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Hawkeye Area Community Action Program

Welcome to Open Enrollment

Pick the best benefits for
you and your family.
HACAP strives to provide you and your family with a comprehensive and valuable benefits package. We want
to make sure you’re getting the most out of our benefits—that’s why we’ve put together this Open Enrollment
Guide.
Open enrollment is a short period each year when you can make changes to your benefits. This guide will
outline all of the different benefits HACAP offers, so you can identify which offerings are best for you and your
family.
Elections you make during open enrollment will become effective on January 1, 2022 If you have questions
about any of the benefits mentioned in this guide, please don’t hesitate to reach out to contact Jason Fisher
(jfisher@hacap.org) or Keri Burian (kburian@hacap.org) in Human Resources with any questions you may
have.

The information in this Enrollment Guide is presented for illustrative purposes and is based on information provided by the employer. The text contained in this
guide was taken from various summary plan descriptions and benefit information. While every effort was taken to accurately report your benefits, discrepancies
or errors are always possible. In case of discrepancy between the guide and actual plan documents, the actual plan documents will prevail. All information is
confidential, pursuant to the Health Insurance Portability and Accountability Act of 1996. If you have any questions about the guide, please contact HR. The
information in this Enrollment Guide is presented for illustrative purposes and is based on information provided by the employer. The text contained in this guide
was taken from various summary plan descriptions and benefit information. While every effort was taken to accurately report your benefits, discrepancies or
errors are always possible. In case of discrepancy between the guide and actual plan documents, the actual plan documents will prevail. All information is
confidential, pursuant to the Health Insurance Portability and Accountability Act of 1996. If you have any questions about the guide, please contact HR.
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HACAP 2022 Annual Enrollment Overview
January 1st marks the anniversary of our employee benefit plans. Shortly, you will be enrolling in
our administration system eNavigate for the plan effective 1/1/2022-12/31/2022. Please carefully
read the information below for a brief summary of each plan.

Health Insurance:

We are pleased to announce our medical coverage is remaining with Wellmark. Attached you will
find a description of the plans being offered. Please note: For HMO plans you MUST designate a
primary physician and preventive services must be performed by your primary physician.

2022 Health Costs:

Payroll deductions have changed slightly, as shown below. These premiums will be deducted pretax.

2022 Employee Bi-Weekly Deductions (26 times per year)
Employee
Only

Employee &
Spouse

Employee &
Child(ren)

Employee & Family

$950 Deductible
(Full-time Employees)

$82.13

$166.88

$154.34

$406.99

$950 Deductible
(Part-time Employees)

$99.41

$193.23

$178.71

$420.12

$1250 Deductible
(Full-time Employees)

$79.64

$161.79

$149.64

$394.56

$79.64

$187.34

$173.27

$407.29

$83.34

$169.35

$156.63

$413.04

$83.34

$196.09

$181.36

$426.36

$107.66

$226.71

$187.23

$508.22

$123.61

$242.91

$224.67

$532.42

$1250 Deductible
(Part-time Employees)
$2000 Deductible
(Full-time Employees)
$2000 Deductible
(Part-time Employees)
$2500 HDHP/HSA
(Full-time Employees)
$2500 HDHP/HSA
(Part-time Employees)
•

If you are an employee who is affected by the summer leave option, you may have the deductions taken out of 19
rather than 26 pay periods. Contact Jim McGoldrick for information (JMcGoldrick@hacap.org).

•

HACAP per pay period contribution to HSA accounts: $34.62 for Single/$96.15 for all others.
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Dental Insurance:

The dental plan will continue to be offered through Delta Dental. Note that we have improved the
benefit for preventive services which are now paid at 100% in 2022.
Summary of Benefits
Deductible
Calendar Year Benefit
Coverage
Orthodontia Coverage

Dental Insurance
$25 Single / $75 Family
$750
0% for Preventive Services, 20% Basic Services and 50% for Major Services
50% up to $750 Lifetime Benefit for Children under 19

Vision Insurance:

Voluntary vision plan with VSP for 2022.
Summary of Benefits

Vision Insurance

Copay
Frames/Contact Lenses

$10 copay
$130 allowance

Flexible Spending Accounts (FSA):

This benefit allows you to pay for your out-of-pocket medical, dental and vision expenses and
dependent care expenses with pre-tax dollars, which lowers your tax liability.
• Benefit eligible employees will have the opportunity to elect to participate in the Flexible Spending
Account for the plan year beginning January 1, 2022 – December 31, 2022.
• To participate each year in the FSA plans, you must make an annual election. This
election can now be completed on eNavigate.
• Eligible health care and dependent care reimbursable expenses are available on the iSolved
website, www.isolvedbenefitservices.com/kabel, or by phone at (515) 224-9400.
• Important Note: If you are enrolled in the HDHP/HSA, IRS rules do not allow you or your spouse to
have a Medical FSA.

Health Savings Account (HSA)

You may elect to have an HSA with Alliance Select HDHP medical plan. The HSA is an account that
accumulates funds to cover your health care expenses. HACAP makes the following bi-weekly
contributions to a member’s account based on coverage level: $34.62 for single and $96.15 for all
other coverage levels.

Core Benefits (Provided to You at No Cost):

HACAP is pleased to continue to provide both Basic Life/AD&D Insurance and Short-Term Disability in
2022. This important financial protection will continue to be provided at no cost to our employees.
Our coverage is moving to Guardian and the basic life benefit for employees is increasing from
$15,000 to $25,000. Your STD benefit is 60% of salary up to $1000 for 25 weeks with a 7 day
elimination period.

Optional Benefits (You Decide) offered through Guardian:
Optional Life Insurance

Employees who want to supplement their group life insurance benefits may purchase additional
coverage. When you enroll yourself and/or your dependents in this benefit, you pay the full cost
through bi-weekly payroll deductions. You may purchase coverage on yourself in the amount of
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one to five times your basic annual earnings (to a maximum of $500,000). Coverage is also
available for your spouse and children. Guarantee issue amounts have increased.

Long-Term Disability (LTD)

You may purchase LTD coverage to provide financial protection in the event you become
disabled from a non-work-related injury or sickness. After you are disabled for 180 days, the
plan pays a monthly benefit of 30% of your insured pre-disability earnings.

Accident and Critical Illness

You may purchase Accident and Critical Illness plans to provide additional financial
protection in the event you become injured or ill. These plans are offered through
Guardian.

Questions & Answers

Changes that can be made effective January 1, 2022:
♦
Change medical plans
♦
Enroll or terminate individual and/or dependent coverage in the medical and/or dental plans
♦
Enroll in the Flexible Spending Account Plan
♦
Add or make changes to your Optional Benefits (e.g. Optional Life Insurance)
How do I enroll in my benefits and access forms/more information?
♦
Go to our website: www.hacapenavigate.bswift.com
Username: first name initial/full last name (i.e. jpeterson)
Password: Last 4 numbers of your SSN
After logging into eNavigate site, you can click on “Library” at the top for informational resources.
Select the “Complete Enrollment” button to enroll or waive benefits
**NOTE: You MUST review HACAP Policy and Procedures to finalize the enrollment.
What is the deadline to complete my 2022 Benefits Enrollment?
♦
Your enrollment must be completed by November 19, 2021.
Who do I contact with questions?
♦
Contact Jason Fisher (jfisher@hacap.org) or Keri Burian
questions you may have.

(kburian@hacap.org)

in Human Resources with any

NOTE: After the Open Enrollment Period, you cannot make changes to your coverage during the year
unless you experience a change in family status, such as:






Loss or gain of coverage through your spouse
Loss of eligibility of a covered dependent
Death of your covered spouse or child
Birth or adoption of a child, Marriage, divorce, or legal separation
Switch from part-time to full-time

You have 30 days from a change in family status to make changes to your current coverage.
The information in this Benefits Summary is presented for illustrative purposes and is based on information provided by the employer.
The text contained in this Summary was taken from various summary plan descriptions and benefit information. While every effort was
taken to accurately report your benefits, discrepancies, or errors are always possible. In case of discrepancy between the Benefits
Summary and the actual plan documents the actual plan documents will prevail. All information is confidential, pursuant to the Health
Insurance Portability and Accountability Act of 1996. If you have any questions about this summary, contact Human Resources.

ON-LINE ENROLLMENT
NOVEMBER 8, 2021 – NOVEMBER 19, 2021
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Plan 1 Blue Advantage HMO $950
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Wellmark.
Health Plan of Iowa

+.·~; 'I
V.

Coverage Period: 01/01/2022 – 12/31/2022
Coverage for: Single & Family | Plan Type: HMO

•

Hawkeye Area Community Action ADV HMO Plan 1

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
What is the overall
deductible?
Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?
What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?
Will you pay less if you use
a network provider?

Answers
Why this Matters:
$950 person/$1,900 family per calendar Generally, you must pay all the costs from providers up to the deductible amount before
year.
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.
Yes. Well-child care, preventive care
This plan covers some items and services even if you haven’t yet met the deductible
from your designated personal doctor,
amount. But a copayment or coinsurance may apply. For example, this plan covers
physician maternity care, in-network
certain preventive services without cost sharing and before you meet your deductible.
prosthetic limbs and services subject to See a list of covered preventive services at www.healthcare.gov/coverage/preventivecopayments are covered before you
care-benefits/.
meet your deductible.
No. There are no other deductibles.
You don’t have to meet deductibles for specific services.
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.
Premiums, balance-billed charges, and
health care this plan doesn’t cover.
Yes. See www.wellmark.com or call 1800-524-9242 for a list of network
providers.

08/24/2021;01/01/2022;7HF;4B2;301783-39;301783-40;00017879;N;NGF

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.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
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-ofnetwork provider for some services (such as lab work). Check with your provider before
you get services.
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Why this Matters:
You can see the specialist you choose without a referral.

Not covered

Not covered

Not covered

$25 copay per
provider per date of
service

No charge

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

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Not covered

Not covered

$25 copay per
provider per date of
service

Services You May Need

For a test in a provider's office or clinic, your cost is
included in the cost-share listed above.

08/24/2021;01/01/2022;7HF;4B2;301783-39;301783-40;00017879;N;NGF
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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/
substance abuse.

Must be provided by or coordinated through your
designated personal doctor or OB/GYN. One preventive
exam, one gynecological exam with Pap smear, 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.

Applies to Non-PCP providers.

Primary Care Practitioners (PCP) are defined as General
and Family Practice, Internal Medicine, OB/GYN,
Pediatricians, Nurse Practitioners, and PAs. For this plan
you must designate a personal doctor from the above
provider types.

Limitations, Exceptions, & Other Important
Information

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.

If you have a test

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

Common
Medical Event

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)

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

Important Questions
Answers
Do you need a referral to see No.
a specialist?

Not covered

20% coinsurance
20% coinsurance

Emergency room care

Not covered

20% coinsurance

------None------

------None------

------None------

08/24/2021;01/01/2022;7HF;4B2;301783-39;301783-40;00017879;N;NGF

10

Page 3

------None-----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.
For covered non-emergent situations, out-of-network
ambulance services are NOT reimbursed at the in-network
level. The member may be balance billed for any out-ofnetwork service as established under the rules developed
for implementation of the No Surprises Act.

------None------

Drugs listed on Wellmark's Blue Rx Value Plus Drug List
are covered. Drugs not on this Drug List are not covered.
1 copay for 30-day supply.
2 copays for 90-day supply (maintenance).
Specialty drugs are covered only when obtained through
the CVS Specialty Pharmacy Program.
See wellmark.com/prescriptions for information about
drugs and drug quantities that require prior authorization
by Wellmark to be covered by your plan.

Limitations, Exceptions, & Other Important
Information

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.

Not covered

Not covered

$25 copay per
provider per date of
service

Urgent care
20% coinsurance

20% coinsurance

20% coinsurance

Emergency medical
transportation

20% coinsurance

Not covered

20% coinsurance

Not covered

Not covered

Not covered

Not covered

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Specialty drugs

Tier 3

Tier 2

Tier 1

Services You May Need

Facility fee (e.g., hospital
If you have a hospital room)
stay
Physician/surgeon fees

If you need
immediate medical
attention

If you have
outpatient surgery

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

If you need drugs to
treat your illness or
condition

Common
Medical Event

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
$10 copay per
prescription
$25 copay per
prescription
$50 copay per
prescription
$50 copay per
prescription

I I I I

Not covered

20% coinsurance

Childbirth/delivery facility
services

Not covered

Not covered

No charge

Office visits

Not covered

Childbirth/delivery professional No charge
services

20% coinsurance

Inpatient services

Outpatient services

Services You May Need

------None------

08/24/2021;01/01/2022;7HF;4B2;301783-39;301783-40;00017879;N;NGF
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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.
Benefits shown reflect OB/GYN practitioner services
which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

------None------

------None------

Limitations, Exceptions, & Other Important
Information

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.

If you are pregnant

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

Common
Medical Event

What You Will Pay What You Will Pay
In-Network (IN)
Out-of-Network
Provider
(OON) Provider
(You will pay the
(You will pay the
least)
most)
Office: $25 copay per
provider per date of
service
Not covered
Facility: 20%
coinsurance

Children’s glasses
Children’s dental check-up

Children’s eye exam

Hospice services

Skilled nursing care
Durable medical equipment

Habilitation services

Rehabilitation services

Home health care

Services You May Need

Not covered

20% coinsurance
$25 copay per
provider per date of
service
Not covered
Not covered

Not covered
Not covered

Not covered
Not covered

Not covered

Not covered

Not covered

------None-----------None------

One routine vision exam per calendar year. Must be
performed by an in-network provider.

------None-----------None-----Hospice respite care is limited to 15 inpatient and 15
outpatient days per lifetime.

------None------

------None------

------None------

Limitations, Exceptions, & Other Important
Information

08/24/2021;01/01/2022;7HF;4B2;301783-39;301783-40;00017879;N;NGF
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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.

If your child needs
dental or eye care

If you need help
recovering or have
other special health
needs

Common
Medical Event

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)
Not covered

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
20% coinsurance
Office: $25 copay per
provider per date of
service
Facility: 20%
coinsurance
Office: $25 copay per
provider per date of
service
Facility: 20%
coinsurance
20% coinsurance
20% coinsurance

Page 5

I

'

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

through age 18 subject to annual limits
• Chiropractic care (12 visits per calendar year)
• Infertility treatment (excludes some services)
• Private-duty nursing short term intermittent home skilled nursing

I

I

I

'

I

I

I

08/24/2021;01/01/2022;7HF;4B2;301783-39;301783-40;00017879;N;NGF
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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.

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

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

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.

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 provide Minimum Essential Coverage? Yes

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.

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.

calendar year)

• Routine eye care - Adult (one vision exam per

I

• Applied Behavior Analysis therapy-covered

I

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

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

I

•
•
•
•
•
•
•

I

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

Excluded Services & Other Covered Services:
I'

$0
$800

Copayments

Coinsurance

$1,100
$0

Copayments
Coinsurance

-

$1,810

The total Joe would pay is

Limits or exclusions

What isn’t covered

$50

Deductibles

Cost Sharing

In this example, Joe would pay:

$5,600

$200

Coinsurance

$1,170

$20

The total Mia would pay is

Limits or exclusions

$1,250

$0

$100

Copayments
What isn’t covered

$950

$2,800

Deductibles

Cost Sharing

In this example, Mia would pay:

-

-

08/24/2021;01/01/2022;7HF;4B2;301783-39;301783-40;00017879;N;NGF
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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.

The total Peg would pay is

$950
$25
20%
20%

Total Example Cost

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

Total Example Cost

■
■
■
■

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

-$60

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

--

Limits or exclusions

$950

What isn’t covered

$12,700

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

■
■
■
■

--

Deductibles

Cost Sharing

In this example, Peg would pay:

Total Example Cost

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)

(9 months of in-network pre-natal care and a hospital
delivery)
■ The plan's overall deductible
$950
■ PCP copayment
$25
■ Hospital(facility) coinsurance
20%
■ Other no charge
No Charge

Peg is Having a Baby

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

About These Coverage Examples:

--

Required Federal Accessibility and
Nondiscrimination Notice

Wellmark.

+,(f.

Discrimination is against the law
Wellmark complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin,
age, disability or sex. Wellmark does not exclude people or treat
them differently because of their race, color, national origin, age,
disability or sex.

If you believe that Wellmark has failed to provide these services or
discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file a grievance with: Wellmark
Civil Rights Coordinator, 1331 Grand Avenue, Station 5W189,
Des Moines, IA 50309-2901, 515-376-4500, TTY 888-781-4262,
Fax 515-376-9073, Email CRC@Wellmark.com. You can file a
grievance in person, by mail, fax or email. If you need help filing
a grievance, the Wellmark Civil Rights Coordinator is available to
help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone or fax at: U.S. Department of Health and Human Services,
200 Independence Avenue S.W., Room 509F, HHH Building,
Washington DC 20201, 800-368-1019, 800-537-7697 (TDD).

Wellmark provides:
• Free aids and services to people with disabilities so they may
communicate effectively with us, such as:
• Qualified sign language interpreters
• Written information in other formats (large print, audio,
accessible electronic formats, other formats)
• Free language services to people whose primary language is
not English, such as:
• Qualified interpreters

Complaint forms are available at http://www.hhs.gov/ocr/office/file/
index.html.

• Information written in other languages
If you need these services, call 800-524-9242.
ATENCIÓN: Si habla español, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuníquese al
800-524-9242 o al (TTY: 888-781-4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

注意： 如果您说普通话， 我们可免费为您提供语言协助服务。 请拨打
800-524-9242 或 （听障专线： 888-781-4262）。

โปรดทราบ: หากคุณพูด ไทย เรามีบริการช่วยเหลือด้านภาษาสำ�หรับคุณโดยไม่คิด
ค่าใช้จ่าย ติดต่อ 800-524-9242 หรือ (TTY: 888-781-4262)

CHÚ Ý: Nếu quý vị nói tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ miễn phí có
sẵn cho quý vị. Xin hãy liên hệ 800-524-9242 hoặc (TTY: 888-781-4262).

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrška
na Vašem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe oštećena sluha: 888-781-4262).
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfügung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
 اتصل بالرقم. المجانية، فإننا نوفر لك خدمات المساعدة اللغوية, إذا كنت تتحدث اللغة العربية:تنبيه
.)888-781-4262 : أو (خدمة الهاتف النصي800-524-9242

w>'k;oh.ng=erh>uwdRunDusdm<usdmw>rRpXRw>zH;w>rRwz.<vXwb.vXmbl;vJ<td.vXe*D>vDRIqJ;usd;ql
800=524=9242rhwrh>(TTY:888=781=4262)wuh>I
ВНИМАНИЕ! Если ваш родной язык русский, вам могут быть
предоставлены бесплатные переводческие услуги. Обращайтесь
800-524-9242 (телетайп: 888-781-4262).
सावधान: यदि तपाईं नेपाली बोल्नुहुन्छ भने, तपाईंका लागि नि:शुल्क रूपमा भाषा सहायता
सेवाहरू उपलब्ध गराइन्छ । 800-524-9242 वा (TTY: 888-781-4262) मा सम्पर्क गर्नुहोस् ।

ສິ່ ງຄວນເອົາໃຈໃສ,່ ພາສາລາວ ຖາ້ ທາ່ ນເວົາ້ : ພວກເຮົາມີບໍລກ
ິ ານຄວາມຊວ
ື ດາ້ ນພາສາ
່ ຍເຫຼອ
ໃຫທ
້ າ່ ນໂດຍບໍ່ ເສຍຄາ່ ຫຼື 800-524-9242 ຕິດຕໍ່ ທີ່ . (TTY: 888-781-4262.)

ማሳሰቢያ፦ አማርኛ የሚናገሩ ከሆነ፣ የቋንቋ እገዛ አገልግሎቶች፣ ከክፍያ ነፃ፣
ያገኛሉ። በ 800-524-9242 ወይም (በTTY: 888-781-4262) ደውለው ያነጋግሩን።

주의: 한국어 를 사용하시는 경우, 무료 언어 지원 서비스를 이용하실
수 있습니다. 800-524-9242번 또는 (TTY: 888-781-4262)번으로 연락해
주십시오.

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maaɗa. Heɓir 800-524-9242 malla (TTY: 888-781-4262).

ध्यान रखें : अगर आपकी भाषा हिन्दी है, तो आपके लिए भाषा सहायता सेवाएँ, निःशुल्क
उपलब्ध हैं। 800-524-9242 पर संपर्क करें या (TTY: 888-781-4262)।

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

ATTENTION : si vous parlez français, des services d’assistance dans votre
langue sont à votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

УВАГА! Якщо ви розмовляєте українською мовою, для вас доступні
безкоштовні послуги мовної підтримки. Зателефонуйте за номером
800-524-9242 або (телетайп: 888-781-4262).
Ge’: Diné k’ehj7 y1n7[ti’go n7k1 bizaad bee 1k1’ adoowo[, t’11 jiik’4,
n1h0l=. Koj8’ h0lne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc.
and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
M-2318376 09/16 A
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Wellmark.
Health Plan of Iowa

+.·~; 'I
V.

Coverage Period: 01/01/2022 – 12/31/2022
Coverage for: Single & Family | Plan Type: HMO

•

Hawkeye Area Community Action ADV HMO Plan 2

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
What is the overall
deductible?

Answers
$1,250 person/$2,500 family per
calendar year.

Are there services covered
before you meet your
deductible?

Yes. Well-child care, preventive care
from your designated personal doctor,
physician maternity care, in-network
prosthetic limbs and services subject to
copayments are covered before you
meet your deductible.
No. There are no other deductibles.

Are there other deductibles
for specific services?
What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?
Will you pay less if you use
a network provider?

Health: $2,500 person/$5,000 family per
calendar year. Drug Card: $2,500
person/$5,000 family per calendar year.
The In-Network health and drug card
out-of-pocket maximum amounts
accumulate together.
Premiums, balance-billed charges, and
health care this plan doesn’t cover.
Yes. See www.wellmark.com or call 1800-524-9242 for a list of network
providers.

08/24/2021;01/01/2022;7HW;4B3;301783-41;301783-42;00017879;N;NGF

Why this Matters:
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.
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/preventivecare-benefits/.
You don’t have to meet deductibles for specific services.
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.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
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-ofnetwork provider for some services (such as lab work). Check with your provider before
you get services.
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Why this Matters:
You can see the specialist you choose without a referral.

Not covered

Not covered

Not covered

$25 copay per
provider per date of
service

No charge

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

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Not covered

Not covered

$25 copay per
provider per date of
service

Services You May Need

For a test in a provider's office or clinic, your cost is
included in the cost-share listed above.

08/24/2021;01/01/2022;7HW;4B3;301783-41;301783-42;00017879;N;NGF
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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/
substance abuse.

Must be provided by or coordinated through your
designated personal doctor or OB/GYN. One preventive
exam, one gynecological exam with Pap smear, 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.

Applies to Non-PCP providers.

Primary Care Practitioners (PCP) are defined as General
and Family Practice, Internal Medicine, OB/GYN,
Pediatricians, Nurse Practitioners, and PAs. For this plan
you must designate a personal doctor from the above
provider types.

Limitations, Exceptions, & Other Important
Information

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.

If you have a test

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

Common
Medical Event

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)

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

Important Questions
Answers
Do you need a referral to see No.
a specialist?

