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Wellmark Blue HMO

HACAP is proud to offer you a choice between four different medical plans. 

Coverage under all plans includes comprehensive medical care and 

prescription drug coverage. The plans also offer many resources and tools to 

help you maintain a healthy lifestyle. Below is a brief description of each plan.

The Wellmark Blue HMO Plan is a Health Maintenance Organization, or an 

HMO for short. With this plan, an entire network of health care providers 

agrees to offer you its services. You will have to select a primary care provider 

(PCP) who will coordinate all of your health services and care.

Under The HMO Plan, you have 100% coverage for most types of preventative 

care and have coverage for a variety of specialist visits, specialist visits do not 

require a referral from your PCP. Additionally, you will pay copayment fees 

for every non-preventive medical visit.

 Alliance Select  PPO

The Alliance Select Plan is a Preferred Provider Organization (PPO). With this 

plan you have the most flexibility for seeking care.  You may see any doctor or 

go to any hospital nationwide, but costs will be lower for in-network services.

Enrolling in a PPO Plan, both you and your family can see any health care 

provider in the Network network, including specialists, without a referral. You 

are not required to choose a primary care physician.

Medical Coverage

We encourage you to download the 
UHC Mobile App and
use it for locating providers, 
monitoring the status of claims, 
and for viewing your Member ID 
Card. The app is free and available 
for iOS and Android.

We encourage you to download the 

My Wellmark App and use it for 

locating providers, monitoring the 

status of claims, and for viewing your 

Member ID Card.  The app is free and 

available for iOS and Android.

Alliance  Select  HDHP  PPO

The Wellmark Alliance Select HSA Plan is a High-Deductible Health Plan, or a HDHP for short. This plan functions like a Preferred Provider 

Organization (PPO) but features a low monthly premium in exchange for a higher deductible. The benefit of this plan is that you will be 

eligible to enroll in and contribute to a Health Savings Account (HSA). With an HSA your contributions are pre-tax so any amount you 

contribute is deducted from your taxable income at the end of the year. The money in your HSA can be spent on eligible health care 

expenses including copays, prescriptions, dental treatment, and more.

As with a PPO, both you and your family can see any health care provider in the Network network, including specialists, without a referral. 

You are not required to choose a primary care physician.
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Medical Plan Comparison

This summary is for informational purposes only. For specific benefit information, please refer to the applicable insurance contract.

Wellmark Blue $950 HMO Wellmark Blue $2,000 HMO
In-Network Only, You Pay: In-Network Only, You Pay:

Deductible (Individual / Family) $950 / $1,900 $2,000 / $4,000

HSA Eligible? No No

Out-Of-Pocket Maximum
(Individual / Family)

$1,700 / $3,400 $4,000 / $8,000

Preventive Services
Well-Child Care
Adult Physical Examination 
Breast Cancer Screening 
Pap Test

No charge No charge

Office Visits $20 PCP / $25 Non-PCP / $25 Specialist $20 PCP / $25 Non-PCP / $50 Specialist

Virtual Visits No charge No charge

Urgent Care Centers $25 per visit $25 per visit

Lab, X-Ray, Diagnostic
(non-hospital) $25 per visit $50 per visit

Emergency Room - Facility Deductible, then 20% coinsurance Deductible, then 20% coinsurance

Emergency Room - Physician No charge after deductible No charge after deductible

Chiropractic $25 per visit $25 per visit

Alliance Select PPO $2,000 Alliance Select PPO $2,000
In-Network Only, You Pay: OUT OF NETWORK, You Pay:

Deductible (Individual / Family) $2,000 / $6,000 $6,000 / $18,000

HSA Eligible? No No

Out-Of-Pocket Maximum
(Individual / Family)

$6,000 / $12,700 $12,000 / $25,400

Preventive Services
Well-Child Care
Adult Physical Examination 
Breast Cancer Screening 
Pap Test

No charge Deductible, then 50% coinsurance

Office Visits $20 PCP / $40 Specialist Deductible, then 50% coinsurance

Virtual Visits No charge NA

Urgent Care Centers $40 per visit Deductible, then 50% coinsurance

Lab, X-Ray, Diagnostic
(non-hospital) Deductible, then 20% coinsurance Deductible, then 50% coinsurance

Emergency Room - Facility $250 $250

Chiropractic $20 per visit Deductible, then 50% coinsurance







http://www.myuhc.com/


Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2026 – 12/31/2026 

Coverage for: Single & Family | Plan Type: HMO 
Hawkeye Area Community Action HMO Plan 1 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call 
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy. 

Important Questions Answers Why this Matters: 
What is the overall 
deductible? 

$950 person/$1,900 family per calendar 
year. 

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

Are there services covered 
before you meet your 
deductible? 

Yes. Preventive care from in-network 
providers, physician maternity care, in- 
network prosthetic limbs and services 
subject to copayments are covered 
before you meet your deductible. 

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

Are there other deductibles 
for specific services? 

No.  There are no other deductibles. You don’t have to meet deductibles for specific services. 

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

Health: $1,700 person/$3,400 family per 
calendar year.  Drug Card: $1,700 
person/$3,400 family per calendar year. 
The In-Network health and drug card 
out-of-pocket maximum amounts 
accumulate together. 

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

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

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

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

Will you pay less if you use 
a network provider? 

Yes. See www.wellmark.com or call 1- 
800-524-9242 for a list of network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider’s charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of- 
network provider for some services (such as lab work). Check with your provider before 
you get services. 

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 

http://www.wellmark.com
http://www.healthcare.gov/sbc-glossary
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

Primary care visit to treat an 
injury or illness 

$20 Designated PCP 
copay per provider 
per date of service 

Not covered 
For this plan you must select a Designated Primary Care 
Provider (PCP). PCP provider types can be found in the 
What You Pay section of your plan document. 

Specialist visit 
$25 copay per 
provider per date of 
service 

Not covered 
Applies to Non-PCP providers. Hearing exams are 
covered according to ACA guidelines. $25 copay per 
provider per date of service for in-network chiropractic 
services. 

Preventive care/screening/ 
immunization No charge Not covered 

One preventive exam and one mammogram per calendar 
year. Well-child care is covered to age 7. You may have to 
pay for services that aren't preventive. Ask your provider if 
the services needed are preventive. Then check what your 
plan will pay for. 

If you have a test 
Diagnostic test (x-ray, blood 
work) 

Independent Lab: 
$25 copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered 
For a test in a provider's office or clinic, your cost is 
included in the cost-share listed above. Waive cost-share 
on in-network independent lab services for mental health/ 
chemical dependency. 

Imaging (CT/PET scans, 
MRIs) 20% coinsurance Not covered For a test in a provider's office or clinic, your cost is 

included in the cost-share listed above. 

https://sbccmfinder.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

More information 
about prescription 
drug coverage is at 
www.wellmark.com/ 
prescriptions. 

Tier 1 $10 copay per 
prescription Not covered Refer to your Blue Rx Value Plus Drug List to determine 

the tier that applies to a covered drug. 

1 copay for 30-day supply. 
2 copays for 90-day supply (retail and mail order). 

Specialty drugs are covered only when obtained through 
the CVS Specialty Pharmacy Network. 

Specialty drugs on the PrudentRx drug list (found at 
Wellmark.com) will have 30% coinsurance. If you enroll 
with PrudentRx, you will have $0 member cost-share for 
drugs on the PrudentRx drug list. 

See wellmark.com/prescriptions for information about 
drugs and drug quantities that require prior authorization 
by Wellmark to be covered by your plan. 

Tier 2 $25 copay per 
prescription Not covered 

Tier 3 $50 copay per 
prescription Not covered 

Specialty drugs $50 copay per 
prescription Not covered 

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory 
surgery center) 20% coinsurance Not covered ------None------ 

Physician/surgeon fees 20% coinsurance Not covered ------None------ 

https://sbccmfinder.wellmark.com
http://www.wellmark.com/prescriptions
http://www.wellmark.com/prescriptions
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need 
immediate medical 
attention 

Emergency room care 20% coinsurance 20% coinsurance 
For emergency medical conditions treated out-of-network, 
it is likely you may not be balance billed pursuant to the 
federal rules developed for implementation of the No 
Surprises Act. 

Emergency medical 
transportation 20% coinsurance 20% coinsurance 

For covered non-emergent situations, out-of-network 
ground ambulance services are NOT reimbursed at the in- 
network level. You may be balance billed for any out-of- 
network service as established under the rules developed 
for implementation of the No Surprises Act. 

Urgent care 

$25 copay per 
provider per date of 
service for facility 
and physician(s) 
combined 

Not covered ------None------ 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 20% coinsurance Not covered ------None------ 

Physician/surgeon fees 20% coinsurance Not covered ------None------ 

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

Outpatient services 

Office: $25 copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered ------None------ 

Inpatient services 20% coinsurance Not covered ------None------ 

https://sbccmfinder.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you are pregnant 

Office visits No charge Not covered 

Maternity care may include tests and services described 
elsewhere in the SBC (i.e. ultrasound). Cost sharing does 
not apply for preventive services. For any in-network 
services that fall outside of routine obstetric care, the 
office visit benefits shown above may apply. 

Childbirth/delivery professional 
services No charge Not covered 

Benefits shown reflect OB/GYN practitioner services 
which are typically globally billed at time of delivery for 
pre-natal, post-natal and delivery services. 

Childbirth/delivery facility 
services 20% coinsurance Not covered ------None------ 

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance Not covered ------None------ 

Rehabilitation services 

Office: $25 copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered 
$25 copay per provider per date of service applies to in- 
network Physical and Occupational Therapists and 
Speech Pathologists. 

Habilitation services 

Office: $25 copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered 
$25 copay per provider per date of service applies to in- 
network Physical and Occupational Therapists and 
Speech Pathologists. 

Skilled nursing care 20% coinsurance Not covered ------None------ 
Durable medical equipment 20% coinsurance Not covered ------None------ 

Hospice services 20% coinsurance Not covered Hospice respite care is limited to 15 inpatient and 15 
outpatient days per lifetime. 

