
Employee Benefits Program
January 1, 2025 - December 31, 2025



PhoneWeb / EmailGroup #Carrier

1-800-524-9242www.wellmark.com57028
Medical and Prescription

Wellmark

1-515-224-9400www.isolvedbenefitservices.com/wdm
KA569Health Savings Account

iSolved

1-515-224-9400www.isolvedbenefitservices.com/wdmKA569
Flexible Spending Accounts

iSolved

1-800-544-0718www.deltadentalia.com32713
Dental

Delta Dental

1-800-877-7195www.vsp.com30094655
Vision

Vision Service Plan

1-877-320-0484www.thehartford.com922101

Basic Life and AD&D Insurance 
Supplemental Life Insurance

The Hartford

1-877-320-0484www.thehartford.com922101

Short-Term Disability 
Vol.  Long-Term Disability
Vol. Critical Illness and  
Accident Insurance

The Hartford
1-800-547-7754www.principal.com/welcome403(b) Retirement Plan

1-800-327-4692www.efr.org
Employee Assistance Program (EAP)

Employee Family Resources (EFR) 

1-563-852-2808Lisa.Schockemoehl@assuredpartners.com
Medicare AP Contact
Lisa Schockemoehl

Important Contact Information

Questions, Problems or Concerns

Our goal is to make certain that you receive the correct coverage under the benefits plan. We are here to help with any issues 
that may arise. If you require assistance, have your ID number or Social Security Number available and follow these steps:

• For claims assistance call the applicable insurance carrier. Have your ID number, date of service, and provider name available.

• If you require further assistance, contact AssuredPartners. HACAP has partnered with AssuredPartners as our benefits 
administrator for expert assistance with benefit related questions, plan procedures, life events and claim issues.

• Do you need an ID card? If you do not have an ID card, please contact the insurance carrier to order your ID card or go online 
to the carrier’s site to download an ID card.
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Employee Benefits Helpline

Welcome to your
Employee Benefits!
HACAP is pleased to offer a wide range of benefits to its employees and 
their families. These company-sponsored benefits are an important part of 
a total compensation package. They represent both a valuable asset to our 
employees and to their families and demonstrate an investment by HACAP
in our employees. We are proud of our compensation benefits program 
and are committed to continuously improving the plans that make up our 
benefits offerings.

This guide was created to answer some of the questions you may have 
about your benefits. Please read it carefully along with any supplemental 
materials you receive.

If you have any benefits related questions or concerns, please do not 
hesitate to call the Employee Benefits Helpline.

PLEASE NOTE:This booklet provides a summary of
the benefits available but is not your Summary 
Plan Description (SPD). HACAP reserves the right to
modify, amend, suspend, or terminate any plan
at any time, and for any reason without prior
notification. The plans described in this book are
governed by insurance contracts
and plan documents, which are available for
examination upon request. We have attempted 
to make the explanations of the plans in this 
booklet as accurate as possible. However, 
should there be a discrepancy between this 
booklet and the provisions of the insurance 
contracts or plan documents, the provisions of
the insurance contracts or plan documents will 
govern. In addition, you should not rely on any
oral descriptions of these plans, since the written 
descriptions in the insurance contracts or plan 
documents will always govern.
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HACAP - 2025 Employee Benefits Guide

Enrolling In Your Benefits
Please review this guide to gain a full understanding of the plans being
offered. Be sure to go online between November 11 – November 22, or
within 30 days of becoming eligible, to review your current benefits and
make any changes for the upcoming plan year.

Log into UKG

Open Enrollment Period

HACAP's annual enrollment period will be held
November 11 –November 22, 2024.
Log on to the enrollment site to review your current benefits, 
make any plan changes, or update dependent and/or 
beneficiary information.

Newly Hired/Eligible Employees

New hires and newly eligible employees MUST complete online 
enrollment even if choosing to waive coverage in order to provide 
beneficiary information for your company-paid life insurance.
Coverage, if elected, will begin on your date of hire, provided you 
enroll online within 30 days of your date of hire.

