
For the best experience, open this PDF portfolio in
Acrobat 9 or Adobe Reader 9, or later.

Get Adobe Reader Now!

http://www.adobe.com/go/reader




48495MD4                                            ReliaStar Life Insurance Company  P.O. Box 20  Minneapolis, MN 55440                                 DIS/GATGI (04/10) 


 


Life and Disability Income Insurance Enrollment Form 
 


INSTRUCTIONS:  Top box to be completed by the Employer/Plan Sponsor.  Remainder to be completed by the Employee.   


Name of Employer/Plan Sponsor 
North American Division of Seventh-day Adventists 


Group/Plan Number 
67807-4 


Account Number/Location 
 


Class/Occupation 
 


Date of Hire (mm/dd/yyyy) 
 


Annual Salary 
 


Employment 
Status: 


  Active Full-Time 
  Active Part-Time 


 


This change is due to:  (check all that apply) 
  Initial Eligibility Following Hire 
  Change in Coverage Amount 


 
  Late Entrant* 
  Other: ___________________________________________ 


Effective Date of Coverage 
or Change:  
 


*A late entrant is an individual who is first enrolling for supplemental or dependent life income coverage after the first available opportunity. 
 


Employee Information 
Employee Name (last, first, middle initial) 
 


Date of Birth (mm/dd/yyyy) 
 


Social Security # 
 


Employee I.D. # 
 


Employee Address (street address, city, state, zip code) 
 


Work Phone Number 
 


Home Phone Number 
 


  Female 
  Male 


 


 
Disability Income Coverage 
Monthly Income 
Benefits (LTD) 
(Note: LTD coverage is 
employer provided.) 


  Elect Coverage – (Only Full-Time Employees are eligible for coverage) 


 


 
Employee Life Insurance (Subject to a combined basic and supplemental plan maximum of $850,000.) 
Basic Life (Note: Basic 
Life insurance is 
employer provided and 
only available to Full-time 
Employees.) 


  Standard Plan – Employee ($100,000), Spouse ($50,000), and Child(ren) ($10,000) 
 


  Waive – I waive the Standard Plan and elect Plan A or B (Employee please see your Human Resources Representative for 
Plan A or Plan B enrollment form) 


Supplemental Life  When you are initially eligible for Supplemental Life Insurance you can elect the Guaranteed Issue (GI) Limit of $250,000 
without Evidence of Insurability.   


Total Supplemental Life coverage up to $750,000 in $10,000 increments is available if you complete an Evidence of Insurability 
form subject to approval by ReliaStar Life. Minimum coverage amount is $10,000. 


Supplemental Life 
Election 


  Elect: $_______________  ($10,000 increments)  
  Waive 


 
 
 
 
 
 


Beneficiary Information  Designate your beneficiary(ies) below. 


Name of Beneficiary  (last name, first, middle initial)                                                 Primary Relationship to Employee Benefit % 


   


Address Date of Birth Social Security Number Phone Number 
    


 


Name of Beneficiary  (last name, first, middle initial)                        Primary        Contingent Relationship to Employee Benefit % 
   


Address Date of Birth Social Security Number Phone Number 
    


 


Name of Beneficiary  (last name, first, middle initial)                        Primary        Contingent Relationship to Employee Benefit % 
   


Address Date of Birth Social Security Number Phone Number 
    


 
 


 
 
 
Dependent Spouse Life Insurance  
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Spouse Life 
 


If you are covered for Supplemental Life you can elect Dependent Spouse coverage. 
 


When you are initially eligible for Dependent Spouse coverage you can elect up to the Guaranteed Issue (GI) Limit of $30,000 
without Evidence of Insurability on your spouse.  
 


Total Dependent Spouse Life coverage up to $250,000 in $10,000 increments is available if your spouse completes an 
Evidence of Insurability form subject to approval by ReliaStar Life. Spouse coverage is limited to 100% of the employee’s 
Supplemental Life coverage amount. Minimum coverage amount is $10,000. 


Spouse Name and 
Date of Birth 


 


Spouse Name ___________________________________________ 
 


Spouse Date of Birth ___________________ 


Spouse Life Election   Elect: $_______________  ($10,000 increments)  
  Waive 


Note: The employee is the beneficiary for any Dependent Spouse insurance coverage. 
 


 
Dependent Child(ren) Life Insurance 
Child(ren) Life  If you are covered for Supplemental Life you can elect Dependent Child(ren) coverage. 


 


When you are initially eligible for Dependent Child(ren) Life coverage you can elect from $1,000 to $25,000 in $1,000 
increments on your children from birth to less than 26 years without Evidence of Insurability. Child(ren) coverage is limited to 
100% of the employee’s Supplemental Life coverage amount. Minimum coverage amount is $1,000. 


Child(ren) Life 
Election 


  Elect: $_______________  ($1,000 increments)  
  Waive 


Note: The employee is the beneficiary for any Dependent Child(ren) insurance coverage. 
 


 


READ THIS INFORMATION CAREFULLY AND THEN SIGN AND DATE BELOW 
 I authorize my employer to deduct from my wages the premium, if any, for the elected coverage. 
 To the best of my knowledge and belief, the information I have provided on this form is correct. 
 I understand my coverage begins on the effective date assigned by ReliaStar Life, provided I am actively at work. 
 I also understand that evidence of insurability may be required for coverage to become effective. 
Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully 
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Employee's Signature 
 
 


Date Signed  (mm/dd/yyyy) 
 
 


 


THIS IS NOT AN APPLICATION FOR INSURANCE. 
It is an enrollment form for coverage under a group plan sponsored by your employer. 
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Accidental Death & Dismemberment (AD&D) Insurance Enrollment Form 
 


INSTRUCTIONS:  Top box to be completed by the Employer.  Remainder to be completed by the Employee.  


Name of Employer 
North American Division of Seventh-day Adventists 


Group Number 
67807-4 


Account Number/Location 
 


 Employee Name (last, first, middle initial) 


  


  Female 
  Male 


Date of Birth 


 


Social Security # 


 


 Employee Address (street address, city, state, zip code) 
  


Work Telephone: 
 


Home Telephone: 


Class/Occupation 
 


Date of Hire 


 
Employment 
Status: 


  Active Full-Time 
  Active Part-Time 


This change is due to:  (check all that apply) 
  Initial Eligibility Following Hire 
  Change in Coverage Amount 


 


  Other: ___________________________________________ 
Effective Date of Coverage or 
Change: 
 


 Employer Paid Basic AD&D Insurance Amount:  
 (for eligible employees only) 


$_________________ (enter amount) 
 


 Not Applicable 
 


Employee Supplemental AD&D Insurance 


Supplemental Employee 
AD&D Election 


Available coverage for all Employees: $10,000 to $500,000 in $10,000 increments. 
 


I am applying for Supplemental Employee AD&D coverage of:  $______________. 
  Waive 


Supplemental Pilot 
AD&D Election 


Available coverage for Pilots only: $25,000 to $125,000 in $25,000 increments. 
 


I am applying for Supplemental Pilot AD&D coverage of:  $_______________. 
  Waive 


NOTE: Pilots are eligible to elect both Supplemental Employee and Pilot AD&D coverage. 
 


Beneficiary Information  Designate your beneficiary(ies) below. 


Name of Beneficiary  (last name, first, middle initial)                                                 Primary Relationship to Employee Benefit % 


   


Address Date of Birth Social Security Number Phone Number 


    


 


Name of Beneficiary  (last name, first, middle initial)                        Primary        Contingent Relationship to Employee Benefit % 


   


Address Date of Birth Social Security Number Phone Number 


    


 


Dependent AD&D Insurance 


Dependent AD&D  If you and your spouse are insured as employees under the Group Policy, either you or your spouse, but not both, can 
apply for Dependent’s insurance on the same dependent children (your spouse would not be an eligible dependent).  
Dependent coverage is limited to 100% of the elected amount of Supplemental Employee coverage. 


Dependent Spouse 
AD&D Election 


I am applying for Dependent Spouse AD&D coverage of:  $_____________.  ($10,000 to $500,000 in $10,000 increments) 


  Waive 


Dependent Children 
AD&D Election 


I am applying for Dependent Children AD&D coverage of:  $_____________.  ($5,000 to $25,000 in $5,000 increments) 


  Waive 


Note: The employee is the beneficiary for any Dependent insurance coverage. 
 


READ THIS INFORMATION CAREFULLY AND THEN SIGN AND DATE BELOW  


 I authorize my employer to deduct from my wages the premium, if any, for the elected coverage. 


 To the best of my knowledge and belief, the information I have provided on this form is correct. 


 I understand my coverage begins on the effective date assigned by ReliaStar Life, provided I am actively at work. 
Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully 
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 


Employee's Signature 
 
 


Date Signed 
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Enrollment at a glance 
A guide to your plan basics 


 
 
 
 
 
 


North American Division of Seventh-day Adventists 
 


Take advantage of insurance offered at your workplace. 
It’s convenient and affordable. 