If your child needs 
dental or eye care 

Children’s eye exam 
$25 copay per 
provider per date of 
service 

Not covered One routine vision exam per calendar year. Must be 
performed by an in-network provider. 

Children’s glasses Not covered Not covered ------None------ 
Children’s dental check-up Not covered Not covered ------None------ 

https://sbccmfinder.wellmark.com
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Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Acupuncture 
• Cosmetic surgery 
• Custodial care - in home or facility 
• Dental care - Adult 
• Dental check-up 
• Extended home skilled nursing 
• Glasses 

• Hearing aids 
• Long-term care 
• Non-emergency care when 

traveling outside the U.S. 
• Routine foot care 
• Some pharmacy drugs are not covered 
• Weight loss programs 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Applied Behavior Analysis therapy 
• Bariatric surgery 
• Chiropractic care 
• Infertility treatment (excludes some services) 
• Private-duty nursing - 

short term intermittent home skilled nursing 

• Routine eye care - Adult (one vision exam per 
calendar year) 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends.  The contact information for those 
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage 
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the 
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
you can contact: Wellmark at 1-800-524-9242, Iowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 

Does this plan provide Minimum Essential Coverage? Yes 

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

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

Wellmark Health Plan of Iowa, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. 

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It is not a contract or policy. It is a general 
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. In the event there are discrepancies between this 
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern. 

http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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About These Coverage Examples: 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a hospital 

delivery) 
■ The plan's overall deductible $950 
■ PCP copayment $20 
■ Hospital(facility) coinsurance 20% 
■ Other no charge No Charge 

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

Deductibles $950 
Copayments $0 
Coinsurance $800 

What isn’t covered What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $1,810 

Managing Joe's type 2 Diabetes 
(a years of routine in-network care of a well- 

controlled condition) 
■ The plan's overall deductible $950 
■ Specialist copayment $25 
■ Hospital(facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $50 
Copayments $1,100 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $1,170 

Mia's Simple Fracture 
(in-network emergency room visit and follow up care) 

■ The plan's overall deductible $950 
■ Specialist copayment $25 
■ Hospital(facility) coinsurance 20% 
■ Other coinsurance 20% 

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $950 
Copayments $100 
Coinsurance $200 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $1,250 

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person 
or family deductible to maternity services for the mother and newborn baby. 

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



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2026 – 12/31/2026 

Coverage for: Single & Family | Plan Type: HMO 
Hawkeye Area Community Action HMO Plan 2 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call 
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy. 

Important Questions Answers Why this Matters: 
What is the overall 
deductible? 

$2,000 person/$4,000 family per 
calendar year. 

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

Are there services covered 
before you meet your 
deductible? 

Yes. Preventive care from in-network 
providers, physician maternity care, in- 
network prosthetic limbs and services 
subject to copayments are covered 
before you meet your deductible. 

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

Are there other deductibles 
for specific services? 

No.  There are no other deductibles. You don’t have to meet deductibles for specific services. 

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

Health: $4,000 person/$8,000 family per 
calendar year.  Drug Card: $4,000 
person/$8,000 family per calendar year. 
The In-Network health and drug card 
out-of-pocket maximum amounts 
accumulate together. 

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

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

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

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

Will you pay less if you use 
a network provider? 

Yes. See www.wellmark.com or call 1- 
800-524-9242 for a list of network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider’s charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of- 
network provider for some services (such as lab work). Check with your provider before 
you get services. 

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 

http://www.wellmark.com
http://www.healthcare.gov/sbc-glossary
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

Primary care visit to treat an 
injury or illness 

$20 Designated PCP 
copay per provider 
per date of service 
$25 Other copay per 
provider per date of 
service 

Not covered 
For this plan you must select a Designated Primary Care 
Provider (PCP). PCP provider types can be found in the 
What You Pay section of your plan document. 

Specialist visit 
$50 copay per 
provider per date of 
service 

Not covered 
Applies to Non-PCP providers. Hearing exams are 
covered according to ACA guidelines. $25 copay per 
provider per date of service for in-network chiropractic 
services. 

Preventive care/screening/ 
immunization No charge Not covered 

One preventive exam and one mammogram per calendar 
year. Well-child care is covered to age 7. You may have to 
pay for services that aren't preventive. Ask your provider if 
the services needed are preventive. Then check what your 
plan will pay for. 

If you have a test 
Diagnostic test (x-ray, blood 
work) 

Independent Lab: 
$50 copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered 
For a test in a provider's office or clinic, your cost is 
included in the cost-share listed above. Waive cost-share 
on in-network independent lab services for mental health/ 
chemical dependency. 

Imaging (CT/PET scans, 
MRIs) 20% coinsurance Not covered For a test in a provider's office or clinic, your cost is 

included in the cost-share listed above. 

https://sbccmfinder.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

More information 
about prescription 
drug coverage is at 
www.wellmark.com/ 
prescriptions. 

Tier 1 $10 copay per 
prescription Not covered Refer to your Blue Rx Value Plus Drug List to determine 

the tier that applies to a covered drug. 

1 copay for 30-day supply. 
2 copays for 90-day supply (retail and mail order). 

Specialty drugs are covered only when obtained through 
the CVS Specialty Pharmacy Network. 

Specialty drugs on the PrudentRx drug list (found at 
Wellmark.com) will have 30% coinsurance. If you enroll 
with PrudentRx, you will have $0 member cost-share for 
drugs on the PrudentRx drug list. 

See wellmark.com/prescriptions for information about 
drugs and drug quantities that require prior authorization 
by Wellmark to be covered by your plan. 

Tier 2 $30 copay per 
prescription Not covered 

Tier 3 $60 copay per 
prescription Not covered 

Specialty drugs $50 copay per 
prescription Not covered 

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory 
surgery center) 20% coinsurance Not covered ------None------ 

Physician/surgeon fees 20% coinsurance Not covered ------None------ 

https://sbccmfinder.wellmark.com
http://www.wellmark.com/prescriptions
http://www.wellmark.com/prescriptions


10/01/2025;01/01/2026;HL000559;RL005630;301783-80;301783-81;00017879;N;NGF Page 4 

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need 
immediate medical 
attention 

Emergency room care 20% coinsurance 20% coinsurance 
For emergency medical conditions treated out-of-network, 
it is likely you may not be balance billed pursuant to the 
federal rules developed for implementation of the No 
Surprises Act. 

Emergency medical 
transportation 20% coinsurance 20% coinsurance 

For covered non-emergent situations, out-of-network 
ground ambulance services are NOT reimbursed at the in- 
network level. You may be balance billed for any out-of- 
network service as established under the rules developed 
for implementation of the No Surprises Act. 

Urgent care 

$25 copay per 
provider per date of 
service for facility 
and physician(s) 
combined 

Not covered ------None------ 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 20% coinsurance Not covered ------None------ 

Physician/surgeon fees 20% coinsurance Not covered ------None------ 

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

Outpatient services 

Office: $25 copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered ------None------ 

Inpatient services 20% coinsurance Not covered ------None------ 

https://sbccmfinder.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you are pregnant 

Office visits No charge Not covered 

Maternity care may include tests and services described 
elsewhere in the SBC (i.e. ultrasound). Cost sharing does 
not apply for preventive services. For any in-network 
services that fall outside of routine obstetric care, the 
office visit benefits shown above may apply. 

Childbirth/delivery professional 
services No charge Not covered 

Benefits shown reflect OB/GYN practitioner services 
which are typically globally billed at time of delivery for 
pre-natal, post-natal and delivery services. 

Childbirth/delivery facility 
services 20% coinsurance Not covered ------None------ 

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance Not covered ------None------ 

Rehabilitation services 

Office: $25 PCP/$50 
Non-PCP copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered 
$25 copay per provider per date of service applies to in- 
network Physical and Occupational Therapists and 
Speech Pathologists. 

Habilitation services 

Office: $25 PCP/$50 
Non-PCP copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

Not covered 
$25 copay per provider per date of service applies to in- 
network Physical and Occupational Therapists and 
Speech Pathologists. 

Skilled nursing care 20% coinsurance Not covered ------None------ 
Durable medical equipment 20% coinsurance Not covered ------None------ 

Hospice services 20% coinsurance Not covered Hospice respite care is limited to 15 inpatient and 15 
outpatient days per lifetime. 

https://sbccmfinder.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If your child needs 
dental or eye care 

Children’s eye exam 
$50 copay per 
provider per date of 
service 

Not covered One routine vision exam per calendar year. Must be 
performed by an in-network provider. 

Children’s glasses Not covered Not covered ------None------ 
Children’s dental check-up Not covered Not covered ------None------ 

https://sbccmfinder.wellmark.com
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Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Acupuncture 
• Cosmetic surgery 
• Custodial care - in home or facility 
• Dental care - Adult 
• Dental check-up 
• Extended home skilled nursing 
• Glasses 

• Hearing aids 
• Long-term care 
• Non-emergency care when 

traveling outside the U.S. 
• Routine foot care 
• Some pharmacy drugs are not covered 
• Weight loss programs 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Applied Behavior Analysis therapy 
• Bariatric surgery 
• Chiropractic care 
• Infertility treatment (excludes some services) 
• Private-duty nursing - 

short term intermittent home skilled nursing 

• Routine eye care - Adult (one vision exam per 
calendar year) 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends.  The contact information for those 
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage 
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the 
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
you can contact: Wellmark at 1-800-524-9242, Iowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 

Does this plan provide Minimum Essential Coverage? Yes 

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

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

Wellmark Health Plan of Iowa, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. 

