the next annual open
enrollment period.

Making Changes
Generally, you can only change your
benefit elections during the annual benefits
enrollment period. However, you may be able
to change some of your benefit elections upon
the occurrence of certain change in status
events, provided you properly notify your
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Benefits Administrator within sixty (60) days of
the event.
Examples of change in status events may
include:
•
•
•
•
•
•
•
•
•

Your marriage
Your divorce or legal separation
Birth or adoption of an eligible child
Death of your spouse or covered child
Change in your spouse’s work status that
affects his or her benefits
Change in your work status that affects
your benefits
Change in residence or work site that
affects your eligibility for coverage
Change in your child’s eligibility for
benefits
Receiving Qualified Medical Child
Support Order (QMCSO)

If you have a family status change, you must
timely notify your Benefits Administrator and
complete the necessary forms. Employees
have up to 60 days to report any status
changes that may affect their benefits
enrollment. For more information contact
your Benefits Administrator.

Benefits at a Glance
Medical / Rx Insurance
Your medical insurance offered by Bethel School District is through PacificSource. The plan offers a $250 individual or $750 family deductible with a
$2,000 individual or $12,700 out-of-pocket maximum.

Dental Insurance
Bethel School District offers dental coverage through PacificSource. The member pays 30% toward covered class 1, 2, and 3 services during the first
year of eligibility. Payment decreases by 10% each successive eligibility year as long as members are meeting all qualifications. The dental benefit
maximum is $1,500 per person each plan year. Orthodontia is covered at 20% coinsurance and has a lifetime maximum of $1,500 per person.

Vision Insurance
Employee coverage for eye exams and vision hardware (lenses and frames) is also provided through PacificSource. The plan benefits are subject to
specific plan limitations.

Life and AD&D Insurance
Company-Paid Life and AD&D
Bethel School District provides eligible full-time employees with basic life and AD&D insurance in the amount of $50,000 through Standard
Insurance Company at no cost to you.
Voluntary AD&D Insurance
Bethel School District also allows employees to purchase additional AD&D insurance for you and your dependents. Employees may purchase a
maximum of $250,000 in increments of $25,000.

Long Term Disability (LTD)
The LTD plan is designed to provide you with a reasonable level of income replacement in case you can no longer work due to a disability. The
disability insurance picks up after 90 days of disability and pays up to 60% of your monthly wages to a maximum of $6,250 per month.

Flexible Spending Account (FSA)
Another health plan option offered by Bethel School District to employees is a Health Flexible Spending Account. This account allows employees to
set aside pre-tax dollars for qualifying medical expenses for you and your tax dependents. These funds are deducted from paychecks in equal
installments depending upon the amount elected by the employee at the beginning of the plan year.

Employee Assistance Program (EAP)
Bethel School District offers an Employee Assistance Program through Standard to help employees deal with stressors caused by work and issues
outside of the working environment. Assistance is available 24/7 to offer help with some of the life issues and hardships that employees may face.
To use the EAP plan, please contact 888-293-6948 or visit at workhealthlife.com/Standard3.
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Cost of Coverage:

How You Pay for Health Care Costs

You share the cost of health
Deductible: A deductible is the amount you must pay before the medical plan begins
sharing the cost of services. You pay this full amount, if required by your plan, before the
care services with Bethel
plan pays benefits.
School District and the
medical plan offered. A few
Copay: A copay is a set payment you make for a specific service. For example, in the
key definitions to keep in mind medical plan you will make a $25 copay for visits to your primary care physician.
when reviewing your medical Coinsurance: When you are paying coinsurance, you are sharing a percentage of the
plan option are:
cost of services with the medical plan. For example, in the medical plan, after you satisfy
your deductible, you will pay the coinsurance amount for most medical care that you
receive from preferred providers. Coinsurance may vary depending on the provider’s
participation in the network.

Out-of-Pocket Maximum: The annual out-of-pocket maximum protects you from
major medical expenses. This is the most you would pay and includes your medical
deductible and coinsurance, for eligible expenses during a plan year unless otherwise
stated. Once you reach the out-of-pocket maximum, the plan pays 100% of covered
services for in network providers and up to the usual, customary and reasonable (UCR)
charges for eligible services to out of network providers for the balance of the calendar
year.

Premiums + Out-of-Pocket Costs = Total Cost of Health Care
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Medical Benefit Summary

SmartChoice 250+25_10 S3
Bethel School District 52
Deductible Per Calendar Year

In-network

Out-of-network

Individual/Family

$250/$750

$750/$2,250

Out-of-Pocket Limit Per Calendar Year

In-network

Out-of-network

$2,000/$12,700

$2,650/Not applicable

Individual/Family

Note: In-network provider deductible and out-of-pocket limit accumulates separately from the out-ofnetwork provider deductible and out-of-pocket limit. Even though you may have the same benefit for
in-network and out-of-network providers, your actual costs for services provided by an out-of-network
provider may exceed this policy’s out-of-pocket limit for out-of-network services. In addition, out-ofnetwork providers can bill you for the difference between the amount charged by the provider and
the amount allowed by the insurance company, and this amount is not counted toward the out-ofnetwork out-of-pocket limit. Please see allowable fee in the Definitions section of your member
handbook.

The member is responsible for the above deductible and the following amounts:

Service/Supply

In-network Member Pays

Out-of-network Member Pays

No deductible, 0%
No deductible, 0%
No deductible, 0%
No deductible, 0%
No deductible, 0%
No deductible, 0%
No deductible, 0%

No deductible, 20%
No deductible, 20%
No deductible, 20%
No deductible, 20%
No deductible, 20%
After deductible, 40%
No deductible, 20%

No deductible, $25

After deductible, 40%

No deductible, $25

After deductible, 40%

No deductible, $25

After deductible, 40%

No deductible, $0

After deductible, 40%

No deductible, 0%

After deductible, 40%

After deductible, 10%

After deductible, 40%

No deductible, $25

After deductible, 20%

Preventive Care
Well baby/Well child care
Preventive physicals
Well woman visits
Preventive mammograms
Immunizations
Preventive colonoscopy
Prostate cancer screening

Professional Services
Primary care provider (PCP)
Office and home visits
Naturopath office visits
Specialist office and home
visits
Telemedicine visits
Office procedures and
supplies
Surgery
Outpatient rehabilitation
and habilitation services
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Service/Supply
Chiropractic manipulations,
acupuncture and massage
therapy ($3,000 per benefit
year.)