Not covered

20% coinsurance
20% coinsurance

Emergency room care

Not covered

20% coinsurance

------None------

------None------

------None------

08/24/2021;01/01/2022;7HW;4B3;301783-41;301783-42;00017879;N;NGF
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------None-----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.
For covered non-emergent situations, out-of-network
ambulance services are NOT reimbursed at the in-network
level. The member may be balance billed for any out-ofnetwork service as established under the rules developed
for implementation of the No Surprises Act.

------None------

Drugs listed on Wellmark's Blue Rx Value Plus Drug List
are covered. Drugs not on this Drug List are not covered.
1 copay for 30-day supply.
2 copays for 90-day supply (maintenance).
Specialty drugs are covered only when obtained through
the CVS Specialty Pharmacy Program.
See wellmark.com/prescriptions for information about
drugs and drug quantities that require prior authorization
by Wellmark to be covered by your plan.

Limitations, Exceptions, & Other Important
Information

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.

Not covered

Not covered

$25 copay per
provider per date of
service

Urgent care
20% coinsurance

20% coinsurance

20% coinsurance

Emergency medical
transportation

20% coinsurance

Not covered

20% coinsurance

Not covered

Not covered

Not covered

Not covered

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Specialty drugs

Tier 3

Tier 2

Tier 1

Services You May Need

Facility fee (e.g., hospital
If you have a hospital room)
stay
Physician/surgeon fees

If you need
immediate medical
attention

If you have
outpatient surgery

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

If you need drugs to
treat your illness or
condition

Common
Medical Event

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
$10 copay per
prescription
$25 copay per
prescription
$50 copay per
prescription
$50 copay per
prescription

I I I I

Not covered

20% coinsurance

Childbirth/delivery facility
services

Not covered

Not covered

No charge

Office visits

Not covered

Childbirth/delivery professional No charge
services

20% coinsurance

Inpatient services

Outpatient services

Services You May Need

------None------

08/24/2021;01/01/2022;7HW;4B3;301783-41;301783-42;00017879;N;NGF
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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.
Benefits shown reflect OB/GYN practitioner services
which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

------None------

------None------

Limitations, Exceptions, & Other Important
Information

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.

If you are pregnant

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

Common
Medical Event

What You Will Pay What You Will Pay
In-Network (IN)
Out-of-Network
Provider
(OON) Provider
(You will pay the
(You will pay the
least)
most)
Office: $25 copay per
provider per date of
service
Not covered
Facility: 20%
coinsurance

Children’s glasses
Children’s dental check-up

Children’s eye exam

Hospice services

Skilled nursing care
Durable medical equipment

Habilitation services

Rehabilitation services

Home health care

Services You May Need

Not covered

20% coinsurance
$25 copay per
provider per date of
service
Not covered
Not covered

Not covered
Not covered

Not covered
Not covered

Not covered

Not covered

Not covered

------None-----------None------

One routine vision exam per calendar year. Must be
performed by an in-network provider.

------None-----------None-----Hospice respite care is limited to 15 inpatient and 15
outpatient days per lifetime.

------None------

------None------

------None------

Limitations, Exceptions, & Other Important
Information

08/24/2021;01/01/2022;7HW;4B3;301783-41;301783-42;00017879;N;NGF

21

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.

If your child needs
dental or eye care

If you need help
recovering or have
other special health
needs

Common
Medical Event

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)
Not covered

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
20% coinsurance
Office: $25 copay per
provider per date of
service
Facility: 20%
coinsurance
Office: $25 copay per
provider per date of
service
Facility: 20%
coinsurance
20% coinsurance
20% coinsurance

Page 5

I

'

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

through age 18 subject to annual limits
• Chiropractic care (12 visits per calendar year)
• Infertility treatment (excludes some services)
• Private-duty nursing short term intermittent home skilled nursing

I

I

I

'

I

I

I

08/24/2021;01/01/2022;7HW;4B3;301783-41;301783-42;00017879;N;NGF
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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.

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

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

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.

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 provide Minimum Essential Coverage? Yes

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.

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.

calendar year)

• Routine eye care - Adult (one vision exam per

I

• Applied Behavior Analysis therapy-covered

I

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

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

I

•
•
•
•
•
•
•

I

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

Excluded Services & Other Covered Services:
I'

$0
$1,200

Copayments

Coinsurance

$1,100
$0

Copayments
Coinsurance

-

$2,510

The total Joe would pay is

Limits or exclusions

What isn’t covered

$50

Deductibles

Cost Sharing

In this example, Joe would pay:

$5,600

$100

Coinsurance

$1,170

$20

The total Mia would pay is

Limits or exclusions

$1,450

$0

$100

Copayments
What isn’t covered

$1,250

$2,800

Deductibles

Cost Sharing

In this example, Mia would pay:

-

-

08/24/2021;01/01/2022;7HW;4B3;301783-41;301783-42;00017879;N;NGF
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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.

The total Peg would pay is

$1,250
$25
20%
20%

Total Example Cost

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

Total Example Cost

■
■
■
■

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

-$60

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

--

Limits or exclusions

$1,250

What isn’t covered

$12,700

Managing Joe's type 2 Diabetes
(a years of routine in-network care of a wellcontrolled condition)
The plan's overall deductible
$1,250
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)

■
■
■
■

--

Deductibles

Cost Sharing

In this example, Peg would pay:

Total Example Cost

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)

(9 months of in-network pre-natal care and a hospital
delivery)
■ The plan's overall deductible
$1,250
■ PCP copayment
$25
■ Hospital(facility) coinsurance
20%
■ Other no charge
No Charge

Peg is Having a Baby

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

About These Coverage Examples:

--

Required Federal Accessibility and
Nondiscrimination Notice

Wellmark.

+,(f.

Discrimination is against the law
Wellmark complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin,
age, disability or sex. Wellmark does not exclude people or treat
them differently because of their race, color, national origin, age,
disability or sex.

If you believe that Wellmark has failed to provide these services or
discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file a grievance with: Wellmark
Civil Rights Coordinator, 1331 Grand Avenue, Station 5W189,
Des Moines, IA 50309-2901, 515-376-4500, TTY 888-781-4262,
Fax 515-376-9073, Email CRC@Wellmark.com. You can file a
grievance in person, by mail, fax or email. If you need help filing
a grievance, the Wellmark Civil Rights Coordinator is available to
help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone or fax at: U.S. Department of Health and Human Services,
200 Independence Avenue S.W., Room 509F, HHH Building,
Washington DC 20201, 800-368-1019, 800-537-7697 (TDD).

Wellmark provides:
• Free aids and services to people with disabilities so they may
communicate effectively with us, such as:
• Qualified sign language interpreters
• Written information in other formats (large print, audio,
accessible electronic formats, other formats)
• Free language services to people whose primary language is
not English, such as:
• Qualified interpreters

Complaint forms are available at http://www.hhs.gov/ocr/office/file/
index.html.

• Information written in other languages
If you need these services, call 800-524-9242.
ATENCIÓN: Si habla español, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuníquese al
800-524-9242 o al (TTY: 888-781-4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

注意： 如果您说普通话， 我们可免费为您提供语言协助服务。 请拨打
800-524-9242 或 （听障专线： 888-781-4262）。

โปรดทราบ: หากคุณพูด ไทย เรามีบริการช่วยเหลือด้านภาษาสำ�หรับคุณโดยไม่คิด
ค่าใช้จ่าย ติดต่อ 800-524-9242 หรือ (TTY: 888-781-4262)

CHÚ Ý: Nếu quý vị nói tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ miễn phí có
sẵn cho quý vị. Xin hãy liên hệ 800-524-9242 hoặc (TTY: 888-781-4262).

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrška
na Vašem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe oštećena sluha: 888-781-4262).
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfügung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
 اتصل بالرقم. المجانية، فإننا نوفر لك خدمات المساعدة اللغوية, إذا كنت تتحدث اللغة العربية:تنبيه
.)888-781-4262 : أو (خدمة الهاتف النصي800-524-9242

w>'k;oh.ng=erh>uwdRunDusdm<usdmw>rRpXRw>zH;w>rRwz.<vXwb.vXmbl;vJ<td.vXe*D>vDRIqJ;usd;ql
800=524=9242rhwrh>(TTY:888=781=4262)wuh>I
ВНИМАНИЕ! Если ваш родной язык русский, вам могут быть
предоставлены бесплатные переводческие услуги. Обращайтесь
800-524-9242 (телетайп: 888-781-4262).
सावधान: यदि तपाईं नेपाली बोल्नुहुन्छ भने, तपाईंका लागि नि:शुल्क रूपमा भाषा सहायता
सेवाहरू उपलब्ध गराइन्छ । 800-524-9242 वा (TTY: 888-781-4262) मा सम्पर्क गर्नुहोस् ।

ສິ່ ງຄວນເອົາໃຈໃສ,່ ພາສາລາວ ຖາ້ ທາ່ ນເວົາ້ : ພວກເຮົາມີບໍລກ
ິ ານຄວາມຊວ
ື ດາ້ ນພາສາ
່ ຍເຫຼອ
ໃຫທ
້ າ່ ນໂດຍບໍ່ ເສຍຄາ່ ຫຼື 800-524-9242 ຕິດຕໍ່ ທີ່ . (TTY: 888-781-4262.)

ማሳሰቢያ፦ አማርኛ የሚናገሩ ከሆነ፣ የቋንቋ እገዛ አገልግሎቶች፣ ከክፍያ ነፃ፣
ያገኛሉ። በ 800-524-9242 ወይም (በTTY: 888-781-4262) ደውለው ያነጋግሩን።

주의: 한국어 를 사용하시는 경우, 무료 언어 지원 서비스를 이용하실
수 있습니다. 800-524-9242번 또는 (TTY: 888-781-4262)번으로 연락해
주십시오.

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maaɗa. Heɓir 800-524-9242 malla (TTY: 888-781-4262).

ध्यान रखें : अगर आपकी भाषा हिन्दी है, तो आपके लिए भाषा सहायता सेवाएँ, निःशुल्क
उपलब्ध हैं। 800-524-9242 पर संपर्क करें या (TTY: 888-781-4262)।

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

ATTENTION : si vous parlez français, des services d’assistance dans votre
langue sont à votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

УВАГА! Якщо ви розмовляєте українською мовою, для вас доступні
безкоштовні послуги мовної підтримки. Зателефонуйте за номером
800-524-9242 або (телетайп: 888-781-4262).
Ge’: Diné k’ehj7 y1n7[ti’go n7k1 bizaad bee 1k1’ adoowo[, t’11 jiik’4,
n1h0l=. Koj8’ h0lne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc.
and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
M-2318376 09/16 A
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Plan 3 Alliance Select HDHP PPO $2500
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Coverage Period: 01/01/2022 – 12/31/2022
Coverage for: Single & Family | Plan Type: PPO HDHP

In-Network: $2,500 person/$5,000
family per calendar year. Out-OfNetwork: $3,500 person/$7,000 family
per calendar year.
Premiums, balance-billed charges, and
health care this plan doesn’t cover.
Yes. See www.wellmark.com or call 1800-524-9242 for a list of network
providers.

No. There are no other deductibles.

Answers
In-Network: $2,500 person/$5,000
family per calendar year. Out-ofNetwork: $3,500 person/$7,000 family
per calendar year.
Yes. Well-child care and in-network
preventive care are covered before you
meet your deductible.

26
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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-ofnetwork provider for some services (such as lab work). Check with your provider before
you get services.
You can see the specialist you choose without a referral.

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

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

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/preventivecare-benefits/.
You don’t have to meet deductibles for specific services.

Why this Matters:
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.

I

08/24/2021;01/01/2022;7HD;4B4;301783-37;301783-38;00017879;N;NGF

Do you need a referral to see No.
a specialist?

What is not included in the
out-of-pocket limit?
Will you pay less if you use
a network provider?

Are there other deductibles
for specific services?
What is the out-of-pocket
limit for this plan?

Are there services covered
before you meet your
deductible?

Important Questions
What is the overall
deductible?

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.

Hawkeye Area Community Action HDHP PPO PLAN 3

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

I

0% coinsurance

0% coinsurance

Tier 3

Specialty drugs

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

Not covered

Not covered

Not covered

Not covered

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

No charge

0% coinsurance

0% coinsurance

Tier 2

Tier 1

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

Preventive care/screening/
immunization

Primary care visit to treat an
injury or illness
Specialist visit

Services You May Need

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

08/24/2021;01/01/2022;7HD;4B4;301783-37;301783-38;00017879;N;NGF
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Specialty drugs are covered only when obtained through
the CVS Specialty Pharmacy Program.
See wellmark.com/prescriptions for information about
drugs and drug quantities that require prior authorization
by Wellmark to be covered by your plan.

30-day supply for prescription drugs.
90 day prescription maximum (maintenance).

Drugs listed on Wellmark's Blue Rx Value Plus Drug List
are covered. Drugs not on this Drug List are not covered.
You pay the discounted cost of your prescription drugs
until your in-network deductible is met.

------None------

------None------

------None-----One preventive exam and one gynecological exam per
calendar year. One mammogram per calendar year. Wellchild 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.

------None------

Limitations, Exceptions, & Other Important
Information

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.

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

If you need drugs to
treat your illness or
condition

If you have a test

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

Common
Medical Event

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)

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

Emergency medical
transportation

0% coinsurance

Childbirth/delivery facility
services

0% coinsurance

0% coinsurance

Childbirth/delivery professional 0% coinsurance
services

0% coinsurance

0% coinsurance

------None------

08/24/2021;01/01/2022;7HD;4B4;301783-37;301783-38;00017879;N;NGF
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Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound). Cost sharing does
not apply for preventive services.
Benefits shown reflect OB/GYN practitioner services
which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

------None------

------None-----------None------

------None------

------None-----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.
For covered non-emergent situations, out-of-network
ambulance services are NOT reimbursed at the in-network
level. The member may be balance billed for any out-ofnetwork service as established under the rules developed
for implementation of the No Surprises Act.
------None------

------None------

Limitations, Exceptions, & Other Important
Information

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.

If you are pregnant

0% coinsurance
0% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

Office visits

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

Emergency room care

Urgent care
Facility fee (e.g., hospital
If you have a hospital room)
stay
Physician/surgeon fees
If you need mental
Outpatient services
health, behavioral
health, or substance Inpatient services
abuse services

If you need
immediate medical
attention

0% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

0% coinsurance

If you have
outpatient surgery

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Services You May Need

Common
Medical Event

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)

0% coinsurance
Not covered
Not covered

Children’s eye exam
Children’s glasses
Children’s dental check-up
0% coinsurance
Not covered
Not covered

0% coinsurance

0% coinsurance

Hospice services

Home health care
Rehabilitation services
Habilitation services
Skilled nursing care
Durable medical equipment

Services You May Need

------None-----------None-----------None-----------None-----------None-----Hospice respite care is limited to 15 inpatient and 15
outpatient days per lifetime.
One routine vision exam per calendar year.
------None-----------None------

Limitations, Exceptions, & Other Important
Information

08/24/2021;01/01/2022;7HD;4B4;301783-37;301783-38;00017879;N;NGF
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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.

If your child needs
dental or eye care

If you need help
recovering or have
other special health
needs

Common
Medical Event

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance

Page 4

'

I

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

I

year)

I

I

'

I

I

I

08/24/2021;01/01/2022;7HD;4B4;301783-37;301783-38;00017879;N;NGF
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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.

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

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

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.

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 provide Minimum Essential Coverage? Yes

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.

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.

through age 18 subject to annual limits
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

I

• Applied Behavior Analysis therapy-covered

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

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

I

•
•
•
•

I

•
•
•
•
•
•
•

I

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

Excluded Services & Other Covered Services:
I'

$0
$0

Copayments

Coinsurance

$0
$0

Copayments
Coinsurance

-

$2,560

The total Joe would pay is

Limits or exclusions

What isn’t covered

$2,500

Deductibles

Cost Sharing

In this example, Joe would pay:

$5,600

$0

Coinsurance

$2,520

$20

The total Mia would pay is

Limits or exclusions

$2,500

$0

$0

Copayments
What isn’t covered

$2,500

$2,800

Deductibles

Cost Sharing

In this example, Mia would pay:

-

-

08/24/2021;01/01/2022;7HD;4B4;301783-37;301783-38;00017879;N;NGF
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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.

The total Peg would pay is

$2,500
0%
0%
0%

Total Example Cost

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

Total Example Cost

■
■
■
■

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

-$60

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

--

Limits or exclusions

$2,500

What isn’t covered

$12,700

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

■
■
■
■

--

Deductibles

Cost Sharing

In this example, Peg would pay:

Total Example Cost

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)

(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%

Peg is Having a Baby

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

About These Coverage Examples:

--

Required Federal Accessibility and
Nondiscrimination Notice

Wellmark.

+,(f.

Discrimination is against the law
Wellmark complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin,
age, disability or sex. Wellmark does not exclude people or treat
them differently because of their race, color, national origin, age,
disability or sex.

If you believe that Wellmark has failed to provide these services or
discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file a grievance with: Wellmark
Civil Rights Coordinator, 1331 Grand Avenue, Station 5W189,
Des Moines, IA 50309-2901, 515-376-4500, TTY 888-781-4262,
Fax 515-376-9073, Email CRC@Wellmark.com. You can file a
grievance in person, by mail, fax or email. If you need help filing
a grievance, the Wellmark Civil Rights Coordinator is available to
help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone or fax at: U.S. Department of Health and Human Services,
200 Independence Avenue S.W., Room 509F, HHH Building,
Washington DC 20201, 800-368-1019, 800-537-7697 (TDD).

Wellmark provides:
• Free aids and services to people with disabilities so they may
communicate effectively with us, such as:
• Qualified sign language interpreters
• Written information in other formats (large print, audio,
accessible electronic formats, other formats)
• Free language services to people whose primary language is
not English, such as:
• Qualified interpreters

Complaint forms are available at http://www.hhs.gov/ocr/office/file/
index.html.

• Information written in other languages
If you need these services, call 800-524-9242.
ATENCIÓN: Si habla español, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuníquese al
800-524-9242 o al (TTY: 888-781-4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

注意： 如果您说普通话， 我们可免费为您提供语言协助服务。 请拨打
800-524-9242 或 （听障专线： 888-781-4262）。

โปรดทราบ: หากคุณพูด ไทย เรามีบริการช่วยเหลือด้านภาษาสำ�หรับคุณโดยไม่คิด
ค่าใช้จ่าย ติดต่อ 800-524-9242 หรือ (TTY: 888-781-4262)

CHÚ Ý: Nếu quý vị nói tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ miễn phí có
sẵn cho quý vị. Xin hãy liên hệ 800-524-9242 hoặc (TTY: 888-781-4262).

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrška
na Vašem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe oštećena sluha: 888-781-4262).
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfügung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
 اتصل بالرقم. المجانية، فإننا نوفر لك خدمات المساعدة اللغوية, إذا كنت تتحدث اللغة العربية:تنبيه
.)888-781-4262 : أو (خدمة الهاتف النصي800-524-9242

w>'k;oh.ng=erh>uwdRunDusdm<usdmw>rRpXRw>zH;w>rRwz.<vXwb.vXmbl;vJ<td.vXe*D>vDRIqJ;usd;ql
800=524=9242rhwrh>(TTY:888=781=4262)wuh>I
ВНИМАНИЕ! Если ваш родной язык русский, вам могут быть
предоставлены бесплатные переводческие услуги. Обращайтесь
800-524-9242 (телетайп: 888-781-4262).
सावधान: यदि तपाईं नेपाली बोल्नुहुन्छ भने, तपाईंका लागि नि:शुल्क रूपमा भाषा सहायता
सेवाहरू उपलब्ध गराइन्छ । 800-524-9242 वा (TTY: 888-781-4262) मा सम्पर्क गर्नुहोस् ।

ສິ່ ງຄວນເອົາໃຈໃສ,່ ພາສາລາວ ຖາ້ ທາ່ ນເວົາ້ : ພວກເຮົາມີບໍລກ
ິ ານຄວາມຊວ
ື ດາ້ ນພາສາ
່ ຍເຫຼອ
ໃຫທ
້ າ່ ນໂດຍບໍ່ ເສຍຄາ່ ຫຼື 800-524-9242 ຕິດຕໍ່ ທີ່ . (TTY: 888-781-4262.)

ማሳሰቢያ፦ አማርኛ የሚናገሩ ከሆነ፣ የቋንቋ እገዛ አገልግሎቶች፣ ከክፍያ ነፃ፣
ያገኛሉ። በ 800-524-9242 ወይም (በTTY: 888-781-4262) ደውለው ያነጋግሩን።

주의: 한국어 를 사용하시는 경우, 무료 언어 지원 서비스를 이용하실
수 있습니다. 800-524-9242번 또는 (TTY: 888-781-4262)번으로 연락해
주십시오.

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maaɗa. Heɓir 800-524-9242 malla (TTY: 888-781-4262).

ध्यान रखें : अगर आपकी भाषा हिन्दी है, तो आपके लिए भाषा सहायता सेवाएँ, निःशुल्क
उपलब्ध हैं। 800-524-9242 पर संपर्क करें या (TTY: 888-781-4262)।

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

ATTENTION : si vous parlez français, des services d’assistance dans votre
langue sont à votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

УВАГА! Якщо ви розмовляєте українською мовою, для вас доступні
безкоштовні послуги мовної підтримки. Зателефонуйте за номером
800-524-9242 або (телетайп: 888-781-4262).
Ge’: Diné k’ehj7 y1n7[ti’go n7k1 bizaad bee 1k1’ adoowo[, t’11 jiik’4,
n1h0l=. Koj8’ h0lne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc.
and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
M-2318376 09/16 A
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Plan 4 Alliance Select PPO $2000
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Coverage Period: 01/01/2022 – 12/31/2022
Coverage for: Single & Family | Plan Type: PPO
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What is not included in the
out-of-pocket limit?

Answers
In-Network: $2,000 person/$6,000
family per calendar year. Out-ofNetwork: $6,000 person/$18,000 family
per calendar year.
Yes. Well-child care, 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.
No. There are no other specific
deductibles.
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-ofpocket maximum amounts accumulate
together.
Premiums, balance-billed charges, and
health care this plan doesn’t cover.

Why this Matters:
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.
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/preventivecare-benefits/.
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Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

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

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

I

Are there other deductibles
for specific services?
What is the out-of-pocket
limit for this plan?

Are there services covered
before you meet your
deductible?

Important Questions
What is the overall
deductible?

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.

Hawkeye Area Community Action PPO Plan 4

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

I

Answers
Yes. See www.wellmark.com or call 1800-524-9242 for a list of network
providers.

Why this Matters:
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-ofnetwork provider for some services (such as lab work). Check with your provider before
you get services.
You can see the specialist you choose without a referral.

I

Preventive care/screening/
immunization

20% coinsurance

20% coinsurance

No charge

Specialist visit

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

50% coinsurance

$40 copay per
provider per date of
service

Primary care visit to treat an
injury or illness

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

$20 copay per
provider per date of
service

Services You May Need
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One preventive exam and one gynecological exam per
calendar year. One mammogram per calendar year. Wellchild 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.
For a test in a provider's office or clinic, your cost is
included in the cost-share listed above.
For a test in a provider's office or clinic, your cost is
included in the cost-share listed above.

Applies to Non-PCP providers. $20 copay per provider per
date of service for in-network chiropractic services.