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It is not a contract or policy. It is a general 
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. In the event there are discrepancies between this 
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern. 

http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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About These Coverage Examples: 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a hospital 

delivery) 
■ The plan's overall deductible $2,000 
■ PCP copayment $20 
■ Hospital(facility) coinsurance 20% 
■ Other no charge No Charge 

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

Deductibles $2,000 
Copayments $10 
Coinsurance $1,300 

What isn’t covered What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $3,370 

Managing Joe's type 2 Diabetes 
(a years of routine in-network care of a well- 

controlled condition) 
■ The plan's overall deductible $2,000 
■ Specialist copayment $50 
■ Hospital(facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $50 
Copayments $1,300 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $1,370 

Mia's Simple Fracture 
(in-network emergency room visit and follow up care) 

■ The plan's overall deductible $2,000 
■ Specialist copayment $50 
■ Hospital(facility) coinsurance 20% 
■ Other coinsurance 20% 

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $1,900 
Copayments $300 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $2,200 

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person 
or family deductible to maternity services for the mother and newborn baby. 

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



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2026 – 12/31/2026 

Coverage for: Single & Family | Plan Type: PPO 
Hawkeye Area Community Action PPO Plan 4 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call 
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy. 

Important Questions Answers Why this Matters: 
What is the overall 
deductible? 

In-Network: $2,000 person/$6,000 
family per calendar year. Out-of- 
Network: $6,000 person/$18,000 family 
per calendar year. 

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

Are there services covered 
before you meet your 
deductible? 

Yes. In-network preventive care, in- 
network independent labs, in-network 
prosthetic limbs and services subject to 
health or drug card copayments are 
covered before you meet your 
deductible. 

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

Are there other deductibles 
for specific services? 

No.  There are no other specific 
deductibles. 

You don’t have to meet deductibles for specific services. 

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

Health In-Network: $6,000 person/ 
$12,700 family per calendar year. 
Health Out-Of-Network: $12,000 
person/$25,400 family per calendar 
year.  Drug Card: $6,000 person/ 
$12,700 family per calendar year. The 
In-Network health and drug card out-of- 
pocket maximum amounts accumulate 
together. 

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

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

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

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

http://www.wellmark.com
http://www.healthcare.gov/sbc-glossary
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.healthcare.gov/coverage/preventive-care-benefits/
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Important Questions Answers Why this Matters: 
Will you pay less if you use 
a network provider? 

Yes. See www.wellmark.com or call 1- 
800-524-9242 for a list of network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider’s charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of- 
network provider for some services (such as lab work). Check with your provider before 
you get services. 

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

Primary care visit to treat an 
injury or illness 

$20 copay per 
provider per date of 
service 

50% coinsurance Primary Care Provider (PCP) types can be found in the 
What You Pay section of your plan document. 

Specialist visit 
$40 copay per 
provider per date of 
service 

50% coinsurance 
Applies to Non-PCP providers. Hearing exams are 
covered according to ACA guidelines. $20 copay per 
provider per date of service for in-network chiropractic 
services. 

Preventive care/screening/ 
immunization No charge 50% coinsurance 

One preventive exam and one mammogram per calendar 
year. Well-child care is covered to age 7. You may have to 
pay for services that aren't preventive. Ask your provider if 
the services needed are preventive. Then check what your 
plan will pay for. 

If you have a test 
Diagnostic test (x-ray, blood 
work) 20% coinsurance 50% coinsurance For a test in a provider's office or clinic, your cost is 

included in the cost-share listed above. 
Imaging (CT/PET scans, 
MRIs) 20% coinsurance 50% coinsurance For a test in a provider's office or clinic, your cost is 

included in the cost-share listed above. 

https://sbccmfinder.wellmark.com
http://www.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

More information 
about prescription 
drug coverage is at 
www.wellmark.com/ 
prescriptions. 

Tier 1 $10 copay per 
prescription Not covered Refer to your Blue Rx Value Plus Drug List to determine 

the tier that applies to a covered drug. 

1 copay or coinsurance for 30-day supply. 
3 copays for 90-day supply (retail and mail order). 

Specialty drugs are covered only when obtained through 
the CVS Specialty Pharmacy Network. 

Specialty drugs on the PrudentRx drug list (found at 
Wellmark.com) will have 30% coinsurance. If you enroll 
with PrudentRx, you will have $0 member cost-share for 
drugs on the PrudentRx drug list. 

See wellmark.com/prescriptions for information about 
drugs and drug quantities that require prior authorization 
by Wellmark to be covered by your plan. 

Tier 2 $40 copay per 
prescription Not covered 

Tier 3 $60 copay per 
prescription Not covered 

Specialty drugs 30% coinsurance up 
to $250 Not covered 

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory 
surgery center) 20% coinsurance 50% coinsurance ------None------ 

Physician/surgeon fees 20% coinsurance 50% coinsurance ------None------ 

https://sbccmfinder.wellmark.com
http://www.wellmark.com/prescriptions
http://www.wellmark.com/prescriptions
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need 
immediate medical 
attention 

Emergency room care 

$250 copay per 
facility per date of 
service for facility 
and physician(s) 
combined 

$250 copay per 
facility per date of 
service for facility 
and physician(s) 
combined 

For emergency medical conditions treated out-of-network, 
it is likely you may not be balance billed pursuant to the 
federal rules developed for implementation of the No 
Surprises Act. 

Emergency medical 
transportation 20% coinsurance 20% coinsurance 

For covered non-emergent situations, out-of-network 
ground ambulance services are NOT reimbursed at the in- 
network level. You may be balance billed for any out-of- 
network service as established under the rules developed 
for implementation of the No Surprises Act. 

Urgent care 

$40 copay per 
provider per date of 
service for facility 
and physician(s) 
combined 

50% coinsurance $20 copay per provider per date of service on in-network 
services for mental health/substance abuse. 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 20% coinsurance 50% coinsurance ------None------ 

Physician/surgeon fees 20% coinsurance 50% coinsurance ------None------ 

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

Outpatient services 

Office: $20 copay per 
provider per date of 
service 
Facility: 20% 
coinsurance 

50% coinsurance ------None------ 

Inpatient services 20% coinsurance 50% coinsurance ------None------ 

https://sbccmfinder.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you are pregnant 

Office visits 20% coinsurance 50% coinsurance 

Maternity care may include tests and services described 
elsewhere in the SBC (i.e. ultrasound). Cost sharing does 
not apply for preventive services. For any in-network 
services that fall outside of routine obstetric care, the 
office visit benefits shown above may apply. 

Childbirth/delivery professional 
services 20% coinsurance 50% coinsurance 

Benefits shown reflect OB/GYN practitioner services 
which are typically globally billed at time of delivery for 
pre-natal, post-natal and delivery services. 

Childbirth/delivery facility 
services 20% coinsurance 50% coinsurance ------None------ 

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance 50% coinsurance ------None------ 

Rehabilitation services 

Office: $20 PCP/$40 
Non-PCP copay per 
provider 
Facility: 20% 
coinsurance 

50% coinsurance 
$20 copay per provider per date of service applies to in- 
network Physical and Occupational Therapists and 
Speech Pathologists. Massage therapy is covered 12 
visits pre calendar year. 

Habilitation services 

Office: $20 PCP/$40 
Non-PCP copay per 
provider 
Facility: 20% 
coinsurance 

50% coinsurance 
$20 copay per provider per date of service applies to in- 
network Physical and Occupational Therapists and 
Speech Pathologists. Massage therapy is covered 12 
visits pre calendar year. 

Skilled nursing care 20% coinsurance 50% coinsurance ------None------ 
Durable medical equipment 20% coinsurance 50% coinsurance ------None------ 

Hospice services 20% coinsurance 50% coinsurance Hospice respite care is limited to 15 inpatient and 15 
outpatient days per lifetime. 

If your child needs 
dental or eye care 

Children’s eye exam 20% coinsurance 50% coinsurance One routine vision exam per calendar year. 
Children’s glasses Not covered Not covered ------None------ 
Children’s dental check-up Not covered Not covered ------None------ 

https://sbccmfinder.wellmark.com
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Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Bariatric surgery 
• Cosmetic surgery 
• Custodial care - in home or facility 
• Dental care - Adult 
• Dental check-up 
• Extended home skilled nursing 
• Glasses 

• Hearing aids 
• Infertility treatment 
• Long-term care 
• Routine foot care 
• Some pharmacy drugs are not covered 
• Weight loss programs 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Acupuncture (12 visits per calendar year) 
• Applied Behavior Analysis therapy 
• Chiropractic care 
• Most coverage provided outside the U.S. 
• Private-duty nursing - 

short term intermittent home skilled nursing 

• Routine eye care - Adult (one exam per calendar 
year) 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends.  The contact information for those 
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage 
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the 
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
you can contact: Wellmark at 1-800-524-9242, Iowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 

Does this plan provide Minimum Essential Coverage? Yes 

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

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

Wellmark Blue Cross and Blue Shield of Iowa is an independent licensee of the Blue Cross and Blue Shield Association. 

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It is not a contract or policy. It is a general 
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. In the event there are discrepancies between this 
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern. 

http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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About These Coverage Examples: 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a hospital 

delivery) 
■ The plan's overall deductible $2,000 
■ PCP copayment $20 
■ Hospital(facility) coinsurance 20% 
■ Other coinsurance 20% 

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

Deductibles $2,000 
Copayments $100 
Coinsurance $1,800 

What isn’t covered What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $3,960 

Managing Joe's type 2 Diabetes 
(a years of routine in-network care of a well- 

controlled condition) 
■ The plan's overall deductible $2,000 
■ Specialist copayment $40 
■ Hospital(facility) coinsurance 20% 
■ Other coinsurance 20% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $50 
Copayments $1,400 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $1,470 

Mia's Simple Fracture 
(in-network emergency room visit and follow up care) 

■ The plan's overall deductible $2,000 
■ Specialist copayment $40 
■ Hospital(facility) copayment $250 
■ Other coinsurance 20% 

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $1,700 
Copayments $500 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $2,200 

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person 
or family deductible to maternity services for the mother and newborn baby. 

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



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2026 – 12/31/2026 

Coverage for: Single & Family | Plan Type: PPO HDHP 
Hawkeye Area Community Action HDHP PPO PLAN 3 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call 
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy. 

Important Questions Answers Why this Matters: 
What is the overall 
deductible? 

In-Network: $2,500 person/$5,000 
family per calendar year. Out-of- 
Network: $3,500 person/$7,000 family 
per calendar year. 