In-network Member Pays

Out-of-network Member Pays

No deductible, $25

No deductible, $25

No deductible, $300/admit

After deductible, $600/admit

No deductible, $300/admit

After deductible, $600/admit

No deductible, $300/admit

After deductible, $600/admit

No deductible, $150

After deductible, $150

No deductible, $100/test

After deductible, 40%

After deductible, 10%

After deductible, 40%

No deductible, $25

After deductible, 40%

After deductible, 10%

After deductible, 10%

After deductible, 10%

After deductible, 10%

No deductible, $50/trip
No deductible, $50/trip

No deductible, $50/trip
No deductible, $50/trip +

After deductible, 10%

After deductible, 40%

No deductible, $300 per
pregnancy

After deductible, $600 per
pregnancy

Hospital Services
Inpatient room and board
Inpatient rehabilitation and
habilitation services
Skilled nursing facility care

Outpatient Services
Outpatient surgery/services
Advanced diagnostic
imaging
Diagnostic and therapeutic
radiology/lab and dialysis

Urgent and Emergency Services
Urgent care center visits
Emergency room visits –
medical emergency
Emergency room visits –
non-emergency
Ambulance, ground
Ambulance, air

Maternity Services**
Physician/Provider services
(global charge)
Hospital/Facility services

Mental Health and Substance Use Disorder Services
Office visits
Inpatient care
Residential programs

No deductible, $25
No deductible, $300/admit
No deductible, $300/admit

After deductible, 40%
After deductible, $600/admit
After deductible, $600/admit

After deductible, 10%
After deductible, 20%
No deductible, 10%
After deductible, 0%
After deductible, 50%

After deductible, 40%
After deductible, 40%
No deductible, 20%
After deductible, 40%
After deductible, 50%

Other Covered Services
Allergy injections
Durable medical equipment
Home health services
Transplants
Infertility

This is a brief summary of benefits. Refer to your member handbook for
additional information or a further explanation of benefits, limitations, and
exclusions.
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** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, co-payment, or coinsurance.
+ Out-of-network air ambulance coverage is covered at 200 percent of the Medicare allowance. You
may be held responsible for the amount billed in excess. Please see your member handbook for
additional information or contact our Customer Service team with questions.
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Additional information
What is the deductible?
Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, the individual deductible applies for each member only until the family
deductible has been met. Deductible expense is applied to the out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network providers when it comes to
meeting your deductible. Only in-network provider expense applies to the in-network provider
deductible and only out-of-network provider expense applies to the out-of-network provider
deductible.

What is the out-of-pocket limit?
The out-of-pocket limit is the most you’ll pay for covered medical expenses during the plan year.
Once the out-of-pocket limit has been met, the plan will pay 100 percent of covered charges for the
rest of that year. The individual out-of-pocket limit applies only if you enroll without dependents. If you
and one or more dependents enroll, the individual out-of-pocket limit applies for each member only
until the family out-of-pocket limit has been met. Be sure to check your member handbook, as there
are some charges, such as non-essential health benefits, penalties, and balance billed amounts that
do not count toward the out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network providers when it comes to
meeting your out-of-pocket limit. Only in-network provider expense applies to the in-network provider
out-of-pocket limit. Only out-of-network provider expense applies to the out-of-network provider outof-pocket limit.

Primary care physician or primary care provider (PCP)
You must select a PCP from the plan’s provider directory. The PCP will coordinate healthcare
resources to best meet your needs. Referrals are not required.

Payments to providers
Payment to providers is based on the prevailing or contracted PacificSource fee allowance for
covered services. In-network providers accept the fee allowance as payment in full. Out-of-network
providers are allowed to balance bill any remaining balance that your plan did not cover. Services of
out-of-network providers could result in out-of-pocket expense in addition to the percentage indicated.

Preauthorization
Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called preauthorization.
Preauthorization is necessary to determine if certain services and supplies are covered under this
plan, and if you meet the plan’s eligibility requirements. Preauthorization does not change your out-ofpocket expense for in-network and out-of-network providers. You’ll find the most current
preauthorization list on our website, PacificSource.com/member/preauthorization.aspx.
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Prescription Drug Benefit Summary

OR 15-25-50 S3 PDL
This PacificSource health plan includes coverage for prescription drugs and certain other
pharmaceuticals, subject to the information below. This plan complies with federal healthcare reform.
To check which tier your prescription falls under, call our Customer Service team or visit
PacificSource.com/drug-list.
The amount you pay for covered prescriptions at in-network and out-of-network pharmacies applies
toward your plan’s in-network medical out-of-pocket limit, which is shown on the Medical Benefit
Summary. The co-payment and/or co-insurance for prescription drugs obtained from an in-network or
out-of-network pharmacy are waived during the remainder of the calendar year in which you have
satisfied the medical out-of-pocket limit.