How to Enroll

The enrollment process will be broken down into 4 steps:
• Your Information

Employee - Verify accuracy of all information and add an email address. 
Family - You may add new or edit existing dependent information as 
necessary. Please remember to include date of birth, gender and social 
security numbers for all dependents.

• Your Benefits - You will be automatically enrolled in benefits that are 
company-paid. These benefits will be checked off as completed. The first 
incomplete benefit will open up and guide you through the enrollment 
process.

• Enroll - You will be asked to assign beneficiaries, confirm other 
coverage, do a final review of your elections and confirm.

• Complete - After you have made your benefit elections and verified them 
for accuracy, click ”CLICK SUBMIT.” You will then have the option to e-
mail and/or print a copy of the Confirmation Statement for your records.

You can make changes to your selections prior to the enrollment deadline by 
logging back into the system and clicking on “Change My Elections.”

Have social security numbers and 
birth dates for all dependents 
and beneficiaries available prior 
to logging on.
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2025 Employee Benefits Guide - HACAP

Full-time employees with a schedule of 30 hours per week are eligible for 
the benefits described in this guide, unless otherwise stated.

When Benefits Become Effective
Benefits for most benefit plans are effective the first day of the month 
following your date of hire. Short-Term Disability benefits are effective 
12-months after date of hire.

Eligible Dependents
Your dependents are eligible to participate in HACAP's benefit plans. 
Your eligible dependents include*:
• A spouse to whom you are legally married.
• A domestic partner.
• A dependent child under age 26. Coverage will terminate at the end of 

the month of the dependent’s 26th birthday. Coverage may be 
extended past the age of 26 for disabled dependents. Dependent 
children can include natural, adopted children, and stepchildren.

Coverage for eligible dependents generally begins on the same day your 
coverage is effective. Completed enrollment serves as a request for 
coverage and authorizes any payroll deductions necessary to pay for that 
coverage.

*Additional carrier conditions may apply and may vary by state.

Newly Hired/Eligible Employees

Pre-Tax Benefits: Section 125
HACAP's benefit plans utilize Section 125. This enables you to elect to pay premiums for health, dental, vision and flexible 
spending account coverage on a pre-tax basis. When you use pre-tax dollars, you will reduce your taxable income and have fewer 
taxes taken out of your paycheck. Under Section 125, you can actually have more spendable income than if the same deductions 
were taken on an after-tax basis.

Pre-tax Note: When you pay for your dependent’s benefits on a pre-tax basis you are certifying that the dependent meets the 
IRS’ definition of a dependent. [IRC §§ 152, 21 (b)(1) and 105(b)]. Children/spouses that do not satisfy the IRS’ definition will 
result in a tax liability to you, such as changing that dependent’s election to a post-tax election or receiving imputed income on 
your W-2 for the dependent’s coverage that should not have been taken on a pre-tax basis.

Eligibility

For all benefits except the IPERS and 
403(b), you must enroll within 30 
days from your date of hire by 
logging into UKG

New hires and newly eligible employees MUST complete enrollment even if 
choosing to waive coverage in order to provide beneficiary information for 
your company-paid life insurance.

4



HACAP - 2025 Employee Benefits Guide

The benefit elections you make during open enrollment or as a new hire will 
remain in effect for the entire plan year. You will not be able to change or 
revoke your elections once they have been made unless a life event status 
change occurs.

For purposes of health, dental, vision and flexible spending accounts, you 
will be deemed to have a life event status change if:

· your marital status changes through marriage, the death of your 
spouse, divorce, legal separation, or annulment;

· your number of dependents changes through birth, adoption, 
placement for adoption, or death of a dependent;

· you, your spouse or dependents terminate or begin employment;

· your dependent is no longer eligible due to attainment of age;

· you, your spouse or dependents experience an increase or reduction in 
hours of employment (including a switch between part-time and full-time 
employment; strike or lock-out; commencement of or return from an 
unpaid leave of absence);

· gain or loss of eligibility under a plan offered by your employer or 
your spouse’s employer;

· a change in residence for you, your spouse or your dependent 
resulting in a gain or loss of eligibility.