Generally, you must pay all the costs from providers up to the deductible amount before 
this plan begins to pay. If you have other family members on the plan, the overall family 
deductible must be met before the plan begins to pay. 

Are there services covered 
before you meet your 
deductible? 

Yes. In-network preventive care is 
covered before you meet your 
deductible. 

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

Are there other deductibles 
for specific services? 

No.  There are no other deductibles. You don’t have to meet deductibles for specific services. 

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

In-Network: $2,500 person/$5,000 
family per calendar year.  Out-Of- 
Network: $3,500 person/$7,000 family 
per calendar year. 

The out-of-pocket limit is the most you could pay in a year for covered services. If you 
have other family members in this plan, the overall family out-of-pocket limit must be 
met. 

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

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

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

Will you pay less if you use 
a network provider? 

Yes. See www.wellmark.com or call 1- 
800-524-9242 for a list of network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider’s charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of- 
network provider for some services (such as lab work). Check with your provider before 
you get services. 

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 

http://www.wellmark.com
http://www.healthcare.gov/sbc-glossary
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

Primary care visit to treat an 
injury or illness 0% coinsurance 0% coinsurance ------None------ 

Specialist visit 0% coinsurance 0% coinsurance Hearing exams are covered according to ACA guidelines. 

Preventive care/screening/ 
immunization No charge 0% coinsurance 

One preventive exam and one mammogram per calendar 
year. Well-child care is covered to age 7. You may have to 
pay for services that aren't preventive. Ask your provider if 
the services needed are preventive. Then check what your 
plan will pay for. 

If you have a test 
Diagnostic test (x-ray, blood 
work) 0% coinsurance 0% coinsurance ------None------ 

Imaging (CT/PET scans, 
MRIs) 0% coinsurance 0% coinsurance ------None------ 

https://sbccmfinder.wellmark.com
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

More information 
about prescription 
drug coverage is at 
www.wellmark.com/ 
prescriptions. 

Tier 1 0% coinsurance Not covered Refer to your Blue Rx Value Plus Drug List to determine 
the tier that applies to a covered drug. 
You pay the discounted cost of your prescription drugs 
until your in-network deductible is met. 

30-day supply for prescription drugs. 
90 day prescription maximum. 

Specialty drugs are covered only when obtained through 
the CVS Specialty Pharmacy Network. 

Specialty drugs on the PrudentRx drug list (found at 
Wellmark.com) will have 30% coinsurance. If you enroll 
with PrudentRx, you will have $0 member cost-share for 
drugs on the PrudentRx drug list once your deductible is 
met. 

See wellmark.com/prescriptions for information about 
drugs and drug quantities that require prior authorization 
by Wellmark to be covered by your plan. 

Tier 2 0% coinsurance Not covered 

Tier 3 0% coinsurance Not covered 

Specialty drugs 0% coinsurance Not covered 

If you have 
outpatient surgery 

Facility fee (e.g., ambulatory 
surgery center) 0% coinsurance 0% coinsurance ------None------ 

Physician/surgeon fees 0% coinsurance 0% coinsurance ------None------ 

If you need 
immediate medical 
attention 

Emergency room care 0% coinsurance 0% coinsurance 
For emergency medical conditions treated out-of-network, 
it is likely you may not be balance billed pursuant to the 
federal rules developed for implementation of the No 
Surprises Act. 

Emergency medical 
transportation 0% coinsurance 0% coinsurance 

For covered non-emergent situations, out-of-network 
ground ambulance services are NOT reimbursed at the in- 
network level. You may be balance billed for any out-of- 
network service as established under the rules developed 
for implementation of the No Surprises Act. 

Urgent care 0% coinsurance 0% coinsurance ------None------ 

https://sbccmfinder.wellmark.com
http://www.wellmark.com/prescriptions
http://www.wellmark.com/prescriptions
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

What You Will Pay 
Out-of-Network 
(OON) Provider 

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 0% coinsurance 0% coinsurance ------None------ 

Physician/surgeon fees 0% coinsurance 0% coinsurance ------None------ 
If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient services 0% coinsurance 0% coinsurance ------None------ 

Inpatient services 0% coinsurance 0% coinsurance ------None------ 

If you are pregnant 

Office visits 0% coinsurance 0% coinsurance 
Maternity care may include tests and services described 
elsewhere in the SBC (i.e. ultrasound). Cost sharing does 
not apply for preventive services. 

Childbirth/delivery professional 
services 0% coinsurance 0% coinsurance 

Benefits shown reflect OB/GYN practitioner services 
which are typically globally billed at time of delivery for 
pre-natal, post-natal and delivery services. 

Childbirth/delivery facility 
services 0% coinsurance 0% coinsurance ------None------ 

If you need help 
recovering or have 
other special health 
needs 

Home health care 0% coinsurance 0% coinsurance ------None------ 
Rehabilitation services 0% coinsurance 0% coinsurance ------None------ 
Habilitation services 0% coinsurance 0% coinsurance ------None------ 
Skilled nursing care 0% coinsurance 0% coinsurance ------None------ 
Durable medical equipment 0% coinsurance 0% coinsurance ------None------ 

Hospice services 0% coinsurance 0% coinsurance Hospice respite care is limited to 15 inpatient and 15 
outpatient days per lifetime. 

If your child needs 
dental or eye care 

Children’s eye exam 0% coinsurance 0% coinsurance One routine vision exam per calendar year. 
Children’s glasses Not covered Not covered ------None------ 
Children’s dental check-up Not covered Not covered ------None------ 

https://sbccmfinder.wellmark.com
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Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Acupuncture 
• Cosmetic surgery 
• Custodial care - in home or facility 
• Dental care - Adult 
• Dental check-up 
• Extended home skilled nursing 
• Glasses 

• Hearing aids 
• Long-term care 
• Routine foot care 
• Some pharmacy drugs are not covered 
• Weight loss programs 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Applied Behavior Analysis therapy 
• Bariatric surgery 
• Chiropractic care 
• Infertility treatment (excludes some services) 
• Most coverage provided outside the U.S. 
• Private-duty nursing - 

short term intermittent home skilled nursing 
• Routine eye care - Adult (one exam per calendar 

year) 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends.  The contact information for those 
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage 
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the 
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
you can contact: Wellmark at 1-800-524-9242, Iowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 

Does this plan provide Minimum Essential Coverage? Yes 

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

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

Wellmark Blue Cross and Blue Shield of Iowa is an independent licensee of the Blue Cross and Blue Shield Association. 

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It is not a contract or policy. It is a general 
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. In the event there are discrepancies between this 
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern. 

http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform
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About These Coverage Examples: 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a hospital 

delivery) 
■ The plan's overall deductible $2,500 
■ PCP coinsurance 0% 
■ Hospital(facility) coinsurance 0% 
■ Other coinsurance 0% 

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

Deductibles $2,500 
Copayments $0 
Coinsurance $0 

What isn’t covered What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $2,560 

Managing Joe's type 2 Diabetes 
(a years of routine in-network care of a well- 

controlled condition) 
■ The plan's overall deductible $2,500 
■ Specialist coinsurance 0% 
■ Hospital(facility) coinsurance 0% 
■ Other coinsurance 0% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $2,500 
Copayments $0 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $2,520 

Mia's Simple Fracture 
(in-network emergency room visit and follow up care) 

■ The plan's overall deductible $2,500 
■ Specialist coinsurance 0% 
■ Hospital(facility) coinsurance 0% 
■ Other coinsurance 0% 

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $2,500 
Copayments $0 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $2,500 

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person 
or family deductible to maternity services for the mother and newborn baby. 

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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ow, more than ever, healthcare dollars need to go further. With a Health Savings Account (HSA), you’ll pay 
less in taxes and increase your take-home pay. So enroll in an HSA and keep more of the money you’ve 
earned. That’s real savings, real simple.  

 
 

What is a Health Savings Account (HSA)? 
 

An HSA works with a high deductible heath plan (HDHP), and 
allows you to use before-tax dollars to reimburse yourself for 
eligible out-of-pocket medical expenses for you, your spouse 
and your dependents, which in turn saves you on taxes and 
increases your spendable income.     
 

How it Works 
 

You and your employer can deposit money into your HSA 
account, up to an annual per-person or family limit set by the 
IRS. When you enroll, an account will be created for you at a 
sponsor bank. You’ll be given access to a secure, easy-to-use 
web portal where you can track your account balance, view 
your investment accounts and submit requests for 
reimbursements. 
 
In addition, you’ll receive a convenient prepaid benefits card 
to make it easy to access the money in your HSA. The card 
contains the value of your HSA account and you can use it to 
pay for eligible services and products not covered by your 
health insurance. When you use the card, payments are 
automatically withdrawn from your account, so there are no 
out- of-pocket costs and you won’t have to submit receipts to 
verify the purchase. Just swipe the card and go. It’s that easy! 
 

Benefits to You: 
 

• An HSA is yours. Funds in your HSA account 
stay with you, even if you change jobs. 

• Contribute tax free. An HSA reduces your 
taxable income. The money is tax free both 
when you put it in and when you take it out 
to cover qualified medical expenses. 

• Grow funds tax free. An HSA grows with you. 
If you maintain a minimum balance of $1,000 
your additional funds may be invested in 
mutual funds yielding tax-free earnings. 

• Spend tax free. Withdrawals used for eligible 
expenses are tax free. 
 

Plan for the future. Until you turn 65, withdrawals you 
use for non-eligible expenses will be taxed at your regular 
income tax rate but won’t incur additional penalties. 
After you turn 65, or if you become disabled, your HSA 
account becomes similar to a regular IRA. 
 
 
 
 

It’s your money. Why not keep more of it?  
With an HSA you can.   