 
Life Insurance provides basic protection for your loved ones if something happens to you. While many U.S. households 
have life insurance, the average amount of coverage is often inadequate to meet family needs or pay off debt. Taking 
advantage of life insurance coverage offered by North American Division of Seventh-day Adventists can be an important 
part of your financial security. 
 


North American Division of Seventh-day Adventists provides full-time employees with Basic Life Insurance coverage. 
Eligible full-time and part-time employees may apply for more coverage in the Supplemental Group Term Life Insurance 
program. 
 


Your Life Insurance Benefit Includes 


Convenient Payroll 
Deductions 


(Applicable for Supplemental Life Only) Since deductions are taken directly from your 
paycheck, you never have to worry about late payments or lapse notices. 


“Take it With You”  
(Applicable for Supplemental Life Only) The portability option allows for continued coverage 
that can help protect your family even when your current employment ends.   


Waiver of Premium  
(Applicable for Supplemental Life Only) If you become totally disabled, your life insurance 
premium may be waived if you satisfy certain conditions as defined by the policy.  


Accelerated Benefit 
You may collect a portion of your death benefit (80%) while you are living, if you are 
diagnosed with a terminal condition with a limited life expectancy of no more than twelve 
months (may vary by state). 


 


Supplemental Term Life Insurance Coverage Options 


  For You For Your Spouse For Your Child(ren) 


Eligibility Full-time and part-time 
employees as defined by your 
employer. 


Coverage is available only if 
Employee Supplemental Life 
Insurance is elected. 


Coverage is available only if 
Employee Supplemental Life 
Insurance is elected. 


Coverage 
Options 


$10,000 to $750,000 in 
$10,000 increments.  
Note: Combined Basic and 
Supplemental Life coverage 
maximum is $850,000. 


$10,000 to $250,000 in $10,000 
increments. Coverage is limited 
to 100% of the total amount of 
Employee Supplemental Life 
Insurance. 


$1,000 to $25,000 in $1,000 
increments on your children from 
birth but less than 26 years. 
Coverage is limited to 100% of 
the total amount of Employee 
Supplemental Life Insurance. 


Guaranteed 
Issue Offer* 


New Hire – You can elect up 
to $250,000 without providing 
evidence of insurability during 
the initial eligibility period. 


New Hire – You can elect up to 
$30,000 of coverage without 
providing evidence of insurability 
on your spouse during the initial 
eligibility period. 


New Hire – You can elect up to 
$25,000 of coverage without 
providing evidence of insurability 
on your children during the initial 
eligibility period. 


 


Contact your employer if you have questions about the definition of "child" for your plan. 
 


*Evidence of insurability is required if you elect Supplemental Life Insurance coverage in amounts in excess of the limits 
described above or you submit an application for coverage more than 31 days after the date you become eligible. Subject 
to approval by the insurance company. 
 


Age Reduction(s) are not applicable to Supplemental Life Insurance coverage.







     


 
Insurance Rate Information and Premium Calculator 
 
The cost is calculated based on the age of the employee or spouse as of each January 1st. 
 
The rates shown are guaranteed until 1/1/2017. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Follow the steps below to calculate the premium based on the amount of insurance you plan to elect. 
 


Supplemental Life Insurance For You 
For Your  
Spouse 


For Your 
Children 


Step 1:  Select the amount of insurance you want $ $ 
 


$ 
 


Step 2:  Divide this number by $1,000 $ $ 
 


$ 
 


Step 3:  Enter the rate from the table(s) above $ $ 
 


$ 
 


Step 4:  Multiply Step #2 by Step #3 
(A) (B) (C) 


 


$ 
 


$ 
 


$ 


Step 5:  Add (A), (B), and (C) for the Total Monthly  
              Premium 


 
$ 
 


 
This is a summary of benefits only. A complete description of benefits, limitations, exclusions and termination of 
coverage will be provided in the certificate of coverage. All coverage is subject to the terms and conditions of the group 
policy. To keep coverage in force, premiums are payable up to the date of coverage termination. Insurance products 
and services are provided by ReliaStar Life Insurance Company, a member of the VoyaTM family of companies. Policy 
form LP00GP (may vary by state). 
(v. 04/15/2014)                                                                                                                                           Group #678074, 10/10/2014 
 


 


Employee and Spouse Supplemental Life 
Insurance Rates 


 


Age Monthly Cost per $1,000 of 
Coverage 


Under 30 $0.055 


30-34 $0.061 


35-39 $0.067 


40-44 $0.092 


45-49 $0.139 


50-54 $0.226 


55-59 $0.391 


60-64 $0.419 


65-69 $0.733 


70-74 $1.305 


75-79 $2.077 


80-84 $2.951 


85 + $4.642 
 


Dependent Children Life Insurance Rates 


 


Coverage Levels Monthly Cost 


$1,000 $0.19 


The amount of coverage elected is for all eligible children 
for one monthly cost. 







 


     


 


Personal Accident Insurance 
 
Personal Accident Insurance provides additional protection for your loved ones in the event you are killed or severely 
injured in a covered accident.  Personal Accident Insurance can help you or your family deal with expenses and financial 
obligations that arise in the wake of a serious accident. 


 For You For Your Spouse For Your Children 
 


Eligibility 
 


Full-Time and Part-Time 
Employees as defined by your 
Employer. 
 


 


Coverage is available only if 
Employee Supplemental Personal 
Accident Insurance is elected. 


 


Coverage is available only if 
Employee Supplemental 
Personal Accident Insurance 
is elected. 


 


Coverage Options 
 


 


$10,000 to $500,000 in 
$10,000 increments. 


 


$10,000 to $500,000 in $10,000 
increments. Coverage is limited to 
100% of the total amount of 
Employee Supplemental Personal 
Accident Insurance coverage. 


 


$5,000 to $25,000 in $5,000 
increments on your children 
from birth but less than 26 
years. 


Pilot Coverage 
Options Only 


$25,000 to $125,000 in 
$25,000 increments. 


Not applicable. Not applicable. 


 


Coverage Available 
without Health 
Questions 


 


You can elect Employee 
Supplemental Personal 
Accident Insurance without 
providing evidence of 
insurability. 


 


You can elect Spouse 
Supplemental Personal Accident 
Insurance without providing 
evidence of insurability on your 
spouse.  


 


You can elect Child(ren) 
Supplemental Personal 
Accident Insurance without 
providing evidence of 
insurability on your children. 


 


Age Reduction(s) 
 


Benefit amounts reduce to 
65% of original coverage at 
age 70, to 45% at age 75, to 
30% at age 80 and to 15% at 
age 85 and after. 


 


Benefit amounts reduce to 65% of 
original coverage at spouse age 70, 
to 45% at age 75, to 30% at age 80 
and to 15% at age 85 and after. 


 


Not applicable. 
 


 
Insurance Rate Information and Premium Calculator 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


Use the table below to calculate your premium based on the amount of Personal Accident Insurance coverage you plan to 
elect.  
 


Personal Accident Insurance For You 
For Your  
Spouse 


For Your 
Children 


Step 1:  Select the amount of insurance you want $ $ $ 
 


Step 2:  Divide this number by $1,000 $ $ $ 
 


Step 3:  Enter the rate from the table(s) above $ $ $ 
 


Step 4:  Multiply Step #7 by Step #8 
(A) (B) (C) 


 


$ 
 


$ 
 


$ 
 


Step 5: Add (A), (B) and (C) for the Total Monthly        
            Premium 


 


$ 


Personal Accident Insurance Rates 
  


Coverage Type Monthly Cost per $1,000 of Coverage 


Employee  $0.027 


Spouse  $0.027 


Children $0.026 


Pilot $0.040 







 


     


 
 
Personal Accident Insurance Coverage Exclusions (may vary by state) 
 
No benefit is paid for loss directly or indirectly caused by any of the following: 
 


 Suicide or intentionally self-inflicted injury, while sane or insane. 


 Physical or mental illness. 


 Bacterial infection or bacterial poisoning.  Exception: Infection from a cut or wound caused by an accident. 


 Riding in or descending from an aircraft as a pilot or crew member. Exception: Unless enrolled in the Pilot PAI 
coverage. 


 Any armed conflict, whether declared as war or not, involving any country or government. 


 Injury suffered while in the military service for any country or government. 


 Injury which occurs while committing or attempting to commit a crime. 


 Use of any drug, narcotic or hallucinogenic agent: 


 Unless prescribed by a doctor; 
 Which is illegal; or 
 Not taken as directed by a doctor or the manufacturer. 


 The insured person’s intoxication.  Intoxication means an individual’s blood alcohol content meets or exceeds the 
legal presumption of intoxication under the laws of the state where the accident occurred. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


This is a summary of benefits only.  A complete description of benefits and limitations will be provided in the certificate of 
coverage.  All coverage is subject to the terms and conditions of the group policy.  To keep coverage in force, premiums 
are payable up to the date of coverage termination.  Insurance products and services are provided by ReliaStar Life 
Insurance Company, a member of the VoyaTM family of companies.  Policy form HP09GP (may vary by state). 