Each time a covered pharmaceutical is dispensed, you are responsible for the
amounts below:

Service/
Supply

Tier 1 Member Pays

In-network Retail Pharmacy^
Up to a 34 day supply:
No deductible, $15
35 – 68 day supply:
No deductible, $30
69 – 102 day supply:
No deductible, $45
In-network Mail Order Pharmacy
Up to a 30 day supply:
No deductible, $15
31 – 90 day supply:
No deductible, $30
Compound Drugs**
Up to a 30 day supply:
Out-of-network Pharmacy
30 day max fill, no more
than three fills allowed
per year:

Tier 2 Member Pays

Tier 3 Member Pays

No deductible, $25
No deductible, $50
No deductible, $75

No deductible, $50
No deductible, $100
No deductible, $150

No deductible, $25
No deductible, $50

No deductible, $50
No deductible, $100

No deductible, $50

No deductible, 25%

Tier 1, Tier 2, and Tier 3 Member Pays
Specialty Drugs – In-network Specialty Pharmacy
Up to a 30 day supply:
Same as retail
Specialty Drugs – Out-of-network Specialty Pharmacy
30 day max fill, no more
than three fills allowed
Same as retail
per year:
^Remember to show your PacificSource member ID card each time you fill a prescription at a retail
pharmacy. If your ID card is not used, your benefits cannot be applied and may result in higher out-ofpocket cost.
**Compounded medications are subject to a preauthorization process. Compounds are generally
covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.
MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
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automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s copayment and/or co-insurance plus the difference in cost between the brand name drug and its generic
equivalent. If your prescribing provider requires the use of a brand name drug, the prescription will be
filled with the brand name drug and you will be responsible for the brand name drug’s co-payment
and/or co-insurance. The cost difference between the brand name and generic drug does not apply
toward the medical plan’s out-of-pocket limit. Does not apply to preventive bowel prep kit medications
covered under USPSTF guidelines.
If your provider prescribes a brand name contraceptive due to medical necessity it may be subject to
preauthorization for coverage at no charge.
See your member handbook for important information about your prescription drug benefit,
including which drugs are covered, limitations, and more.
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Selecting a
Primary
Care Provider
Your primary care provider (PCP)
works with you to make sure you get
the healthcare you need to stay healthy.

A PCP is a healthcare provider trained to give you basic care. This is typically a
medical doctor (MD) who practices general, family, or internal medicine. In some
cases it may be another type of provider, such as a pediatrician or nurse practitioner (NP).

Benefits of Having a PCP
The relationship you build with your PCP over
time allows for what is known as “continuity
of care.” Simply put, your PCP gets to
know you, your health history, challenges,
and goals. This depth of knowledge means
you are more likely to receive an accurate
diagnosis and the right treatment.
Your PCP is also an excellent resource for
helping you determine whether you need to
see a specialist (whether or not a referral is
required).

Get a Recommendation
While we can’t recommend a specific
doctor, we can assure you that all providers
participating in our network must complete
a strict credentialing and recredentialing
process.
For a recommendation, you might try one or
more of the following sources:

Things to consider when
choosing a PCP
• Does the provider participate in your
plan’s network?
• Are the office hours and location
convenient?
• Is the office staff friendly and helpful?
• Does the provider focus on disease
treatment or preventive care?
• What is his or her communication style?
• Do you feel a rapport with the provider?
• Does the provider view your
patientdoctor relationship as a true
partnership?

Notifying PacificSource of your
PCP choice
If your health plan requires you to designate a
PCP, there are several ways you can do that:

• Friends, family members, neighbors, or
coworkers

• Go online

• Your previous doctor, dentist, pharmacist,
or other healthcare professional

• Give us a call

• Complete a form

Idaho

Direct: (208) 333-1596
Toll-free: (800) 688-5008

Montana

Direct: (406) 442-6589
Toll-free: (877) 590-1596

Oregon

Direct: (541) 684-5582
Toll-free: (888) 977-9299

TTY

Toll-free: (800) 735-2900

En Español

Direct: (541) 684-5456
Toll-free: (800) 624-6052
ext. 1009

Email

cs@pacificsource.com

PacificSource.com

• State medical or nursing associations
• Advocacy groups—especially if you have
a chronic condition or disability
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Select (or Change) Your Primary Care Provider
Use this form if you need to select or change your or your dependent’s Primary Care Provider (PCP).
You’ll need your ID and group numbers. Find them on your PacificSource member ID card.

Member Information
Member (patient) name
PacificSource ID #						Group #
If you are completing this for for your dependent, what is your name?
Your name (if different than member name)
If we have a question, how may we contact you?
Phone							Email address
Mailing address
City							State			Zip

New Primary Care Provider (PCP) Information
Provider name
Address
City							State			Zip
Month and year to begin this PCP selection (mm/yyyy)

Note: You may change your PCP no more than once per month. This PCP selection will take effect on the first of the month.
This date may be retroactive up to six months.

Send Us Your Form
Please send the completed form to us any of the following ways:
Mail
PacificSource Health Plans
Attn: Membership
PO Box 7068
Springfield, OR 97475-0068
Fax
(541) 225-3642
Email
membership@pacificsource.com
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On-demand
access to doctors
via phone, video,
or mobile app
As a PacificSource member,* you have access to
board-certified doctors 24 hours a day, 7 days
a week.
Here’s how to get started and what you need to know.

1. Set up your Teladoc® account
There are three convenient ways to get started. When asked to
enter the name of your employer or insurance carrier, please
enter PacificSource.
Online: Log in or register with InTouch for Members through
PacificSource.com. You’ll find the Teladoc Remote link under Tools.
This will provide a direct link for you to set up your Teladoc account.
Mobile app: Visit Teladoc.com/mobile to download the app, then
click “Activate account.”

Talk to a
doctor anytime!
Web
Teladoc.com

Phone
(855) 201-7488

Mobile App
Teladoc.com/mobile

By phone: Teladoc can help you register your account over the
phone. Call toll-free (855) 201-7488.

2. Provide medical history
Your medical history provides Teladoc doctors with the information
they need to make an accurate diagnosis.

3. Request a consult
Once your account is set up, request a consult anytime you need
care. And talk to a doctor by phone, web, or mobile app.

See reverse for FAQ >

* Employer group members: check with your employer to see if available on your plan.
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Frequently Asked Questions
What is Teladoc?

How quickly can I talk to the doctor?

Teladoc is the first and largest provider of telehealth medical
consults in the United States, giving you 24/7/365 access to
quality medical care through phone and video consults.

The median call back time for a general medical request
is just 10 minutes. If you miss the doctor’s call, whether
you are away from the phone or you have anonymous call
blocker on, you will be returned to the bottom of the waiting
list. The consult request is cancelled if you miss three calls.