N 
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You can use your HSA dollars and your prepaid 
benefits card to pay for: 

• Routine health care: office visits, X-rays, lab work 
• Hospital expenses: room and board, surgery 
• Medications: prescription and over-the- counter (OTC) drugs when prescribed by a 

physician 
• Dental care: cleanings, fillings, crowns 
• Vision care: eye exams, glasses, contacts 
• Copays and coinsurance (the portions of health care bills paid by you) 
• Eligible over-the-counter (OTC) items* such as: 

• First Aid Dressings and Supplies – bandages, rubbing alcohol 
• Contact Lens Solutions/Supplies 
• Diagnostic Products like thermometers, blood pressure monitors, cholesterol testing 
• Insulin and Diabetic Testing Supplies 

 
*The list of eligible OTC items changed per the Patient Protection and Affordable Care Act of 2010. 
Contact your Plan Administrator for more information or visit www.irs.gov for details. 

 
 
 

Learn more during open enrollment! 
 
 
 
 
 
 
 

The amount you save in taxes with a Health Savings Account will vary depending on the amount you set aside in the account, 
your annual earnings, whether or not you pay Social Security taxes, the number of exemptions and deductions you claim on 
your tax return, your tax bracket and your state and local tax regulations. Check with your tax advisor for information on you 
participation will affect your tax savings. 
This brochure highlights some of the benefits of a prepaid benefits card. If there is a discrepancy between this material and 
your official plan document, the plan document will govern. Evolution1 reserves the right to amend or modify the services at 
any time. 
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Go MOBILE
Manage your health with the Wellmark® 
Blue Cross® and Blue Shield® app

Use these helpful tools on-the-go:

CLAIMS ― Track the status of claims, along with sort and filter capabilities. Opt-in for 
digital Explanation of Benefits (EOB) to get notifications when they’re ready.

COVERAGE ― The app features your personalized health benefits right at your 
fingertips, which include copay and deductible amounts and out-of-pocket maximums.

FIND CARE ― Find in-network physical and mental health care providers to help save 
you money. You can also access patient reviews and ratings for hospitals and doctors.

FIND COSTS ― Use the cost estimator tool to find how much you’ll pay for common 
procedures and services.

WELL-BEING SERVICES ― Take a mental health or wellness assessment. Get 
discounts with Blue365®. Read the latest health and wellness news and find additional 
well-being resources.

VIEW AND EMAIL your ID card from your smartphone.

For illustrative purposes only
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Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc.and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and 
Blue Shield Association.

Blue Cross®, Blue Shield® and the Cross® and Shield® symbols and Blue365® are registered marks of the Blue Cross and Blue Shield Association, an Association of independent Blue Cross 
and Blue Shield Plans. Wellmark® and myWellmark® are registered marks of Wellmark, Inc.

Google Play and the Google Play logo are trademarks of Google LLC.

Apple and the Apple logo are trademarks of Apple Inc., registered in the U.S. and other countries. App Store is a service mark of Apple Inc., registered in the U.S. and other countries.

Blue365® is a discount program available to members who have medical coverage with Wellmark. This is not insurance.

Register today!

Download the free 

Wellmark mobile  app at 

myWellmark.com, the App 

Store® or on Google PlayTM. Get the care you need, when you need it.

In addition to finding important information about your health plan benefits, 
the Wellmark mobile app can help you get the care you need.

• VIEW PROVIDERS AND HOSPITALS within the Wellmark health plan network.

• FIND THE CLOSEST PROVIDER OR FACILITY using GPS technology.

• VIEW A MAP OR GET DRIVING DIRECTIONS to your doctor or hospital.

• SHARE PROVIDER, DENTIST OR FACILITY INFORMATION by text or email, 
or save to your favorites for easy access in the future.

• CONNECT DIRECTLY to your health care provider’s office or to a health 
professional.

• GET HEALTH ANSWERS over the phone with ease.

https://www.wellmark.com/mywellmark


Getting started is easy.

1. Scan the QR code to visit. 
DoctorOnDemand.com/Wellmark and 
download the Doctor On Demand® 
app.

2. Have your Wellmark Blue Cross and 
Blue Shield member ID card ready.

3. Create an account or sign in to begin  
your visit.

4. Pick your provider. Select the next 
available appointment or find the time 
best for your schedule.

Visit a doctor on your 
smartphone, tablet or computer 
from virtually anywhere.

Connect in minutes
Same day mental health appointments are 
available. You can also choose your provider 
and see a therapist or psychiatrist within days 
rather than months. Plus, get treatment for 
90 percent of all common ER complaints, 
from common colds to uncommon rashes, 
whenever and wherever you’re comfortable.

Get treatment for:
• Mental health1

• Cold and flu

• Bronchitis and sinus infections

• Urinary tract infections

• Sore throats

• Allergies

• Fever

• Headache

• Pink eye

• Skin conditions

1 Mental health coverage includes psychiatry services and medication 
management along with treatment for psychological conditions, 
emotional issues and chemical dependency. For more information, 
call Wellmark with the number on the back of your ID card.

Feeling better 
should be easy

24/7 QUESTIONS: Call 800-997-6196

Callers could experience longer wait times between 10 p.m. and 6 a.m. CST or may be directed 
to schedule an appointment in some instances.

https://doctorondemand.com/microsite/wellmark/
https://doctorondemand.com/microsite/wellmark/


Safe, secure and protected
Your Wellmark health insurance coverage keeps you safe, secure and protected 

from more than the cost of health care. Just by being a member, you and your 

dependents have exclusive, free access to identity protection services called 

IDXTM Identity. It’s just another way you get more as a Wellmark member.

Priceless peace of mind

Join thousands of people around the country who have 
already chosen IDX Identity for identity protection services.

With IDX Identity, you can:

• Monitor your credit record.

• Keep track of your online activity 24 hours a day, seven days 
a week.

• Have access to complete identity recovery if fraudulent 
activity is found.

Enroll in identity protection 
services today!

Register or sign in to myWellmark® at 
myWellmark.com to get started.

1. Select Identity Protection from the bottom 
of the myWellmark homepage. On the 
mobile app, this is towards the bottom of the 
navigation menu.

2. Select Enroll Now from the IDX home page.

3. Fill out the Group ID and Subscriber ID 
(also known as your Wellmark ID number). 
Both are found on your Wellmark ID card.

4. Enter your personal information and create a 
username and password.

5. To activate credit monitoring, enter your 
birth date and  Social Security number.

Rather enroll over the phone? 

Just call 866-486-4812 

and make sure you have your 

Wellmark ID card handy.



Identity protection services aren’t 
the only ways you get more for 
being a Wellmark member.
As part of your health plan, you also have access to 
products and services like:

myWellmark®

Your one-stop-shop for tools, resources and insights to help 
you manage health care spending and live a healthier life.

BeWell 24/7®

Get connected with a real person who can help you 
with a variety of health-related concerns. Just call 
844-84-BEWELL (239355).

Blue365®

Find exclusive ways to save on top wellness services 
and products you use every day.

BlueSM 

Simply visit Wellmark.com/Blue to stay informed on 
health plan updates and the latest in health and wellness.

Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the 
Blue Cross and Blue Shield Association. Blue Cross®, Blue Shield® and the Cross® and Shield® symbols, Blue365® are registered marks and BlueSM is a service mark of the 
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans. Blue365® is a discount program available to members who have medical 
coverage with Wellmark. This is not insurance.

Wellmark®, myWellmark®, and BeWell 24/7®  are registered marks of Wellmark, Inc.

IDXTM Identity is an independent company providing identity protection services on behalf of Wellmark Blue Cross and Blue Shield. 
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*Deductible is waived for diagnostic and preventive care.
Orthodontia benefits for eligible children to age 19 and full-time students eligible to age 19.
**If you choose a tooth-colored filling for your back (posterior) teeth, benefits are limited to the amount paid for a silver filling. You are 
responsible for paying the difference.
Percentages shown are what the member pays. Eligible children to age 26. Full-time (unmarried) students eligible to age 26.
The information on this page summarizes your benefits. This is a general description of your benefits. If you do not see a service listed, please 
see your benefits document for a full description of coverage.

SUMMARY OF COVERAGE Delta Dental 
Premier® Dentist

Out-of-Network 
Dentist

Deductible

Individual $25* $25*

Family $75* $75*

Annual Benefit Maximum
per person per calendar year

$750

BENEFIT CATEGORIES Coinsurance paid by member

Diagnostic & Preventive Services
routine check-ups, teeth cleaning, bitewing x-
rays, full mouth x-rays, fluoride

0% 0%

Routine & Restorative Services
cavity repair, tooth extractions, general 
anesthesia/sedation, routine oral surgery, 
emergency treatment

20% 20%

Posterior Composites
silver filling on back teeth** 20% 20%

Endodontic Services
root canals and therapy 50% 50%

Periodontal Services
non-surgical procedures, gum and bone 
diseases, surgical procedures, perio maintenance 
therapy

50% 50%

High Cost Restorations
repair crowns, crowns, recementing crowns 50% 50%

Prosthetics
bridges, dentures, repairs and adjustments 50% 50%

Corrective Orthodontia Benefit & Lifetime 
Maximum
Child Only 50% coinsurance and $750 lifetime maximum.

To Go℠ Annual benefit maximum carry over.

HACAP

Group Number: 32713

Benefits Effective: 1/1/2026 to 12/31/2026



QUESTIONS?
If you have any questions about your dental benefits, visit the Delta Dental website at deltadentalia.com 
and log into the Member Connection or you can call customer service at 800-544-0718.

*	�The To Go – Annual Maximum Carryover amount cannot exceed the annual benefit maximum.

To Go Guidelines: 
1.	 Your plan must have coverage for major services, and these services may not be subject to any benefit waiting periods. If you make a change that impacts your benefit 

period, your To Go balance may restart. If you are not covered under the plan for the full benefit period, you will receive a pro-rated amount the first year.
2.	 You must have submitted at least one claim during the benefit plan year.
3.	 The carryover amount may not exceed the amount of the regular annual maximum and the total combined annual maximum may not exceed twice the regular annual maximum. 