 
(v. 04/08/2014)                                                                                    Group #678074, 10/6/2014
 








Aflac for Potomac Conference employees 
Your company is making the following Aflac benefits available to its employees. Policies 
are owned by the employee and are fully portable: 
 


Accident Advantage 
                  • Emergency Treatment Benefit 
                  • Accidental-Death Benefit 
                  • Initial Hospitalization Benefit 
                  • Hospital Confinement Benefit, physical therapy plus more 
 


Hospital Advantage Indemnity 
•Annual Hospitalization Confinement Benefit                                                                                                     
• Daily Hospital Confinement Benefit                                                                                                                    
• Surgical Benefit 


                 • Physician Visit Benefits 
                 •Emergency room treatment benefits 
 


Cancer/Specified-Disease 
                 • Initial Diagnosis Benefit 
                 • Hospital Confinement Benefit 
                 • Radiation and Chemotherapy Benefits, Reconstructive Surgery 
    • Cancer Wellness Benefit, plus more 
 


Critical Care and Recovery (Specified Health Event) 
                 • Pays a First-Occurrence Benefit, as well as Hospital Confinement and  
                   Continuing Care Benefits for heart attack, stroke, sudden cardiac arrest,  
                   coronary artery bypass surgery, end-stage renal failure, major human  
                   organ transplant and vegetative state 
 


               Life Insurance  
 . Coverage ranges from $10,000-$500,000  


    Term Life and Whole Life 
    Family coverage available   


What is Aflac? 


 


 Aflac is different from major medical insurance; it’s                   
insurance for daily living. 


 Aflac pays you cash benefits directly to you. 


 Aflac benefits can help with unexpected expenses. 


 Aflac insurance policies belong to you—not your 
company. 


 Aflac offers competitive rates. 


 Aflac processes claims quickly-as soon as one day. 
 


 


To enroll, make changes or cancel any other Aflac programs, contact Lori Dean directly at 


lori_dean@us.aflac.com or call 202-494-9880. Everything can be handled via conference call or 


fax machine. 



mailto:lori_dean@us.aflac.com






Managed By Purpose Eligibility Benefit Provisions Other Notes


Coverage Type STD LGY


Employee Only $34 $102


Employee + Child(ren) $63 $159


Employee + Spouse $70 $180


Family $98 $235


Basic Life Insurance Employee * $100,000


Spouse $50,000


Child(ren) $10,000


Stillborn $750


Basic Life, LTD and 


Supplemental Life 


(addressed on page 2 of this 


document) enrollment are 


combined on to one form.  


Please fill out the form even 


if you are electing standard 


coverage and do not want 


supplemental coverage.  


The enrollment form 


provides beneficiary 


information for the 


employer provided portion 


of this benefit.


Long Term Disability ReliaStar Life Insurance 


Company (Voya Financial)


To provide income replacement 


for the employee in the event of 


disability.


Active full-time conference-


funded employees


Summary Plan Description 


document can be accessed and 


downloaded by going to 


www.adventistrisk.org , clicking 


on Employee Benefits  then 


clicking on the Life & Disability 


Benefits link.


Benefit payments may be 


reduced by other sources of 


income being received.  


Some disability may have 


limited or no coverage 


under the plan - refer to 


your specific policy booklet.


To provide basic death benefit 


to the beneficiaries of the 


employee, spouse and 


dependents


ReliaStar Life Insurance 


Company (Voya Financial)


Employer Provided


Employer Provided


Retirement Adventist Retirement 


Plans


To provide retirement income 


for employees and their 


beneficiaries


Active full-time and part-time 


employees working a regular 


weekly schedule - regardless of 


the number of hours worked


Part-Time Employees (<38 hours/wk):  


Employer matches employee contributions 


up to 3%.


Full-Time Employees (38+ hours/wk):  


Employer contributes 5% and matches 


employee contributions up to 3%.


EMPLOYER PROVIDED BENEFITS
EMPLOYEE BENEFITS 


SUMMARY


Monthly Premium Deduction Coverage Amounts


Summary Plan Description 


document can be accessed and 


downloaded by going to 


www.adventistrisk.org , clicking 


on Employee Benefits  then 


clicking on the Life & Disability 


Benefits link.


Full-Time Employee - $20,000 Please fill out the form even 


if you are not electing 


additional coverage.  The 


enrollment form provides 


beneficiary information for 


the employer provided 


portion of this benefit.


Executives, Directors and 


Associates working out of the PC 


Home Office - $300,000


Employer Provided


Active full-time conference-


funded employees, their spouse 


and/or dependents as defined in 


the Health Care Assistance 


policy


Benefit is employer 


subsidized, but is optional.  


Enrollment is required in 


order to elect this coverage.


Health Care Adventist Risk 


Management (Aetna)


To provide Health Care benefits 


to employees and their spouses 


and/or children


Active full-time and part time 


employees regularly working 30+ 


hours per week, their spouse and/or 


dependents as defined in the HCAP 


Policy


See Health Care Schedule of 


Benefits


* Waive option available.  


To opt - select "Waive" on 


the Employee Life Insurance 


portion of the form then fill 


out the Basic Life Insurance 


Enrollment form


Summary Plan Description 


document can be accessed and 


downloaded by going to 


www.adventistretirement.org then 


clicking on the Current 


Employees link and accessing 


Employee Downloads


Employee contributions 


permitted up to the IRS limit of 


$18,000 annually ($24,000 


annually for employees age 50 or 


above).


Please fill out the 


enrollment form - even if 


you choose not to 


supplement with  employee 


contributions.  The 


enrollment form provides 


beneficiary information for 


the employer provided 


portion of this benefit.


Summary Plan Description 


document can be accessed and 


downloaded by going to 


www.adventistrisk.org , clicking 


on Employee Benefits  then 


clicking on the Life & Disability 


Benefits link.


After a 90 day* elimination 


period income is replaced at 


66.67% to a maximum of $6,000 


per month.  (* Refer to the 


Summary Plan Description for 


specific elimination period and 


income replacement percentage.)


Personal Accident 


Insurance (Formerly 


AD&D)


ReliaStar Life Insurance 


Company (Voya Financial)


To provide a benefit to the 


beneficiaries of the employee in 


the event that death or 


dismemberment occurs.


Active full-time conference-


funded employees


Page 1







Managed By Purpose Eligibility Benefit Provisions Other Notes
Spouse/Child(ren) coverage 


is limited to 100% of the 


employee's amount of 


elected coverage


Flexible Spending 


Accounts


WageWorks To reduce taxable income by 


allowing any employee to 


redirect a portion of their salary 


to provide reimbursement  for 


dependent day care and 


Active conference-funded 


employees working at least 19 


hours per week.


Employee determined.  Payroll 


Deduction, before tax.  


Maximum pre-tax annual 


contributions are as follows:


Health Care                                               


$2,600


Day Care                                                     


$5,000


Annual balance carryover of up 


to $500 permitted IF the 


employee enrolls for the 


following benefit year.


Aflac


For questions please 


contact our Aflac 


Representative, Lori Dean.


She can be reached by 


phone at                        


(202) 494-9880.


Supplemental Life 


Insurance


ReliaStar Life Insurance 


Company (Voya Financial)


To provide optional 


supplemental death benefit to 


the beneficiaries of the 


employee, spouse and/or 


dependents.


Active conference-funded 


employees working at least 19 


hours per week


Optional amounts are employee determined.  


Payroll deduction.  See Voya Enrollment-at-a-


Glance document for assistance with 


calculating monthly premium based on 


amount of coverage elected.


* See ING Enrollment-at-a-


Glance document for 


information regarding 


Guaranteed Issue amounts 


and Evidence of Insurability.


Supplemental Insurance 


Policies


To provide benefits through 


personal, voluntary insurance 


policies for Cancer, Hospital 


Intensive Care, Voluntary 


Indemnity, Short-Term Disability 


and Accident


Active full-time conference-


funded employees can enroll 


after 90 days of continuous, 


active employment.


As determined by employee 


with an AFLAC representative


Employee determined.  Payroll Deduction, 


before or after tax - depending on employee 


election.


Child(ren) - Eligible for amounts 


from $1,000 to $25,000 in $1,000 


increments *


Various policies and coverage 


amounts available.  Contact our 


Aflac Representative for 


additional information.


Supplemental Personal 


Accident Insurance 


(AD&D)


ReliaStar Life Insurance 


Company (Voya Financial)


To provide optional 


supplemental benefit to the 


beneficiaries of the 


employee/spouse and 


dependents, in the event that 


death or dismemberment 


occurs.


Active conference-funded 


employees working at least 19 


hours per week


Optional amounts are employee determined.  


Payroll deduction.  See Voya Enrollment-at-a-


Glance document for assistance with 


calculating monthly premium based on 


amount of coverage elected.


This is a direct agreement 


between the employee and 


Aflac.  While the Conference 


facilitates the payroll 


deduction and transfer of 


premium amounts to Aflac, 


any correspondence 


regarding claims, claim 


payment, etc. should occur 


directly with Aflac.