Who are the Teladoc doctors?
Teladoc doctors are U.S. board certified in internal medicine,
family practice, or pediatrics. They average 20 years practice
experience, are licensed in your state, and incorporate
Teladoc into their day-to-day practice as a way to provide
people with convenient access to quality medical care.

Is there a time limit when talking with a doctor?

Does Teladoc replace my doctor?

Yes. Teladoc doctors can prescribe short-term medication
for a wide range of conditions when medically appropriate.
Teladoc doctors do not prescribe substances controlled by
the DEA, nontherapeutic, and/or certain other drugs, which
may be harmful because of their potential abuse.

There is no time limit for consults.

Can Teladoc doctors write a prescription?

No. Teladoc does not replace your primary care physician.
Teladoc should be used when you need immediate care for
nonemergent medical issues. It is an affordable, convenient
alternative to urgent care and ER visits.

How do I pay for a prescription called in by Teladoc?

What kind of medical care does Teladoc provide?

When you go to your pharmacy of choice to pick up
the prescription, you may use your health/prescription
insurance card to help pay for the medication. The exact
amount you will pay is based on the type of medication
and your plan benefits.

Teladoc provides general medical care for adults and
children, and behavioral healthcare for adults. Examples
of common medical conditions Teladoc can address
include: sinus problems, pink eye, bronchitis, allergies,
flu, ear infections, urinary tract infections, and upper
respiratory infections.

Is the consult fee the same price, regardless of
the time?

What consult methods are available?

The exact amount you will pay is based on your plan
design. This dollar amount is shown on your summary
of benefits.

You can talk with a general medical Teladoc doctor via a
phone consult, video consult within the secure member
portal, or video consult within the Teladoc mobile app.
Behavioral health visits are available via video only.

How do I pay for the consult?
You can pay with your HSA (health savings account) card,
credit card, prepaid debit card, or by PayPal. Your account
will be charged at the time of the visit.

How do I set up my Teladoc account?
You can set up your account through InTouch at
PacificSource.com, or through the Teladoc website or
mobile app. You can also call Teladoc to get started. If
setting up your account online, when asked to enter the
name of your employer or insurance carrier, please make
sure to enter PacificSource.

If the Teladoc doctor recommends that I see my
primary care physician or a specialist, do I still have
to pay the Teladoc consult fee?
Yes. Just like any doctor appointment, you must pay for the
consulting doctor’s time.

How do I request a consult to talk to a doctor?
Visit the Teladoc website, log into your account, and click
“Request a Consult.” You can also call Teladoc to request
a general medical consult by phone. Behavioral health
appointments can be scheduled online or through our
mobile app.

Can I provide consult information to my doctor?
Yes. You have access to your electronic medical record at
anytime. Download a copy online from your account or call
Teladoc and ask to have your medical record mailed or faxed
to you.

How do I request a behavioral health visit?
Behavioral health visits are scheduled and occur via the
Teladoc website or mobile app. Log into your account,
complete a quick assessment, and choose your therapist.
Provide three options of times you are available for an
appointment. The therapist will reach out to you to schedule
the appointment.
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Dental Benefit Summary

Dental Advantage Premier Incentive 1500 S3
Bethel School District 52
This dental care policy covers the following services when performed by a licensed dentist, dental
hygienist or denturist to the extent that they are operating within the scope of their license as required
under law in the state of issuance, and when determined to be necessary, usual, and customary by
the standards of generally accepted dental practice for the prevention or treatment of oral disease or
for accidental injury, including masticatory function (chewing of food).
In-network dentists contract with PacificSource to furnish dental services and supplies for a set fee.
That fee is called the contracted allowable fee. In-network providers agree not to collect more than
the contracted allowable fee. When you use an in-network provider, you will pay only the in-network
provider amounts below. If you choose not to use an in-network provider, or don’t have access to
one, reimbursement is based on the contracted allowable fee. If charges exceed the allowable fee,
the excess charges are your responsibility.

Payment
Class I, II and III Services: The member pays 30 percent toward all covered services during the first
year of eligibility. Payment decreases by 10 percent each successive eligibility year, until they have
reached no charge. In order to qualify for each 10 percent decrease, members must visit the dentist
at least once during each eligibility year. Failure to do so will cause a 10 percent increase in payment
for the next eligibility year, although payment will never be more than 30 percent.

Benefit Maximum Per Contract Year
$1,500 per person. Applies to all covered services.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply

In-network Member Pays

Out-of-network Member Pays

30%

30%

30%

30%

30%

30%

30%

30%

30%
30%
30%
30%

30%
30%
30%
30%

30%
30%
30%
30%
30%
16 30%

30%
30%
30%
30%
30%
30%

Class I Services
Examinations
Bitewing films, full mouth x-rays,
cone beam x-rays, and/or panorex
Dental cleaning (prophylaxis and
periodontal maintenance)
Fluoride (topical or varnish
applications)
Sealants
Space maintainers
Athletic mouth guards
Brush biopsies

Class II Services
Fillings
Simple extractions
Periodontal scaling and root planing
Full mouth debridement
Complicated oral surgery
Pulp capping
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Service/Supply

In-network Member Pays

Out-of-network Member Pays

30%
30%
30%
30%

30%
30%
30%
30%

30%
30%
30%

30%
30%
30%

30%

30%

30%

30%

Pulpotomy
Root canal therapy
Periodontal surgery
Tooth desensitization

Class III Services
Crowns
Dentures
Bridges
Replacement of existing prosthetic
device
Implants

This is a brief summary of benefits. Refer to your policy for additional
information or a further explanation of benefits, limitations, and exclusions.

17

Cosmetic Orthodontic Benefit Summary

Orthodontia 1500 S3
Your group insurance plan covers orthodontia for all eligible members. Enrollment in orthodontia
coverage must be the same as enrollment in the dental plan.
The dollar amount listed below is the maximum benefit allowed for all orthodontic services
covered under this benefit, when prescribed by a licensed dentist or licensed orthodontist.