In order to be permitted to make a change of election relating to your 
health, dental or vision coverage due to a life event status change, the 
change must result in you, your spouse or dependent gaining or losing 
eligibility for health, dental or vision coverage under this Plan or a plan 
sponsored by another employer by whom you, your spouse or dependent 
are employed. The election change must correspond with that gain or loss 
of eligibility.

You may also be permitted to change your elections for health coverage 
under the following circumstances:

· a court order requires that your child receive accident or health 
coverage under this plan or a former spouse’s plan;

· you, your spouse or dependent become entitled to Medicare or 
Medicaid;

· you have a Special Enrollment Right;

· there is a significant change in the cost or coverage for you or your spouse 
attributable to your spouse’s employment.

For purposes of all other benefits under the plan, you will be deemed 
to have a life event status change if the change is on account of and

consistent with a change in status, as determined by the plan administrator, 
in its discretion, under applicable law and the plan provisions.

Benefit Changes

You must submit a qualifying 
event in UKG 30 days from the life 
event status change in order to 
make a change in your benefit 
selections.
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If you Experience a Life Event Status Change

Log onto UKG to add or drop dependents from your coverage if you experience a life event status change. Click on “Life Events” and a 
series of easy-to-follow instructions will lead you through the enrollment process.

You must update your elections within 30 days of your life event status change or you will not be able to make changes until the 
next annual open enrollment. If adding or removing dependents, you may be required to submit specific documents to Human 
Resources. The change may be inactive until proper documentation is received and approved. For assistance processing life event 
status changes, you can contact Jason Fisher (jfisher@hacap.org) or Alivia Klein (aklein@hacap.org).

Results If Action Not TakenAction RequiredEvent
You and your dependents are not eligible 
until the next annual Open Enrollment.

Make elections within 30 days of hire date. 
Documentation is required.

New Hire:

Your spouse is not eligible until the next 
annual Open Enrollment period.

Your new spouse must be added to your elections 
within 30 days of the marriage date. A copy of the 
marriage certificate must be presented.

Marriage:

Benefits are not available for the divorced 
spouse and will be recouped if paid 
erroneously.

The former spouse must be removed within 30 days of 
the divorce. Proof of the divorce will be required. A 
copy of the divorce decree must be presented.

Divorce:

The new dependent will not be covered 
on your health insurance until the next 
annual Open Enrollment period.

The new dependent must be enrolled in your elections 
within 30 days of the birth and adoption, even if you 
already have family coverage. A copy of the birth 
certificate, footprints, or hospital discharge papers 
must be presented. Once you receive the child’s Social 
Security Number, be sure to contact AssuredPartners 
to update your child’s insurance information record.

Birth or adoption of a 
child:

You could pay a higher premium than 
required and you may be overpaying for 
coverage.

Remove the dependent from your elections within 30 
days from the date of death. Death certificate must be 
presented.

Death of a spouse or 
dependent:

You need to wait until the next annual 
Open Enrollment period to make any 
change.

Add or drop health benefits from your elections 
within 30 days of the event date. A letter from the 
employer or insurance company must be presented.

Your spouse gains or loses 
employment that provides 
health benefits:

You will be unable to enroll in the benefits 
until the next annual Open Enrollment 
period.

Change your elections within 30 days from the loss of 
coverage. A letter from the employer must be 
provided.

Loss of coverage with a 
spouse:

Benefits may not be available to you or 
your dependents if you wait to enroll in 
COBRA. Full-time employees will have to 
wait until the annual Open Enrollment 
period.