Spouse/Child(ren) coverage 


is limited to 100% of the 


employee's amount of 


elected coverage


Spouse - Eligible for amounts 


from $10,000 to $500,000 in 


$10,000 increments.


EMPLOYEE ELECTED BENEFITS (Optional)
EMPLOYEE BENEFITS 


SUMMARY


Monthly Premium Deduction Coverage Amounts


Employee - Eligible for amounts 


from $10,000 to $750,000 in 


$10,000 increments *


As requested by employee and 


approved by Voya.


Spouse - Eligible for amounts 


from $10,000 to $250,000 in 


$10,000 increments *


Once enrolled, register to 


access your account 


information at 


www.takecarewageworks.c


om.  The call center for 


support with this site can be 


reached at 1-888-342-3532.


Pilot - Eligible for amounts from 


$25,000 to $125,000 in $25,000 


increments.


Additional amounts as 


requested by employee and 


approved by Voya.


Child(ren) - Eligible for amounts 


from $5,000 to $25,000 in $5,000 


increments.


Employee - Eligible for amounts 


from $10,000 to $500,000 in 


$10,000 increments


Enrollment for this benefit does 


not automatically carry over 


from one calendar year to the 


next.  New enrollment is 


required during Open 


Enrollment if you wish to 


continue this benefit next year
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Employee Form to Decline HCAP Coverage  
 


Health Care Assistance Plan for Employees of the Seventh-day Adventist Organizations of the 
North American Division Working in the United States  


 


 


I understand that I am an employee eligible to participate in the Health Care Assistance Plan for Employees of the Seventh-day 
Adventist Organizations of the North American Division Working in the United States (“Plan”). By signing this form, I hereby (1) decline 
coverage under the Plan; and (2) certify to my employer that I have health plan or health insurance coverage from another source, 
such as a health plan sponsored by the employer of my spouse or parent, or a federal plan, such as Medicare or Medicaid. I have 
attached proof of such other coverage to this Form. 


 


By declining coverage for myself as an employee, I understand that my spouse and dependent children (“Dependents”) are not eligible 
for coverage under the Plan. I understand that my ability to enroll myself and my Dependents in the Plan at a later date may be 
restricted to certain time periods, such as (1) an open enrollment period of my employer; and/or (2) the special enrollment periods 
described in the Plan.  


 


I also acknowledge, represent and agree that: 


1. since I am eligible for Plan coverage, my tax dependents and I will not qualify for any federal subsidy (premium tax credit) 
available for health insurance purchased at a Health Insurance Marketplace (for more information about the Health Insurance 
Marketplaces, visit www.healthcare.gov);  


2. I am signing this form voluntarily and I am not required by my employer or the Plan to sign this form; and  


3. I have not been given and will not be given any incentive, reward or consideration by my employer or the Plan for signing this 
form.   


 


 


 


 Signature:  _____________________________________ 


 Print Name:  _____________________________________ 


 Date:  _____________________________________ 


	  








PLEASE PRINT. All information is required or your enrollment cannot be processed.


Employer _______________________________________________________  Social Security Number 


Employee Name (First, Last) 


Date of Birth (MM-DD-YYYY)  Date Hired (MM-DD-YYYY) 


Home (Street) Address  APT. 


City   State  Zip 


Home Phone   Email  _______________________________________________________________


By enrolling in the plan you will receive a take care® Flex Benefits Card to pay for qualified plan expenses. If you would also like to receive a  
Card for your spouse or dependent (age 18 years or older) you may do so by logging into your account at www.takecareWageWorks.com.


Employer to complete or enrollment cannot be processed.


Plan year start (MM/DD/YY)  /  /   and end   /  / .  First payroll start date  /  / .


No. of Pays .  Dept. .


OPTION 1  Health Care Account
YES  I elect to contribute $  (before taxes) for the PLAN YEAR, which is $  per pay period to fund my account that pays 


qualified out-of-pocket healthcare expenses that are not covered by my employer’s health plan or any other health plan.
NO  I decline this option for this plan year and understand that I will lose all tax savings that I could receive as a participant.


OPTION 2  Dependent Care Account
 This pays for day care expenses for a dependent child, adult or elder, so that you may work. Eligible services include: nursery school, nanny, before 


and after school care through age 12, day care for a disabled adult or child, elder day care for parent or dependent, day camp through age 12.


YES  I elect to contribute $  (before taxes) for the Plan Year, which is $  per pay period to fund my account that pays 
qualified dependent daycare or elder care expenses.


NO  I decline this option for this plan year and understand that I will lose all tax savings that I could receive as a participant.


OPTION 3  Agreement to Save Taxes on Insurance Premiums


YES  On the appropriate benefit enrollment form, I have enrolled in certain employer-sponsored insurance benefits (i.e. health insurance). 
I understand that my share of the premium for these employee benefits will automatically be paid with pre-tax dollars. I also 
understand that if my required contributions for these insurance benefits are increased or decreased while this agreement is in 
effect, my taxable income will automatically be adjusted to reflect that change.


NO  I decline this option for this plan year and understand that I will lose all tax savings that I could receive as a participant.


OPTION 4  Additional Benefit (please insert description provided by your HR department, if applicable)


 ____________________________________________________________________________________________________________________


YES  I elect to contribute $  (before taxes) for the Plan Year, which is $  per pay period for funding reimbursement of 
this additional benefit outlined by my HR department.


NO  I decline this option for this plan year and understand that I will lose all tax savings that I could receive as a participant.


IMPORTANT: Please read the following before signing this enrollment form. My employer and I agree that my taxable income will be reduced each pay period during the year by an 
equal portion of the benefit elections set forth above and that qualified expenses will be paid on a tax-free basis. I understand that I may change my election in the event of certain 
changes in my status and that, prior to the first day of each plan year, I will be offered the opportunity to change my benefit election for the upcoming plan year. I acknowledge 
that I have received, read, and understand the Summary Plan Description. I understand that the take care® Card is available to pay only qualified expenses and that qualified 
expenses paid with the Card cannot be reimbursed by any other plan and that I will not seek reimbursement for expenses paid with the Card from any other source. I understand 
that when using the take care® Card I must keep all receipts and that, on occasion, I may be asked for documentation of charges made with my Card. I also understand that if a 
payment is made that is not for qualified expenses, I will repay my employer. For any expenses not repaid by me, I authorize my employer to deduct the amount from my paycheck 
(if permitted by state law).


Employee signature ________________________________________________________________ Date __________________________________


Return completed form to your employer.
© 2014 WageWorks, Inc. All rights reserved. 3593 (09/2014)
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2017 | EMPLOYEE HEALTHCARE 
OPTION ENROLLMENT APPLICATION


EMPLOYEE INSTRUCTIONS:
Complete the entire application except the employer section of this page. Return your completed application within five days to your employer. Benefits will be withheld until application is received.
Only add people you want to add to the plan


M F


DEPENDANT INFORMATION:


FIRST NAMERELATIONSHIP DEPENDANT’S  SSN#M.I. LAST NAME BIRTHDATE
OTHER INSURANCE


YES / NO PRIMARY / SECONDARY


SON DAUGHTER


SON DAUGHTER


SON DAUGHTER


SON DAUGHTER


YES NO


YES NO YES NO


PRIMARY SECONDARY


GROUP# DEPT#


EMPLOYER: EMPLOYEE’S E-MAIL ADDRESS:


FIRST NAME: LAST NAME:M.I.


DEPARTMENT:


ADDRESS 1:


WORK PHONE:ADDRESS 2:


HOME PHONE:CITY: STATE: ZIP CODE:


SEX:


HIRE DATE: EFFECTIVE DATE:


PREVIOUS EMPLOYER:


 FIRST NAME: M.I. LAST NAME:


BIRTHDATE: SSN# EMPLOYED: SPOUSE EMPLOYER:


SPOUSE EMPLOYER PHONE#OTHER INSURANCE: DEPENDANTS COVERED?


NAME OF INSURANCE: POLICY HOLDER ID #: EFFECTIVE DATE:


THIS OTHER INSURANCE IS:


(MM/DD/YYYY)


(MM/DD/YYYY)


(MM/DD/YYYY)


(Form Date: 08/28/2016) Administered by Adventist Risk Management®, Inc.


Healthcare


EMPLOYEE AUTHORIZATION AND CERTIFICATION
I authorize all providers of health care to furnish all records pertaining to medical history, services and rendered treatment given as pertains to evaluation of 
enrollment application and/or claims. This authorization will become effective immediately and will remain in effect as long as necessary to enable Adventist 
Risk Management Inc to process the application and/or claims.


I agree to notify my employer of any changes in family status or eligibility of family members. Failure to notify my employer of any status changes will authorize my 
employer to ask Adventist Risk Management Inc to deny payments of future claims and ask for collection of past paid claims for ineligible spouse or dependents.


I certify that all of the above information is complete and correct.