Primary Care Practitioners (PCP) are defined as General
and Family Practice, Internal Medicine, OB/GYN,
Pediatricians, Nurse Practitioners, Certified Nurse
Midwives and PAs.

Limitations, Exceptions, & Other Important
Information

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.

If you have a test

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

Common
Medical Event

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)

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

Do you need a referral to see No.
a specialist?

Important Questions
Will you pay less if you use
a network provider?

I

50% coinsurance

20% coinsurance

------None------

------None------
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$20 copay per provider per date of service on in-network
services for mental health/substance abuse.

------None-----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.
For covered non-emergent situations, out-of-network
ambulance services are NOT reimbursed at the in-network
level. The member may be balance billed for any out-ofnetwork service as established under the rules developed
for implementation of the No Surprises Act.

------None------

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

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

1 copay or coinsurance for 30-day supply.
3 copays for 90-day supply (Retail and Mail order
maintenance).

Drugs listed on Wellmark's Blue Rx Value Plus Drug List
are covered. Drugs not on this Drug List are not covered.

Limitations, Exceptions, & Other Important
Information

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.

50% coinsurance

50% coinsurance

$40 copay per
provider per date of
service

Urgent care

20% coinsurance

20% coinsurance

50% coinsurance
$250 copay for
facility and
physician(s)
combined

20% coinsurance
$250 copay for
facility and
physician(s)
combined
20% coinsurance

50% coinsurance

Not covered

20% coinsurance

30% coinsurance up
to $250

Not covered

Not covered

Not covered

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

Emergency medical
transportation

Emergency room care

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Specialty drugs

Tier 3

Tier 2

Tier 1

Services You May Need

Facility fee (e.g., hospital
If you have a hospital room)
stay
Physician/surgeon fees

If you need
immediate medical
attention

If you have
outpatient surgery

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

If you need drugs to
treat your illness or
condition

Common
Medical Event

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
$10 copay per
prescription
$40 copay per
prescription
$60 copay per
prescription

I I I

50% coinsurance

20% coinsurance

Childbirth/delivery facility
services

50% coinsurance

50% coinsurance

20% coinsurance

Office visits

50% coinsurance

50% coinsurance

Childbirth/delivery professional 20% coinsurance
services

20% coinsurance

Inpatient services

Outpatient services

Services You May Need

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

------None------
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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.
Benefits shown reflect OB/GYN practitioner services
which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

------None------

------None------

Limitations, Exceptions, & Other Important
Information

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.

If you are pregnant

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

Common
Medical Event

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
Office: 25 copay per
provider per date of
service
Facility: 20%
coinsurance

50% coinsurance

20% coinsurance
20% coinsurance
Not covered
Not covered

Hospice services

Children’s eye exam
Children’s glasses
Children’s dental check-up

50% coinsurance
Not covered
Not covered

50% coinsurance

50% coinsurance

50% coinsurance
50% coinsurance

Skilled nursing care
Durable medical equipment

Habilitation services

Rehabilitation services

Home health care

Services You May Need

------None-----------None-----Hospice respite care is limited to 15 inpatient and 15
outpatient days per lifetime.
One routine vision exam per calendar year.
------None-----------None------
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$20 copay per provider per date of service applies to innetwork Physical and Occupational Therapists and
Speech Language Pathologists. Massage therapy is
covered.

$20 copay per provider per date of service applies to innetwork Physical and Occupational Therapists and
Speech Language Pathologists. Massage therapy is
covered.

------None------

Limitations, Exceptions, & Other Important
Information

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.

If your child needs
dental or eye care

If you need help
recovering or have
other special health
needs

Common
Medical Event

What You Will Pay
Out-of-Network
(OON) Provider
(You will pay the
most)
50% coinsurance

What You Will Pay
In-Network (IN)
Provider
(You will pay the
least)
20% coinsurance
Office: $20 PCP/$40
Non-PCP copay per
provider
Facility: 20%
coinsurance
Office: $20 PCP/$40
Non-PCP copay per
provider
Facility: 20%
coinsurance
20% coinsurance
20% coinsurance

I

'

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

through age 18 subject to annual limits
• Chiropractic care
• Most coverage provided outside the U.S.
• Private-duty nursing -

I

I

I

'

I

I

I
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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.

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

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

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.

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 provide Minimum Essential Coverage? Yes

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.

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.

year)

short term intermittent home skilled nursing

• Routine eye care - Adult (one exam per calendar

I

• Acupuncture (12 visits per calendar year)
• Applied Behavior Analysis therapy-covered

I

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

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

I

•
•
•
•
•
•
•

I

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

Excluded Services & Other Covered Services:
I'

$100
$1,800

Copayments

Coinsurance

$1,400
$0

Copayments
Coinsurance

-

$3,960

The total Joe would pay is

Limits or exclusions

What isn’t covered

$50

Deductibles

Cost Sharing

In this example, Joe would pay:

$5,600

$0

Coinsurance

$1,470

$20

The total Mia would pay is

Limits or exclusions

$2,200

$0

$500

Copayments
What isn’t covered

$1,700

$2,800

Deductibles

Cost Sharing

In this example, Mia would pay:

-

-
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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.

The total Peg would pay is

$2,000
$40
$250
20%

Total Example Cost

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

Total Example Cost

■
■
■
■

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

-$60

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

--

Limits or exclusions

$2,000

What isn’t covered

$12,700

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

■
■
■
■

--

Deductibles

Cost Sharing

In this example, Peg would pay:

Total Example Cost

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)

(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%

Peg is Having a Baby

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

About These Coverage Examples:

--

Required Federal Accessibility and
Nondiscrimination Notice

Wellmark.

+,(f.

Discrimination is against the law
Wellmark complies with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin,
age, disability or sex. Wellmark does not exclude people or treat
them differently because of their race, color, national origin, age,
disability or sex.

If you believe that Wellmark has failed to provide these services or
discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file a grievance with: Wellmark
Civil Rights Coordinator, 1331 Grand Avenue, Station 5W189,
Des Moines, IA 50309-2901, 515-376-4500, TTY 888-781-4262,
Fax 515-376-9073, Email CRC@Wellmark.com. You can file a
grievance in person, by mail, fax or email. If you need help filing
a grievance, the Wellmark Civil Rights Coordinator is available to
help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone or fax at: U.S. Department of Health and Human Services,
200 Independence Avenue S.W., Room 509F, HHH Building,
Washington DC 20201, 800-368-1019, 800-537-7697 (TDD).

Wellmark provides:
• Free aids and services to people with disabilities so they may
communicate effectively with us, such as:
• Qualified sign language interpreters
• Written information in other formats (large print, audio,
accessible electronic formats, other formats)
• Free language services to people whose primary language is
not English, such as:
• Qualified interpreters

Complaint forms are available at http://www.hhs.gov/ocr/office/file/
index.html.

• Information written in other languages
If you need these services, call 800-524-9242.
ATENCIÓN: Si habla español, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuníquese al
800-524-9242 o al (TTY: 888-781-4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

注意： 如果您说普通话， 我们可免费为您提供语言协助服务。 请拨打
800-524-9242 或 （听障专线： 888-781-4262）。

โปรดทราบ: หากคุณพูด ไทย เรามีบริการช่วยเหลือด้านภาษาสำ�หรับคุณโดยไม่คิด
ค่าใช้จ่าย ติดต่อ 800-524-9242 หรือ (TTY: 888-781-4262)

CHÚ Ý: Nếu quý vị nói tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ miễn phí có
sẵn cho quý vị. Xin hãy liên hệ 800-524-9242 hoặc (TTY: 888-781-4262).

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrška
na Vašem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe oštećena sluha: 888-781-4262).
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfügung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
 اتصل بالرقم. المجانية، فإننا نوفر لك خدمات المساعدة اللغوية, إذا كنت تتحدث اللغة العربية:تنبيه
.)888-781-4262 : أو (خدمة الهاتف النصي800-524-9242

w>'k;oh.ng=erh>uwdRunDusdm<usdmw>rRpXRw>zH;w>rRwz.<vXwb.vXmbl;vJ<td.vXe*D>vDRIqJ;usd;ql
800=524=9242rhwrh>(TTY:888=781=4262)wuh>I
ВНИМАНИЕ! Если ваш родной язык русский, вам могут быть
предоставлены бесплатные переводческие услуги. Обращайтесь
800-524-9242 (телетайп: 888-781-4262).
सावधान: यदि तपाईं नेपाली बोल्नुहुन्छ भने, तपाईंका लागि नि:शुल्क रूपमा भाषा सहायता
सेवाहरू उपलब्ध गराइन्छ । 800-524-9242 वा (TTY: 888-781-4262) मा सम्पर्क गर्नुहोस् ।

ສິ່ ງຄວນເອົາໃຈໃສ,່ ພາສາລາວ ຖາ້ ທາ່ ນເວົາ້ : ພວກເຮົາມີບໍລກ
ິ ານຄວາມຊວ
ື ດາ້ ນພາສາ
່ ຍເຫຼອ
ໃຫທ
້ າ່ ນໂດຍບໍ່ ເສຍຄາ່ ຫຼື 800-524-9242 ຕິດຕໍ່ ທີ່ . (TTY: 888-781-4262.)

ማሳሰቢያ፦ አማርኛ የሚናገሩ ከሆነ፣ የቋንቋ እገዛ አገልግሎቶች፣ ከክፍያ ነፃ፣
ያገኛሉ። በ 800-524-9242 ወይም (በTTY: 888-781-4262) ደውለው ያነጋግሩን።

주의: 한국어 를 사용하시는 경우, 무료 언어 지원 서비스를 이용하실
수 있습니다. 800-524-9242번 또는 (TTY: 888-781-4262)번으로 연락해
주십시오.

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maaɗa. Heɓir 800-524-9242 malla (TTY: 888-781-4262).

ध्यान रखें : अगर आपकी भाषा हिन्दी है, तो आपके लिए भाषा सहायता सेवाएँ, निःशुल्क
उपलब्ध हैं। 800-524-9242 पर संपर्क करें या (TTY: 888-781-4262)।

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

ATTENTION : si vous parlez français, des services d’assistance dans votre
langue sont à votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

УВАГА! Якщо ви розмовляєте українською мовою, для вас доступні
безкоштовні послуги мовної підтримки. Зателефонуйте за номером
800-524-9242 або (телетайп: 888-781-4262).
Ge’: Diné k’ehj7 y1n7[ti’go n7k1 bizaad bee 1k1’ adoowo[, t’11 jiik’4,
n1h0l=. Koj8’ h0lne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc.
and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
M-2318376 09/16 A
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Additional Wellmark Information
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Navigate to Wellmark.com and scroll down. Click find a provider. Lower left corner.
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Wellmark.+.Q

MENU

SUPPLEMENT PLANS
WITH HEALTHY
DISCOUNTS.

.
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Click on Find a provider or facility. It will launch a box saying you are going to our directory site through
Healthsparq. Click continue to site.

Find a provider or facility 0
f ind & primnry ct.ire provider, speclailist, hospittd, specialty facility, or mediCtJil equipment provider for you or your family member.

Get customized results, based on your plan's networtl;, when you lo1 in Of resist er for myWellmartl. On the homepaie, click Find• Provider or Find a Facility

to search
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a

On this page, click choose a location and plan.

Type in zip code or address
Back

Choose your search location

Enter an address, city or zip code
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Click on the Browse a list of plans link and on the next screen choose Wellmark Blue HMO. For HACAP
enter: XQH
Find your plan by prefix

The th ree letters at th e beginning of your member ID
number make up your plan prefix. Ty pe your th ree-letter
prefix below and we' ll find your plan for you.

11'>4
OIIOII
t.D.,
JllllCUX

....,.o

Brow se a list of plans
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Then click Confirm Selection and you will by taken to the landing page for search functionality.
Browse all plans

Scroll through our list of available plans or start typing part
of a plan name to find the best match.

r Find a plan

Q

SELECTED PLAN

Wellmark Blue HMO
HMO Products: Blue Access, Blue Advantage, Wellmark Blue
HMO. HMO Plans: Blue Simplicity HMO, CompleteBlue HMO,
EnhancedBlue HMO, myBlue HDHP HMO,SimplyBlue HMO,
Farm Bureau Health Plan Iowa Choice

Clear selection

Confirm selection

Final provider search landing page. From here you can search by doctor name, specialty, etc.

Wellmark.

+.I

Sign In

Y3
Doctors by name

Places by name

Doctors by specialty

Places by type

Advanced search

Search all
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As a sample search I used Smith and selected Amanda. When you get into her detail page, it shows you
the PCP ID that we will want you to place in the enrollment spreadsheet. The other red box shows the
confirmation that the doctor is designated as a PCP provider type.

Wellmark. •

Q

,

Dashboard / Doct ors by name / "Smit h, Amanda A" / Smith, Amanda A

Smith, Amanda A, ARNP
Methodist Physicians Clinic Council Bluffs

$

Compa re

Quality Reports

9

Methodist Physici ans Clinic Council Bluffs
1 Edmundson Pl
Council Blu ffs, IA51503

\ . Main: (712) 527-5204
Fax: (712) 396-4498

@

$

Accepting new pat ients

(b

Pri mary Care Provider

I

3.3 mi. away

•- 4 Plans Accept ed

Directions
Call for Office Hours
Enrollment 10: C9172
Specialties: Nurse Pract itioner

Blue
Distinction.
Total Care
Q

Languages Spoken: English

~ Gender: Female

.!.~

Q,
.0,

Group Affiliations l 3l
Admitti ng Privi leges: No i nformation avail able

Boa rd Certi fications: No i nformation avail able
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EDUCATI' ! I J
MATTERS

Go Mobile

Manage your health plan using the Wellmark app
UNDERSTANDING YOUR HEALTH CARE BENEFITS HAS NEVER BEEN EASIER OR MORE CONVENIENT.
The Wellmark app gives you mobile access to your favorite myWellmark tools on your smartphone.

MANAGE YOUR HEALTH PLAN ON THE GO WITH THESE HELPFUL TOOLS:

DlaplayBenellt91'or.
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0
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MYCLAIMS

>
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MYBENEFml
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>
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0

1-1

MOBILE ID CARD

0
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>
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QOIJ?No

12&1

-

=

PllnCodl IM<V140

0
1211151'2014•UqenlC..Canllrl11
:~•1111.00

0

MY CLAIMS

Check the status of
your claims.

MY FLEX

See both medical
and dependent flex
spending balances.1

MY BENEFITS

View your benefit
information, such
as copayments,
deductibles and
out-of-pocket
maximums.

ASK A QUESTION

Ask Customer Service
a question.

This information only displays if you have a flex spending account.
This information only displays if you have wellness services as part of your plan.

1
2
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WELLNESS SERVICES
Research health topics
and monitor your
progress with health
trackers.2

MOBILE ID CARD

View your ID card and
email a PDF to your
provider.

LEARN MORE

Search

BeWe1124nw
One phone number. L.otsolanawera.

-

MYCLAIMS

>

I!)

MY BENEFITS

>

•

ASKA QUESTION

>

a

MY FLEX SPENDING

>

~~
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t;;I MOBILEIDCARD

>

. , WEU.NESS SERVICES

>
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>

MY BLUE COMMUNITY

Get the care you need, when you need it.
Besides finding important information about your health plan benefits,
the Wellmark mobile app can help you get the care you need.
View doctors and hospitals within the Wellmark health plan network.

Share doctor, dentist, or facility information by text or email, or save to your
favorites for easy access in the future.

Get health answers over the phone with one tap on the phone’s screen.

Register today!
1.
0

Download the Wellmark mobile app
from any of the app stores, or you
can visit Wellmark.com/GoMobile.

2.

Open the app and select
myWellmark.

3.
0

Log in using your myWellmark user
ID and password. If you are not
currently registered for myWellmark,
simply create your myWellmark
account using your Wellmark
member ID, found on your ID card.

Connect directly to your provider’s office or to a health professional.

Find the closest doctor or facility using GPS technology.

View a map or get driving directions to your doctor or hospital.

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.
ATENCIÓN: Si habla español, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para
usted. Comuníquese al 800-524-9242 o al (TTY: 888-781-4262).
注意：如果您说普通话，我们可免费为您提供语言协助服务。请拨打 800-524-9242 或（听障专线： 888-781-4262）。
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose sprachliche Assistenzdienste zur Verfügung.
Rufnummer: 800-524-9242 oder (TTY: 888-781-4262).

Wellmark.

+.Q

Wellmark Blue Cross and Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association.
Blue Cross®, Blue Shield® and the Cross® and Shield® symbols, are registered marks of the Blue Cross and Blue Shield Association, an Association of Independent
Blue Cross and Blue Shield Plans. Wellmark® is a registered mark and BeWell 24/7SM is a service mark of Wellmark, Inc.
© 2016 Wellmark, Inc.
M-20508 08/16
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BE DRUG SMART

Wellmark.+Q

MAKE YOUR VISIT TO THE
PHARMACY SURPRISE-FREE
The Drug Search Tool on Wellmark.com helps you make smart decisions at the pharmacy. It guides you through
what prescription drugs are covered — and how they’re covered — by your insurance plan.

HOW IT WORKS
Use the tool to search for a prescription drug:
1. LEARN THE DRUG TIER OR LEVEL

The drug’s
tier or level

YOU PAY
$

YOU PAY
$$

YOU PAY
$$$

YOU PAY
$$$$

YOU PAY
$$$$$

T
What’s a drug tier or level?

Want a lower cost option?

The drugs covered by your insurance plan are grouped into tiers or levels. Your drug’s
tier or level determines how much you’ll pay for it at the pharmacy. The higher the tier or
level, the more your drug will cost.

Just use the Drug Search Tool to find a
lower-cost drug equivalent or a lower-tier
alternative.

2. LEARN ABOUT COVERAGE DETAILS

3. LEARN ABOUT DRUG DETAILS

PA

QL

PV

If it requires prior
approval before
filling

If there are
requirements
about drug
amounts allowed
per month

If the drug is
preventive
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•
•
•
•
•

Common uses
How to take it
Possible side effects
Drug interactions
What it looks like

HOW TO USE THE DRUG SEARCH TOOL ON WELLMARK.COM

-

Wellmark.+.'Q

GET MORE WITH
myWELLMARK®.

C

<
0

~~

0.

Wellmark.+.t/

PRESCRIPTION DRUG INFORMATION

Manageyourhealth,your
healthplanandyourhealth
carecostsallinoneplace.

Like many Americans, you may make regular trips to the pharmacy and take
medication daily. We know those refills can really add up. That's why we want

i@Wlllllii/1

lo help you understand how lo ma;ii:imize your prescription drug benefits to

>

helpsaveyoutimeandmoney.

Fl·i+ildiiM·i'Mii,F

• 0

medication,andYQuwanttomakesure

•

yourplancoversitbeforeyoucommit .
Yourgo-10 1esourceisthe We llmark

0

DrugUst.TheFormularyOrugL,stTool
givesthedrugname,category,tierand
whatspecialauthorizationisrequiredfor
alltheprescripliondrugsourplans

1. Scroll to the bottom of the page and click on

2. Click on Wellmark Drug List.

Prescription Drug Info.
Wellmark.+.t/

-

Drug Details

o_

WELLMARK DRUG LIST
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3. Select your formulary plan name from the list. Don’t

4. Search for your drug by drug name or therapeutic

know it? Call the customer service number on the back
of your Wellmark ID card.

class. Get more information about your drug by
clicking the search icon next to it.

Ready to find out how much your drug will cost at the pharmacy? Use Wellmark’s Check Drug Cost and
Coverage tool, available through myWellmark® at Wellmark.com. This tool is just one of many resources
available to help you get the most out of your pharmacy benefits.

Wellmark.

+.I

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. © 2017 Wellmark,Inc.

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex.
ATENCIÓN: Si habla español, los servicios de asistencia de idiomas se encuentran disponibles
gratuitamente para usted. Comuníquese al 800-524-9242 o al (TTY: 888-781-4262).
注意：如果您说普通话，我们可免费为您提供语言协助服务。请拨打 800-524-9242 或（听障专线：
888-781-4262）。
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose sprachliche Assistenzdienste
zur Verfügung. Rufnummer: 800-524-9242 oder (TTY: 888-781-4262).
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ENROLL WITH
CVS SPECIALTY

TM

Convenient and cost-effective access to your specialty drugs
ORDERING SPECIALTY DRUGS WITH YOUR WELLMARK HEALTH PLAN: Wellmark understands that when you have a chronic or
complex disease, having a convenient way to access your specialty drugs is important. Though enrollment isn't required,* CVS Specialty
provides competitive rates and professional expertise once you sign up.

There are three ways to get started with CVS Specialty:
CALL THE
PHARMACY

• Call 800-237-2767.
• Identify yourself as a Wellmark Blue Cross and
Blue Shield member.
• A representative will collect your information and
contact your physician to obtain a new prescription.

ENROLL
ONLINE

• Go to Wellmark.com/Prescription.

Once you enroll with CVS Specialty,
your prescription can be delivered
directly to you at home or work, or you
may pick it up at a CVS pharmacy near
you. With CVS Specialty, you can:
• Refill prescriptions and check order
status from your computer or phone.
• Pick up prescriptions locally or have
them shipped to you.

• Click Specialty Drugs.
• Click "enroll online" link under CVS/caremark to begin
the process.
• If your prescription has a copay assistance program,
you may need to call the drug manufacturer to enroll.

ASK YOUR
DOCTOR

Where do I get my specialty drugs?

• Ask your physician to fax a completed enrollment form,
found at CVSSpecialty.com, to 800-323-2445.
• A representative will contact you for any information
needed to complete the order.

*If you choose not to enroll, you may have a higher cost share depending upon your benefit design, which sets your specialty drug cost
share amount.
PLEASE NOTE: You may experience longer claims processing for specialty drugs, which could cause your out-of-pocket accumulations
to appear inflated while your claim is being processed.
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• Talk to your CareTeam, led by
pharmacists and nurses, who can
assist with managing side effects,
checking dosage and medication
schedules and helping to answer all
your questions.
• Access injection training, home
infusion and other services.
• Receive help with third-party
copay assistance programs if
available, which may lower your
out‑of‑pocket costs.
LEARN MORE

0

How do I know if I take a specialty drug?
Specialty drugs are prescription medications
that require special handling, administration
or monitoring. These drugs are used to treat
complex, chronic and often costly
conditions, such as multiple sclerosis,
rheumatoid arthritis, hepatitis C
and hemophilia.
If you are unsure whether your prescription
falls into the “specialty drug” category,
simply:
1. Go to Wellmark.com/Prescription.
2. Select “Wellmark Drug List.”
3. Select your plan name.
Note: If you don't know your plan
name, you can find it by calling the
Customer Service number on the back
of your card, or in your Coverage
Manual or Summary of Benefits and
Coverage (SBC).
4. Search the drug by name.

C,wellmark.
Get more from your health plan
Check claims details, view health care spending,
find an in-network doctor, use tools to
understand your benefits and more. It’s all
available with myWellmark®, your one-stop
source for personalized health
care information.
Plus, get the most out of your prescription
drug benefits:
• Use the Check Drug Cost tool to see what you
will pay.
• Check drug interactions and generic alternatives.
• View prescription history.
• Use the year-to-date spend report to view your spending history for
provider and pharmacy claims.
HAVEN’T REGISTERED YET? IT TAKES LESS THAN FIVE MINUTES!
Go to myWellmark.com to get started.