Lifetime Benefit Maximum

All Providers Member Pays

$1,500 per person

20% co-insurance

Benefit Limitations
Benefits for orthodontic covered services will be paid monthly on a pro-rated basis over the length of
the treatment. If the orthodontic treatment began before the patient was eligible for this plan, this plan
will continue to make payments toward the remaining balance due, as of the patient’s initial eligibility
date. The benefit maximum listed above will apply fully to this amount. PacificSource’s obligation to
make payment for orthodontic treatment ends when the patient’s eligibility ends, or when treatment is
terminated before the case is completed.

Exclusions


This plan does not cover repair or replacement of orthodontic appliances furnished under this
program.



Mail order or Internet/web based providers are not eligible providers.
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Vision Benefit Summary

Vision Plus S3
The following shows the vision benefits available under this plan for enrolled members for all covered
vision exams, lenses, and frames when performed or prescribed by a licensed ophthalmologist or
licensed optometrist. Coverage for pediatric services will end on the last day of the month in which
the enrolled member turns 19. Co-payment and/or co-insurance for covered charges apply to the
medical plan’s out-of-pocket limit.
If charges for a service or supply are less than the amount allowed, the benefit will be equal to the
actual charge. If charges for a service or supply are greater than the amount allowed, the expense
above the allowed amount is the member’s responsibility and will not apply toward the member’s
medical plan deductible or out-of-pocket limit.

Service/Supply

In-network Member Pays

Out-of-network Member Pays

Enrolled Members Age 18 and Younger
Eye exam
Vision hardware

No deductible,0%
No deductible, 0% for one pair
per year for frames and/or
lenses

No deductible, 0% up to $40
then 100%
No deductible, 0% for one pair
per year up to $75 then 100%
for frames and/or lenses

Enrolled Members Age 19 and Older
Eye exam

No deductible, 0%

Single vision lenses

No deductible,0%

Bifocal lenses

No deductible,0%

Trifocal lenses

No deductible,0%

Lenticular lenses

No deductible,0%

Progressive lenses

No deductible, 0%

Frames

No deductible,0%

No deductible, 0% up to $201
then 100%
No deductible, 0% up to $115
then 100%
No deductible, 0% up to $142
then 100%
No deductible, 0% up to $182
then 100%
No deductible, 0% up to $236
then 100%
No deductible, 0% up to $182
then 100%
No deductible, 0% up to $150
then 100%

Contact Lenses (in lieu of glasses)
Contact lenses

No deductible, 0%

No deductible, 0% up to $830
then 100%

Benefit Limitations: enrolled members age 18 and younger


One vision exam every calendar year.



Vision hardware includes glasses (lenses and frames) or contacts (lenses and fitting) once per
calendar year.

Benefit Limitations: enrolled members age 19 through 44


One vision exam every 24 months.
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Lenses: One pair every 24 months.



Frames: Once every 24 months.



Contact lenses: Once every 24 months.



Elective contact lenses are in lieu of frames and lenses.

Benefit Limitations: enrolled members age 45 and older


One vision exam every 12 months.



Lenses: One pair every 12 months.



Frames: Once every 12 months.



Contact lenses: Once every 12 months.



Elective contact lenses are in lieu of frames and lenses.

Exclusions


Anti-reflective coatings and scratch resistant coatings.



Charges for services or supplies covered in whole or in part under any medical or vision benefits
provided by an employer.



Duplication of spare eyeglasses or any lenses or frames for members age 18 and younger.



Expenses covered under any workers’ compensation law.



Eye exams required as a condition of employment, required by a labor agreement or government
body.



Lens tint.



Medical or surgical treatment of the eye.



Nonprescription lenses.



Plano contact lenses.



Polycarbonate lenses for enrolled members age 19 and older.



Replacement of lost, stolen, or broken lenses or frames.



Services or supplies not listed as covered expenses.



Services or supplies received before this plan’s coverage begins or after it ends.



Special procedures, such as orthoptics or vision training.



Special supplies, such as sunglasses (plain or prescription) and subnormal vision aids.



Visual analysis that does not include refraction.

Important information about your vision benefits
Your PacificSource individual health plan includes coverage for vision services. To make the most of
those benefits, it’s important to keep in mind the following:
In-network Providers: PacificSource is able to add value to your vision benefits by contracting with a
network of vision providers. Those providers offer vision services at discounted rates, which are
20
passed on to you in your benefits.

Cosmetic Orthodontic Benefit Summary

Orthodontia 1500 S3
Your group insurance plan covers orthodontia for all eligible members. Enrollment in orthodontia
coverage must be the same as enrollment in the dental plan.
The dollar amount listed below is the maximum benefit allowed for all orthodontic services
covered under this benefit, when prescribed by a licensed dentist or licensed orthodontist.

Lifetime Benefit Maximum

All Providers Member Pays

$1,500 per person

20% co-insurance

Benefit Limitations
Benefits for orthodontic covered services will be paid monthly on a pro-rated basis over the length of
the treatment. If the orthodontic treatment began before the patient was eligible for this plan, this plan
will continue to make payments toward the remaining balance due, as of the patient’s initial eligibility
date. The benefit maximum listed above will apply fully to this amount. PacificSource’s obligation to
make payment for orthodontic treatment ends when the patient’s eligibility ends, or when treatment is
terminated before the case is completed.

Exclusions


This plan does not cover repair or replacement of orthodontic appliances furnished under this
program.



Mail order or Internet/web based providers are not eligible providers.
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Standard Insurance Company
Lane County School District #52
Group Policy #137212
Effective Date October 1, 2005

Group Basic Life and Accidental Death
and Dismemberment Insurance
Group Basic Life insurance from Standard Insurance Company helps provide ﬁnancial protection by promising to pay a
beneﬁt in the event of an eligible member’s, or his or her dependent’s covered death. Basic Accidental Death and
Dismemberment (AD&D) insurance may provide an additional amount in the event of a covered death or dismemberment
as a result of an accident.
The cost of this insurance is paid by Lane County School District #52, except for the cost of your dependent’s insurance,
which is paid by you through payroll deduction. Enrollment materials needed to elect coverage will be provided.