EMPLOYEE SIGNATURE: DATE (MM/DD/YYYY):


PLAN COVERS


EMPLOYEE ONLY EMPLOYEE & CHILD (REN)


EMPLOYEE + SPOUSE FAMILY


You must check one Plan Option; FAILURE TO SELECT WILL RESULT IN CONTINUATION IN YOUR CURRENT PLAN


LEGACY STANDARD


MY HEALTH PLAN BENEFIT ELECTION PLAN COVERAGE SELECTION


E-MAIL ADDRESS:


(MM/DD/YYYY) (MM/DD/YYYY)


SSN# MARRIEDSINGLEM F
(MM/DD/YYYY)


SEX: BIRTHDATE: MARITAL STATUS:


SPOUSE INFORMATION:


EMPLOYEE INFORMATION:







2017 | EMPLOYEE HEALTH CARE
 OPTION ENROLLMENT APPLICATION


(Form Date: 08/28/2016) Administered by Adventist Risk Management®, Inc.


NAME


EMPLOYEE:


SPOUSE:


DEPENDANT CHILD #1:


DEPENDANT CHILD #2:


DEPENDANT CHILD #3:


DEPENDANT CHILD #4:


EFFECTIVE DATE Use (P) for PRIMARY and (S) for SECONDARY
MEDICAL DENTAL VISION RX


RECEIVED ON:


EMPLOYER SECTION FOR INTERNAL USE AND DOCUMENTATION:


FOR OFFICE USE ONLY
OF


FI
CE


 U
SE


 O
NL


Y


OF
FI


CE
 U


SE
 O


NL
Y


(MM/DD/YYYY)


COMMENTS:


EMPLOYER SIGNATURE*: DATE (MM/DD/YYYY):


COVERAGE CODE:SIGNATORY’S NAME:


SIGNATORY’S TITLE:



mailto:HEALTHCAREELIGIBILITY%40adventistrisk.org?subject=Employee%20Health%20Care%20Enrollment%20Application
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SUMMARY PLAN INFORMATION 
COMPARISON OF PLAN BENEFITS


Healthcare


Healthcare Assistance Plan


2017 PLAN YEAR


N O R T H  A M E R I C A N  D I V I S I O N 
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North American Division Health Care Assistance Plan Members
With your North American Division Health Care Assistance Plan (NAD HCAP) benefit ID card, you have access to two Preferred Pro-
vider Organizations for your health care needs.  They are the Aetna Signature Administrators Preferred Provider Organization (PPO) 
for both medical and dental care; and Express Scripts for prescription benefits.  In addition, you have access to vision care services 
with no PPO requirement.


Enrollment Guidelines


Eligible Family Members
Family members who may also take advantage of the health plan benefits through the NAD HCAP include:


• Your non-working spouse.  If your spouse is employed, additional eligibility rules established by your employer may exist.
Verify these details with your Human Resources office.


• Children up to age 26 (regardless of their student status, marital status, employment status, or if they are claimed as a
dependent for income tax purposes)


• Children of any age if your unmarried adult child was disabled before age 26, and the disabled status is current and on-
going.


When Coverage Begins
If you are electing benefits during Annual Open Enrollment, your benefit elections will become effective January 1, 2017.  If you 
are a new employee or newly benefit-eligible, your benefits will be effective at the end of your waiting period or elimination pe-
riod.  If your employer does not have a waiting period, you may be benefit-eligible effective on your date of hire.  You will need 
to confirm these details with your Human Resources office.


Payroll deductions for Plan participation and coverage tiers are determined by your employer.


Coverage Tier
Based on family status and qualifying dependents you may choose from one of the following coverage tiers:


• Employee Only – you only with no other covered family members
• Employee + Spouse –  you and your spouse
• Employee + Child/ren –  you and your child or children
• Family – You, a spouse and at least one child


Making Benefit Elections
Annual Open Enrollment gives you opportunity to make changes to your benefit elections for your health plan coverage which 
includes medical, dental, vision, and prescription benefits.  After your enrollment deadline has passed, you can change your cov-
erage tier (Employee Only, Employee + Spouse, Employee + Children, Family) during the year only if you experience an IRS-qual-
ifying life status change, such as marriage, divorce, birth, adoption, death of a spouse or child, change in employment status 
or changes in availability of other coverage (such as losing coverage under a spouse’s plan).  Within 30 days of any one of these 
instances you may add or delete a family member from your benefit coverage.  For instance, having a baby will allow you to add 
your newborn to your health plan, and as such may change your family tier from “Employee + Spouse” to “Family”.  


Without a documented qualifying disability status, your child will be terminated on his/her 26th birthday with no election change 
required by you even though this could potentially change your coverage tier from “Family” to “Employee + Child” or “Employee + 
Spouse” for example.  


For new employees, your enrollment period is the 30-day period after your date-of-hire.  Your benefit election option will be the 
“Legacy Plan” or the “Standard Plan”.  Benefit categories cannot be mixed between these two Plan options.  In other words, you 
cannot enroll in the “Legacy” medical plan, but the “Standard” dental plan. 
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Added Family Member Verification
If you enroll a new family member in your health plan benefits, you may be required to provide documentation to your employ-
er for confirmation of the individual’s eligibility.  If you do not provide requested documentation such as marriage license, birth 
certificate, loss of other coverage verification, etc., your family member may lose coverage. 


If your spouse or dependent child also works for an employer covered by the North American Division Health Care Assistance Plan 
(NAD HCAP), and they qualify for health plan benefits as an employee, they must generally enroll in the health care plan through 
their own employer.  Your spouse and/or child cannot be covered as both an employee and as a dependent.  If your employer 
permits secondary coverage and your child is covered under both your plan and your spouse’s plan (non-NAD HCAP plan), the 
birthday rule will determine which plan is primary and which plan is secondary.  This rule is only engaged if the child is covered 
under both plans. The parent whose birthday is first in the year (month and day) will be primary.


Health Plan Provider Networks and Benefits
You will have a single member benefit ID card that will serve as access to medical, dental, vision and prescription services as well 
as Member Services.  The following networks and benefits are available to you through this health plan.


Aetna Signature Administrators - Medical and Dental Provider Network
With your health plan member ID card, you have access to doctors and hospitals almost anywhere. The Aetna network gives 
you the peace of mind that you will always have the care you need whether at home or when traveling.  As long as you access a 
provider participating in the Aetna PPO network, your services will be processed as “in-network” and apply to your “in-network” 
deductible and out-of-pocket maximum responsibility.  You will be responsible for copays at the time of service; typically you will 
pay your deductible and/or coinsurance portion after the Plan has paid its portion. 


Express Scripts – Prescription Benefit Manager
You have both a retail and mail-order benefit available with their respective copay responsibilities and expectations. There is also an 
established maximum out-of-pocket responsibility. Each copayment you make accrues toward this out-of-pocket responsibility.


Plan Benefits Not Requiring Network Participation
Vision services do not require the use of network providers. You will receive your vision services, pay, and submit receipts for reim-
bursement. With complete documentation, the reimbursement process is less than two weeks.


Member Services
HealthSCOPE Benefits is the Plan’s chosen third party administrator for claims adjudication and member services for all plan bene-
fits except prescription. Express Scripts continues to be the Plan’s prescription benefit manager and customer service.


Emergency Care
In case of an emergency, go directly to the nearest hospital.


If your emergency room visit results in admission, the hospital should call the pre-certification phone line and register the admission 
and complete the pre-certification documentation requirements.  If the admission is in an out-of-network facility, the pre-certification 
staff will determine if you should be transferred to an in-network facility or continue your treatment in the admitting facility.  


Routine or Non-Emergent Care


• Always carry your member ID card for easy reference and access to service.


• To find names and addresses of nearby doctors and hospitals, visit the Aetna Signature Administrator’s on-line Provider
Directory at https://www.aetna.com/asa. During business hours, your Member Services office can be reached at
1-888-276-4SDA.


• To ensure best use of your health plan benefits, ensure you access care within the Aetna Signature Administrator Preferred
Provider network.
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• While pre-certification requirements are usually completed by the provider, to eliminate potential financial penalty for
non-pre-certification, it is member responsibility to ensure this has been done. The pre-certification phone number is on
the back of your benefit card.


• When you arrive at the doctor’s office or hospital, present your member ID card.


• After you receive care, you should not have to complete claim forms or have to pay up front for medical services other than
the usual out-of-pocket expense.  HealthSCOPE Benefits will send you a monthly statement of all services processed and
paid to-date.  For any services denied, you will receive a separate Explanation of Benefits (EOB).  These same services will
also be included on your monthly summary statement.


International Coverage
Your health care plan provides for emergency services outside the United States.  You should always carry your member ID card 
when you travel outside the United States. Follow the same process as if you were in the U.S., and as needed, call your Member 
Services phone number (888) 276-4732.  HealthSCOPE Benefits will coordinate care and billing concerns for needed emergency 
services while out of the country including medical assistance services, locating a doctor, hospital and other health care profes-
sionals around the world.


Remember, international benefit coverage is only for emergency services while out of the country.  The health Plan does not cover 
repatriation or transportation back to the United States. When traveling abroad, you may want to consider purchasing short-term-
travel insurance which covers repatriation among other things such as lost personal effects and baggage, trip cancellation and 
interruption benefits.