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.
ATENCIÓN: Si habla español, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted.
Comuníquese al 800-524-9242 o al (TTY: 888-781-4262).
注意：如果您说普通话，我们可免费为您提供语言协助服务。请拨打 800-524-9242 或（听障专线： 888-781-4262）。
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose sprachliche Assistenzdienste zur Verfügung.
Rufnummer: 800-524-9242 oder (TTY: 888-781-4262).

Wellmark.+Q
Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc., Wellmark Value Health Plan, Inc.
and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
CVS Caremark® is a registered trademark of CVS Health Corp., an independent company that provides pharmacy services on behalf of Wellmark Blue Cross and Blue Shield. This website contains
references to brand-name prescription drugs that are trademarks or register trademarks of pharmaceutical manufacturers not affiliated with CVS/caremark.
M-2019888 03/19 AN-T
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WELLMARK’S ACA
PREVENTIVE SERVICES LIST
INFORMATION UPDATE: JUNE 2019

Affordable Care Act (ACA) coverage for preventive services
The ACA mandates that all non-grandfathered group and non-grandfathered
individual health plans must provide coverage for preventive services with
no member cost share when delivered by in-network providers. In accordance with this ACA
requirement, Wellmark provides coverage for preventive services when they are delivered by
in-network providers.
Benefit coverage and cost sharing will still apply for out-of-network services as specified by
member coverage manuals. Additionally, health plans may apply cost sharing to out-of-network
preventive care and use reasonable medical management techniques to help control costs and
promote efficient delivery of care.

How preventive services are defined
Preventive services are defined under Section 2713 of the ACA as immunizations, screenings,
and other services that are listed as recommended by the United States Preventive Services Task
Force (USPSTF), the Health Resources Services Administration (HRSA), or the federal Centers
for Disease Control (CDC).
The services identified by the ACA to clinicians are recommendations, not mandated services.
Clinicians are best able to determine which services to provide.
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Preventive services covered under the ACA
This list is not all-inclusive, and benefits are not guaranteed. It outlines benefits with zero cost share. All information is dependent upon
the terms of your coverage. Please refer to your coverage manual for information about your benefits. This document was last updated in
June 2019 and will be updated periodically. Information is subject to change.
• Unhealthy alcohol use screening and behavioral counseling
interventions

ADULTS

• Abnormal blood glucose and Type 2 diabetes mellitus screening
as part of a cardiovascular risk assessment for patients, aged
40 to 70, who are overweight or obese

MEN ONLY

• Annual wellness examination

• Abdominal Aortic Aneurysm: one-time screening with
ultrasonography for men age 65–75 who have ever smoked

• Aspirin for the prevention of cardiovascular disease in men and
women of certain ages (prescription required)
• Cardiovascular disease risk assessment for men and women ages
40 through 75 years old (total cholesterol, LDL-C and HDL-C)

WOMEN ONLY

• BRCA Related Cancer: Risk assessment, genetic counseling and
genetic testing for women who have family members with breast,
ovarian, tubal or peritoneal cancer with 1 of several screening
tools designed to identify a family history that may be associated
with an increased risk for potentially harmful mutations in breast
cancer susceptibility genes (BRCA1 and BRCA2). Women with
positive screening results should receive genetic counseling and
if indicated after counseling, BRCA testing

• Colorectal cancer screening
• Depression screening
• Healthy diet and physical activity counseling for cardiovascular
disease prevention in adults with cardiovascular risk factors
• Hepatitis B screening: in persons at high risk for infections
• Hepatitis C screening: for those at high risk for infection and
one-time screening for adults born between 1945 and 1965

• Breast cancer medication for risk counseling for those who are
at increased risk for breast cancer

• High blood-pressure screening,* including obtaining
measurements outside the clinical setting, to include
ambulatory blood pressure monitoring and home blood
pressure monitoring before starting treatment

• Breast cancer preventive medications for women age 35 and
older who are at increased risk for breast cancer and at low risk
for adverse medication effects (prescription required)

• HIV screening: for all adults through age 65 and older adults
who are at increased risk

• Cervical cancer screening annually for women age 21–65
• Chlamydia screening in sexually active non-pregnant women and
older non-pregnant women who are at increased risk for infection

• Immunizations: Hepatitis A; Hepatitis B; Herpes Zoster; Human
Papillomavirus (HPV); Influenza (Flu Shot); Measles, Mumps,
Rubella; Meningococcal; Pneumococcal; Tetanus, Diphtheria,
Pertussis; Varicella (based on the Center of Disease Control
and Prevention (CDC) Advisory Committee on Immunization
Practices (ACIP) please refer to the National Immunization
Program Website)

• Contraception and contraceptive counseling: this applies to
FDA-approved contraceptive methods for female of all ages
• Gonorrhea screening in sexually active non-pregnant women and
older non-pregnant women who are at increased risk for infection
• HPV DNA test: women age 30 and older may receive high-risk
HPV screening every three years, regardless of pap test results

• Low to moderate dose statins (generic only) for men and women
ages 40 through 75 years old for the prevention of cardiovascular
disease events and mortality (prescription required)

• Intimate partner violence screening and provide or refer women
who screen positive to interventional services*

• Lung cancer screening — annual computed tomography (CT)
scan for at risk adults age 55–80 with a 30 pack-year history and
currently smoking or have quit smoking within the past 15 years

• Osteoporosis screening in women aged 65 years and older and
in younger women who fracture risk is equal to or greater than
that of a 65 year old female who has no additional risk factors

• Obesity screening for all adults. Clinicians should refer patients
with BMI of 30 kg/m2 or higher to intensive, multicomponent
behavior interventions, will be limited to 12 visits annually

• Screening mammography (2D): breast cancer screening
annually for women age 35 and older
• STI and HIV screening and counseling: annual counseling on
HIV and STIs for sexually active women

• Screening for latent tuberculosis infection in populations at
increased risk

• Well-woman visits, including annual well-woman preventive care
office visits

• Sexually transmitted infections (STI) behavior counseling for
adults who are at increased risk for STI
• Skin cancer counseling young adults through 24 years of age
about minimizing exposure to ultraviolet radiation to reduce risk
of skin cancer*

PREGNANT WOMEN

• Asymptomatic bacteriuria screening

• Syphilis infection screening for non-pregnant adult at increased
for infection

• Breast feeding support and counseling from trained providers
during pregnancy and/or during the postpartum period and
breast feeding supplies

• Tobacco use screening, counseling, and cessation interventions
including FDA-approved tobacco cessation over-the-counter
products and prescription medications (prescription required
for all options; limited to 180-day supply per year). Counseling
will be limited to 8 visits annually.

• Chlamydia screening
• Daily folic acid supplements for women capable of becoming
pregnant (prescription required)
• Gestational diabetes screening in asymptomatic pregnant women
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*Services marked with an asterisk indicate those services that may be delivered and billed within wellness exam or well-child exam from an in-network provider.

• Gonorrhea screening

• Skin cancer counseling children and adolescents aged 10
through age 17 about minimizing exposure to ultraviolet
radiation to reduce risk for skin cancer*

• Hepatitis B virus infection screening at first prenatal visit
• HIV screening

• STI behavioral counseling for all sexually active adolescents
who are at increased risk for STIs.

• Iron deficiency anemia screening
• Rh (D) blood typing and antibody testing for incompatibility
screening

• Syphilis screening in adolescents who are at increased risk
for infection

• Syphilis infection screening
• Tobacco use screening and provide behavioral interventions
for cessation

• Tobacco use interventions includes education and brief
counseling to prevent the initiation of tobacco use among
school aged children and adolescents

NEWBORNS/CHILDREN/ADOLESCENTS

• Tuberculin testing for children at higher risk of Tuberculosis,
birth through age 17 years
• Vision screening to detect amblyopia or its risks for children age
1 through 5 years

• Alcohol and drug use assessment for adolescents*
• Annual well-child examination

• Visual acuity screening in children and adolescents, age 3
through 15 years

• Autism screening for children through age 2 years
• Behavioral assessments for children*
• Blood pressure screening*

ADDITIONAL INFORMATION:

• Cervical dysplasia screening for sexually active females

• Preventive services are routine health care services that
prevent illness, disease or other health problems before
symptoms occur.

• Dental Caries in children from birth through age 5 screening
• Depression: Major depressive disorder screening for adolescents
age 12–18 years

• For those preventive services listed above that indicate “high
risk” or “increased risk,” the member should consult with their
attending physician to determine if applicable.

• Developmental screening for children under age 3, and
surveillance* throughout childhood
• Dyslipidemia screening for those at higher risk of lipid disorders
age 9 through 20 years

• For transgender individuals, sex-specific preventive care
services are covered when considered medically appropriate by
the attending physician.

• Gonorrhea, prophylactic medication for newborns

• Age, gender and visit limitations may apply.

• Fluoride treatment for children under the age of 5 years
(prescription required)

• Wellmark will apply its standard medical management policies
and procedures as specifically mentioned and allowed under
the ACA.

• Hearing screening for newborns and children, birth through
age 20

• Prior authorization policies for selected services will remain in
place.

• Height, weight and body mass index measurements*
• Hematocrit or hemoglobin screening through age 1 year

• Members of Wellmark Health Plan of Iowa and Wellmark Value
Health Plan are required to receive most preventive services
from their designated primary care practitioners.

• Hemoglobinopathies screening: sickle cell screening for
newborns, birth through 28 days
• Hepatitis B screening for adolescents at high risk, age 11
through 17 years

• Claims for covered immunizations, whether submitted and
paid under a Blue Rx plan or health plan, are covered with no
member cost share.

• HIV screening for adolescents age 15 and older, and younger
adolescents who are at increased risk

• Benefits are contingent upon accurate claims submission by the
provider, including diagnosis and procedure codes.

• Hypothyroidism screening for newborns, birth through 28 days
• Immunizations: Diphtheria, Tetanus, Pertussis; Haemophilus
influenza type b; Hepatitis A; Hepatitis B; Human Papillomavirus;
Inactive Poliovirus; Influenza (Flu Shot); Measles, Mumps,
Rubella; Meningococcal; Pneumococcal; Rotavirus; Varicella.
Varicella (based on the Center of Disease Control and Prevention
(CDC) Advisory Committee on Immunization Practices (ACIP)
please refer to the National Immunization Program Website.

• Self-funded groups may have selected different benefits. Always
consult your coverage manual for specific coverage details.
• Employer groups may elect to follow ACA preventive services as
their preventive benefits
FOR MORE INFORMATION SEE:

• Iron supplements for at risk infants 6–12 months (prescription
required for full coverage)

The United States Preventive Services Task Force is a federal agency that makes its recommendations
on the basis of explicit criteria. Recommendations issued by the USPSTF are intended for use in the
primary care setting. The Task Force recommendation statements present health care providers with
information about the evidence behind each recommendation, allowing clinicians to make informed
decisions about implementation. Wellmark consults with the Task Force regularly to determine how
preventive services may be covered.

• Lead screening for children at risk to exposure, birth through
6 years

The Health Resources and Services Administration (HRSA) is an agency of the U.S. Department of
Health and Human Services, (HHS) is the primary Federal agency for improving access to health care
services for people who are uninsured, isolated or medically vulnerable.

• Medical history for all children throughout development*
• Newborn bilirubin screening, birth through 28 days

The Centers for Disease Control and Prevention is one of the major operating components of the
Department of Health and Human Services, CDC’s Mission is to collaborate to create the expertise,
information, and tools that people and communities need to protect their health — through health
promotion, prevention of disease, injury and disability, and preparedness for new health threats.

• Obesity screening in children and adolescents age 6 through
17 years
• Oral health risk assessment*

Bright Futures is a national health promotion and prevention initiative led by the American Academy of
Pediatrics. The Bright Future Guidelines provide theory-based and evidence-based driven guidelines
for all preventive care screening and well child visits.

• Phenylketonuria (PKU) screening for newborns, birth through
28 days
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*Services marked with an asterisk indicate those services that may be delivered and billed within wellness exam or well-child exam from an in-network provider.

Required Federal Accessibility and Nondiscrimination Notice
Discrimination is against the law

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfügung. Rufnummer: 800-524-9242 oder
(TTY: 888-781-4262).

Wellmark complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability or
sex. Wellmark does not exclude people or treat them differently because
of their race, color, national origin, age, disability or sex.

 اتصل بالرقم. المجانية، فإننا نوفر لك خدمات المساعدة اللغوية, إذا كنت تتحدث اللغة العربية:تنبيه
.)888-781-4262 : أو (خدمة الهاتف النصي800-524-9242
ສິ່ ງຄວນເອົ າໃຈໃສ,່ ພາສາລາວ ຖາ້ ທາ່ ນເວົ້າ: ພວກເຮົາມີບໍລິການຄວາມຊວ
່ ຍເຫຼືອດາ້ ນພາ
ສາໃຫທ
້ າ່ ນໂດຍບໍ່ ເສຍຄາ່ ຫຼື 800-524-9242 ຕິດຕໍ່ ທີ່ . (TTY: 888-781-4262.)

Wellmark provides:

• Free aids and services to people with disabilities so they may
communicate effectively with us, such as:
• Qualified sign language interpreters

주의: 한국어 를 사용하시는 경우, 무료 언어 지원 서비스를 이용하실 수
있습니다. 800-524-9242번 또는 (TTY: 888-781-4262)번으로 연락해 주십시오.

• Written information in other formats (large print, audio,
accessible electronic formats, other formats)

ध्यान रखें : अगर आपकी भाषा हिन्दी है, तो आपके लिए भाषा सहायता सेवाएँ, निःशुल्क उपलब्ध
हैं। 800-524-9242 पर संपर्क करें या (TTY: 888-781-4262)।
ATTENTION : si vous parlez français, des services d’assistance dans votre
langue sont à votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

• Free language services to people whose primary language is not
English, such as:
• Qualified interpreters

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei eegni
Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

• Information written in other languages
If you need these services, call 800-524-9242. If you believe that
Wellmark has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability or sex, you
can file a grievance with: Wellmark Civil Rights Coordinator, 1331 Grand
Avenue, Station 5W189, Des Moines, IA 50309-2901, 515-376-4500,
TTY 888-781-4262, Fax 515-376-9073, Email CRC@Wellmark.com. You
can file a grievance in person, by mail, fax or email. If you need help filing
a grievance, the Wellmark Civil Rights Coordinator is available to help
you. You can also file a civil rights complaint with the U.S. Department of
Health and Human Services Office for Civil Rights electronically through
the Office for Civil Rights Complaint Portal available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf, or by mail, phone or fax at: U.S. Department
of Health and Human Services, 200 Independence Avenue S.W.,
Room 509F, HHH Building, Washington DC 20201, 800-368-1019,
800-537-7697 (TDD).

โปรดทราบ: หากคุณพูด ไทย เรามีบริการช่วยเหลือด้านภาษาสำ�หรับคุณโดยไม่คิดค่า
ใช้จ่าย ติดต่อ 800-524-9242 หรือ (TTY: 888-781-4262)
PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may
makukuha kang mga serbisyong tulong sa wika na walang bayad. Makipagugnayan sa 800-524-9242 o (TTY: 888-781-4262).
w>'k;oh.ng=erh>uwdRunDusdm<usdmw>rRpXRw>zH;w>rRwz.<vXwb.vXmbl;vJ<td.vXe*D>vDRIqJ;usd;ql
800=524=9242rhwrh>(TTY:888=781=4262)wuh>I
ВНИМАНИЕ! Если ваш родной язык русский, вам могут быть
предоставлены бесплатные переводческие услуги. Обращайтесь
800-524-9242 (телетайп: 888-781-4262).
सावधान: यदि तपाईं नेपाली बोल्नुहुन्छ भने, तपाईंका लागि नि:शुल्क रूपमा भाषा सहायता
सेवाहरू उपलब्ध गराइन्छ । 800-524-9242 वा (TTY: 888-781-4262) मा सम्पर्क गर्नुहोस् ।
ማሳሰቢያ፦ አማርኛ የሚናገሩ ከሆነ፣ የቋንቋ እገዛ አገልግሎቶች፣ ከክፍያ ነፃ፣ ያገኛሉ።
በ 800-524-9242 ወይም (በTTY: 888-781-4262) ደውለው ያነጋግሩን።

Complaint forms are available at http://www.hhs.gov/ocr/office/file/
index.html.

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maaɗa. Heɓir 800-524-9242 malla (TTY: 888-781-4262).

ATENCIÓN: Si habla español, los servicios de asistencia de idiomas se
encuentran disponibles gratuitamente para usted. Comuníquese al
800-524-9242 o al (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

注意： 如果您说普通话， 我们可免费为您提供语言协助服务。 请拨打
800-524-9242 或 （听障专线： 888-781-4262）。
CHÚ Ý: Nếu quý vị nói tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ miễn phí có
sẵn cho quý vị. Xin hãy liên hệ 800-524-9242 hoặc (TTY: 888-781-4262).

УВАГА! Якщо ви розмовляєте українською мовою, для вас доступні
безкоштовні послуги мовної підтримки. Зателефонуйте за номером
800-524-9242 або (телетайп: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrška
na Vašem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe oštećena sluha: 888-781-4262).

Ge’: Diné k’ehj7 y1n7[ti’go n7k1 bizaad bee 1k1’ adoowo[, t’11 jiik’4,
n1h0l=. Koj8’ h0lne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark is not providing any legal advice with regard to compliance with the requirements of the Affordable Care Act (ACA) or the Mental Health Parity Addiction Equity Act (MHPAEA). Regulations and guidance on
specific provisions of the ACA and MHPAEA have been and will continue to be provided by the U.S. Department of Health and Human Services (HHS) and/or other agencies. The information provided reflects Wellmark’s
understanding of the most current information and is subject to change without further notice. Please note that plan benefits, rates, renewal rate adjustments, and rating impact calculations are subject to change
and may be revised during a plan’s rating period based on guidance and regulations issued by HHS or other agencies. Wellmark makes no representation as to the impact of plan changes on a plan’s grandfathered
status or interpretation or implementation of any other provisions of ACA. Any questions about Wellmark’s approach to the ACA or MHPAEA may be referred to your Wellmark account representative. Wellmark will not
determine whether coverage is discriminatory or otherwise in violation of Internal Revenue Code Section 105(h). Wellmark also will not provide any testing for compliance with Internal Revenue Code Section 105(h).
Wellmark will not be held liable for any penalties or other losses resulting from any employer offering coverage in violation of section 105(h). Wellmark will not determine whether any change in an Employer Administered
Funding Arrangement affects a health plan’s grandfathered health plan status under ACA or otherwise complies with ACA. Wellmark will not be held liable for any penalties or other losses resulting from any Employer
Administered Funding Arrangement. For purposes of this paragraph, an “Employer Administered Funding Arrangement” is an arrangement administered by an employer in which the employer contributes toward the
member’s share of benefit costs (such as the member’s deductible, coinsurance, or copayments) in the absence of which the member would be financially responsible. An Employer Administered Funding Arrangement
does not include the employer’s contribution to health insurance premiums or rates.

Wellmark.+.Q
Wellmark Blue Cross and Blue Shield of Iowa, Wellmark Health Plan of Iowa, Inc.,Wellmark Value Health Plan, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are
independent licensees of the Blue Cross and Blue Shield Association.
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Guest Membership
Wellmark Heath Plan of Iowa has an added benefit for you and your
dependents while away from home for at least 90 consecutive days. We
call this Guest Membership and it includes access to Blue Cross and Blue
Shield participating hospitals, physicians, and other health care providers
from which you can receive covered services. Guest Membership is only
available to members traveling or residing outside Iowa, but still within
the United States.

Guest Membership is a valuable benefit for:
■■

Dependents attending school out of state, full-time, in an accredited
institution of higher learning

■■

Members traveling for at least 90 consecutive days

■■

Family members who reside in another state, but are covered under the
same health plan

To locate a participating physician outside of Iowa while on Guest
Membership, please call 800-810-BLUE (2583) or visit the National Doctor
& Hospital Finder at bcbs.com. You’ll need to select providers that are
listed within the BlueCard Traditional network on this website.

Here are some more important things to remember about your Guest Membership:
■■

Whenever you receive services out of state, make sure you visit network providers in order to receive benefits.

■■

Present your Wellmark ID card upon receiving services.

■■

Inpatient admissions, home health services, hospice services, private duty nursing, and home infusion therapy must
still be pre-certified by calling the number on your ID card.

■■

If you change your permanent residence from Iowa, you’ll need to contact your employer group and change
health plans.

■■

You will need to contact Customer Service for address changes or when you return to Iowa.

■■

Your benefits (non-emergency) are not transferable to any state where you happen to be traveling. They are
approved only for the state where you have signed up for a Guest Membership.

How to request Guest Membership
Notify a Wellmark Health Plan of Iowa Customer Service representative if you or your dependent will be living away
from home for at least 90 consecutive days.
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~ DELTA DENTAL®
Dental

DeltaVision®

YOUR BENEFIT

INFORMATION
AT YOUR
FINGERTIPS
Get Started Today!
Make the most of your dental and/or vision benefits with Delta Dental of Iowa’s online Member
Connection. Sign up today at www.deltadentalia.com to:
• Print an ID card

• Find eligibility and benefit information

• View claim details and status

• Access an explanation of benefits (dental only)

• Find a provider

To register for Member Connection:
0 DELTA DENTAL"

1

Go to www.deltadentalia.com select
Dental Member from the drop down menu,
and then click on”New user? Sign up.” link
in the ”My Account” box on the right side
of the homepage.

2 Complete the online registration.
3 Create a username & password, enter your
email, create a challenge question and then
click on “Register User.”

Helpful tips when registering:
• Enter first and last name for the primary
subscriber (exactly as your employer
entered it during enrollment; e.g., “Bob”
may be “Robert”)

4 Once your account has been created, be
sure to go back to www.deltadentalia.com
to log-in and view your complete account
information.

• Enter assigned subscriber ID or Social
Security number (enter the nine digit
number with no dashes or leading zeros)

TO REGISTER FOR MEMBER CONNECTION
Visit deltadentalia.com
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Connect with Delta Dental of Iowa
At Delta Dental of Iowa, we provide several free oral and vision health resources for our members in
a variety of formats.

0

November 2019

Q DELTA DENTAL

Healthy You

0 	Healthy You eNewsletter

00@

deltadentalia.com/newsletter
	Sign up to receive relevant dental
and vision wellness information in
your inbox each month.

-FOLLOW US-

FAST FACTS FOR YOUR HEALTH!

Q

Facebook
	
facebook.com/deltadentalia
“Like” our Facebook page for
upcoming events, photos from
events, helpful oral and vision 		
health articles, contests and more!

Mouth-friendly Fall Foods
Delta Dental of
Iowa
@Otlta0entll11A

--

lnsuranceCompanylnJohns1on, lowil

e

2.5 • •,t-

o DELTA DENTAL'
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A Hea lthy Life

Search this Blog
~ (800) S.4-071 8
e

How t o Make Geo rge
Was hington Sm il e on
the Dol lar

-<lella!lentalilcom

A Healthy Life

Keepi ng Yo ur Eyes
and Sm il e Hea lthy
When Living with
Diabetes

e Delta Dental Blog

deltadentalia.com/a-healthy-life
	Our blog is regularly updated
with short articles and tips to
help you keep your smile and eyes
healthy. You can browse by
topic or keyword, and subscribe
to receive email updates when
new articles have been posted.