Eligibility
Deﬁnition of a Member
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You are a member if you are an active Administrator, Conﬁdential,
Supervisory or Certiﬁed employee of Lane County School District #52 and
regularly working at least 20 hours each week. You are not a member if you
are a temporary or seasonal employee, a full-time member of the armed
forces, a leased employee or an independent contractor.

Class Deﬁnition

Class 1 - Active Administrators, Conﬁdential and Supervisory Members hired
during the calendar months of September through May

Eligibility Waiting Period

You are eligible on the ﬁrst of the month that follows the date you become a
member.

Beneﬁts
Basic Life Coverage Amount

Your Basic Life coverage amount is $50,000.

Basic AD&D Coverage Amount

For a covered accidental loss of life, your Basic AD&D coverage amount is
equal to your Basic Life coverage amount. For other covered losses, a
percentage of this beneﬁt will be payable.

Life Age Reductions

Basic Life and AD&D insurance coverage amount reduces to 65 percent at
age 70 and to 50 percent at age 75.
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Group Basic Life and Accidental Death and Dismemberment Insurance

Basic Dependents Life Coverage
Amount

The Basic Dependents Life coverage amount for your eligible spouse is
$5,000. Your spouse is the person to whom you are legally married, or your
domestic partner as recognized by law or by your employer’s domestic
partnership policy, if applicable.
The Basic Dependents Life coverage amount for each of your eligible children
is $1,000. Child means your child from live birth through age 25.

Other Basic Life Features and Services
• Accelerated Beneﬁt

• Right to Convert Provision

• Life Services Toolkit

• Standard Secure Access account payment option

• Portability of Insurance Provision

• Travel Assistance

• Repatriation Beneﬁt

• Waiver of Premium

Other Basic AD&D Features
• Expanded AD&D Package
• Family Beneﬁts Package
• Seat Belt Beneﬁt
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This information is only a brief description of the group Basic Life/AD&D and Basic Dependents Life insurance policy sponsored by Lane County School
District #52. The controlling provisions will be in the group policy issued by The Standard. The group policy contains a detailed description of the
limitations, reductions in beneﬁts, exclusions and when The Standard and Lane County School District #52 may increase the cost of coverage, amend or
cancel the policy. A group certiﬁcate of insurance that describes the terms and conditions of the group policy is available for those who become insured
according to its terms. For costs and more complete details of coverage, contact your human resources representative.

SI 13279-D-OR-137212-C1 (8/18)
5703636-219811
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Standard Insurance Company
Lane County School District #52
Group Policy #137212
Effective Date October 1, 2005

Group Basic Life and Accidental Death
and Dismemberment Insurance
Group Basic Life insurance from Standard Insurance Company helps provide ﬁnancial protection by promising to pay a
beneﬁt in the event of an eligible member’s, or his or her dependent’s covered death. Basic Accidental Death and
Dismemberment (AD&D) insurance may provide an additional amount in the event of a covered death or dismemberment
as a result of an accident.
The cost of this insurance is paid by Lane County School District #52, except for the cost of your dependent’s insurance,
which is paid by you through payroll deduction. Enrollment materials needed to elect coverage will be provided.

Eligibility
Deﬁnition of a Member
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You are a member if you are an active Administrator, Conﬁdential,
Supervisory or Certiﬁed employee of Lane County School District #52 and
regularly working at least 20 hours each week. You are not a member if you
are a temporary or seasonal employee, a full-time member of the armed
forces, a leased employee or an independent contractor.

Class Deﬁnition

Class 2 - Active Administrators, Conﬁdential and Supervisory Members hired
during the calendar months of June, July or August

Eligibility Waiting Period

You are eligible on October 1 that follows the date you become a member.

Beneﬁts
Basic Life Coverage Amount

Your Basic Life coverage amount is $50,000.

Basic AD&D Coverage Amount

For a covered accidental loss of life, your Basic AD&D coverage amount is
equal to your Basic Life coverage amount. For other covered losses, a
percentage of this beneﬁt will be payable.

Life Age Reductions

Basic Life and AD&D insurance coverage amount reduces to 65 percent at
age 70 and to 50 percent at age 75.

Basic Dependents Life Coverage
Amount

The Basic Dependents Life coverage amount for your eligible spouse is
$5,000. Your spouse is the person to whom you are legally married, or your
domestic partner as recognized by law or by your employer’s domestic
partnership policy, if applicable.
The Basic Dependents Life coverage amount for each of your eligible children
is $1,000. Child means your child from live birth through age 25.
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Group Basic Life and Accidental Death and Dismemberment Insurance

Other Basic Life Features and Services
• Accelerated Beneﬁt

• Right to Convert Provision

• Life Services Toolkit

• Standard Secure Access account payment option

• Portability of Insurance Provision

• Travel Assistance

• Repatriation Beneﬁt

• Waiver of Premium

Other Basic AD&D Features
• Expanded AD&D Package
• Family Beneﬁts Package
• Seat Belt Beneﬁt

This information is only a brief description of the group Basic Life/AD&D and Basic Dependents Life insurance policy sponsored by Lane County School
District #52. The controlling provisions will be in the group policy issued by The Standard. The group policy contains a detailed description of the
limitations, reductions in beneﬁts, exclusions and when The Standard and Lane County School District #52 may increase the cost of coverage, amend or
cancel the policy. A group certiﬁcate of insurance that describes the terms and conditions of the group policy is available for those who become insured
according to its terms. For costs and more complete details of coverage, contact your human resources representative.

SI 13279-D-OR-137212-C2 (8/18)
5703636-219857
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Standard Insurance Company
Lane County School District #52
Group Policy #137212

Group Accidental Death &
Dismemberment Insurance
Enhance Your Safety Net With Protection Against Unexpected Loss
Accidental Death & Dismemberment (AD&D) insurance helps protect against the sudden ﬁnancial loss often brought on by
an accidental death. It can also help you pay for unexpected expenses associated with surviving an accident that results in
a severe physical loss. You can elect to cover your eligible spouse and children as well.