Health Plan Online Services
At http://www.adventistrisk.org/employee-benefits/healthcare-benefits/heathcare-plan-info members of the NAD HCAP have access to 
their health plan benefit information as well as other health related information.


• Review your explanation of benefits
• Find information about covered healthcare services
• Request a new or replacement member ID card
• Search for providers
• Register and report points to the plan’s wellness incentive program.


For access to your prescription benefits, to review medication options or to enroll in the mail-order program, access Express 
Scripts at  http://www.express-scripts.com/.
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MAJOR MEDICAL BENEFITS MEMBER RESPONSIBILITY
LEGACY PLAN STANDARD PLAN


Medical In-Ntwk Out-of-Ntwk In-Ntwk Out-of-Ntwk
Preventive Services


• Age, gender and frequency criteria
• Adult physical/immunizations
• Well child visits/immunizations
• Screenings


0 40% 0 50%


Co-Insurance (after deductible)
Out-of-Pocket Maximums


Individual
Family


20%


$2,500
$5,000


40%


$4,750
$9,500


20%


$5,000
$10,000


50%


$10,000
$20,000


Office Visit (copays)
• Applies to office visit charge only
• Does not apply to Plan Year deductible
• Copay does not apply to out-of-pocket 


maximum
• All other services apply to deductible and 


coinsurance


$25 $40 $50 $80


Plan Year Deductible
Individual
Family


$300
$600


$400
$800


$600
$1,200


$2,500
$5,000


Outpatient Services
• Apply to Plan Year deductible and 


coinsurance
• Pre-certification may be required


20% 40% 20% 50%


Diagnostic Services
Advanced imaging (e.g., PET, MRI, CT)
Other imaging (e.g., x-ray, sonogram
Lab and other services


20% 40% 20% 50%


Office / Ambulatory Surgical Procedures
• Pre-certification required to receive full 


Plan benefits 
• Applies to Plan Year deductible and coin-


surance


20% 40% 20% 50%


Urgent Care Centers
• May be paid as an office visit or as an 


emergency room visit according to 
provider contract


• Facility fees for office visits are not paid


$25 or $100
+ 20%


$40 or $100
+ 40%


$50 or $200
+20%


$80 or $200
+50%


Emergency Room
May have both a copay and coinsurance com-
ponent


• Copay for base ER visit
• Other charges apply to deductible and 


coinsurance
• Copayment waived if admitted


$100 + 20% $100 + 20% $200 + 20% $200 + 20%
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MAJOR MEDICAL BENEFITS MEMBER RESPONSIBILITY
LEGACY PLAN STANDARD PLAN


Medical In-Ntwk Out-of-Ntwk In-Ntwk Out-of-Ntwk
Hospitalization
In-Patient


• Applies to Plan Year deductible and 
coinsurance


• Requires pre-certification


Skilled Nursing Facility Medical Rehabilitation 
Coverage


• Requires pre-certification
• 120 day Plan Year limit
•  Applies to Plan Year deductible and 


coinsurance


20%


20%


40%


40%


20%


20%


50%


50%


Durable Medical Equipment
• $8,000 maximum payment per Plan Year
• Purchases may require pre-certification
• All rentals require pre-certification
• Applies to Plan Year deductible and coin-


surance


20% 40% 20% 50%


Mental Health Outpatient Services / 
Partial Hospitalization


May have both an office visit and a coinsurance 
component


• All other charges apply to deductible and 
coinsurance 


• Services may require pre-certification 


$25


20%


$40


40%


$50


20%


$80


50%


Mental Health Inpatient Services
• Pre-certification required to receive full 


Plan benefits 
• Applies to Plan Year deductible and coinsur-


ance


20% 40% 20% 50%


Substance Abuse/Chemical Dependency
Outpatient/Partial Facility Visits


May have both an office visit and a coinsurance 
component


• All other charges apply to deductible and 
coinsurance


• Services may require pre-certification 


$25
20%


$40
40%


$50
20%


$80
50%


Substance Abuse/Chemical 
Dependency Inpatient Treatment


• Pre-certification required to receive full 
Plan benefits 


• Applies to Plan Year deductible  and 
coinsurance


20% 40% 20% 50%


Hearing Care
Professional Testing/Screening


• Applies to Plan Year deductible and 
coinsurance


20% 40% 20% 50%


Home Health Care
• Maximum of 120 visits per Plan Year
• Pre-certification required to receive full 


Plan benefits
• Applies to Plan Year deductible and 


coinsurance 


20% 40% 20% 50%
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MAJOR MEDICAL BENEFITS MEMBER RESPONSIBILITY
LEGACY PLAN STANDARD PLAN


Medical In-Ntwk Out-of-Ntwk In-Ntwk Out-of-Ntwk
Hospice Care


• Paid at 100% of allowable charges
• Pre-certification required to receive full 


Plan benefits


0 0 0 0


Infertility Treatment
• Lifetime maximum benefit $16,000
• Does not apply to Plan Year deductible or 


coinsurance


25% 25% 50% 50%


Organ/Tissue Transplants
• Pre-certification required 
• Applies to Plan Year deductible and coin-


surance


20% 40% 20% 50%


Vision Therapy
• Lifetime maximum of 8 visits
• Pre-certification required 
• Applies to Plan Year deductible and 


coinsurance


20% 40% 20% 50%


Therapeutic Services
Physical Therapy, Occupational Therapy, 
Speech Therapy 
• Bundled benefit with a collective limit of 


90; no single therapeutic category to 
exceed 60 visits per Plan year 


• Applies to Plan Year deductible and coinsurance 
• Pre-certification required  


20% 40% 20% 50%


While categorized as medical benefits, the following services do not require PPO Network utilization


Hearing Aids
• Plan Year maximum payable benefit of 


$3,200
• Does not apply to Plan Year deductible
• Does not apply to coinsurance


20% 20%


Refractive Eye Surgery
• Lifetime maximum payable benefit of 


$2,400


20% 50%


Alternative Therapies
Bundled benefit with a collective limit of 45 
alternative therapy visits per Plan Year; no 
single therapy category to exceed 30 visits 
per Plan Year. 


Chiropractic Services
• Visit limits apply
• Limited to spinal manipulation 
• One annual office visit and x-ray
• Must be age 11 or older


Acupuncture Therapy
• Visit limits apply
• Must be age 18 or older


Massage Therapy
• Visit limits apply
• Must be age 18 or older


20%


50%


50%


50%


Not Covered


Not Covered
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MEMBER RESPONSIBILITY
LEGACY PLAN STANDARD PLAN


DENTAL In-Ntwk Out-of-Ntwk In-Ntwk Out-of-Ntwk
Plan Year Deductible


Individual
Family


$100
$300


$150
$450


$250
$750


$500
$1,500


Co-Insurance (after deductible) 20% 25% 20% 50%


Maximum Payable Benefit Per Plan Year
Individual
Family


$2,500
$7,500


$1,250
$3,750


Dental Care
Preventive Care


• Paid at 100%
• Does not apply to Plan Year Deductible
• Does apply to Plan Year maximum


payable benefit
Restorative Care


• Applies to Dental Plan Year deductible
• Usual, Reasonable and Customary (U&C) 


applies
• Pre-determination may be required


$0


20%


$0


25%


$0


20%


$0


50%


Orthodontic Care
• Paid at 50% of allowable  charges 
• $2,300 maximum lifetime payable 
• Eligible up to age 24 (through age 23)


50% 50%


MEMBER RESPONSIBILITY
LEGACY PLAN STANDARD PLAN


VISION In-Ntwk Out-of-Ntwk In-Ntwk Out-of-Ntwk
Vision Care


Plan Paid Maximum
Member Responsibility


• All charges in excess of Plan Year benefit 
limit


• Does not apply to Plan Year deductible
• Does not apply to Plan Year coinsurance


$450
20%


$225
20%
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MEMBER RESPONSIBILITY
LEGACY PLAN STANDARD PLAN


PRESCRIPTION
Out-of-Pocket Maximums


Individual
Family


$750
$1,500


$2,500
$5,000


Clients with flat-dollar copayments at both retail and mail
Retail – 30-day supply


Generic
Brand (Preferred)
Non-Formulary (Non-Preferred)


Mail Order – 90-day Supply
Generic
Brand (Preferred)
Non-Formulary (Non-Preferred)


$10
$20
$40


$20
$40
$80


$10
$50


$100


$20
$100
$200


Clients with percentage of cost at retail and flat dollar copay at mail
Retail – 30-day supply


Generic
Brand (Preferred)
Non-Formulary (Non-Preferred)


Mail Order – 90-day Supply
Generic
Brand (Preferred)
Non-Formulary (Non-Preferred)


20%
20%
20%


$20
$40
$80


20%
20%
20%


$20
$100
$200


NOTE: At retail, your employer may utilize a percentage of cost or a copayment as member responsibility. 
Mail order is always a copayment. 