G) Twitter

_

. :.;.:

.. of•N
w::::i~ :~~

twitter.com/deltadentalia
	Follow us for regular tweets on
oral and vision health care, helpful
tips, links to articles about dental
and vision care and contests for
fans and followers.
Pinterest
pinterest.com/deltadentalia
	Follow our Pinterest board to
see the latest tips on improving
oral and vision health and view
new product information.

Q DELTA DENTAL®

Delta Dental of Iowa

9000 Northpark Drive | Johnston, IA 50131
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800-544-0718
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Delta Dental of Iowa
HACAP
Employee Summary of Covered Services and Benefits
Deductibles, Maximums & Eligibility
- Individual Deductible
- Family Deductible
- Deductible applies to Check-Ups and Teeth Cleaning?
- Benefit Period Maximum
- Eligible children to age
- Full-time (unmarried) students eligible to age
- Does Individual Deductible apply to Orthodontics?
- Orthodontic lifetime maximum
- Orthodontics: Eligible children to age
- Orthodontics: Full-time students eligible to age
- Adult Orthodontics
Benefits
Diagnostic and Preventive Services
(Check-Ups and Teeth Cleaning)
- Dental Cleaning
- Oral Evaluations
- Fluoride Applications
- X-Rays
Routine and Restorative Services
(Cavity Repair and Tooth Extractions)
- Emergency Treatment
- General Anesthesia/Sedation
- Restoration of Decayed or Fractured Teeth
- Limited Occlusal Adjustments
- Routine Oral Surgery
- Sealant Applications
- Space Maintainers
- Posterior Composites w/ Alternate Processing
Root Canals (Endodontic Services)
- Apicoectomy
- Direct Pulp Cap
- Pulpotomy
- Retrograde Fillings
- Root Canal Therapy
Gum and Bone Diseases (Periodontal Services)
- Conservative Procedures (Non-surgical)
- Complex Procedures (Surgical)
- Periodontal Maintenance Therapy
High Cost Restorations (Cast Restorations)
- Cast Restorations
- Crowns
- Inlays
- Onlays
- Post and Cores
- Recementing Crowns/Inlays/Onlays
Dentures and Bridges (Prosthetic Services)
- Bridges
- Dentures
- Repairs and Adjustments
- Recementing of Bridges
- Implants Not Covered
Straighter Teeth (Orthodontics)

Delta Dental Premier®

$25
$75
No
$750
26
26
No
$750
19
19
No
0%

20%

50%

50%

50%

50%

50%

Additional Options
-Annual Maximum Carryover - To GoSM

Included

This dental plan includes the Annual Maximum Carryover – To GoSM for carryover of unused Benefit Period Maximums to the next benefit contract year. Please refer to your dental benefits document for details.
The percentage shown is the coinsurance amount that is the responsibility of the Covered Person.
This is a general description of coverage. It is not a statement of your contract. Actual coverage is subject to terms and conditions specified in the benefits document itself and enrollment regulations in force when the benefits become effective. Certain
exclusions and limitations apply. Please refer to your dental benefits document for details.

2022

Delta Dental of Iowa

9000 Northpark Dr, Johnston IA 50131
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A LOOK AT YOUR
VSP VISION COVERAGE

SEE HEALTHY AND LIVE HAPPY
WITH HELP FROM HAWKEYE AREA
COMMUNITY ACTION PROGRAM AND VSP.

•

•
vs

gncareforlire

Enroll in VSP® Vision Care to get personalized care from a
VSP network doctor at low out-of-pocket costs.
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
for additional savings.

$

PROVIDER CHOICES YOU WANT.
With an average of five VSP network doctors within six
miles of you, it’s easy to find a nearby in-network doctor
or retail chain. Plus, maximize your coverage with bonus
offers and additional savings that are exclusive to Premier
Program locations.
Prefer to shop online? Use your vision benefits on
Eyeconic®—the VSP preferred online retailer.
QUALITY VISION CARE YOU NEED.
00 You’ll get great care from a VSP network doctor, including
a WellVision Exam®—a comprehensive exam designed to
detect eye and health conditions.

GET YOUR PERFECT PAIR

EXTRA $20 +
TO SPEND ON
FEATURED FRAME BRANDS*

bebe

O\LVINKlflN

LACOSTE•

COLE HAAN

UP
TO

40%

SAVINGS ON LENS
ENHANCEMENTS

FLEXON

~

SEE MORE BRANDS AT VSP.COM/OFFERS.

Enroll today.
Contact us: 800.877.7195 or vsp.com
64

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.

YOUR VSP VISION BENEFITS SUMMARY
HAWKEYE AREA COMMUNITY ACTION PROGRAM and
VSP provide you with an affordable vision plan.

•

vs•

PROVIDER NETWORK:
VSP Choice

gncarerorllfe

EFFECTIVE DATE:
01/01/2020

Benefit

Description

Copay

Frequency

Your Coverage with a VSP Provider
WellVision Exam

Focuses on your eyes and overall wellness

PRESCRIPTION GLASSES

$10

Every 12 months

$25

See frame and lenses

Frame

$130 allowance for a wide selection of frames
$150 allowance for featured frame brands
20% savings on the amount over your allowance
$70 Walmart®/Costco® frame allowance

Included in
Prescription
Glasses

Every 24 months

Lenses

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

Included in
Prescription
Glasses

Every 12 months

Lens Enhancements

Standard progressive lenses
Premium progressive lenses
Custom progressive lenses
Average savings of 20-25% on other lens enhancements

Contacts (instead of
glasses)

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

$0
$95 - $105
$150 - $175

I

Up to $60

Every 12 months

I

Every 12 months

Glasses and Sunglasses
Extra $20 to spend on featured frame brands. Go to vsp.com/offers for details.
20% savings on additional glasses and sunglasses, including lens enhancements, from any VSP provider within
12 months of your last WellVision Exam.
EXTRA SAVINGS

Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam
Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted
facilities

Your Per Pay Period
(26) Contribution

$4.25 Member only $6.80 Member + spouse $6.94 Member + child(ren) $11.19 Member + family

YOUR COVERAGE WITH OUT-OF-NETWORK PROVIDERS
Get the most out of your benefits and greater savings with a VSP network doctor. Call Member Services for out-of-network plan details.
Coverage with a retail chain may be different or not apply. Once your benefit is effective, visit vsp.com for details. VSP guarantees coverage from VSP network providers only. Coverage
information is subject to change. In the event of a conflict between this information and your organization’s contract with VSP, the terms of the contract will prevail. Based on applicable
laws, benefits may vary by location. In the state of Washington, VSP Vision Care, Inc., is the legal name of the corporation through which VSP does business.

*Only available to VSP members with applicable plan benefits. Frame brands and promotions are subject to change. Savings based on doctor’s retail price and vary by plan and purchase
selection; average savings determined after benefits are applied. Ask your VSP network doctor for more details.
©2019 Vision Service Plan. All rights reserved.
VSP, VSP Vision Care for life, Eyeconic, and WellVision Exam are registered trademarks, VSP Diabetic Eyecare Plus Program is servicemark of Vision Service Plan. Flexon is a registered
trademark of Marchon Eyewear, Inc. All other brands or marks are the property of their respective owners.
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•
•

Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
Group Number: 00026152

Customer Service (888) 600-1600
Monday to Friday | 8am to 8:30pm ET

Welcome to

Workplace benefits
Everyone deserves a Guardian

Your coverage options

Every day, Guardian gives 26 million Americans the
security they deserve through our insurance and
wealth management products and services.

v

We’ve partnered with your organization to offer
you a range of employee benefits. Inside this pack,
you’ll find the plans your employer thinks you might
benefit from.

Know your benefits

Life
insurance

Protecting your family's
financial future

Disability
insurance

Coverage if you're temporarily
unable to work

Critical illness
insurance

Taking care of the expenses if
you're critically ill

Accident
insurance

Helping you cover expenses
after an accident

Your benefits support your physical and
financial wellbeing, to help keep you and
your loved ones protected.
With Guardian, you’re in good hands.
We’ve been delivering on our promises for
over 150 years, and we’re looking forward
to doing the same for you too.

1

Read through this information.

2

Find out more about your benefits.

3

Talk to your employer if you need
help or have any questions.
© Copyright 2020 The Guardian Life Insurance Company of America
This document is a summary of the major features of the insurance
coverage that's been agreed to with your employer – it isn't your contract.
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8 Guardian®

Watch our video
How life insurance protects
families and covers critical costs.

Life
insurance
Preparing and planning

If something happens to you, life
insurance can help your family
reduce financial stress.
Life insurance helps protect your family’s finances by providing
a cash benefit if you pass away. This ensures that they’ll be
financially supported, and can cover important things from
bills to funeral costs. With life policies, you can get affordable
life insurance protection for a set period of time.

Who is it for?

Jorge’s never considered purchasing
life insurance, but after being offered it
through work, he decides it’s a smart
way to protect his family.

Jorge has a mortgage, and because
his wife is helping to take care of her
mother, she only works part-time. In
addition, his daughter is about to
start college.

Everyone’s life insurance needs are different, depending on their family
situation. That’s why group life insurance through an employer is an easier
and more affordable option than individual life insurance.

Jorge looks at how his family would
be affected by losing him.

What does it cover?

Average mortgage debt: $202,000

Life insurance protects your loved ones by providing a benefit
(which is usually tax-exempt) if you pass away.

Average cost of college: $17,000 $44,000

Why should I consider it?

Average household credit card debt:
$8,500

Life insurance is about more than just covering expenses. Depending
on your circumstances, it could take your family years to recover from the
loss of your income.

With life insurance, Jorge can
make sure that part of these
costs are covered if something
happens to him.

With a life insurance benefit, your family will have extra money to cover
mortgage and rent payments, legal or medical fees, childcare, tuition,
and any outstanding debts.

Guardian, its subsidiaries, agents, and employees do not provide tax, legal,
or accounting advice. Consult your tax, legal, or accounting professional
regarding your individual situation.

Average funeral cost: $9,000

This example is for illustrative
purposes only. Your plan’s coverage
may vary. See your plan’s information
on the following pages for specific
amounts and details.

You will receive these benefits if you meet the conditions listed in the policy.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
2020-104318 (07/22)
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8 Guardian®
Your life coverage
BASIC LIFE

VOLUNTARY TERM LIFE

Employee Benefit

Your employer provides $25,000
Basic Term Life coverage for all
full time employees.

$10,000 increments to a
maximum of $500,000. See Cost
Illustration page for details.

Accidental Death and Dismemberment

Your Basic Life coverage includes
Accidental Death and
Dismemberment coverage.

Employee, Spouse & Child(ren)
coverage. Maximum 1 times life
amount.

Spouse Benefit

N/A

$5,000 increments to a maximum
of $100,000. See Cost Illustration
page for details.‡

Child Benefit

N/A

Your dependent children age
birth† to 26 years.
$2,000 increments to a maximum
of $10,000. Subject to state limits.
See Cost Illustration page for
details.

Guarantee Issue: The ‘guarantee’ means you are not required to
answer health questions to qualify for coverage up to and including
the specified amount, when you sign up for coverage during the initial
enrollment period.

Guarantee Issue coverage up to
$25,000 per employee

We Guarantee Issue coverage up
to:
Employee Less than age 65
$200,000, 65-69 $50,000, 70+
$10,000.
Spouse Less than age 65 $50,000,
65-69 $10,000, 70+ $0.
Dependent children $10,000.

Premiums

Covered by your company if you
meet eligibility requirements

Increase on plan anniversary after
you enter next five-year age
group

Portability: Allows you to take coverage with you if you terminate
employment.

Yes, with age and other
restrictions, including evidence of
insurability

Yes, with age and other
restrictions

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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8 Guardian®
Your life coverage




BASIC LIFE

VOLUNTARY TERM LIFE

Conversion: Allows you to continue your coverage after your group
plan has terminated.

Yes, with restrictions; see
certificate of benefits

Yes, with restrictions; see
certificate of benefits

Accelerated Life Benefit: A lump sum benefit is paid to you if you
are diagnosed with a terminal condition, as defined by the plan.

Yes

Yes

Waiver of Premiums: Premium will not need to be paid if you are
totally disabled.

For employees disabled prior to
age 60, with premiums waived
until age 65, if conditions are met

For employees disabled prior to
age 60, with premiums waived
until age 65, if conditions met

Benefit Reductions: Benefits are reduced by a certain percentage as
an employee ages.

35% at age 65, 55% at age 70, 70%
at age 75

35% at age 65, 55% at age 70, 70%
at age 75

Subject to coverage limits
and Voluntary Life: Infant coverage is limited based on age.
Spouse coverage terminates at age 70.
Annual Election Option allows employees to increase the amount of their life coverage without a medical exam when they re-enroll in their company’s Voluntary Life
plan. This option allows employees to step up to an amount of up to $50,000, up to the Guarantee Issue amount.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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Voluntary Life Cost Illustration:
To determine the most appropriate level of coverage, as a rule of thumb, you should consider about 6 - 10 times your annual income,
factoring in projected costs to help maintain your family’s current life style.
Monthly premiums displayed.
Policy Election Cost Per Age Bracket

Policy Election Amount
< 30

30–34

35–39

40–44

45–49

50–54

55–59

60–64

65–69†

$10,000

$.60

$.80

$1.00

$1.40

$2.40

$3.90

$6.80

$9.00

$16.00

$20,000

$1.20

$1.60

$2.00

$2.80

$4.80

$7.80

$13.60

$18.00

$32.00

$30,000

$1.80

$2.40

$3.00

$4.20

$7.20

$11.70

$20.40

$27.00

$48.00

$40,000

$2.40

$3.20

$4.00

$5.60

$9.60

$15.60

$27.20

$36.00

$64.00

$50,000

$3.00

$4.00

$5.00

$7.00

$12.00

$19.50

$34.00

$45.00

$80.00

$60,000

$3.60

$4.80

$6.00

$8.40

$14.40

$23.40

$40.80

$54.00

$96.00

$70,000

$4.20

$5.60

$7.00

$9.80

$16.80

$27.30

$47.60

$63.00

$112.00

$80,000

$4.80

$6.40

$8.00

$11.20

$19.20

$31.20

$54.40

$72.00

$128.00

$90,000

$5.40

$7.20

$9.00

$12.60

$21.60

$35.10

$61.20

$81.00

$144.00

$100,000

$6.00

$8.00

$10.00

$14.00

$24.00

$39.00

$68.00

$90.00

$160.00

$110,000

$6.60

$8.80

$11.00

$15.40

$26.40

$42.90

$74.80

$99.00

$176.00

$120,000

$7.20

$9.60

$12.00

$16.80

$28.80

$46.80

$81.60

$108.00

$192.00

$130,000

$7.80

$10.40

$13.00

$18.20

$31.20

$50.70

$88.40

$117.00

$208.00

$140,000

$8.40

$11.20

$14.00

$19.60

$33.60

$54.60

$95.20

$126.00

$224.00

$150,000

$9.00

$12.00

$15.00

$21.00

$36.00

$58.50

$102.00

$135.00

$240.00

$160,000

$9.60

$12.80

$16.00

$22.40

$38.40

$62.40

$108.80

$144.00

$256.00

$170,000

$10.20

$13.60

$17.00

$23.80

$40.80

$66.30

$115.60

$153.00

$272.00

$180,000

$10.80

$14.40

$18.00

$25.20

$43.20

$70.20

$122.40

$162.00

$288.00

$190,000

$11.40

$15.20

$19.00

$26.60

$45.60

$74.10

$129.20

$171.00

$304.00

$200,000

$12.00

$16.00

$20.00

$28.00

$48.00

$78.00

$136.00

$180.00

$320.00

$210,000

$12.60

$16.80

$21.00

$29.40

$50.40

$81.90

$142.80

$189.00

$336.00

$220,000

$13.20

$17.60

$22.00

$30.80

$52.80

$85.80

$149.60

$198.00

$352.00

$230,000

$13.80

$18.40

$23.00

$32.20

$55.20

$89.70

$156.40

$207.00

$368.00

$240,000

$14.40

$19.20

$24.00

$33.60

$57.60

$93.60

$163.20

$216.00

$384.00

$250,000

$15.00

$20.00

$25.00

$35.00

$60.00

$97.50

$170.00

$225.00

$400.00

$260,000

$15.60

$20.80

$26.00

$36.40

$62.40

$101.40

$176.80

$234.00

$416.00

$270,000

$16.20

$21.60

$27.00

$37.80

$64.80

$105.30

$183.60

$243.00

$432.00

$280,000

$16.80

$22.40

$28.00

$39.20

$67.20

$109.20

$190.40

$252.00

$448.00

$290,000

$17.40

$23.20

$29.00

$40.60

$69.60

$113.10

$197.20

$261.00

$464.00

Employee

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
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Voluntary Life Cost Illustration continued
< 30

30–34

35–39

40–44

45–49

50–54

55–59

60–64

65–69†

$300,000

$18.00

$24.00

$30.00

$42.00

$72.00

$117.00

$204.00

$270.00

$480.00

$310,000

$18.60

$24.80

$31.00

$43.40

$74.40

$120.90

$210.80

$279.00

$496.00

$320,000

$19.20

$25.60

$32.00

$44.80

$76.80

$124.80

$217.60

$288.00

$512.00

$330,000

$19.80

$26.40

$33.00

$46.20

$79.20

$128.70

$224.40

$297.00

$528.00

$340,000

$20.40

$27.20

$34.00

$47.60

$81.60

$132.60

$231.20

$306.00

$544.00

$350,000

$21.00

$28.00

$35.00

$49.00

$84.00

$136.50

$238.00

$315.00

$560.00

$360,000

$21.60

$28.80

$36.00

$50.40

$86.40

$140.40

$244.80

$324.00

$576.00

$370,000

$22.20

$29.60

$37.00

$51.80

$88.80

$144.30

$251.60

$333.00

$592.00

$380,000

$22.80

$30.40

$38.00

$53.20

$91.20

$148.20

$258.40

$342.00

$608.00

$390,000

$23.40

$31.20

$39.00

$54.60

$93.60

$152.10

$265.20

$351.00

$624.00

$400,000

$24.00

$32.00

$40.00

$56.00

$96.00

$156.00

$272.00

$360.00

$640.00

$410,000

$24.60

$32.80

$41.00

$57.40

$98.40

$159.90

$278.80

$369.00

$656.00

$420,000

$25.20

$33.60

$42.00

$58.80

$100.80

$163.80

$285.60

$378.00

$672.00

$430,000

$25.80

$34.40

$43.00

$60.20

$103.20

$167.70

$292.40

$387.00

$688.00

$440,000

$26.40

$35.20

$44.00

$61.60

$105.60

$171.60

$299.20

$396.00

$704.00

$450,000

$27.00

$36.00

$45.00

$63.00

$108.00

$175.50

$306.00

$405.00

$720.00

$460,000

$27.60

$36.80

$46.00

$64.40

$110.40

$179.40

$312.80

$414.00

$736.00

$470,000

$28.20

$37.60

$47.00

$65.80

$112.80

$183.30

$319.60

$423.00

$752.00

$480,000

$28.80

$38.40

$48.00

$67.20

$115.20

$187.20

$326.40

$432.00

$768.00

$490,000

$29.40

$39.20

$49.00

$68.60

$117.60

$191.10

$333.20

$441.00

$784.00

$500,000

$30.00

$40.00

$50.00

$70.00

$120.00

$195.00

$340.00

$450.00

$800.00

Policy Election Amount
Spouse
$5,000

$.30

$.40

$.50

$.70

$1.20

$1.95

$3.40

$4.50

$8.00

$10,000

$.60

$.80

$1.00

$1.40

$2.40

$3.90

$6.80

$9.00

$16.00

$15,000

$.90

$1.20

$1.50

$2.10

$3.60

$5.85

$10.20

$13.50

$24.00

$20,000

$1.20

$1.60

$2.00

$2.80

$4.80

$7.80

$13.60

$18.00

$32.00

$25,000

$1.50

$2.00

$2.50

$3.50

$6.00

$9.75

$17.00

$22.50

$40.00

$30,000

$1.80

$2.40

$3.00

$4.20

$7.20

$11.70

$20.40

$27.00

$48.00

$35,000

$2.10

$2.80

$3.50

$4.90

$8.40

$13.65

$23.80

$31.50

$56.00

$40,000

$2.40

$3.20

$4.00

$5.60

$9.60

$15.60

$27.20

$36.00

$64.00

$45,000

$2.70

$3.60

$4.50

$6.30

$10.80

$17.55

$30.60

$40.50

$72.00

$50,000

$3.00

$4.00

$5.00

$7.00

$12.00

$19.50

$34.00

$45.00

$80.00

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
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Voluntary Life Cost Illustration continued
< 30

30–34

35–39

40–44

45–49

50–54

55–59

60–64

65–69†

$55,000

$3.30

$4.40

$5.50

$7.70

$13.20

$21.45

$37.40

$49.50

$88.00

$60,000

$3.60

$4.80

$6.00

$8.40

$14.40

$23.40

$40.80

$54.00

$96.00

$65,000

$3.90

$5.20

$6.50

$9.10

$15.60

$25.35

$44.20

$58.50

$104.00

$70,000

$4.20

$5.60

$7.00

$9.80

$16.80

$27.30

$47.60

$63.00

$112.00

$75,000

$4.50

$6.00

$7.50

$10.50

$18.00

$29.25

$51.00

$67.50

$120.00

$80,000

$4.80

$6.40

$8.00

$11.20

$19.20

$31.20

$54.40

$72.00

$128.00

$85,000

$5.10

$6.80

$8.50

$11.90

$20.40

$33.15

$57.80

$76.50

$136.00

$90,000

$5.40

$7.20

$9.00

$12.60

$21.60

$35.10

$61.20

$81.00

$144.00

$95,000

$5.70

$7.60

$9.50

$13.30

$22.80

$37.05

$64.60

$85.50

$152.00

$100,000

$6.00

$8.00

$10.00

$14.00

$24.00

$39.00

$68.00

$90.00

$160.00

Policy Election Amount
Child(ren)
$2,000

$0.76

$0.76

$0.76

$0.76

$0.76

$0.76

$0.76

$0.76

$0.76

$4,000

$1.52

$1.52

$1.52

$1.52

$1.52

$1.52

$1.52

$1.52

$1.52

$6,000

$2.28

$2.28

$2.28

$2.28

$2.28

$2.28

$2.28

$2.28

$2.28

$8,000

$3.04

$3.04

$3.04

$3.04

$3.04

$3.04

$3.04

$3.04

$3.04

$10,000

$3.80

$3.80

$3.80

$3.80

$3.80

$3.80

$3.80

$3.80

$3.80

Refer to Guarantee Issue row on page above for Voluntary Life GI amounts.
Premiums for Voluntary Life Increase in five-year increments
Infant coverage is limited for the first two weeks of infant’s life.
Spouse coverage premium is based on Employee age.
†Benefit reductions apply.