This plan offers:
•

Competitive group rates

•

The convenience of payroll deduction

•

Coverage for accidental death and dismemberment

About This Coverage
How Much Can I Apply For?
Note: You can’t buy more coverage for your spouse and
child(ren) than you buy for yourself.

For You:

$25,000 – $250,000 in increments of
$25,000

For Your Family:
Spouse Only:

50% of your AD&D coverage amount

Child only:

10% of your AD&D coverage amount
for each child

Spouse and
Children:

40% of your AD&D coverage amount
5% of your AD&D coverage amount for
each child

See the Important Details section for more information, including requirements, exclusions, age reductions and deﬁnitions.
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Group Accidental Death & Dismemberment Insurance

Additional Features
Your coverage comes with some added features:
Seat Belt and Air Bag Beneﬁts

The Standard may pay an additional beneﬁt if you die while
wearing a seat belt, provided certain conditions are met. If the
car’s air bags deploy during an accident, an air bag beneﬁt may
also be payable.

Family Beneﬁts Package

This package is designed to help surviving family members
maintain their standard of living and pursue their dreams.
Included in the package are beneﬁts to help with child care,
career adjustment for your spouse and higher education for your
children.

How Much Your Coverage Costs
Because this insurance is offered through Lane County School District #52, you’ll have access to competitive group rates.
You’ll also have the convenience of having your premium deducted directly from your paycheck. How much your premium
costs depends on the beneﬁt amount you elect.
Use this formula to calculate your premium payment:
÷ $1,000 =
Enter the amount of
AD&D coverage you’re
requesting (see beneﬁt
amounts in the About
This Coverage section).

x

=
Enter your rate
from the rate
table.

This amount is an
estimate of how
much you would
pay each month.

If you buy coverage for your family (spouse and children), your monthly rate is shown in the table below. Use the same
formula to calculate the premium that you used for yourself, but use the appropriate rate for the premium you are
calculating.
Coverage for...

Cost per $1,000 of Coverage

You

$0.04

You and your family

$0.06
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Standard Insurance Company
Lane County School District #52
Group Policy #137212

Group Long Term Disability Insurance
Protect your income when you’re coping with a long-lasting disability.

This coverage is designed to replace a portion of your income when you’re disabled for an extended period of time due
to a qualifying disability and help you get back to work when you’re ready. Long Term Disability insurance beneﬁts can
help you pay your bills and safeguard your savings when you’re unable to work. Whether you’re out for a few months or
several years, this beneﬁt can help you protect your income — and those who depend on it.

This plan offers:
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•

Competitive group rates

•

The convenience of payroll deduction

•

Beneﬁts for a qualifying disability that occurs on or off the job

About This Coverage
See the Important Details section for more information, including requirements, exclusions and deﬁnitions.
What Your Beneﬁt Provides
This is the amount per month you would receive if
you were to suffer a qualifying disability. Eligible
earnings are your monthly insured predisability
earnings, as deﬁned by the group policy. Your
monthly beneﬁt will be reduced by deductible
income. Please see the Important Details section
for a list of deductible income sources.

Beneﬁt Waiting Period

60% of your eligible earnings, up to a maximum beneﬁt of $6,250 per
month.
Plan minimum per month: $100 or 10 percent of the Long Term
Disability beneﬁt before reduction by deductible income, whichever is
greater per month.

90 days

If you suffer a qualifying disability, your beneﬁt
waiting period is the length of time you must be
continuously disabled before you can begin
receiving your monthly beneﬁt.

How Long Your Beneﬁts Last

Until age 65

This is the maximum length of time you could be
eligible to receive disability beneﬁts for a
continuous disability.

Depending on your age at the time of disability, your beneﬁts may be
subject to a different schedule. Refer to the table in the Important Details
section for speciﬁcs.
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Flexible Spending Account (FSA)
Bethel School District offers a Section 125 / Flexible Spending Account (FSA) plan to help offset the cost of some medical expenses.
Employees can use this account to pay for health or dependent care expenses with pre-tax dollars. This results in more disposable
income for you and your family. Employees enrolled in the HSA account, however, are not eligible to enroll in this plan.
Health Care FSA
With a health care FSA, you can use pre-tax dollars to pay for medical, dental, vision, prescription drug expenses and over-the-counter
medications, when prescribed by a doctor. These funds can be used for both you and your tax dependents health coverage, regardless
of whether they are enrolled in a medical plan with you.
Dependent Care FSA
A Dependent Care FSA is an account in which you set aside pre-tax dollars to pay for dependent care costs like daycare or even elder
care. Certain restrictions apply to who these funds can be used for; If you have an elderly relative that lives with you for at least 8 hours
a day, they would be qualified to use these funds.
Using the Funds
All money in this account must be used during the plan year in which it was collected or any balance over $500 will be forfeited at the
end of the plan year. Therefore, be conservative when making your FSA election at the beginning of the year. There is no grace period
in which the funds can be used, therefore, all claims must be incurred by September 30, 2020 in order to be reimbursed with the funds
from the FSA plan year. However, for claims incurred up to the last day of the plan year you will have until December 31, 2020 to submit
information and receipts for reimbursement. If you terminate employment, claims must be incurred prior to the last official day of
employment with Bethel School District.
•

Comes out of your paycheck pre-taxed in equal installments
o

•

Annual contribution limit for Health Care FSA is $2,700 / Annual contribution limit for Dependent Care FSA is $5,000

You can carry over $500 from one plan year to the next--all money left in the FSA over the $500 balance on September 30 will be
forfeited

•

As you experience costs that are eligible for reimbursement, simply submit a Request for Reimbursement form along with copies of
receipts or supporting documentation

Tax Savings Example
The dollars you include in your FSA reduce reportable and taxable income. Your annual contributions
reduce what is reported on your W-2 tax form. The following example shows the effect of an FSA for an
employee who pays $200/month for health insurance:

Gross salary
Pre-tax insurance
Adjusted salary
Income salary
Net salary
After-tax insurance
Take-home pay

Without FSA
$1,500
0
$1,500
-$450
$1,050
-$200
$850

With FSA
$1,500
-$200
$1,300
-$390
$910
0
$910

By taking the insurance premium as a pre-tax payroll reduction, the employee in this example
has increased their take home income by $60 per month or $720 this year.