• Copayments apply to the prescription benefit out-of-pocket maximums.
• Penalties for non-compliance do not apply toward Plan Year out-of-pocket maximums.
• Preventive Care prescriptions paid by Plan at 100% (and Members pay $0) 


IMPORTANT NOTICE CONCERNING NON-PARTICIPATING BENEFITS


If you reside in a PPO area, but you elect not to participate in the participating provider program, your covered benefits will 
be reduced in four major ways:


1. Difference in deductible from In-Network benefits to Out-of-Network benefits
2. Difference in out-of-pocket maximum paid from In-Network benefits to Out-of-Network benefits
3. Charges in excess of Usual and Customary
4. Difference in Copay from In-Network benefits to Out-of-Network benefits


NOTE: The Out-of-Network deductible and coinsurance responsibilities are in addition to or separate from the In-Network 
deductible and coinsurance responsibilities. If you utilize a combination of in-network and out-of-network providers, your 
member responsibility could be as high as both in-network and out-of-network responsibilities combined.
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PREVENTIVE CARE SERVICES - MEDICAL
The Plan pays benefits for Preventive Care Services as required by health care reform.  These Preventive Care Services are summarized in this Section.  
Benefits will be covered under this Preventive Care Services benefit, not any other benefit, if services are in accordance with age limits and frequency 
guidelines according to, and as recommended by, the United States Preventive Service Task Force, the Health Resources and Services Administration, 
or by the Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention (CDC).  In the event any of these bodies 
adopts a new or revised recommendation, this Plan has up to one year before coverage of the related services must be available and effective under 
this benefit.


 If you utilize an in-network Provider for Preventive Care Services, the Plan pays 100% of the cost of these Covered Services, without co-payments, and 
the Plan deductibles do not apply.  Preventive Care Services performed by an out-of-network provider will not qualify at the 100% benefit rate, but may 
be eligible for consideration at the out-of-network rate of 60% of Usual and Customary.


Preventive Care services are generally performed to prevent disease or to catch the early warning signs of health problems.  Preventive Care Services 
are only covered if you have no symptoms of disease.  You are not eligible for these benefits if you are receiving medical services to treat an illness or 
injury, although you are eligible for benefits for services to treat an illness or injury under other provisions of the Plan.  If during a preventive screening 
examination and/or service, a condition is discovered and treatment is rendered during that visit, the transition from ‘preventive’ status to ‘treatment’ 
status may cause the claim to be processed with applicable deductible and out-of-pocket responsibility.


The appropriateness of Preventive Care covered Services and are reviewed and periodically may change the frequency or type of Preventive Care 
Services. The Plan will provide notice of any such changes by amendment to the Plan.


This only describes the Preventive Care Services for which benefits are paid by the Plan.  The Plan does not provide medical advice and is not to be 
considered a substitute for the medical judgment of your attending physician or other health care provider.  Even though the Plan covers a test or 
an immunization, your physician may recommend that you do not undertake the test or immunization, and may recommend that you have tests or 
immunizations not covered by the Plan.  In all instances, the final and ultimate decisions concerning the appropriate and desired immunizations, tests, 
and other preventive care measures and medical treatments are up to you and the physician or other professional providing your treatment.


1. Pediatric Preventive Care Covered Services
The Plan pays benefits for the following Pediatric Preventive Care Covered Services:


A. Physical Examination, Routine History, Routine Diagnostic Tests.  Benefits for well baby care, which generally includes a medical history, 
height and weight measurement, physical examination and counseling, are limited to Members who are less than eighteen (18) years of 
age in accordance with the schedule shown below.  When a range is given (i.e. 2-3 months), the dash indicates that benefits are provided 
for one service from two (2) months through three (3) months of age.


Twenty-four (24) examinations up to age seventeen (17) – according to each of the following age groupings:


• Eight (8) exams between the ages of 0-24 months, consisting of one (1) exam within each of the following age ranges:
00-01 months 09-11 months
02-03 months 12-14 months
04-05 months 15-17 months
06-08 months 18-24 months


• One (1) exam every calendar year between three (3) and seventeen (17) years of age


B. Blood Lead Screening. This blood test detects elevated lead levels in the blood.
Children participating in the Plan are covered for:


• One (1) test between 9-12 months of age
• One (1) test at twenty-four (24) months of age


C. Hemoglobin/Hematocrit. This blood test measures the size, shape, number and content of red blood cells. 
Children participating in the Plan are covered for:


• One (1) test between 0-12 months of age
• One (1) test between one (1) and four (4) years of age
• One (1) test between five (5) and twelve (12) years of age
• One (1) test between thirteen (13) and seventeen (17) years of age


D. Rubella Titer Test.  The rubella titer blood test checks for the presence of rubella antibodies.  If no antibodies are present, your physician may 
recommend that a rubella immunization should be given.  The rubella titer blood test may be recommended by your physician if there is 
uncertainty whether the child has ever been immunized.  Children participating in the Plan are covered for one (1) test and immunization 
between eleven (11) and seventeen (17) years of age.
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E. Urinalysis.  This test detects numerous abnormalities.  Children are covered for:
• One (1) test every 365 days between 0-24 months of age
• One (1) test every calendar year between two (2) and seventeen (17) years of age


2. Pediatric Immunizations Preventive Care Covered Services


Benefits will be provided for those pediatric immunizations, including the immunizing agents, which conform to the Standards of the Advisory 
Committee on Immunization Practices of the Center for Disease Control, U.S. Department of Health and Human Services (HHS). Benefits are limited to 
Covered Persons under twenty-one (21) years of age.


3. Adult Preventive Care Covered Services (18 Years or Older)


A. Physical Examination, Routine History.  The Plan provides benefits for well-person physical examination and counseling for Members 
eighteen (18) years of age or older in accordance with the following schedule:


• One (1) examination every calendar year at eighteen (18), nineteen (19), twenty (20), and twenty-one (21) years of age
• One (1) examination every three (3) calendar years between twenty-two (22) and thirty-nine (39) years of age
• One (1) examination every calendar year, beginning at forty (40) years of age


B. Adult Immunization.  Benefits will be provided for those adult immunizations, including the immunizing agents, which conform to the 
Standards of the Advisory Committee on Immunization Practices of the Center for Disease Control, US Department Health and 
Human Services (HHS). Benefits are limited to covered persons age 18 and over. Please contact Member Services to determine if a 
particular immunization is covered.


C. Blood Cholesterol Test.  High blood cholesterol is one of the risk factors for coronary artery disease.  The Plan provides benefits for a blood 
test measuring the total serum cholesterol level in accordance with the following schedule


• One (1) test every four (4) calendar years between eighteen (18) and thirty-nine (39) years of age
• One (1) test every calendar year, beginning at forty (40) years of age


D. Complete Blood Count (CBC).  The Plan provides benefits for this blood test which checks the red and white blood cell levels, hemoglobin 
and hematocrit as follows:


• One (1) test every calendar year at eighteen (18), nineteen (19), twenty (20), and twenty-one years of age
• One (1) test every three (3) calendar years between twenty-two (22) and thirty-nine (39) years of age
• One (1) test every calendar year, beginning at forty (40) years of age


E. Fecal Occult Blood Test.  The Plan provides benefits for this test checking the presence of blood in the feces, which is an early indicator of 
colorectal cancer as follows:


• One (1) test every calendar year beginning at fifty (50) years of age


F. Flexible Sigmoidoscopy.  The Plan provides benefits for this test, which is conducted to detect possible colorectal cancer by use of a flexible 
fiber optic sigmoidscope, as follows:


• One (1) test every three (3) calendar years, beginning at fifty (50) years of age


G. Prostate Specific Antigen (PSA).  The Plan provides benefits for this blood test which may be used to detect tumors of the prostate, as follows:
• One (1) test every calendar year for men, beginning at fifty (50) years of age


H. Routine Colonoscopy.  The Plan provides benefits for this test used to detect colorectal cancer by use of a flexible fiber optic colonoscope, as follows:
• One (1) test every ten (10) calendar years, beginning at fifty (50) years of age


I. Thyroid Function Test.  The Plan pays benefits for this test to detect hyperthyroidism and hypothyroidism, as follows:
• One (1) series of test every calendar year, beginning at eighteen (18) years of age


J. Urinalysis.  The Plan pays benefits for this test to detect numerous abnormalities, as follows:
• One (1) test every calendar year, beginning at eighteen (18) years of age


K. Fasting Blood Glucose Test.  The Plan pays benefits for this test used for detection for diabetes, as follows:
• One (1) test every three (3) years beginning at forty-five (45) years if age


L. Abdominal Aortic Aneurysm screening.  The Plan pays benefits for one (1) screening per lifetime for men only (this screening is not 
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recommended by HHS for women).  Your physician may recommend this screening for men with a smoking history.
• One (1) ultrasound between sixty-five (65) and seventy-five (75) years of age


M. HIV Tests.  The Plan pays benefits for test to determine if the patient has HIV.


4. Routine Gynecological Examination, Pap Smear, Sterilization, HPV DNA Testing


Benefits are provided for women covered by the Plan who are eighteen years of age or older for one (1) routine gynecological examination each 
calendar year, including a pelvic examination and clinical breast examination; and routine Pap smears in accordance with the recommendation of 
the American College of Obstetricians and Gynecologists.  Benefits are provided for sterilization procedures for women.  For women 30 years or older, 
benefits are provided for human papillomavirus (HPV) DNA testing.