LIMITATIONS AND EXCLUSIONS:
A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS FOR LIFE AND
AD&D COVERAGE:
You must be working full-time on the effective date of your coverage; otherwise, your
coverage becomes effective after you have completed a specific waiting period. Employees
must be legally working in the United States in order to be eligible for coverage.
Underwriting must approve coverage for employees on temporary assignment: (a)
exceeding one year; or (b) in an area under travel warning by the US Department of State.
Subject to state specific variations. Evidence of Insurability is required on all late enrollees.
This coverage will not be effective until approved by a Guardian underwriter. This proposal
is hedged subject to satisfactory financial evaluation. Please refer to certificate of coverage for
full plan description.
Dependent life insurance will not take effect if a dependent, other than a newborn, is
confined to the hospital or other health care facility or is unable to perform the normal
activities of someone of like age and sex.
Accelerated Life Benefit is not paid to an employee under the following circumstances: one
who is required by law to use the benefit to pay creditors; is required by court order to pay
the benefit to another person; is required by a government agency to use the payment to
receive a government benefit; or loses his or her group coverage before an accelerated
benefit is paid.

Voluntary Life Only:
We pay no benefits if the insured’s death is due to suicide within two years from the
insured’s original effective date. This two year limitation also applies to any increase in
benefit. This exclusion may vary according to state law. Late entrants and benefit increases
require underwriting approval.
GP-1-R-LB-90, GP-1-R-EOPT-96
Guarantee Issue/Conditional Issue amounts may vary based on age and case size. See your
Plan Administrator for details. Late entrants and benefit increases require underwriting
approval.
For AD&D: We pay no benefits for any loss caused: by willful self-injury; sickness, disease
or medical treatment; by participating in a civil disorder or committing a felony; Traveling
on any type of aircraft while having duties on that aircraft; by declared or undeclared act of
war or armed aggression; while a member of any armed force (May vary by state); while
driving a motor vehicle without a current, valid driver’s license; by legal intoxication; or by
voluntarily using a non-prescription controlled substance. Contract #GP-1-R-ADCL1-00 et
al. We won't pay more than 100% of the Insurance amount for all losses due to the same
accident, except as stated. The loss must occur within a specified period of time of the
accident. Please see contract for specific definition; definition of loss may vary depending on
the benefit payable.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
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Guardian Group Life Insurance underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not
available in all states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are
the final arbiter of coverage.
Policy Form # GP-1-LIFE-15
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Accidental Death and Dismemberment Life Cost Illustration:
AD&D coverage provides additional benefits following an accidental death or certain bodily injuries. Election amount will equal 1
times the election amount for Voluntary life election.
Employee
Policy Election
Amount
$10,000
$20,000
$30,000
$40,000
$50,000
$60,000
$70,000
$80,000
$90,000
$100,000
$110,000
$120,000
$130,000
$140,000
$150,000
$160,000
$170,000
$180,000
$190,000
$200,000
$210,000
$220,000
$230,000
$240,000
$250,000
$260,000
$270,000
$280,000
$290,000
$300,000
$310,000
$320,000
$330,000
$340,000
$350,000
$360,000
$370,000
$380,000
$390,000
$400,000
$410,000
$420,000
$430,000
$440,000
$450,000
$460,000

Monthly
Premiums
displayed
$0.40
$0.80
$1.20
$1.60
$2.00
$2.40
$2.80
$3.20
$3.60
$4.00
$4.40
$4.80
$5.20
$5.60
$6.00
$6.40
$6.80
$7.20
$7.60
$8.00
$8.40
$8.80
$9.20
$9.60
$10.00
$10.40
$10.80
$11.20
$11.60
$12.00
$12.40
$12.80
$13.20
$13.60
$14.00
$14.40
$14.80
$15.20
$15.60
$16.00
$16.40
$16.80
$17.20
$17.60
$18.00
$18.40

Spouse
Policy Election
Amount
$5,000
$10,000
$15,000
$20,000
$25,000
$30,000
$35,000
$40,000
$45,000
$50,000
$55,000
$60,000
$65,000
$70,000
$75,000
$80,000
$85,000
$90,000
$95,000
$100,000

Monthly
Premiums
displayed
$0.20
$0.40
$0.60
$0.80
$1.00
$1.20
$1.40
$1.60
$1.80
$2.00
$2.20
$2.40
$2.60
$2.80
$3.00
$3.20
$3.40
$3.60
$3.80
$4.00

Child(ren)
Policy Election
Amount
$2,000
$4,000
$6,000
$8,000
$10,000

Monthly
Premiums
displayed
$0.08
$0.16
$0.24
$0.32
$0.40

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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Employee
Policy Election
Amount
$470,000
$480,000
$490,000
$500,000

Monthly
Premiums
displayed
$18.80
$19.20
$19.60
$20.00

Spouse
Policy Election
Amount

Monthly
Premiums
displayed

Child(ren)
Policy Election
Amount

Monthly
Premiums
displayed

Infant coverage is limited for the first two weeks of infant’s life.
Benefit reductions apply.

LIMITATIONS AND EXCLUSIONS:
A SUMMARY OF PLAN LIMITATION AND EXCLUSIONS
FOR AD&D
You must be working full-time on the effective date of your coverage; otherwise,
your coverage becomes effective after you have completed a specific waiting period.
Employees must be legally working in the United States in order to be eligible for
coverage. Underwriting must approve coverage for employees on temporary
assignment: (a) exceeding one year; or (b) in an area under travel warning by the
US Department of State. Subject to state specific variations. This proposal is
hedged subject to satisfactory financial evaluation. Please refer to policy booklet for
full plan description.
Dependent life insurance will not take effect if a dependent, other than a newborn,
is confined to the hospital or other health care facility or is unable to perform the
normal activities of someone of like age and sex.
We pay no benefits for any loss caused: by willful self-injury; sickness, disease or
medical treatment; by participating in a civil disorder or committing a felony;
Traveling on any type of aircraft while having duties on that aircraft; by declared

or undeclared act of war or armed aggression; while a member of any armed
force (May vary by state); while driving a motor vehicle without a current, valid
driver’s license; by legal intoxication; or by voluntarily using a
non-prescription controlled substance. Contract #GP-1-R-ADCL1-00 et al.
We won't pay more than 100% of the Insurance amount for all losses due to
the same accident, except as stated.
The loss must occur within a specified period of time of the accident. Please
see contract for specific definition; definition of loss may vary depending on the
benefit payable.

Guardian Group AD&D Insurance is underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not
available in all states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are the final
arbiter of coverage.
Policy Form # GP-1-ADD-15.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
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8 Guardian®
WillPrep
Protect the ones you love with a range
of dedicated services designed to help
you provide for your family.

How to access

WillPrep Services includes a range of different resources that
make it easier for you to prepare a will.
These range from a library of online planning documents to
accessing experienced professionals that can help you with
the more complicated details.

Visit
ibhwìïïóõèó.com
User ID
WillPrep

How it can help

Access simple
documents including
wills and power of
attorney letters

To access WillPrep Services,
you’ll need a few personal details.

Password
GLIC09

Speak with
consultants to
discuss estate
planning

Prepare your will
with the assistance
or support of
an attorney

For more information or support,
you can reach out by phoning
18'' 433 6789.

This service is only available if you purchase qualifying lines of coverage.
See your plan administrator for more details.
WillPrep Services are provided by Integrated Behavioral Health, Inc., and its contractors.
The Guardian Life Insurance Company of America (Guardian) does not provide any part
of Will Prep Services. Guardian is not responsible or liable for care or advice given by any
provider or resource under the program. This information is for illustrative purposes only.
It is not a contract. Only the Administration Agreement can provide the actual terms,
services, limitations and exclusions. Guardian and IBH reserve the right to discontinue
the WillPrep Services at any time without notice. Legal services will not be provided in
connection with or preparation for any action against Guardian, IBH, or your employer.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
© Copyright 2020 The Guardian Life Insurance Company of America
2020-104979 (07/22)
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Watch our video
How short term disability insurance
can supplement your income.

Disability
insurance
Partial income
replacement

Short term disability
Disability insurance covers a part of your
income, so you can pay your bills if you’re
injured or sick and can’t work.
Disability may be more common than you might realize, and
people can be unable to work for all sorts of different reasons.
There are times when many disabilities can be caused by
lllness, including common conditions like heart disease and
arthritis. However, many disabilities aren't covered by
workers' compensation.

Mike injures his back in a bicycle
accident and can’t work for 13 weeks.

Unpaid time off work: 13 weeks
Elimination period: 1 week

Who is it for?

After a 1-week elimination period
following his accident, Mike’s
Guardian Short Term Disability
policy kicks in and replaces $400 of
his weekly income for the remaining
12 weeks of his rehabilitation.

If you rely on your income to pay for everyday expenses, then
you should probably consider disability insurance. It helps ensure that
you’ll receive a partial income if you’re injured or too sick to work.

This gives him a total of $4,800 to
cover his expenses while he’s unable
to work.

What does it cover?
Many disability insurance plans pay out a portion or percentage
of your income if you’re diagnosed with a serious illness or
experience an injury that prevents you from doing your job.

Why should I consider it?
Accidents happen, and you can’t always anticipate if or when you’ll
become sick or injured. That’s why it’s important to have a disability
policy that helps you pay your bills in the event of being unable to
collect your normal paycheck.

This example is for illustrative
purposes only. Your plan’s coverage
may vary. See your plan’s information
on the following pages for specific
amounts and details.

You will receive these benefits if you meet the conditions listed in the policy.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
2021-117409 (03/23)
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8 Guardian®

Watch our video
How long term disability insurance
can supplement your income.

Disability
insurance
Partial income
replacement

Long term disability
Disability insurance covers a part of your
income, so you can pay your bills if you’re
injured or sick and can’t work.
Disability may be more common than you might realize, and
people can be unable to work for all sorts of different reasons.
There are times when many disabilities can be caused by
lllness, including common conditions like heart disease and
arthritis. However, many disabilities aren't covered by
workers' compensation.

Who is it for?
If you rely on your income to pay for everyday expenses, then
you should probably consider disability insurance. It helps ensure that
you’ll receive a partial income if you’re injured or too sick to work.

Jim suffers a heart attack that leaves
him unable to work for two years.

Unpaid time off work: 24 months
Elimination period: 6 months
After a 6 month elimination period,
Jim’s Guardian Long Term Disability
policy kicks in and replaces $2,000 of
his monthly income for the remaining
18 months of his disability or illness.
This gives him a total of $36,000 to
cover his expenses while he’s unable
to work.

What does it cover?
Many disability insurance plans pay out a portion or percentage
of your income if you’re diagnosed with a serious illness or
experience an injury that prevents you from doing your job.

Why should I consider it?
Accidents happen, and you can’t always anticipate if or when you’ll
become sick or injured. That’s why it’s important to have a disability
policy that helps you pay your bills in the event of being unable to
collect your normal paycheck.

This example is for illustrative
purposes only. Your plan’s coverage
may vary. See your plan’s information
on the following pages for specific
amounts and details.

You will receive these benefits if you meet the conditions listed in the policy.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
2021-117392 (03/23)
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8 Guardian®
Your disability coverage
Short-Term Disability

Long-Term Disability

.

Coverage amount

60% of salary to maximum
$1000/week

30% of salary to maximum
$3000/month

Maximum payment period: Maximum length of time you can
receive disability benefits.

25 weeks

To age 65, standard ADEA

Accident benefits begin: The length of time you must be
disabled before benefits begin.

Day 8

Day 181

Illness benefits begin: The length of time you must be disabled
before benefits begin.

Day 8

Day 181

Conversion: Allows you to continue disability coverage after your
group plan has terminated.

Not Available

Yes

Evidence of Insurability: A health statement requiring you to
answer a few medical history questions.

Health Statement may be required

Health Statement may be required

Guarantee Issue: The ‘guarantee’ means you are not required to
answer health questions to qualify for coverage up to and including
the specified amount, when applicant signs up for coverage during
the initial enrollment period.

We Guarantee Issue $1000 in
coverage

We Guarantee Issue $3000 in
coverage

Minimum work hours/week: Minimum number of hours you
must regularly work each week to be eligible for coverage.

Planholder Determines

Planholder Determines

Pre-existing conditions: A pre-existing condition includes any
condition/symptom for which you, in the specified time period
prior to coverage in this plan, consulted with a physician, received
treatment, or took prescribed drugs.

Not Applicable

3 months look back; 12 months
after exclusion

Premium waived if disabled: Premium will not need to be paid
when you are receiving benefits.

Not Applicable

Yes

Survivor benefit: Additional benefit payable to your family if you
die while disabled.

No

3 months

UNDERSTANDING YOUR BENEFITS—DISABILITY (Some information may vary by state)
l

Disability (long-term): For first two years of disability, you will receive benefit payments while you are unable to work in
your own occupation. After two years, you will continue to receive benefits if you cannot work in any occupation based on
training, experience and education.

l

Earnings definition: Your covered salary excludes bonuses and commissions.

l

Special limitations: Provides a 24-month benefit limit for mental health and substance abuse.

l

Work incentive: Plan benefit will not be reduced for a specified amount of months so that you have part-time earnings while
you remain disabled, unless the combined benefit and earnings exceed 100% of your previous earnings.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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Long-Term Disability Plan Cost Illustration:
To determine the most appropriate level of coverage, you should consider your current basic monthly expenses.
Policy amounts shown based on sample salary amounts only.
< 25

25–29

30–34

35–39

40–44

45–49

50–54

55–59

60+

$0.080

$0.080

$0.140

$0.240

$0.380

$0.580

$0.730

$1.010

$0.990

< 25

25–29

30–34

Election Cost Per Age Bracket
35–39
40–44
45–49

50–54

55–59

60+

$15,000 Annual Salary
$375 Monthly Benefit

$1.00

$1.00

$1.75

$3.00

$4.75

$7.25

$9.13

$12.63

$12.38

$25,000 Annual Salary
$625 Monthly Benefit

$1.67

$1.67

$2.92

$5.00

$7.92

$12.08

$15.21

$21.04

$20.62

$35,000 Annual Salary
$875 Monthly Benefit

$2.33

$2.33

$4.08

$7.00

$11.09

$16.92

$21.29

$29.46

$28.88

$45,000 Annual Salary
$1,125 Monthly Benefit

$3.00

$3.00

$5.25

$9.00

$14.25

$21.75

$27.38

$37.88

$37.13

$55,000 Annual Salary
$1,375 Monthly Benefit

$3.67

$3.67

$6.42

$11.00

$17.42

$26.58

$33.46

$46.29

$45.37

$65,000 Annual Salary
$1,625 Monthly Benefit

$4.33

$4.33

$7.58

$13.00

$20.59

$31.42

$39.54

$54.71

$53.63

$75,000 Annual Salary
$1,875 Monthly Benefit

$5.00

$5.00

$8.75

$15.00

$23.75

$36.25

$45.63

$63.13

$61.88

$85,000 Annual Salary
$2,125 Monthly Benefit

$5.67

$5.67

$9.92

$17.00

$26.92

$41.08

$51.71

$71.54

$70.12

$95,000 Annual Salary
$2,375 Monthly Benefit

$6.33

$6.33

$11.08

$19.00

$30.09

$45.92

$57.79

$79.96

$78.38

$105,000 Annual Salary
$2,625 Monthly Benefit

$7.00

$7.00

$12.25

$21.00

$33.25

$50.75

$63.88

$88.38

$86.63

$115,000 Annual Salary
$2,875 Monthly Benefit

$7.67

$7.67

$13.42

$23.00

$36.42

$55.58

$69.96

$96.79

$94.87

$125,000 Annual Salary
$3,000 Monthly Benefit

$8.00

$8.00

$14.00

$24.00

$38.00

$58.00

$73.00 $101.00

$99.00

$135,000 Annual Salary
$3,000 Monthly Benefit

$8.00

$8.00

$14.00

$24.00

$38.00

$58.00

$73.00 $101.00

$99.00

Your premium rate

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC.
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A SUMMARY OF DISABILITY PLAN LIMITATIONS
AND EXCLUSIONS
n

Evidence of Insurability may be required on all late enrollees. This coverage
will not be effective until approved by a Guardian underwriter. This
proposal is hedged subject to satisfactory financial evaluation. Please refer to
certificate of coverage for full plan description.

n

You must be working full-time on the effective date of your coverage;
otherwise, your coverage becomes effective after you have completed a
specific waiting period.

n

Employees must be legally working in the United States in order to be
eligible for coverage. Underwriting must approve coverage for employees on
temporary assignment: (a) exceeding one year; or (b) in an area under travel
warning by the US Department of State. Subject to state specific variations.

n

n

For Long-Term Disability coverage, we pay no benefits for a disability caused
or contributed to by a pre-existing condition unless the disability starts after
you have been insured under this plan for a specified period of time. We
limit the duration of payments for long term disabilities caused by mental or
emotional conditions, or alcohol or drug abuse.
We do not pay benefits for charges relating to a covered person: taking part
in any war or act of war (including service in the armed forces) committing a
felony or taking part in any riot or other civil disorder or intentionally
injuring themselves or attempting suicide while sane or insane. We do not
pay benefits for charges relating to legal intoxication, including but not

limited to the operation of a motor vehicle, and for the voluntary use of any
poison, chemical, prescription or non-prescription drug or controlled
substance unless it has been prescribed by a doctor and is used as
prescribed. We limit the duration of payments for long term disabilities
caused by mental or emotional conditions, or alcohol or drug abuse. We do
not pay benefits during any period in which a covered person is confined to
a correctional facility, an employee is not under the care of a doctor, an
employee is receiving treatment outside of the US or Canada, and the
employee’s loss of earnings is not solely due to disability.
n

This policy provides disability income insurance only. It does not provide
"basic hospital", "basic medical", or "medical" insurance as defined by the
New York State Insurance Department.

n

If this plan is transferred from another insurance carrier, the time an insured
is covered under that plan will count toward satisfying Guardian's
pre-existing condition limitation period. State variations may apply.

n

When applicable, this coverage will integrate with NJ TDB, NY DBL, CA
SDI, RI TDI, Hawaii TDI and Puerto Rico DBA, DC PFML and WA PFML.
Contract #.s GP-1-STD94-1.0 et al; GP-1-STD2K-1.0 et al; GP-1-STD07-1.0
et al; GP-1-STD-15-1.0 et al. Contract #.s GP-1-LTD94-A,B,C-1.0 et al.;
GP-1-LTD2K-1.0 et al; GP-1-LTD07-1.0 et al; GP-1-LTD-15-1.0 et al.

Guardian’s Group Short Term Disability and Long Term Disability Insurance are underwritten and issued by The Guardian Life Insurance Company of
America, New York, NY. Products are not available in all states. Policy limitations and exclusions apply. Optional riders and/or features may incur
additional costs. This policy provides disability income insurance only. It does NOT provide basic hospital, basic medical or major medical insurance as
defined by the New York State Department of Financial Services. Plan documents are the final arbiter of coverage.
Policy Form #GP-1-STD07-1.0, et al, GP-1-STD-15, #GP-1-LTD07-1.0, et al, GP-1-LTD-15

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
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8 Guardian®

Watch our video
How critical illness insurance
helps cover the costs of treatment.

Critical
illness
insurance

Critical costs
John is hospitalized after a heart
attack, and has to cover the cost
of five days as an inpatient.

Critical illness insurance may help you
cover expenses not covered by your
health insurance.

Average heart attack
hospitalization expense: $53,000

It’s a cash payment you receive if you ever experience
a serious illness like cancer, a heart attack, or a stroke,
giving you the financial support to focus on recovery.

Average Major Medical deductible:
$1,500
Major Medical covers 80% of the cost
after the deductible is met, but John’s
still responsible for 20%: $10,300.

Who is it for?
Critical illness insurance is a supplemental policy for people who already
have health insurance. It provides you with an additional payment to
cover expenses like deductibles, treatments, and living costs.

What does it cover?
Critical illnesses include strokes, heart attacks, Parkinson’s disease
and cancer. Our policies can cover over 30 major illnesses, helping
you stay financially stable by paying you a lump sum if you’re
diagnosed with one of them.

Total out-of-pocket amount for John
(deductible + coinsurance): $11,800.
John has a $10,000 Guardian Critical
Illness policy, which covers the
majority of these out-of-pocket
expenses.

Why should I consider it?
Health coverage is becoming more expensive, with higher co-pays,
premiums, and deductibles. Critical illness insurance is an affordable
way to supplement and pay for additional expenses that your health
insurance doesn’t cover. Our policies typically provide payments for
the first and second time you’re diagnosed with a covered illness.
Plus, critical illness insurance is portable and payments are made
directly to you.

This example is for illustrative
purposes only. Your plan’s coverage
may vary. See your plan’s information
on the following pages for specific
amounts and details.

You will receive these benefits if you meet the conditions listed in the policy.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
2020-104305 (07/22)
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Your critical illness coverage
CRITICAL ILLNESS
Benefit Amount(s)

Employee may choose a lump sum benefit up to $30,000. Please see
your cost illustration for a full list of available benefit amounts.

CONDITIONS
1st OCCURRENCE

2nd OCCURRENCE

Invasive Cancer

100%

100%

Carcinoma In Situ

30%

0%

Cancer

Benign Brain Tumor
Skin Cancer

75%

0%

$250 per lifetime

Not Covered

Vascular
Heart Attack

100%

50%

Stroke

100%

50%

Heart Failure

100%

50%

Coronary Arteriosclerosis

30%

0%

Organ Failure

100%

50%

Kidney Failure

100%

Other
50%
1st OCCURRENCE ONLY

ADDITIONAL CONDITIONS
Addison's Disease

30%

ALS (Lou Gehrig's Disease)

100%

Alzheimer's Disease
Coma

50%
100%

Huntington's Disease

30%

Loss of Hearing

100%

Loss of Sight

100%

Loss of Speech

100%

Multiple Sclerosis
Parkinson's Disease

30%
100%

Permanent Paralysis

50% for 1 limb, 100% for 2 limbs

Severe Burns

100%
st
1 OCCURRENCE ONLY

Childhood Conditions
Cerebral Palsy

100%

Cleft Lip/Palate

100%

Club Foot

100%

Cystic Fibrosis
Down's Syndrome

100%
100%

Muscular Dystrophy

100%

Spina Bifida

100%

Type 1 Diabetes

100%

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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8 Guardian®
Your critical illness coverage
CRITICAL ILLNESS
Spouse Benefit

May choose a lump sum benefit up to $15,000. Please see your cost
illustration for a full list of available benefit amounts.

Child Benefit- children age Birth to 26 years

50% of employee's lump sum benefit

We Guarantee Issue up to:
Guarantee Issue: The ‘guarantee’ means you are not required to
$30,000
answer health questions to qualify for coverage up to and including the
specified amount, when you sign up for coverage during the initial
enrollment period or the annual open enrollment period.
For a spouse:
$15,000
For a child: All Amounts
Health questions are required if the elected amount exceeds
the Guarantee Issue.
Portability: Allows you to take your Critical Illness coverage with
you if you terminate employment.

Included

Not Applicable
Pre-Existing Condition Limitation: A pre-existing condition
includes any condition for which you, in the specified time period prior
to coverage in this plan, consulted with a physician, received treatment,
or took prescribed drugs.

WELLNESS BENEFIT
Employee Per Year Limit

$50

Spouse Per Year Limit

$50

Child Per Year Limit

$50

Condition Definitions
•

Stroke: Stroke must be severe enough to cause neurological deficits at least 30 days after the event.

•

Heart Failure: An insured must be placed on an organ transplant list in order to be eligible for the Heart failure benefits.

•

Coronary Arteriosclerosis: Coronary Arteriosclerosis must be severe enough to require a coronary artery bypass graft.

•

Organ Failure: Organ failure includes both lungs, liver, pancreas or bone marrow and requires the insured to be placed on an organ
transplant list.