Claim Deadlines
Employee Status
Active Employees
Terminated Employees

Last Day to Incur
9/30/2020
Term Date
29

Last Day to Submit
12/31/2020
90 Days After Termination

A Helping Hand When You Need It
Rely on the support, guidance and resources of your
Employee Assistance Program.

There are times in life when you might need a little help coping or figuring
out what to do. Take advantage of the Employee Assistance Program1 (EAP)
which includes WorkLife Services and is available to you and your family in
connection with your group insurance from Standard Insurance Company
(The Standard). It’s confidential — information will be released only with your
permission or as required by law.

With EAP, assistance is
immediate, personal and
available when you need it.

Connection to Resources, Support and Guidance
You, your dependents (including children to age 26)2 and all household
members can contact master’s-degreed clinicians 24/7 by phone, online,
live chat, email and text. There’s even a mobile EAP app. Receive referrals
to support groups, a network counselor, community resources or your
health plan. If necessary, you’ll be connected to emergency services.

1

The EAP service is provided through
an arrangement with Morneau Shepell,
which is not affiliated with The Standard.
Morneau Shepell is solely responsible for
providing and administering the included
service. EAP is not an insurance product
and is provided to groups of 10–2,499 lives.
This service is only available while insured
under The Standard’s group policy.

2

Individual EAP counseling sessions area
available to eligible participants 16 years
and older; family sessions are available for
eligible members 12 years and older, and
their parent or guardian. Children under the
age of 12 will not receive individual
counseling sessions.

Your program includes up to three face-to-face assessment and counseling
sessions per issue. EAP services can help with:
Depression, grief, loss and emotional well-being
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Family, marital and other relationship issues
Life improvement and goal-setting
Addictions such as alcohol and drug abuse
Stress or anxiety with work or family
Financial and legal concerns
Identity theft and fraud resolution
Online will preparation

WorkLife Services
WorkLife Services are included with the Employee Assistance Program.
Get help with referrals for important needs like education, adoption, travel,
daily living and care for your pet, child or elderly loved one.

The Standard is a marketing name for
StanCorp Financial Group, Inc. and
subsidiaries. Insurance products are offered
by Standard Insurance Company of Portland,
Oregon in all states except New York.
Product features and availability vary by
state and are solely the responsibility of
Standard Insurance Company.

Online Resources
Visit workhealthlife.com/Standard3 to explore a wealth of information online,
including videos, guides, articles, webinars, resources, self-assessments
and calculators.

Contact EAP
Standard Insurance Company
1100 SW Sixth Avenue
Portland, OR 97204

888.293.6948
TDD: 800.327.1833
24 hours a day, seven days a week
workhealthlife.com/Standard3

standard.com
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NOTE: It’s a violation of your company’s contract to share this
information with individuals who are not eligible for this service.

Employee Assistance Program-3
SI 17201-D (7/17) EE
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Important Legal Notices Affecting Your Health Plan Coverage
THE WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998 (WHCRA)
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and
Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a
manner determined in consultation with the attending physician and the patient, for:
▪

All stages of reconstruction of the breast on which the mastectomy was performed;

▪

Surgery and reconstruction of the other breast to produce a symmetrical appearance;

▪

Prostheses, and

▪

Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical
benefits provided under this plan. Please contact your medical customer service representative or refer to your benefits
booklet for additional information.

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

If you live in a state that offers an assistance program, you may be eligible for assistance paying your employer
health plan premiums. The following program is available in Oregon:

OREGON – Medicaid
Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

This information is current as of July 31, 2019. For a complete listing of States with premium assistance programs, or for
more information on special enrollment rights, you can contact either:
U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565
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MEDICARE PART D NOTICE OF CREDITABLE COVERAGE
Important Notice from Bethel School District Regarding Your Prescription Drug Coverage and Medicare
Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage with Bethel School District 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 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. Bethel School District has determined that the prescription drug coverage offered by the Bethel School District health plan
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 Bethel School District coverage will not be affected. You can keep this
coverage if you elect Part D and this plan will coordinate with Part D. If you do decide to join a Medicare drug plan and drop
your current Bethel School District coverage, be aware that you and your dependents will only be able to get this coverage
back by satisfying the plan’s eligibility criteria.
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 Bethel School District 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.
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 Bethel School District changes. You also may
request a copy of this notice at any time.
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 1-800-772-1213
(TTY 1-800-325-0778).
Note: Please provide a copy of this Notice to your Medicare-eligible dependents covered under this plan.
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:

October 1, 2019

Name and Address of Sender:

Bethel School District, 4640 Barger Drive, Eugene, Oregon 97402

Contact and Phone Number:

Remie Calalang, 541-689-3280
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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 provides 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 payments for coverage through the Marketplace are made on an aftertax 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 Remie Calalang, at 541-689-3280.

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.
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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: Bethel School District
4. Employer Identification Number: 93-600591
5. Employer address: 4640 Barger Drive
6. Employer phone number: 541-689-3280
7. City: Eugene
8. State: Oregon
9. ZIP code: 97402
10. Who can we contact about employee health coverage at this job? Remie Calalang
11. Phone number: 541-689-3280
12. Email address: remie.calalang@bethel.k12.or.us
Here is some basic information about health coverage offered by this employer:
• As your employer, we offer a health plan to:
X All eligible employees. Eligible employees are:

We offer a health plan to all eligible employees: The plan’s eligibility requirements are stated in
the Member Benefit Handbook. All employees who meet those requirements are eligible for
coverage.

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

We offer a health plan to all eligible dependents: The plan’s eligibility requirements are stated in
the Member Benefit Handbook. All dependents who meet those requirements are eligible for
coverage.

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.
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Summary provided by the Broker of Record for
Bethel School District:
USI Insurance Services
975 Oak Street, Ste 900
Eugene, OR 97401
541-685-5300