Change your elections within 30 days from the 
employment status change in order to receive COBRA 
information or to enroll in benefits as a full-time 
employee. Documentation from the employer must be 
provided.

Changing from full-time to 
part-time employment 
(without benefits) or from 
part-time to full- time (with 
benefits):

Benefit Changes continued...
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Wellmark Blue HMO

HACAP is proud to offer you a choice between four different medical plans. 
Coverage under all plans includes comprehensive medical care and 
prescription drug coverage. The plans also offer many resources and tools to 
help you maintain a healthy lifestyle. Below is a brief description of each plan.

The Wellmark Blue HMO Plan is a Health Maintenance Organization, or an 
HMO for short. With this plan, an entire network of health care providers 
agrees to offer you its services. You will have to select a primary care provider 
(PCP) who will coordinate all of your health services and care.

Under The HMO Plan, you have 100% coverage for most types of preventative 
care and have coverage for a variety of specialist visits, specialist visits do not 
require a referral from your PCP. Additionally, you will pay copayment fees 
for every non-preventive medical visit.

Alliance Select  PPO

The Alliance Select Plan is a Preferred Provider Organization (PPO). With this 
plan you have the most flexibility for seeking care.  You may see any doctor or 
go to any hospital nationwide, but costs will be lower for in-network services.

Enrolling in a PPO Plan, both you and your family can see any health care 
provider in the Network network, including specialists, without a referral. You 
are not required to choose a primary care physician.

Medical Coverage

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

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

Alliance Select  HDHP  PPO

The Wellmark Alliance Select HSA Plan is a High Deductible Health Plan, or a HDHP for short. This plan functions like a Preferred Provider 
Organization (PPO) but features a low monthly premium in exchange for a higher deductible. The benefit of this plan is that you will be 
eligible to enroll in and contribute to a Health Savings Account (HSA). With an HSA your contributions are pre-tax so any amount you 
contribute is deducted from your taxable income at the end of the year. The money in your HSA can be spent on eligible health care 
expenses including copays, prescriptions, dental treatment, and more.

As with a PPO, both you and your family can see any health care provider in the Network network, including specialists, without a referral. 
You are not required to choose a primary care physician.
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How Our Medical Plans Work

Let’s get
started!

Here are some key things that 
you get at no charge (*In-
Network Providers Only):
· Adult physicals
· Mammograms
· Well-child exams and immunizations
· Prostate and colorectal screenings
· Routine prenatal maternity services
· Pap tests

Age and gender appropriate visit / screenings

Get Your 
Preventive 

Care

ALL PLANS 
PAY 100%*

Pay Your Share
After you meet your deductible 

for either plan, you’ll pay a 
COPAY or COINSURANCE for

most covered services.

YOU PAY 20%
PLAN PAYS 80%20% 80%

Reach the Out-of-Pocket Max
After you reach the OUT-OF-

POCKET MAX, the plan will pay 
100% of covered expenses for 

the remainder of the year.

PLAN PAYS 
100%

Plan year
ends

For Most Other Care: Meet Your 
Deductible

YOU PAY 100% Until you meet your DEDUCTIBLE

You pay the following copays 
for in-network services:

Office Visit Designated PCP: 
$20/ Non-Designated $25

Specialist Visit: $25 
Urgent Care: $25

Wellmark HMO Plans
$950 Blue HMO $2,000 Blue HMO

You pay the following copays 
for in-network services:

Office Visit Designated PCP: 
$20/ Non-Designated $25

Specialist Visit: $50
Urgent Care: $25

HDHP/HSA
Need Additional Care or 

Prescription Drugs?

Meet Your Deductible

Your DEDUCTIBLE is the amount of money 
you must pay for covered services each 
year before the plan will start paying for 

all or part of the services.

YOU PAY 100%
Until you meet your DEDUCTIBLE

Wellmark $2,000 PPO Plan
Office Visit: $20 Copay

Specialist Visit: $40 Copay
Urgent Care: $40 Copay
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Medical Plan Comparison

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

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

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

NoNoHSA Eligible?