•

Kidney Failure: An insured must be placed on an organ transplant list in order to be eligible for the Kidney failure benefits.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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Critical Illness Cost Illustration
To determine the most appropriate level of coverage, you should consider your current basic monthly expenses and
expected financial needs during a Critical Illness.
Spouse coverage premium is based on Employee age
Child cost is included with employee election.
Monthly Premiums Displayed
Election Cost Per Age Bracket
30-39
40-49

< 30

50-59

60-69

70+

$48.40

$87.60

Employee
$10,000

$6.60

$8.50

$15.30

$28.10

$20,000

$13.20

$17.00

$30.60

$56.20

$96.80

$175.20

$30,000

$19.80

$25.50

$45.90

$84.30

$145.20

$262.80

$43.80

Benefit Amount Up To 50% of Employee Amount to a Maximum of $15,000
Spouse
$5,000

$3.30

$4.25

$7.65

$14.05

$24.20

$10,000

$6.60

$8.50

$15.30

$28.10

$48.40

$87.60

$15,000

$9.90

$12.75

$22.95

$42.15

$72.60

$131.40

EXCLUSIONS AND LIMITATIONS
A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS FOR CRITICAL
ILLNESS:

US Department of State, subject to state specific variations.
Guardian’s Critical Illness plan does not provide comprehensive medical
coverage. It is a basic or limited benefit and is not intended to cover all medical
expenses. It does not provide “basic hospital,” “basic medical,” or “ medical”
insurance as defined by the New York State Insurance Department.

We will not pay benefits for the First Occurrence of a Critical Illness if it occurs
less than 3 months after the First Occurrence of a related Critical Illness for
which this Plan paid benefits. By related we mean either: (a) both Critical
Illnesses are contained within the Cancer Related Conditions category; or (b)
both Critical Illnesses are contained within the Vascular Conditions category.
We will not pay benefits for a Second occurrence (recurrence) of a Critical
Illness unless the Covered Person has not exhibited symptoms or received care
or treatment for that Critical Illness for at least 12 months in a row prior to the
recurrence. For purposes of this exclusion, care or treatment does not include:
(1) preventive medications in the absence of disease; and (2) routine scheduled
follow-up visits to a Doctor.

Health questions are required on late enrollees. This coverage will not be
effective until approved by a Guardian underwriter.
This policy will not pay for a diagnosis of a listed critical illness that is made
before the insured’s Critical Illness effective date with Guardian.
The policy has exclusions and limitations that may impact the eligibility for or entitlement
to benefits under each covered condition. See your certificate booklet for a full listing of
exclusions & limitations..

We do not pay benefits for claims relating to a covered person: taking part in
any war or act of war (including service in the armed forces) committing a felony
or taking part in any riot or other civil disorder or intentionally injuring
themselves or attempting suicide while sane or insane.

If Critical Illness insurance premium is paid for on a pre tax basis, the benefit may be
taxable. Please contact your tax or legal advisor regarding the tax treatment of your
policy benefits..

Employees must be legally working in the United States in order to be eligible
for coverage. Underwriting must approve coverage for employees on temporary
assignment: (a) exceeding 1 year; or (b) in an area under travel warning by the

Contract # GP-1-CI-14

Guardian’s Critical Illness Insurance is underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not
available in all states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are the final
arbiter of coverage. This policy provides limited benefits health insurance only. It does not provide basic hospital, basic medical or major medical
insurance as defined by the New York State Department of Financial Services.
Policy Form # GP-1-LAH-12R; GP-1-CI-14

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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Watch our video
How accident insurance
can get you back on your feet.

Accident
insurance
Accidents happen. With accident insurance,
you can help them hurt a bit less.
Accident insurance is an extra layer of protection that
gives you a cash payment to help cover out-of-pocket
expenses when you suffer an unexpected, qualifying accident.

Added support
during recovery
Amanda breaks her leg falling off her
bike and needs emergency treatment.

Average non-surgical broken leg
treatment expense: $2,500

Who is it for?
Nobody can predict when an accident might happen. That’s why
accident insurance is an important add-on policy for people who want
to supplement the health and disability insurance coverage
they already have individually or through an employer.

What does it cover?
Accident insurance pays you lump sum benefits after an accident happens.
This could be a severe burn, broken bone or emergency room visit. Our
accident insurance policies also offer an increased benefit that
pays extra for children injured while playing an organized sport like
soccer, baseball, lacrosse, or football.
The child must be covered at the time the accident occurred and be 18 years of age or younger.

Why should I consider it?

Average Major Medical deductible:
$1,500
Major Medical covers 80% of the
surgical cost after the deductible is
met, but Amanda’s still responsible
for 20%: $200
Total out-of-pocket amount for
Amanda (deductible + coinsurance):
$1,700
Amanda’s Guardian Accident policy
pays her a benefit of $1,700, which
covers all of her out-of-pocket
expenses.

Health coverage may become more expensive, with higher co-pays,
premiums, and deductibles. Accident insurance can be a simple, affordable
way to help supplement and cover additional expenses your health and
disability insurance may not cover, including x-rays, ambulance services,
deductibles, and even things like rent or groceries.
Plus, accident insurance is portable and payments are made directly
to you.

This example is for illustrative
purposes only. Your plan’s coverage
may vary. See your plan’s information
on the following pages for specific
amounts and details.

You will receive these benefits if you meet the conditions listed in the policy.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
2021-117413 (03/23)
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8 Guardian®
Your accident coverage
ACCIDENT
COVERAGE - DETAILS

Option 1: Value

Option 2: Advantage

Your Monthly premium

$10.27

$14.66

You and Spouse

$16.68

$23.71

You and Child(ren)

$18.03

$27.37

You, Spouse and Child(ren)

$24.44

$36.42

Accident Coverage Type

On and Off Job

On and Off Job

Portability - Allows you to take your Accident coverage with you if
you terminate employment.

Included

Included

Employee $10,000
Spouse $5,000
Child $5,000

Employee $50,000
Spouse $20,000
Child $10,000

Common Carrier

Quadriplegia, Loss of speech &
hearing (both ears), Loss of
Cognitive function: 100% of AD&D
Hemiplegia & Paraplegia: 50% of
AD&D
200% of AD&D benefit

Quadriplegia, Loss of speech &
hearing (both ears), Loss of
Cognitive function: 100% of AD&D
Hemiplegia & Paraplegia: 50% of
AD&D
200% of AD&D benefit

Common Disaster

200% of Spouse AD&D benefit

200% of Spouse AD&D benefit

Dismemberment - Hand, Foot, Sight

Single: 50% of AD&D benefit
Multiple: 100% of AD&D benefit

Single: 50% of AD&D benefit
Multiple: 100% of AD&D benefit

ACCIDENTAL DEATH AND DISMEMBERMENT
Benefit Amount(s)

Catastrophic Loss

Dismemberment - Thumb/Index Finger Same Hand, Four Fingers 25% of AD&D benefit
Same Hand, All Toes Same Foot
Seatbelts: $10,000 & Airbags:
Seatbelts and Airbags
$15,000

25% of AD&D benefit
Seatbelts: $10,000 & Airbags:
$15,000

$2,500

$2,500

WELLNESS BENEFIT - Per Year Limit

$50

$50

Child(ren) Age Limits

Children age birth to 26 years

Children age birth to 26 years

Reasonable Accommodation to Home or Vehicle

FEATURES
Air Ambulance

$750

$1,500

Ambulance

$200

$400

Blood/Plasma/Platelets

$300

$400

9 sq inches To 18 sq inches:
$0/$1,350
18 sq inches To 35 sq inches:
$700/$2,700
Over 35 sq inches: $2,000/$8,000
50% of burn benefit

9 sq inches To 18 sq inches:
$0/$1,700
18 sq inches To 35 sq inches:
$850/$3,350
Over 35 sq inches: $2,500/$10,000
50% of burn benefit

Burns (2nd Degree/3rd Degree)

Burns - Skin Graft

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC.
ALL ELIGIBLE EMPLOYEES
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Your accident coverage
FEATURES (Cont.)

Option 1: Value

Option 2: Advantage

Child Organized Sport - Benefit is paid if the covered accident
occurred while your covered child, age 18 years or younger, is
participating in an organized sport that is governed by an
organization and requires formal registration to participate.

25% increase to child benefits

25% increase to child benefits

Chiropractic Visits

$25/visit, up to 6 visits

$50/visit, up to 6 visits

Coma

$5,000

$10,000

Concussion Baseline Study

$25

$25

Concussions

$100

$150

Diagnostic Exam (Major)

$200

$200

Dislocations

Schedule up to $4,000

Schedule up to $6,000

Doctor Follow-Up Visits

$50, up to 6 treatments

$75, up to 6 treatments

Emergency Dental Work

$200/Crown, $50/Extraction

$300/Crown, $75/Extraction

Emergency Room Treatment

$100

$150

Epidural Anesthesia Pain Management

$50, 2 times per accident

$100, 2 times per accident

Eye Injury

$200

Family Care—Benefit is payable for each child attending a Child Care $20/day, up to 30 days
center while the insured is confined to a hospital, ICU or Alternate
Care or Rehabilitative facility due to injuries sustained in a covered
accident.
Fractures
Schedule up to $5,000

$300
$20/day, up to 30 days

Schedule up to $8,000

Gun Shot Wound

$500

$750

Hospital Admission

$750

$1,000

Hospital Confinement

$150/day - up to 1 year

$200/day - up to 1 year

Hospital ICU Admission

$1,500

$2,000

Hospital ICU Confinement

$300/day - up to 15 days

$400/day - up to 15 days

Initial Dr. Office/Urgent Care Facility Treatment
Joint Replacement (Hip/Knee/Shoulder)

$50

$75

$2,500/$1,250/$1,250

$2,500/$1,250/$1,250

Knee Cartilage

$500

$750

Laceration

Schedule up to $400

Schedule up to $600

Lodging - The hospital stay must be more than 50 miles from the
insured's residence.
Medical Appliance—Wheelchair, motorized scooter, leg or back
brace, cane, crutches, walker, walking boot that extends above the
ankle or brace for the neck.
Outpatient Therapies

$100/day, up to 30 days for
companion hotel stay
Schedule up to $400

$150/day, up to 30 days for
companion hotel stay
Schedule up to $500

$25/day, up to 10 days

$35/day, up to 10 days

Post-Traumatic Stress Disorder

$300

$400

Rehabilitation Unit Confinement

1: $500
2 or more: $1,000
$50/day, up to 15 days

1: $750
2 or more: $1,500
$100/day, up to 15 days

Ruptured Disc With Surgical Repair

$150

$1,000

Surgery (Cranial, Open Abdominal, Thoracic, Hernia) Max

Schedule up to $1,000
Hernia: $200

Schedule up to $1,500
Hernia: $300

Surgery (Exploratory or Arthroscopic)

$150

$400

Prosthetic Device/Artificial Limb

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC.
ALL ELIGIBLE EMPLOYEES
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Your accident coverage
FEATURES (Cont.)

Option 1: Value

Tendon/Ligament/Rotator Cuff
Transportation - Benefit is paid if you have to travel more than 50
miles one way to receive special treatment at a hospital or facility
due to a covered accident.
Traumatic Brain Injury — A nondegenerative, noncongenital Injury
to the brain from an external nonbiological force, requiring
Hospital Confinement for 48 hours or more and resulting in a
permanent neurological deficit with significant loss of muscle
function and persistent clinical symptoms.
X - Ray

Option 2: Advantage

1: $500
1: $750
2 or more: $1,000
2 or more: $1,500
$0.50 per mile, limited to
$0.50 per mile, limited to
$400/round trip, up to 3 times per $500/round trip, up to 3 times per
accident
accident
$4,000
$4,000

$30

$40

UNDERSTANDING YOUR BENEFITS:
•

Common Carrier – Benefit is paid if an insured's death occurs due to an accident while riding as a fare-paying passanger in
a public conveyance. If this is paid, we do not pay the Accidental Death benefit.

•

Common Disaster – Benefit is paid if both you & your spouse die in a covered accident or separate covered accidents
within the same 24 hour period.

•

Reasonable Accomodation – Benefit is payable if a modification is required to an insured's place of residence or vehicle
due to an Accidental Dismemberment or Catastrophic loss.

•

Emergency Room Treatment – Benefit is paid only when an insured is examined or treated within 72 hours of a covered
accident.

LIMITATIONS AND EXCLUSIONS:
A SUMMARY OF ACCIDENT LIMITATIONS AND EXCLUSIONS:
Employees must be working in the United States in order to be eligible for
coverage. Underwriting must approve coverage for employees on temporary
assignment: (a) exceeding 1 year; or (b) in an area under travel warning by the
US Department of State, subject to state specific variations.
This proposal summarizes the major features of the Guardian Accident benefit
plan. It is not intended to be a complete representation of the proposed plan.
For full plan features, including exclusions and limitations, please refer to your
Policy.
This proposal is hedged subject to satisfactory financial evaluation.
We don’t pay benefits for any Injury caused by or related to directly or
indirectly: Sickness, disease, mental infirmity or medical or surgical treatment;
the covered person being legally intoxicated; declared or undeclared war, act of
war, or armed aggression; service in the armed forces, National Guard, or
military reserves of any state or country; taking part in a riot or civil disorder;
commission of, or attempt to commit a felony; intentionally self-inflicted Injury,
while sane or insane; suicide or attempted suicide, while sane or insane; travel
or flight in any kind of aircraft, including any aircraft owned by or for the

policyholder, except as a fare-paying passenger on a common carrier;
participation in any kind of sporting activity for compensation or profit, including
coaching or officiating; riding in or driving any motor-driven vehicle in a race,
stunt show or speed test; participation in hang gliding, bungee jumping, sail
gliding, parasailing, parakiting, ballooning, parachuting, zorbing or skydiving; an
accident that occurred before the covered person is covered by this plan;
injuries to a dependent child received during birth; voluntary use of any poison,
chemical, prescription or non-prescription drug or controlled substance unless:
(1) it was prescribed for a covered person by a doctor, and (2) it was used as
prescribed. In the case of a non-prescription drug, this Plan does not pay for
any Accident resulting from or contributed to by use in a manner inconsistent
with package instructions. "Controlled substance" means anything called a
controlled substance in Title II of the Comprehensive Drug Abuse Prevention
and Control Act of 1970, as amended from time to time. Job related or on the
job injuries for the employee are excluded if Accident coverage is off job only.
Contract # GP-1-ACC-18
If Accident insurance premium is paid for on a pre tax basis, the benefit may be taxable.
Please contact your tax or legal advisor regarding the tax treatment of your policy
benefits.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC.
ALL ELIGIBLE EMPLOYEES
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Your accident coverage

Guardian’s Accident Insurance is underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not available
in all states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are the final arbiter of
coverage. This policy provides Accident insurance only. It does not provide basic hospital, basic medical or major medical insurance as defined by the
New York State Department of Financial Services.
IMPORTANT NOTICE –THIS POLICY DOES NOT PROVIDE COVERAGE FOR SICKNESS.
Policy Form # GP-1-AC-BEN-12, et al., GP-1-LAH-12R; GP-1-ACC-18

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC.
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Watch our video
How Guardian can help
with college tuition.

College Tuition
Benefit Program
Get closer to your college goals
by earning valuable rewards that can
help you pay for a loved one’s tuition.

How to sign up

Paying for college is one of the most significant financial goals
families face. That can mean decades of saving, but Guardian
is able to help.
Our College Tuition Benefit Program gives you reward-based
points when you sign up for a plan. These rewards can be used
toward the cost of tuition.

How it works

Every reward point
equals $1 off the
cost of full tuition

User ID
Your Guardian
Group Plan Number
Password
Guardian
There are two important deadlines
that must be met to utilize rewards
points:

You’ll earn 2,000 points
annually, per line of
qualifying Guardian
coverage purchased*

Every student on
your account starts
with 500 reward points

Tuition Reward points can be used at over 400+ four-year undergraduate
colleges and universities across the U.S. that are in the SAGE network.
Plus, Guardian dental members earn an extra 2,500 points after the
fourth year.

This service is only available if you purchase qualifying lines of coverage.
See your plan administrator for more details.
*

To set up your Sage Scholars Tuition
Rewards account, visit www.guardian.
collegetuitionbenefit.com/. You’ll
need a few personal details.

Except for Guardian Davis Vision Plan Rewards, which are provided by Davis Vision.

The Tuition Rewards program is provided by SAGE CTB, LLC. Guardian does not provide
any services related to this program. SAGE CTB, LLC is not a subsidiary or an affiliate of
Guardian. Guardian reserves the right to discontinue the College Tuition Benefit program
at any time without notice. The College Tuition Benefit is not an insurance benefit and
may not be available in all states. Group insurance coverage is underwritten and issued
by The Guardian Life Insurance Company of America, New York, NY. Products are not
available in all states.

1. Adding Students and Pledging
Tuition Rewards: Students must
be registered by the member by
August 31 of the year when the
student begins 12th grade. The
last day for pledging earned Tuition
Rewards to a student is August 31
of the year the student begins 12th
grade. This is also the last day for a
student to earn any Student Tuition
Rewards from any source.
2. Submitting Student Tuition
Rewards to member schools:
Using the college and university list
available in the member’s account,
the member must submit a Tuition
Rewards statement to any member
school(s) a registered student
applies to within ten days of the
application being submitted.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
© Copyright 2020 The Guardian Life Insurance Company of America
2021-118529 (7/22)
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Electronic
Evidence of
Insurability
(EOI)

How it works

Our online EOI forms are an easier, quicker
alternative to traditional paper forms, helping
you get covered when you need to provide
additional information.
There are a few situations where you need to answer health
questions, enroll for higher amounts of coverage, or request
coverage after the initial eligibility period. In all of these situations,
our online EOI form keeps things simple.

Electronic EOI keeps things simple

You will receive a letter 
or email from your
employer or Guardian with
instructions and a unique
link to submit your EOI 
form online.
First register and create 
an account on Guardian
Êñü÷ìðèÝëèñöìðóïüéìïï
out the form, electronically
sign it, and click ‘Submit’.
Once we receive the form,
we’ll contact you with any
questions, before notifying
you (and your employer 
if the coverage amount
changes).

With Guardian’s electronic EOI forms, your data is kept
secure at every stage of the process. And with fewer
errors than hand-written forms, and faster submission
digitally, it’s easier than ever to complete it and get covered.
Electronic EOI can be used for*:
• Basic life
• Voluntary life
• Short term disability
• Long term disability

*Applicable to coverage requiring full Evidence of Insurability (not applicable to conditional issue amounts). Electronic EOI is not available in New York and New
Hampshire. Electronic EOI is available using most internet browsers.

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
guardianlife.com
© Copyright 2020 The Guardian Life Insurance Company of America
2020-10)&%"(! /22)
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Employee
Assistance Program
Weallneed a little support
every now andthen.

How to access

Guardian’s Employee Assistance Program gives you and
your family members access to confidential personal support,
acrosseverythingfrom stressmanagement andnutrition to
handlinglegalor fi nancial issues.

To access the WorkLifeMatters
Employee Assistance Program,
you’ll need a few personal details.

Q

Visit
ibhworklife.com

The services availableinclude consultations with experienced
professionals,aswellasaccesstoresourcesanddiscounts
designedtohelpyouinavarietyofdifferentways.

User ID
Matters

How it can help

Password
wlm70101

Consultative services
are available to provide
direct support and
assistance

Work/life assistance
that can help you save
money and balance
commitments

Access legal and
financial assistance and
resources – including
WillPrep Services

For more information or support,
you can reach out by phoning
1800 386 7055. The team is available
24 hours a day, 7 days a week1.

This service is only available if you purchase qualifying lines of coverage.
See your plan administrator for more details.
WorkLifeMatters Program services are provided by Integrated Behavioral Health, Inc.,
and its contractors. Guardian does not provide any part of WorkLifeMatters program
services. Guardian is not responsible or liable for care or advice given by any provider or
resource under the program. This information is for illustrative purposes only. It is not
a contract. Only the Administration Agreement can provide the actual terms, services,
limitations and exclusions. Guardian and IBH reserve the right to discontinue the
WorkLifeMatters program at any time without notice. Legal services provided through
WorkLifeMatters will not be provided in connection with or preparation for any action
against Guardian, IBH, or your employer. WorkLifeMatters Program is not an insurance
benefit and may not be available in all states.
Office hours: Monday-Friday 6 a.m.–5 p.m. PST.

1

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
© Copyright 2020 The Guardian Life Insurance Company of America
2021-117403(3/23)
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Our commitment to you
Please read the documentation referenced below carefully. The notices are intended to provide you
important information about our insurance offerings and to protect your interests. Certain ones are
required by law.
the

Important information
Notice Informing Individuals about Nondiscrimination and Accessibility Requirements
Guardian notice stating that it complies with applicable Federal civil rights laws and does not discriminate based on race,
color, national origin, age, disability, sex, or actual or perceived gender identity. The notice provides contact information for
filing a nondiscrimination grievance. It also provides contact information for access to free aids and services by disabled
people to assist in communications with Guardian.
Visit https://www.guardiananytime.com/notice48 to read more.

No Cost Language Services
Guardian provides language assistance in multiple languages for members who have limited English proficiency.
Visit https://www.guardiananytime.com/notice46 to read more.

Disability insurance
Disability Offset Notice
Offsets are provisions in your disability coverage that allow the insurer to deduct from your regular benefit other types of
income you receive or are eligible to receive from other sources due to your disability.
Visit https://www.guardiananytime.com/notice51 to read more.
the man

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America
Hawkeye Area Community Action Program, Inc.
ALL ELIGIBLE EMPLOYEES
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Version 2021.02.11 | Revised 2021.10.21

The Hawkeye Area Community Action Program, Inc. Welfare Benefit Plan

NOTICES
& DISCLOSURES
for the 2022 Plan Year

Notice of HIPAA Special
Enrollment Rights
If you chose to decline enrollment
for yourself or your dependents
(including your spouse) because
of other health insurance or group
health plan coverage, you may be
able to enroll yourself and your
dependents in this plan if you or
your dependents lose eligibility for
that other coverage (or if the employer stops contributing toward
your or your dependents' other
coverage). However, you must
request enrollment within 30 days
after you or your dependents’
other coverage ends (or after the
employer stops contributing toward the other coverage).
You may also be able to enroll in
this plan if coverage is lost under a

Medicaid plan or CHIP, or due to a
determination of eligibility for a
premium assistance subsidy under
Medicaid or CHIP. In these events
you must request enrollment
within 60 days of the date of a determination of eligibility for premium assistance or the date the
Medicaid or CHIP coverage ends.
Additionally, if you have a new dependent as a result of marriage,
birth, adoption, or placement for
adoption, you may be able to enroll yourself and your dependents.
However, you must request enrollment within 30 days after the
marriage, birth, adoption, or placement for adoption.
Please note that in such cases enrollment is not automatic, and
therefore following the enrollment

NOTICE: If you (or your dependents) have Medicare
or will become eligible for Medicare in the next 12
months, please see the Notice of Creditable Coverage
on Page 6 for important information!
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process in its entirety is required,
even if it does not change your
election tier. So for example, you
must formally enroll your newborn
child onto the plan within 30 days
of the date of birth even if you already have family coverage and
your premiums would not change
as a result. Failing to enroll a dependent would result in that dependent not having coverage even
though the coverage for the rest of
the family would continue.
Depending on the date of your
HIPAA Life Event, your individual
deadline to request special enrollment may actually be longer than
the timeframe specified in this notice. If you experience a special
enrollment event, please contact
us to confirm whether a longer period of time is available in your

All questions should be directed to:

Jason Fisher

Human Resources Director
(319) 393-7811
JFisher@hacap.org
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particular situation, as provided
under EBSA Disaster Relief Notice
2021-01.
Finally, please be advised that this
plan reserves the right to require a
written reason for declining the offer of coverage. When an enrollment/waiver form is provided for
this purpose, a signed and dated
letter waiving the coverage and
specifying the specific reason for
declining the coverage may be accepted by the Plan Administrators.
To request special enrollment or
obtain more information, contact
J a s o n F i s her at (319) 393-7811
or JFisher@hacap.org.