Delta Dental of Iowa    |    9000 Northpark Drive    |    Johnston, IA 50131    |    800-544-0718    |    deltadentalia.com

YEAR 1 YEAR 2 YEAR 3 

Annual Benefit Maximum $1,500 Annual Benefit Maximum $1,500 Annual Benefit Maximum $1,500 

Eligible Benefit Used $500 To Go Benefit from Year 1 $1,000 To Go Benefit from Year 2 $1,500 

Unused Annual Benefit Maximum $1,000 Year 2 Annual Benefit Maximum $2,500 Year 3 Annual Benefit Maximum $3,000 

To Go – Annual Maximum
Carryover (for use in year 2)

$1,000 Eligible Benefit Used $500 Eligible Benefit Used $1,500

Unused Annual Benefit Maximum $2,000 Unused Annual Benefit Maximum $1,500 

To Go – Annual Maximum
Carryover (for use in year 3)

$1,500*
To Go – Annual Maximum
Carryover (for use in year 4)

$1,500*

INCREASE YOUR ANNUAL BENEFIT MAXIMUM
To GoSM allows you to carry over a portion of your unused annual maximums from one benefit 
period to the next. This benefit offers more flexibility and helps you plan for more extensive 
and costly dental treatments in subsequent years.

HOW IT WORKS
For example, if your plan has an annual maximum of $1,500, here is how you can use To Go. 

To GoSM 
Carry Over Your 
Unused Benefits

DELTA DENTAL TO GOSM 

2659-F10250 01/2021
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Enroll in VSP® Vision Care to get access to
savings and personalized vision care from a
VSP network doctor for you and your family.

Value and savings you love.
Save on eyewear and eye care when you see a VSP network
doctor. Plus, take advantage of Exclusive Member Extras which
provide offers from VSP and leading industry brands totaling
over $3,000 in savings.

Provider choices you want.
With thousands of choices, getting the most out of
your benefits is easy at a VSP Premier EdgeTM location.

Shop online and connect your benefits.
Eyeconic® is the preferred VSP online retailer where
you can shop in-network with your vision benefits.
See your savings in real time when you shop over
70 brands of contacts, eyeglasses, and sunglasses.

Quality vision care you need.
You’ll get great care from a VSP network doctor, including a
WellVision Exam®. An annual eye exam not only helps you see
well, but helps a doctor detect signs of eye conditions and health
conditions, like diabetes and high blood pressure.

Using your benefit is easy!
Create an account on vsp.com to view your in-network coverage,
find the VSP network doctor who’s right for you, and discover
savings with Exclusive Member Extras. At your appointment, just
tell them you have VSP.

More Ways
to Save

Extra

$20
to spend on

Featured Frame Brands†

and more

See all brands and offers
at vsp.com/offers.

+
Up to

40%
Savings on

lens enhancements‡

A Look
at Your VSP
Vision Coverage
With VSP and Hawkeye Area Community
Action Program, your health comes first.

Enroll through your employer today.
Contact us: 800.877.7195 or vsp.com

http://www.vsp.com
https://www.vsp.com/offers
http://www.vsp.com


https://www.vsp.com
https://www.vsp.com
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1. What is the Prepaid Benefits Card? 
The Prepaid Benefits Card is a special-purpose Mastercard® or Visa® card that gives participants 
an easy, automatic way to pay for eligible health care/benefit expenses. The card lets participants 
electronically access the pre-tax amounts set aside in their respective employee benefits 
accounts such as Flexible Spending Accounts (FSAs), Health Reimbursement Accounts (HRAs), 
and Health Savings Accounts (HSAs). 
 

2. How does the Prepaid Benefits Card work? 
It works like a Mastercard® or Visa® credit card, with the value of the participant’s account(s) 
contribution stored on it. When participants have eligible expenses at a business that accepts 
Mastercard® or Visa® debit cards, they simply use their Prepaid Benefits Card. The amount of the 
eligible purchases will be deducted – automatically – from their account and the pre-tax dollars 
will be electronically transferred to the provider/merchant for immediate payment. 

3. How does the Prepaid Benefits Card change how the participant is reimbursed for expenses? 
Before the Prepaid Benefits Card became available, participants had to pay for their eligible 
expenses at the time of purchase, submit claim forms along with all receipts, and then wait for the 
reimbursement to be processed. Checks were issued and mailed to the participants, who then 
cashed the checks. In essence, participants “paid twice” – through payroll deduction and then at 
the point of sale – then they had to wait for reimbursement. 

However, with the Prepaid Benefits Card, participants simply swipe their cards and the funds are 
automatically deducted from their respective benefit account(s) for payment. The card eliminates 
most out-of-pocket cash outlays and paperwork, as well as the need to wait for reimbursement 
checks. 

4. Is the Prepaid Benefits Card just like other Mastercard® or Visa® cards? 
No. The Prepaid Benefits Card is a special-purpose Mastercard® or Visa® card that can be used 
only for eligible health care/benefits expenses. It cannot be used, for instance, at gas stations or 
restaurants. There are no monthly bills and no interest. 

 
 

Transforming employee experience for a better today and a better tomorrow. 

 
 

iFlex 
Important Information About 
Prepaid Benefits Cards 
General Questions on the Prepaid Benefits Card 
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5. How many Prepaid Benefits Cards will the participant receive? 
The participant will receive two cards (unless the participant has only a Qualified Transportation 
Account, in which case one card will be issued). If participants would like additional cards for other 
family members, they should contact their Plan Administrator. 

6. Will participants receive a new Prepaid Benefits Card each year? 
No, participants will not receive a new card each year. If the participant will again have a benefit 
associated with the card for the following plan year – and he/she used the card in the current 
benefit year – the participant will simply keep using the same card the following year. The card will 
be loaded with the new annual election amount at the start of each plan year or incrementally with 
each pay period, based on the type of account(s) the participant has. 

7. What if the Prepaid Benefits Card is lost or stolen? 
Participants should call their Plan Administrator to report a card lost or stolen as soon as they 
realize it is missing, so the Administrator can turn off their current card(s) and issue replacement 
card(s). There may be a fee for replacement cards. 

 
Getting Started and Activating Your Card 

1. How do participants activate the card? 
Participants should call the toll-free number on the activation sticker on the front of the card or 
visit the web site on the back of the card. 

Participants can use both cards once the first card is activated – they do not need to activate 
both. They should wait one business day after activation to use their cards. Each card user should 
sign the card with his or her own name. 

2. What dollar amount is on the Prepaid Benefits Card when it is activated? 
For Health Care FSAs, the dollar value on the card will be the annual amount that participants 
elected to contribute to their respective employee benefit account(s) during their annual benefits 
enrollment. The available amount may include a carry over based on plan design. It’s from that total 
dollar amount that eligible expenses will be deducted as participants use their cards or submit 
manual claims. 

Some other types of accounts, like Dependent Care FSAs, HRAs, and transportation accounts, 
are funded incrementally at each pay period, so it is especially important to be aware of account 
balances in order to avoid card declines at the point of service. 

 
Using the Card 

1. Where may participants use the Prepaid Benefits Card? 
IRS regulations allow participants to use their Prepaid Benefits Cards in participating pharmacies, 
mail- order pharmacies, discount stores, department stores, and supermarkets that can identify 
FSA/HRA-eligible items at checkout and accept MasterCard® prepaid cards or Visa® prepaid cards. 

Eligible expenses are deducted from the account balance at the point of sale. Transactions are 
fully substantiated, and in most cases, no paper follow-up is needed. Participants can find out 
which merchants are participating by visiting the website on the back of the card or consulting 
their Plan Administrator. 

http://www.isolvedbenefitservices.com/


copyright 2023 • www.isolvedbenefitservices.com 

 

 

Some plan designs may also allow participants to use their cards in pharmacies that have certified 
that 90% of the merchandise they sell is FSA/HRA-eligible. However, since these pharmacies 
cannot identify the eligible items at the point of sale, another form of auto substantiation or paper 
follow up will be required. 

Participants may also use the card to pay a hospital, doctor, dentist, or vision provider that accepts 
Mastercard® or Visa®. In this case, EB uses its auto-substantiation technology to electronically 
verify the transaction’s eligibility according to IRS rules. If the transaction cannot be auto 
substantiated, paper follow-up will be required. 

2. Are there places the Prepaid Benefits Card won’t be accepted? 
Yes. The card will not be accepted at locations that do not offer the eligible goods and services, 
such as hardware stores, restaurants, bookstores, gas stations and home improvement stores. 
Cards will not be accepted at pharmacies, mail-order pharmacies, discount stores, department 
stores, and supermarkets that cannot identify FSA/HRA-eligible items at checkout. The card 
transaction may be declined. Participants can find out which merchants are participating by 
visiting the website on the back of the card or consulting their Plan Administrator. 

3. If asked, should participants select “Debit” or “Credit”? 
Your Prepaid Benefits Card is a prepaid card. But, since there is no “prepaid” selection available, 
participants should select “Credit.” Participants do not need PIN and cannot get cash with the 
Prepaid Benefits Card. 

4. How does the card work in participating pharmacies, discount stores, department stores, 
and supermarkets? 

a. Bring prescriptions, vision products, eligible OTCs and other purchases to the register at 
checkout to let the clerk ring them up. (Please note: The list of eligible OTC items changed 
per the Patient Protection and Affordable Care Act of 2010. Contact your Plan Administrator 
for more information.) 

b. Present the card and swipe it for payment. 

c. If the card swipe transaction is approved (e.g., there are sufficient funds in the account and 
at least some of the products are FSA/HRA-eligible), the amount of the FSA/HRA-eligible 
purchases is deducted from the account balance and no receipt follow up is required. The 
clerk will then ask for another form of payment for the non-FSA/HRA-eligible items. 

d. If the card swipe transaction is declined, the clerk will ask for another form of payment for 
the total amount of the purchase. 

e. The receipt will identify the FSA/HRA-eligible items and may also show a subtotal of the 
FSA/HRA- eligible purchases. 

f. In most cases, the participant will not receive requests for receipts for FSA/HRA-eligible 
purchases made in participating pharmacies, discount stores, department stores, 
or supermarkets. 
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5. Why do participants need to save all of their itemized receipts? 
Participants and their other eligible users should always save itemized receipts for FSA and 
HRA purchases made with the Prepaid Benefits Card. They may be asked to submit receipts to 
verify that their expenses comply with IRS guidelines. Each receipt must show: the merchant 
or provider name, the service received, or the item purchased, the date and the amount of the 
purchase. The IRS requires that every card transaction must be substantiated. This can occur 
through automated processing as outlined by the IRS (e.g., copay matching, etc.). If the 
automated processing is unable to substantiate a transaction, the IRS requires that 
itemized receipts must be submitted to validate expense eligibility. 