5. Mammograms


Benefits are provided for women covered by the Plan who are eighteen (18) years of age or older, coverage for screening and diagnostic mammo-
grams.  Benefits for mammography are payable only if performed by a qualified mammography service provider who is properly certified by the 
appropriate state or federal agency in accordance with the Mammography Quality Assurance Act of 1992.


6. Breastfeeding support, supplies and counseling


Benefits are provided for support, supplies and counseling for women who are breastfeeding.


7. Osteoporosis Screening (Bone Mineral Density Testing or BMBT)


Benefits are provided for Bone Mineral Density Testing using a U.S. Food and Drug Administration approved method.  This test determines the amount 
of mineral in a specific area of the bone.  It is used to measure bone strength, which is the aggregate of bone density and bone quality.  Bone qual-
ity refers to architecture, turnover and mineralization of bone.  The BMDT must be prescribed by a Covered Provider legally authorized under law to 
prescribe such a test.


One (1) screening test every two calendar years beginning at age 65


8. Additional Immunizations for High Risk Members


If you are considered to be in a “high risk” population, benefits may be provided for certain immunizations not otherwise covered by the Plan.


PREVENTIVE CARE SERVICES – PRESCRIPTION


The Plan pays benefits for Preventive Care Prescriptions as required by health care reform.  These Prescriptions are summarized below.  The Plan pays 
100% of the cost of these Covered Services, without co-payments, and the Plan deductibles do not apply.  The following list of preventive medications 
shall be used as a guide and should not be considered a comprehensive listing of medications available or covered without cost-sharing.  Coverage 
of any of the listed medications (including all over-the-counter medications) requires a prescription from a licensed health care provider and must be 
filled at a participating network pharmacy.  Additional plan requirements may apply (i.e., pre-auth, home delivery).
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Drug or Drug Category


1. Aspirin
Aspirin 81 MG and 325 MG


a. Men ages 45 to 79 years who are at increased risk of cardiovascular event
b. Women ages 55 to 79 years who are at increased risk of cardiovascular event 
c. Women of childbearing years who are at increased risk of preeclamplsia


2. Bowel Prep Agents 
Bisacodyl, Magnesium Citrate, Milk of Magnesia, PEG 3350-Electrolyte


a. Men and women ages >49 and <76 years of age
b. Fill Limit:  2 prescriptions per 365 days


3. Female Contraception Methods – all FDA-approved methods of contraception for women; hormonal, barrier, emergency, and implanted 
devices including over-the-counter contraceptive methods, oral contraceptives, and contraceptive devices


Women up to age 50 years


4. Folic Acid
Folic acid tablet 0.4 MG and 0.8 MG; prenatal vitamins with folic acid; multivitamins with folic acid


Women through age 50 years


5. Iron Supplements
Iron (various strengths) drops, liquid, suspension, granules; chewable 0.25 MG and 0.5 MG; drops 0.25 MG and 0.5MG; suspension


Children ages 6 to 12 months who are at risk for iron deficiency anemia


6. Oral Fluoride
Fluoride chewable tablet 0.25 MG and 0.5 MG; Fluoride drops 0.125 MG, 0.25 MG and 0.5 MG


Children older than 6 months of age through age 5


7. Smoking Cessation
Bupropion SR 150 MG; Chantix; Nicotine gum, lozenge, and patch (OTC products only)


Men and women ages > 18 who use tobacco products


8. Vitamin D
Vitamin D 1,000 units or less per dose u nit; calcium with vitamin D


Men and women ages >65 who are at risk of falls


9. Breast Cancer Primary Prevention
Tamoxifen, raloxifene, and Soltamox (Tamoxifen liquid)


When prescribed for use in primary prevention of invasive breast cancer in women at high risk.












 
 


Health Care Flexible Spending Accounts 
 


Flexible Spending Accounts (FSA) allows you to set aside up to $2600 pre-tax dollars at the beginning of the 
year for out of pocket medical expenses that will be incurred.  There are two components of this option that are 
significant - everyone has out of pocket medical expenses AND the pre-tax elections will add to your savings. 
Some eligible expenses are the following: 
 


 Co-pays for medical visits (range $25-$50 per visit) 


 Healthcare deductibles 


 Prescriptions  


 Out of pocket dental expenses 


 Vision care-including laser vision correction 


 Physical therapy, chiropractic care, acupuncture 


 For a list of eligible Health Care expenses go to: 
https://www.wageworks.com/employees/support-center/healthcare-fsa-eligible-expenses-table 
 


How Health Care FSA Works 
 


Simply use your take care by WageWorks Visa debit card to pay for eligible medical expenses. In some cases 
receipt copies are not requested BUT always keep your receipts in the event the claims department needs 
additional documentation. 
 
Claims can be processed up to 90 days after the plan year ends for the previous year’s expenses.  Remember, 
the expense must be incurred during the plan year (01/01/2017-12/31/2017). 
 
The “Use It or Lose It” era has ended!!!! If at the end of the plan year all medical FSA expenses have not been 
used AND you submitted a new FSA Enrollment form during Open Enrollment, you can rollover up to $500 into 
the next plan year. 


 


Dependent Day Care/Elder Care Flexible Spending Accounts 
 


Dependent Day Care lets you set aside up to $5000 pre-tax annually for childcare/eldercare expenses.  These 
expenses include babysitting or au pair services, before/after school programs, elder day care and summer 
camps.  For a list of eligible Day Care expenses go to: https://www.wageworks.com/employees/support-
center/dcfsa-eligible-expenses-table.  Day Care expenses are reimbursed using the take care by WageWorks 
Dependent Care claim form. 
 


FSA Tax Savings Examples 
 
$2500  annual election   $1500 annual election   $1000 annual election 
    25% taxes (20-40%typical)       25% taxes(20-40% typical)      25% taxes 
$625  tax savings    $375 tax savings   $250 tax savings 
 
 
 
 


How to Enroll/Deadlines 
 


In order to take advantage of this benefit you must submit your enrollment form within 30 days of your hire date 
or benefit eligibility date. 


 



https://www.wageworks.com/employees/support-center/healthcare-fsa-eligible-expenses-table

https://www.wageworks.com/employees/support-center/dcfsa-eligible-expenses-table

https://www.wageworks.com/employees/support-center/dcfsa-eligible-expenses-table






1 Access to the website may be limited or unavailable during periods of peak demand, market volatility, systems upgrades/maintenance or other reasons.


2 The account owner is responsible for keeping their PIN/Password confidential. Please contact Client Services immediately if you suspect any unauthorized use.


Core securities, when offered, are offered through GWFS Equities, Inc. and/or other broker dealers.  


GWFS Equities, Inc., Member FINRA/SIPC, is a wholly owned subsidiary of Great-West Life & Annuity Insurance Company. 


Empower Retirement refers to the products and services offered in the retirement markets by Great-West Life & Annuity Insurance Company (GWL&A), Corporate Headquarters: Greenwood Village, CO; 
Great-West Life & Annuity Insurance Company of New York, Home Office: White Plains, NY; and their subsidiaries and affiliates. The trademarks, logos, service marks, and design elements used are owned 
by their respective owners and are used by permission. ©2015 Great-West Life & Annuity Insurance Company. All rights reserved. Form# F3034 (07/2015) PT237974


Unless otherwise noted: Not a Deposit | Not FDIC Insured | Not Bank Guaranteed | Funds May Lose Value | Not Insured by Any Federal Government Agency 


Your Plan website makes it easy to manage your account and 


learn about saving and investing. To access your account 


online for the first time, follow these steps.


STEP 1: Visit www.empower-retirement.com/participant  


and select REGISTER from the Login box.1 


STEP 2:


If you know your PIN2 


 » Choose I have a PIN.


 » Enter your Social Security number and PIN and click 


CONTINUE.


 » Provide your contact information and create a username 


and password. Click REGISTER.


If you don’t know your PIN 


 » Choose I do not have a PIN.


 » Complete the requested personal information and  


click CONTINUE.


 » Provide your contact information and create a username 


and password. Click REGISTER.


Future logins
For future visits to the website, enter your username and 


password and select SIGN IN. You will be asked to confirm 


your identity by requesting that a verification code be sent 


to you via email, text or phone call. Choose your preferred 


delivery method and click CONTINUE. 


Once you receive the verification code, enter it on the website. 


You may skip the verification code process in the future by 


checking the Remember this device box. Otherwise, you will go 


through the verification code process anytime you log in from a 


device or browser that is not recognized. Click SIGN IN. 


If you experience any problems while registering your 


account, please select the Contact Us link at the bottom of 


the page.


on lin e  account  registration