Privacy Policy Notice
of Availability
Our Flexible Spending Arrangement
(FSA) maintains a HIPAA Notice of Privacy Practices (NPP) that provides information to individuals whose protected health information (PHI) will
be used or maintained by the Plan. If
you would like a copy of the Plan's
Notice of Privacy Practices, please
contact Jason Fisher at (319) 3937811. It is also available for download
at our Apprize enrollment portal under the ‘Library’ section (found at
www.hacapenavigate.bswift.com).

Newborns’ and Mothers’
Health Protection Act
Notice
Group health plans and health insurance issuers generally may not,
under Federal law, restrict benefits
for any hospital length of stay in
connection with childbirth for the
mother or newborn child to less
than 48 hours following a vaginal

delivery, or less than 96 following a
cesarean section. However, federal
law generally does not prohibit the
mother's or newborn's attending
provider, after consulting with the
mother, from discharging the
mother or her newborn earlier
than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under federal law, require that a provider obtain authorization from the plan or the issuer
for prescribing a length of stay not
in excess of 48 hours (or 96 hours).
Note that more generous lengths
of stay may apply under certain
state laws, when applicable. In
such cases, please refer to plan
documents for a description of
these richer guidelines.

Women’s Health and
Cancer Rights Act Notice
If you are going to have (or have had)
a mastectomy, you may be entitled
to health care benefits under the
Women’s Health and Cancer Rights
Act of 1998 (WHCRA). For individuals
receiving mastectomy-related benefits, coverage will be provided in a
manner determined in consultation
with the attending physician and the
patient, for:
• All stages of reconstruction of
the breast on which the mastectomy was performed;
• Surgery and reconstruction of
the other breast to produce a
symmetrical appearance;
• Prostheses; and
• Treatment of physical complications of the mastectomy, including lymphedema.
Any benefits payable will be subject
to the same deductibles, coinsurance and other provisions applicable
to other surgical and medical
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benefits provided under the plan.
Please see your Summary of Benefits
and Coverage (SBC) or other plan
materials for your medical and surgical deductible and coinsurance information.
To request more information on
WHCRA benefits, please contact Jason Fisher at (319) 393-7811 or
JFisher@hacap.org.

Michelle’s Law Notice
Health plans which extend coverage to full-time students age 26 or
older are required to comply with
Michelle’s Law, an amendment to
ERISA allowing students to take up
to 12 months medical leave of absence without causing a reduction
in their health care coverage.
This means that coverage for dependent children age 26 or older
cannot be immediately terminated
due to loss of student status
caused by a medically necessary
leave of absence protected under
Michelle’s Law. Instead, any such
termination of coverage will not occur before the date that is the earlier of:
• 12 months (one year) after
the first day of the medically
necessary leave of absence, or
• The date on which such coverage would otherwise terminate under the terms of the
plan (see ERISA §714(b)).
A medically necessary leave of absence generally means a leave of
absence from or other change in
enrollment status in a postsecondary educational institution that begins while the child is suffering
from a serious illness or injury; is
medically necessary; and causes
the child to lose student status for
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purposes of coverage under the
terms of the plan or coverage. Certification by a treating physician
stating that the dependent child is
suffering from a serious illness or
injury and that the leave of absence (or other change of enrollment) is medically necessary may
be requested in certain circumstances, however.
Please see plan materials for details
pertaining to eligibility for full-time
students age 26 or older. Additional information about protections afforded under Michelle’s
Law can be found at
https://www.law.cornell.edu/uscode/text/29/1185c.

Notice of Patient
Protections and Selection
of Providers
Designation of Primary Care Providers
If the health plan in which you are
enrolled (or are enrolling) requires
the designation of a primary care
provider (or “PCP”), please note that
you have the right to designate any
primary care provider who participates in the plan’s provider network
and who is available to accept you or
your family members. For children,
you may designate a pediatrician as
the primary care provider.
For information on how to select a
primary care provider as well as a list
of the participating primary care providers, contact the plan’s insurer/TPA
listed on your ID Card and other plan
materials.

Direct Access to Obstetrics or Gynecological Specialists

If the health plan in which you are
enrolled (or are enrolling) requires
referrals to see specialists, you do
not need prior authorization to obtain direct access to obstetrical or gynecological care from a health care
professional in the network who specializes in obstetrics or gynecology.
Please note, however, that the health
care professional may be required to
comply with certain procedures, including obtaining prior authorization
for certain services, following a preapproved treatment plan, or procedures for making referrals, if applicable.
For a list of participating health care
professionals who specialize in obstetrics or gynecology, contact the
plan’s insurer/TPA listed on your ID
Card and other plan materials.

General Notice of COBRA
Continuation Coverage
Rights
This notice has important information about your right to COBRA
continuation coverage, which is a
temporary extension of coverage under the Plan. This notice explains
COBRA continuation coverage, when
it may become available to you and
your family, and what you need to
do to protect your right to get it.
When you become eligible for COBRA, you may also become eligible
for other coverage options that may
cost less than COBRA continuation
coverage.
The right to COBRA continuation coverage was created by a federal law,
the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA).
COBRA continuation coverage can
become available to you and other
members of your family when group

health coverage would otherwise
end. For more information about
your rights and obligations under the
Plan and under federal law, you
should review the Plan’s Summary
Plan Description or contact the Plan
Administrator.
You may have other options available to you when you lose group
health coverage. For example, you
may be eligible to buy an individual
plan through the Health Insurance
Marketplace. By enrolling in coverage through the Marketplace, you
may qualify for lower costs on your
monthly premiums and lower out-ofpocket costs. Additionally, you may
qualify for a 30-day special enrollment period for another group health
plan for which you are eligible (such
as a spouse’s plan), even if that plan
generally doesn’t accept late enrollees.
What is COBRA continuation coverage?
COBRA continuation coverage is a
continuation of Plan coverage when
it would otherwise end because of a
life event. This is also called a “qualifying event.” Specific qualifying
events are listed later in this notice.
After a qualifying event, COBRA continuation coverage must be offered
to each person who is a “qualified
beneficiary.” You, your spouse, and
your dependent children could become qualified beneficiaries if coverage under the Plan is lost because of
the qualifying event. Under the Plan,
qualified beneficiaries who elect COBRA continuation coverage must pay
for COBRA continuation coverage.
If you’re an employee, you’ll become
a qualified beneficiary if you lose
your coverage under the Plan
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because of the following qualifying
events:
• Your hours of employment are
reduced, or
• Your employment ends for any
reason other than your gross
misconduct.
If you’re the spouse of an employee,
you’ll become a qualified beneficiary
if you lose your coverage under the
Plan because of the following qualifying events:
• Death of your spouse;
• Your spouse’s hours of employment are reduced;
• Your spouse’s employment ends
for any reason other than his or
her gross misconduct;
• Your spouse becomes entitled
to Medicare benefits (under
Part A, Part B, or both); or
• You become divorced or legally
separated from your spouse.
Your dependent children will become
qualified beneficiaries if they lose
coverage under the Plan because of
the following qualifying events:
• Death of parent-employee;
• The parent-employee’s hours
of employment are reduced;
• The parent-employee’s employment ends for any reason other than his or her
gross misconduct;
• The parent-employee becomes entitled to Medicare
benefits (Part A, Part B, or
both);
• The parents become divorced
or legally separated; or
• The child stops being eligible
for coverage under the Plan
as a “dependent child.”
When is COBRA continuation coverage available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator

has been notified that a qualifying
event has occurred. The employer
must notify the Plan Administrator of
the following qualifying events:
• The end of employment or reduction of hours of employment;
• Death of the employee; or
• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).
For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent
child’s losing eligibility for coverage
as a dependent child), you must notify the Plan Administrator within 60
days after the qualifying event occurs. You must provide this notice
to the person listed at the front of
this booklet.
Depending on the date of your
qualifying event, your individual
deadline to request special enrollment may actually be longer than
the timeframe specified above, as
provided under EBSA Disaster Relief Notice 2021-01. If you would
like more information about
whether and how this relief may
apply to your specific situation,
please contact the individual listed
at the beginning of this packet.
How is COBRA continuation coverage provided?
Once the Plan Administrator receives
notice that a qualifying event has occurred, COBRA continuation coverage
will be offered to each of the qualified beneficiaries. Each qualified
beneficiary will have an independent
right to elect COBRA continuation
coverage. Covered employees may
elect COBRA continuation coverage
on behalf of their spouses, and parents may elect COBRA continuation
coverage on behalf of their children.
COBRA continuation coverage is a
temporary continuation of coverage
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that generally lasts for 18 months
due to employment termination or
reduction of hours of work. Certain
qualifying events, or a second qualifying event during the initial period of
coverage, may permit a beneficiary
to receive a maximum of 36 months
of coverage.
There are also ways in which this 18month period of COBRA continuation
coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage
If you or anyone in your family covered under the Plan is determined by
Social Security to be disabled and you
notify the Plan Administrator in a
timely fashion, you and your entire
family may be entitled to get up to an
additional 11 months of COBRA continuation coverage, for a maximum of
29 months. The disability would have
to have started at some time before
the 60th day of COBRA continuation
coverage and must last at least until
the end of the 18-month period of
COBRA continuation coverage.
Second qualifying event extension of
18-month period of continuation
coverage
If your family experiences another
qualifying event during the 18
months of COBRA continuation coverage, the spouse and dependent
children in your family can get up to
18 additional months of COBRA continuation coverage, for a maximum of
36 months, if the Plan is properly notified about the second qualifying
event. This extension may be available to the spouse and any dependent
children getting COBRA continuation
coverage if the employee or former
employee dies; becomes entitled to
Medicare benefits (under Part A, Part
B, or both); gets divorced or legally
separated; or if the dependent child
stops being eligible under the Plan as
a dependent child. This extension is
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only available if the second qualifying
event would have caused the spouse
or dependent child to lose coverage
under the Plan had the first qualifying
event not occurred.
Are there other coverage options
besides COBRA Continuation Coverage?
Yes. Instead of enrolling in COBRA
continuation coverage, there may be
other coverage options for you and
your family through the Health Insurance Marketplace, Medicaid, or other
group health plan coverage options
(such as a spouse’s plan) through
what is called a “special enrollment
period.” Some of these options may
cost less than COBRA continuation
coverage. You can learn more about
many of these options at
www.healthcare.gov.
Can I enroll in Medicare instead of
COBRA after my group health plan
coverage ends?
In general, if you don’t enroll in Medicare Part A or B when you are first
eligible because you are still employed, after the Medicare initial enrollment period, you have an 8month special enrollment period to
sign up for Medicare Part A or B, beginning on the earlier of

•
•

The month after your employment ends; or
The month after group
health plan coverage based
on current employment
ends.

If you don’t enroll in Medicare and
elect COBRA continuation coverage
instead, you may have to pay a Part
B late enrollment penalty and you
may have a gap in coverage if you
decide you want Part B later. If you
elect COBRA continuation coverage
and later enroll in Medicare Part A or
B before the COBRA continuation
coverage ends, the Plan may terminate your continuation coverage.
However, if Medicare Part A or B is
effective on or before the date of the
COBRA election, COBRA coverage
may not be discontinued on account
of Medicare entitlement, even if you
enroll in the other part of Medicare
after the date of the election of COBRA coverage.
If you are enrolled in both COBRA
continuation coverage and Medicare,
Medicare will generally pay first (primary payer) and COBRA continuation
coverage will pay second. Certain
plans may pay as if secondary to
Medicare, even if you are not enrolled in Medicare.

For more information visit
https://www.medicare.gov/medicare-and-you.
If you have questions
Questions concerning your Plan or
your COBRA continuation coverage
rights can be directed to J a so n
F i s h er at (319) 393-7811 or
JFisher@hacap.org. For more information about your rights under the
Employee Retirement Income Security Act (ERISA), including COBRA, the
Patient Protection and Affordable
Care Act, and other laws affecting
group health plans, contact the nearest Regional or District Office of the
U.S. Department of Labor’s Employee
Benefits Security Administration
(EBSA) in your area or visit
www.dol.gov/ebsa.
For more information about the Marketplace, visit www.healthcare.gov.
Keep your Plan informed of address
changes
To protect your family’s rights, let the
Plan Administrator know about any
changes in the addresses of family
members. You should also keep a
copy, for your records, of any notices
you send to the Plan Administrator.
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ARE YOU, OR A FAMILY MEMBER, MEDICARE ELIGIBLE (OR ABOUT TO BECOME
MEDICARE ELIGIBLE)? IF SO, PLEASE READ AND KEEP FOR YOUR RECORDS!

Notice of Creditable Coverage
We have determined that the prescription drug coverage provided under the Hawkeye Area Community Action
Program, Inc. Welfare Benefit Plan is expected to pay out, on average, the same or more than what the standard
Medicare prescription drug coverage will pay. This is known as “creditable coverage” as defined by the Medicare Modernization Act (MMA).

Why This is Important
When someone first becomes eligible to enroll in a government-sponsored Medicare “Part D” prescription drug
plan, enrollment is considered timely if completed by the end of his or her “Initial Enrollment Period” which
ends 3 months after the month in which he or she turned age 65.
Unfortunately, if you choose not to enroll in Medicare Part D during your Initial Enrollment Period, when you
finally do enroll you may be subject to a late enrollment penalty added to your monthly Medicare Part D premium. Specifically, the extra cost, if any, increases based on the number of full, uncovered months during which
you went without either Medicare Part D or else without “creditable” prescription drug coverage from another
source (such as ours).
It is important for those eligible for both Medicare and our group health plan to look ahead and weigh the costs
and benefits of the various options on a regular, if not annual, basis. Based on individual facts and circumstances some choose to elect Medicare only, some choose to elect coverage under the group health plan only,
while some choose to enroll in both coverages. When both are elected, please note that benefits coordinate
according to the Medicare Secondary Payer Rules. That is, one plan or the other would reduce payment in order
to prevent you from being reimbursed the full amount from both sources. Your age, the reason for your Medicare eligibility and other factors determine which plan is primary (pays first, generally without reductions) versus
secondary (pays second, generally with reductions).
Eligible individuals can enroll in a Medicare Part D prescription drug plan during Medicare’s “Annual Coordinated
Election Period” (a.k.a. “Open Enrollment Period”) running from Oct. 15 through Dec. 7 of each year, as well during what is known as a “Medicare Special Enrollment Period” (which is triggered by certain qualifying events,
such as the loss of employer/union-sponsored group health coverage). Those who miss these opportunities are
generally unable to enroll in a Medicare Part D plan until another enrollment period becomes available. Finally, please be cautioned that even if you elect our coverage you could be subject to a payment of higher Part D
premiums if you subsequently experience a break in coverage of 63 continuous days or longer before enrolling
in the Medicare Part D plan. Carefully coordinating your transition between plans is therefore essential.
If you are unsure as to whether or when you will become eligible for Medicare, or if you have questions about
how to get help to pay for it, please call the Social Security Administration at (800) 772-1213 or visit socialsecurity.gov. Specific questions about our prescription drug coverage should be directed to the customer service
number on your ID card, if enrolled, or to Jason Fisher at (319) 393-7811 or JFisher@hacap.org.
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Notice of Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)
of your dependents might be eligible for either of
these programs, contact your State Medicaid or
CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you
qualify, ask your state if it has a program that might
help you pay the premiums for an employer-sponsored plan.

If you or your children are eligible for Medicaid or
CHIP and you’re eligible for health coverage from
your employer, your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs. If
you or your children aren’t eligible for Medicaid or
CHIP, you won’t be eligible for these premium assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace. For more information, visit
www.healthcare.gov.

If you or your dependents are eligible for premium
assistance under Medicaid or CHIP, as well as eligible under your employer plan, your employer must
allow you to enroll in your employer plan if you
aren’t already enrolled. This is called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If you have questions
about enrolling in your employer plan, contact the
Department of Labor at www.askebsa.dol.gov or
call 1-866-444-EBSA (3272).

If you or your dependents are already enrolled in
Medicaid or CHIP and you live in a State listed below, contact your State Medicaid or CHIP office to
find out if premium assistance is available.
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any
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If you live in one of the following states, you may be eligible for assistance from Medicaid in paying for your
employer health plan premiums. The following list of states is current as of Jul. 31, 2021. Contact your State
for more information on eligibility –
ALABAMA – Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447
ALASKA – Medicaid
The AK Health Insurance Premium
Payment Program
Website: http://myakhipp.com/
Phone: 1-866-251-4861
Email:
CustomerService@MyAKHIPP.com
Medicaid Eligibility:
http://dhss.alaska.gov/dpa/Pages/me
dicaid/default.aspx
ARKANSAS – Medicaid
Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-6927447)
CALIFORNIA – Medicaid
Website:
Health Insurance Premium Payment
(HIPP) Program
http://dhcs.ca.gov/hipp
Phone: 916-445-8322
Email: hipp@dhcs.ca.gov
COLORADO – Health First Colorado
(Colorado’s Medicaid Program) &
Child Health Plan Plus (CHP+)
Health First Colorado Website:
https://www healthfirstcolorado.com/
Health First Colorado Member Contact Center: 1-800-221-3943/ State
Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
CHP+ Customer Service: 1-800-3591991/ State Relay 711

FLORIDA – Medicaid
Website:
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
Phone: 1-877-357-3268
GEORGIA – Medicaid
Website: https://medicaid.georgia.gov/health-insurancepremiumpayment-program-hipp
Phone: 678-564-1162 ext 2131
INDIANA – Medicaid
Healthy Indiana Plan for low-income
adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: https://www.in.gov/medicaid/
Phone 1-800-457-4584
IOWA – Medicaid and CHIP (Hawki)
Medicaid Website:
https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366
Hawki Website:
http://dhs.iowa.gov/Hawki
Hawki Phone: 1-800-257-8563
KANSAS – Medicaid
Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884

KENTUCKY – Medicaid
Kentucky Integrated Health Insurance
Premium Payment Program (KI-HIPP)
Website: https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328
Email: KIHIPP.PROGRAM@ky.gov
KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718
Kentucky Medicaid Website:
https://chfs.ky.gov
LOUISIANA – Medicaid
Website: www.medicaid.la.gov or
www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid
hotline) or 1-855-6185488 (LaHIPP)
MAINE – Medicaid
Enrollment Website:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-442-6003
TTY: Maine relay 711
Private Health Insurance Premium
Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740.
TTY: Maine relay 711
MASSACHUSETTS – Medicaid and
CHIP
Website: https://www.mass.gov/infodetails/masshealth-premium-assistance-pa
Phone: 1-800-862-4840
MINNESOTA – Medicaid
Website: https://mn.gov/dhs/peoplewe-serve/seniors/health-care/healthcare-programs/programs-and-services/other-insurance.jsp
Phone: 1-800-657-3739

Health Insurance Buy-In Program
(HIBI): https://www.colorado.gov/pacific/hcpf/health-insurancebuy-program
HIBI Customer Service: 1-855-6926442
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MISSOURI – Medicaid
Website: http://www.dss.mo.gov/
mhd/participants/pages/hipp.htm
Phone: 573-751-2005

NORTH CAROLINA – Medicaid
Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

MONTANA – Medicaid
Website: http://dphhs.mt.gov/ MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

NORTH DAKOTA – Medicaid
Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

NEBRASKA – Medicaid
Website: http://www.ACCESSNebraska.ne.gov
Phone: (855) 632-7633
Lincoln: (402) 473-7000
Omaha: (402) 595-1178

OKLAHOMA – Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

NEVADA – Medicaid
Medicaid Website:
https://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

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

NEW HAMPSHIRE – Medicaid
Website:
https://www.dhhs.nh.gov/oii/hipp.htm
Phone: 603-271-5218
HIPP program toll free number: 1-800852-3345, ext 5218

PENNSYLVANIA – Medicaid
Website: http://www.dhs.pa.gov/
provider/medicalassistance/ healthinsurancepremiumpaymenthippprogram/index.htm
Phone: 1-800-692-7462

NEW JERSEY – Medicaid and CHIP
Medicaid Website:
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamily
care.org/ index.html
CHIP Phone: 1-800-701-0710

RHODE ISLAND – Medicaid & CHIP
Website: http://www.eohhs.ri.gov/
Phone: 855-697-4347, or 401-4620311 (Direct RIte Share Line)

NEW YORK – Medicaid
Website:
https://www.health.ny .gov/health_ca
re/medicaid/
Phone: 1-800-541-2831

SOUTH DAKOTA – Medicaid
Website: http://dss.sd.gov
Phone: 1-888-828-0059

SOUTH CAROLINA - Medicaid
Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

TEXAS - Medicaid
Website: http://gethipptexas.com/
Phone: 1-800-440-0493
UTAH – Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/
CHIP Website:
http://health.utah.gov/chip
Phone: 1-877-543-7669
VERMONT – Medicaid
Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427
VIRGINIA – Medicaid and CHIP
Medicaid
Website:
https://www.coverva.org/hipp/
Medicaid Phone: 1-800-432-5924
CHIP Phone: 1-855-242-8282
WASHINGTON – Medicaid
Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022
WEST VIRGINIA – Medicaid
Website: http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1855-699-8447)
WISCONSIN – Medicaid and CHIP
Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
Phone: 1-800-362-3002
WYOMING – Medicaid
Website:
https://health.wyo.gov/healthcarefin/medicaid/programs-andeligibility/
Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since Jul. 31, 2021, or for more information on special enrollment rights, contact either:
U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565
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Earlville Head Start
(563) 923-3225
Manchester Head Start
(563) 927-3515 ext. 146

Johnson County
Bloomington Head Start
(319) 339-0632
Coral Ridge Head Start
(319) 351-1214
Faith UCC Head Start
(319) 338-7976
Waterfront Center
(319) 337-5765
Affordable Housing Office
(319) 337-5765

Jones County
Jones County Head Start

Mission
Helping people develop skills to become
successful and build strong communities

Vision
A thriving community where all people have
the opportunities for success

Guiding Principles
We are innovative
We are partners
We are responsive

(319) 462-4343

We are leaders

Jones County Service Site
(319) 462-4343

We have integrity

Dubuque County

We are HACAP

Dubuque County Center
(563) 556-5130
Dyersville Head Start
(563) 348-5200
Engine House Head Start
(563) 348-5202
Epworth Head Start
(563) 348-5203
New View Head Start
(563) 348-5205

Contact Us
Hawkeye Area Community Action Program, Inc.
1515 Hawkeye Drive
Hiawatha, IA 52233
www.hacap.org
info@hacap.org

Prescott Head Start
(563) 552-4238
Westminster Head Start
(563) 348-5207
Westside Head Start
(563) 348-5210

Hawkeye Area
Community Action
Program, Inc.
An Equal Opportunity Agency • A United Way Member Agency