6. How long do participants need to save their itemized receipts? 
Participants should save itemized receipts for FSA and HRA until the end of the plan year and/or 
grace period (if applicable). HSA participants should save receipts for three years to comply with 
IRS document retention rules. 

7. What if participants lose their receipts or accidentally swipe the card 
for something that’s not eligible? 
Usually, the service provider can recreate an account history and provide a replacement 
receipt. If a receipt cannot be located, recreated, or if the expense is ineligible for reimbursement, 
the participant can send a check or money order to the Plan Administrator for the amount so it can 
be credited back to the participant’s FSA/HRA account. 

8. May participants use the Prepaid Benefits Card for prescriptions 
ordered prior to activating the card? 
No. The card must be activated prior to the order and/or purchase date of prescriptions. In 
some cases, participants need to wait one business day after activating the card to purchase 
prescriptions at their pharmacy. For example, if the card is activated on Tuesday, a prescription 
can be ordered and picked up on Wednesday. 

9. May participants use the Prepaid Benefits Card if they receive a statement with a 
Patient Due Balance for a medical service? 
Yes. If they have money in their account for the balance due, the services were incurred 
during the current plan year, and the provider accepts Mastercard® debit cards or Visa® 
debit cards, participants can simply write the card number on their statement and send it 
back to the provider. 

10. Sometimes the participant is asked for the CVV when paying the balance due or when placing 
an order by phone or online. What is this and where is it found? 
CVV stands for “Card Verification Value.” It is a 3-digit number that can be found on the back of the 
card to the right of the signature panel. 

11. How do participants know how much is in their account? 
They can visit their personal Account Summary page at www.isolvedbenefitservices.com and view 
their account activity and current balance. Or they can call isolved at 866-370-3040 or via email, 
fsa@isolvedhcm.com to obtain their current balance. Participants should always know their 
account balance before making a purchase with the card. 

http://www.isolvedbenefitservices.com/
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12. What if participants have an expense that is more than the amount left in their account? 
By checking their account balance often – either online or by calling isolved at 866-370-3040 or via 
email, fsa@isolvedhcm.com – participants will have a good idea of how much is available. When 
incurring an expense that is greater than the amount remaining in their account, participants may 
be able to split the cost at the register. (Check with the merchant.) For example, participants may 
tell the clerk to use the Prepaid Benefits Card for the exact amount left in the account, and then 
pay the remaining balance separately. Alternatively, participants may pay by another means and 
submit the eligible transaction manually via a claim form with the appropriate documentation to 
their Plan Administrator. 

13. What are some reasons that the Prepaid Benefits Card might not work at point of sale? 
The most common reasons why a card may be declined at the point of sale are: 

a. The card has not been activated. 

b. The card has been used before the 24-hour period after activation is over. 

c. The participant has insufficient funds in his or her employee benefit account to cover the 
expense. 

d. Non-eligible expenses have been included at the point-of-sale. (Retry the transaction with 
the eligible expense only.) 

e. The merchant is encountering problems (e.g., coding or swipe box issues). 

f. The pharmacy, discount store, department store, or supermarket cannot identify FSA/HRA- 
eligible items at checkout according to IRS rules. 

14. Is the participant responsible for charges on lost or stolen Prepaid Benefits Cards? 
If isolved and the issuing bank are notified within two business days, the participant will not be 
responsible for any charges. If the notification is after two days, the participant may be 
responsible for the first $50 or more. Replacement cards may be purchased. 

15. Whom do participants call if they have questions about the Prepaid Benefits Card? 
Contact isolved at 866-370-3040 or via email, fsa@isolvedhcm.com. 

16. How will a participant know to submit receipts to verify a charge? 
The participant will receive a letter or notification from isolved if there is a need to submit a 
receipt. All receipts should be saved per the IRS regulations. 

17. What if a participant fails to submit receipts to verify a charge? 
If receipts are not submitted as requested to verify a charge made with Prepaid Benefits Card, 
then the card may be suspended until receipts are received. The participant may be required to 
repay the amount charged. The Plan Administrator will advise the participant that the card has 
been suspended, if a receipt is not received. Submitting a receipt or repaying the amount 
in question will allow the card to become active again. 

http://www.isolvedbenefitservices.com/
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What is the Prepaid Benefits Card?  
The Prepaid Benefits Card is a special-purpose MasterCard® card that gives 
participants an easy, automatic way to pay for eligible health care/benefit 
expenses. The card lets participants electronically access the pre-tax 
amounts set aside in their respective employee benefits accounts such as 
Flexible Spending Accounts (FSAs), Health Reimbursement Accounts (HRAs) 
and Health Savings Accounts (HSAs).  
 

 How does the Benefits Card work?  
It works like a MasterCard® card, with the value of your account(s) contribution stored on it. When you have eligible 
expenses at a business that accepts MasterCard® debit cards, you simply use the card. The amount of the eligible 
purchase will be automatically deducted from your account and the pre-tax dollars will be electronically transferred to the 
provider/merchant for immediate payment.  
 

 Does the Benefits Card change how the participant is reimbursed for expenses?  
Before the Benefits Card became available, you had to pay for eligible expenses at the time of purchase, submit claim 
forms along with all receipts, and then wait for the reimbursement to be processed. Checks were issued and mailed to 
you. In theory, you paid twice – through payroll deduction and then at the point of sale – then you had to wait for 
reimbursement.  
 
With the Benefits Card, you simply swipe your card and the funds are automatically deducted from your respective benefit 
account(s) for payment. The card eliminates most out-of-pocket cash outlays and paperwork, as well as the need to wait 
for reimbursement checks.  
 

 Is the Benefits Card just like other MasterCard® cards?  
No. The Benefits Card is a special-purpose MasterCard® card that can be used only for eligible health care/benefits 
expenses. It cannot be used, for instance, at gas stations or restaurants. There are no monthly bills and no interest. 
 

  How many Benefits Cards will you receive?  
You will receive two cards. If you would like additional cards for other family members, please contact isolved Benefit 
Services. 
 

 Will you receive a new Benefits Card each year?  
No, you will not receive a new card each year.  If your card was used in the current benefit year and you will have a benefit 
associated with the card for the following plan year, simply keep using the same card the following year. The card will be 
loaded with the new annual election amount at the start of each plan year or incrementally with each pay period, based on 
the type of account(s) you have.  
 

 What if the Benefits Card is lost or stolen?  
You should call isolved Benefit Services to report a lost or stolen card as soon as you realize it is missing, so the card can 
be turned off and a replacement issued. There may be a fee for replacement cards.  
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Getting Started and Activating Your Card 

  
 How do I activate the Card? 

You should call the toll-free number on the activation sticker on the front of the card or visit the website on the back of the 
card.  You can use both cards once the first card is activated, you do not need to activate both. You should wait one 
business day after activation to use the card. Each card user should sign the card with their name. 
 

 What dollar amount is on the Benefits Card when it is activated? 
For Health Care FSAs, the dollar value on the card will be the annual amount that you elected to contribute to your 
respective employee benefit account(s) during benefits enrollment. Eligible expenses will be deducted from that total 
dollar amount as the card is used or manual claims are submitted.  
 
Some other types of accounts, like Dependent Care FSAs, HRAs and transportation accounts, are funded incrementally at 
each pay period, so it is especially important to be aware of account balances in order to avoid card declines at the point 
of service. 
 
Using the Card  

  
 Where can you use the Benefits Card?  

IRS regulations allow you to use the Benefits Cards in participating pharmacies, mail-order pharmacies, discount stores, 
department stores and supermarkets that can identify FSA/HRA eligible items at checkout and accept MasterCard® 
prepaid cards. Eligible expenses are deducted from the account balance at the point of sale. Transactions are fully 
substantiated, and in most cases no paper follow-up is needed.  You can find out which merchants are participating by 
visiting the website on the back of the card. 
 
Some plan designs may also allow you to use the cards in pharmacies that have certified that 90% of the merchandise 
they sell is FSA/HRA eligible. However, since these pharmacies cannot identify the eligible items at the point of sale, 
another form of auto substantiation or paper follow-up will be required. 
 
You may also use the card to pay a hospital, doctor, dentist or vision provider that accepts MasterCard®. In this case, auto-
substantiation technology is used to electronically verify the transaction’s eligibility according to IRS rules. If the 
transaction cannot be auto substantiated, follow-up will be required. 
 

 Are there places the Benefits Card won’t be accepted?  
Yes. The card will not be accepted at locations that do not offer the eligible goods and services, such as 
hardware stores, restaurants, bookstores, gas stations and home improvement stores. 
 
Cards will not be accepted at pharmacies, mail-order pharmacies, discount stores, department stores and 
supermarkets that cannot identify FSA/HRA eligible items at checkout. The card transaction may be declined. 
You can find out which merchants are participating by visiting the website on the back of the card. 
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 If asked, should you select debit or credit?  

Your Benefits Card is actually a prepaid card. But, since there is no prepaid selection available, you should 
select credit. You do not need a PIN and cannot get cash with the prepaid Benefits Card. 
 

 How does the card work in participating pharmacies, discount stores, department stores and supermarkets? 
a. Bring prescriptions, vision products, eligible OTC and other purchases to the register for checkout. (Please note: 

The list of eligible OTC items changed per the Patient Protection and Affordable Care Act of 2010.) 
b. Swipe the card for payment. 
c. If the card swipe transaction is approved (e.g., there are sufficient funds in the account and at least some of the 

products are FSA/HRA eligible), the amount of the FSA/HRA eligible purchase is deducted from the account 
balance and no receipt follow up is required. You will be asked for another form of payment for the non-FSA/HRA 
eligible items. 

d. If the card swipe transaction is declined, you will be asked for another form of payment for the total amount of the 
purchase.  

e. The receipt will identify the FSA/HRA eligible items and may also show a subtotal of the FSA/HRA eligible 
purchases. 

f. In most cases, you will not receive requests for receipts for FSA/HRA eligible purchases made in participating 
pharmacies, discount stores, department stores or supermarkets. 

 
 Why do you need to save all of their itemized receipts? 

You and your other eligible users should always save itemized receipts for FSA and HRA purchases made with the Benefits 
Card. You may be asked to submit receipts to verify that the expenses comply with IRS guidelines. Each receipt must 
show:  the merchant or provider name, the service received or the item purchased, the date and the amount of the 
purchase. The IRS requires that every card transaction must be substantiated. This can occur through automated 
processing as outlined by the IRS (e.g., co-pay matching, etc.). If the automated processing is unable to substantiate a 
transaction, the IRS requires that itemized receipts must be submitted in order to validate expense eligibility. 
 

 How long do you need to save their itemized receipts? 
Participants should save itemized receipts for FSA and HRA until the end of the benefit year and/or grace period (if 
applicable). HSA participants should save receipts for three years to comply with IRS document retention rules.  
 

 What if you lose receipts or accidentally swipe the card for something that’s not eligible? 
Usually the service provider can provide a replacement receipt. In the event that a receipt cannot be located, recreated or 
if the expense is ineligible for reimbursement, the participant can send a check or money order to isolved Benefit Services 
for the amount so it can be credited back to the FSA/HRA account. 
 

 May you use the Benefits Card for prescriptions ordered prior to activating the card? 
No. The card must be activated prior to the order and/or purchase date of prescriptions. In some cases, participants need 
to wait one business day after activating the card to make purchases. For example, if the card is activated on Tuesday, a 
prescription can be ordered and picked up on Wednesday. 
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 Can you use the Benefits Card if you receive a statement with a patient due balance for a medical service? 

Yes. As long as you have money in your account for the balance due, the services were incurred during the current plan 
year and the provider accepts MasterCard® debit cards, you can simply write the card number on the statement and send 
it back to the provider.  
 

 Sometimes you are asked for the CVV when paying the balance due or when placing an order by phone or 
online. What is this and where is it found? 
CVV stands for Card Verification Value. It is a three-digit number that can be found on the back of the card to the right of 
the signature panel. 
 

 How do you know how much is in your account? 
You can visit your personal Account Summary page or the mobile app to view account activity and current balance. 
Participants should always know their account balance before making a purchase with the card.  
 
What if you have an expense that is more than the amount left in your account? 
By checking the account balance often – either online or via the mobile app – you will have a good idea of how much is 
available. When incurring an expense that is greater than the amount remaining in your account, you may be able to split 
the cost at the register (check with the merchant). For example, participants may use the Benefits Card for the exact 
amount left in the account, and then pay the remaining balance separately. Alternatively, you may pay by another means 
and submit the eligible transaction via a claim form online or via the mobile app with the appropriate documentation.  
 

 What are some reasons that the Benefits Card might not work at point of sale? 
The most common reasons why a card may be declined at the point of sale are: 

a. The card has not been activated.  
b. The card has been used before the 24-hour period after activation is over.  
c. You have insufficient funds in your employee benefit account to cover the expense.  
d. Noneligible expenses have been included at the point of sale. (Retry the transaction with the eligible expense only.)  
e. The merchant is encountering problems (e.g. coding or swipe box issues). 
f. The pharmacy, discount store, department store or supermarket cannot identify FSA/HRA eligible items at checkout 

according to IRS rules.  
 

 Are you responsible for charges on lost or stolen Benefits Cards? 
If isolved Benefit Services is notified within two business days, you will not be responsible for any charges. If the 
notification is after two days, you may be responsible for the first $50 or more. Replacement cards may be purchased.  
 

 Whom do you call if they have questions about the Benefits Card? 
Call isolved Benefit Services at the phone number shown on the back of the card. 
 

 Can you use the Benefits Card to access last year’s money left in the account this year? 
The IRS allows for a grace period in the current year to use up funds carried over from the prior year. Contact isolved 
Benefit Services to find out how the grace period is handled for your specific program. 

 
  
 

https://infinconsumer.lh1ondemand.com/Login.aspx?ReturnUrl=%2f
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 How will you know to submit receipts to verify a charge? 

You will receive a letter or notification from isolved Benefit Services if there is a need to submit a receipt. All receipts 
should be saved per the IRS regulations. 
 

 What if you fail to submit receipts to verify a charge? 
If receipts are not submitted as requested to verify a charge made with Benefits Card, then the card may be suspended 
until receipts are received. You may be required to repay the amount charged. isolved Benefit Services will advise you that 
the card has been suspended, if a receipt is not received. Submitting a receipt or repaying the amount in question will 
allow the card to become active again.  
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CLAIMS

continued

TO FILE A CLAIM

FILE YOUR CLAIM TODAY 

Your disability program is managed  
by The Hartford.

If you’re absent from work, we can advise you on when to file a claim. If your absence 
is scheduled, such as an upcoming hospital stay, call us 30 days prior to your last day 
of work. If unscheduled, please call us as soon as possible.

THE HARTFORD MAKES IT EASY TO FILE A CLAIM
Step 1: Know when it’s time to take action.
If you’re absent from work, we can advise you on when to file a 
claim. If your absence is scheduled, such as an upcoming hospital 
stay, call us 30 days prior to your last day of work. If unscheduled, 
please call us as soon as possible.

Step 2: Have this information ready.
•  �Name, address and other key identification information.
•  �Name of your department and last full day of active work.
•  �The nature of your claim.
•  �Your treating physician’s name, address,  

phone and fax numbers.

Step 3: Make the call or file online. With your information handy, 
call The Hartford at  
 
You’ll be assisted by a caring professional who’ll take your 
information, answer your questions and file your claim.

FILE A CLAIM WITH CONFIDENCE 



TheHartford.com/groupbenefits

(Please cut here and keep in your wallet.)

WHEN YOU CALL THE HARTFORD WILL 
ASK YOU TO PROVIDE:

This card is not proof of insurance.

HOW TO FILE A CLAIM

The Hartford® is the Hartford Financial Services Group, Inc. and its subsidiaries, including issuing companies Hartford Life Insurance 
Company and Hartford Life and Accident Insurance Company. Home Office is Hartford, CT.  © 2018 The Hartford.

Disability Form Series includes GBD-1000, GBD-1200, or state equivalent. 
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•  �Name, address and other key identification 
information.

•  �Name of your department and last full day  
of active work.

•  �The nature of your claim.
•  �Your treating physician’s name, address,  

phone and fax numbers.

GET SUPPORTIVE ASSISTANCE
Even after your claim has been filed we may be in 
touch to check your progress, answer questions or 
obtain additional information from you. Our goal is 
to offer a smooth and hassle-free experience until 
you return to work. Feel free to also call us with 
anything that’s on your mind. We’re here to help.

RELAX AND STAY POSITIVE
You have the assurance of our knowledge, experience 
and understanding of what you’re going through. 
We’re with you all the way, so you can receive the 
benefits you qualify for and get back to your life.

QUICK FACTS
The Hartford’s goal is to help get you through your 
time away from work with dignity and assist you in 
any way we can. Keep the card below in a safe place 
for future use. We’ll be there when you need us.

https://www.TheHartford.com/groupbenefits










HACAP - 2026 Employee Benefits Guide

Eligibility
You are eligible to participate in the plan upon your first day of 
employment or can enroll anytime thereafter.

Contributions
Employee: Designates the amount of contribution
Employees can change the amount of contributions or terminate 
participation at any time.
Employer: Up to a maximum of 9.44% for employees 6.29% contribution.
Employee must elect out of IPERS for company contributions to match the
403(b).

Vesting
The Employee directs contributions to available funds.  
100% vested in both employee and employer contributions immediately.

For More Information
For additional details about the 403(b) Retirement Savings Plan or to 
enroll or change your contribution rates or investment elections, please 
visit www.myprincipal.com/welcome or you may call 1-800-547-7754.
.

403(b) Retirement Account

Additional Features
• A broad range of investment options. When you decide how 

to invest your account balance, spreading your savings among 
different investments can help smooth the ups and downs of 
market cycles and reduce risk. In deciding how to allocate the 
investment of your account balance, keep in mind that some of 
the plan’s investment options, known as “target date funds,” 
contain an asset allocation strategy within the investment 
option itself.

• Automatic contributions. If you want to have contributions 
automatically deducted, your company’s plan offers 
Automatic Enrollment. 

• An account you can take with you. Should you leave HACAP, 
your vested balance is yours to take with you.

Starting earlier 
can pay off

It’s important to save enough for 
your future, and it’s also important to 
understand the concept of 
compounded returns.
The chart shows how starting earlier 
puts compounding to work for you 
over time.

Save $200 a month:
Start now
Save for 10 years
$400,138

$376,138 $226,072

Wait 10 years
Save for 30 years
$298,072

This hypothetical illustration assumes pre-tax contributions 
made at the beginning of each month and an annual effective 
rate of return of 8% and reinvestment of earnings.

*Start now assumes the contributions are invested for 40 years;

**Wait 10 years assumes contributions are invested  for 30 
years. Results are for illustrative purposes only and are not 
meant to represent the past or future performance of any 
specific investment vehicle.

HACAP's 403(b) Retirement Savings Plan offers a convenient way to save for your future through payroll deductions. 

$24,000 $72,000

Earnings Contributions
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 www.ipers.org

Connect with us —
at your convenience!

Before Retirement

•	Create estimates of your projected IPERS benefits. 

•	View a record of your IPERS contributions. 

After Retirement

•	Change withholding amounts.

•	View 1099-R information and other documents.

•	See your benefit payment history. 

You can also:

•	Update your contact information. 

•	See your designated beneficiary.

•	Access records of your IPERS forms and correspondence.
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