$4,000 / $8,000$1,700 / $3,400
Out-Of-Pocket Maximum

(Individual / Family)

No chargeNo charge

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

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

No chargeNo charge Virtual Visits

$25 per visit$25 per visitUrgent Care Centers

$50 per visit$25 per visit
Lab, X-Ray, Diagnostic

(non-hospital)

Deductible, then 20% coinsuranceDeductible, then 20% coinsuranceEmergency Room - Facility

No charge after deductibleNo charge after deductibleEmergency Room - Physician

$25 per visit$25 per visitChiropractic

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

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

NoNoHSA Eligible?

$12,000 / $25,400$6,000 / $12,700
Out-Of-Pocket Maximum

(Individual / Family)

Deductible, then 50% coinsuranceNo charge

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

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

NANo chargeVirtual Visits

Deductible, then 50% coinsurance$40 per visitUrgent Care Centers

Deductible, then 50% coinsuranceDeductible, then 20% coinsurance
Lab, X-Ray, Diagnostic

(non-hospital)

$250$250 Emergency Room - Facility

Deductible, then 50% coinsurance$20 per visitChiropractic 
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Medical Plan Comparison

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

Alliance Select PPO $2,500 HDHPAlliance Select PPO $2,500 HDHP
OUT OF NETWORK, You Pay:In-Network Only, You Pay:

$3,500 / $7,000$2,500 / $5,000Deductible (Individual / Family)

YesYesHSA Eligible?

$3,500 / $7,000$2,500 / $5,000
Out-Of-Pocket Maximum

(Individual / Family)

DeductibleNo charge

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

DeductibleDeductibleOffice Visits

NA$69 per visitVirtual Visits

DeductibleDeductibleUrgent Care Centers

DeductibleDeductible
Lab, X-Ray, Diagnostic

(non-hospital)

DeductibleDeductibleEmergency Room - Facility

DeductibleDeductibleChiropractic

Doctors on Demand

HACAP has partnered with Doctors on Demand to provide you with 24/7/365 on-demand 
access to a national network of U.S. board-certified doctors through the convenience of 
phone, video or mobile app visits. Doctors on Demand can diagnose, treat and prescribe 
medication, when necessary, for a variety of issues. It’s more convenient access to quality 
healthcare, when and where you need it.
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Medical Plan Premiums

Alliance Select PPO $2,000Plan Cost Per Pay Period (26)

$85.85

$94.44

Employee Only

PART TIME
$174.43
$191.88

Employee + Spouse

$161.34
$177.47

Employee + Child(ren)

$425.41
$467.95

Family

Doctors on Demand

HACAP has partnered with Doctors on Demand to provide you with 24/7/365 on-demand 
access to a national network of U.S. board-certified doctors through the convenience of 
phone, video or mobile app visits. Doctors on Demand can diagnose, treat and prescribe 
medication, when necessary, for a variety of issues. It’s more convenient access to quality 
healthcare, when and where you need it.

Wellmark Blue HMO $2,000Wellmark Blue HMO $950Plan Cost Per Pay
Period (26)

$75.48

$83.02

$83.74

$92.12

Employee Only – FULL TIME

PART TIME
$153.19
$168.51

$170.13
$187.14

Employee + Spouse

$141.70
$155.87

$157.35
$173.09

Employee + Child(ren)

$373.48
$410.82

$414.88
$456.37

Family

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

Alliance Select PPO $2,500 
HDHP

Plan Cost Per Pay Period (26)

$110.96

$122.05

Employee Only – FULL TIME

PART TIME
$233.62
$256.99

Employee + Spouse

$192.94
$212.23

Employee + Child(ren)

$523.69
$576.06

Family
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Prescription Coverage

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

Alliance Select 
PPO $2,500 

HDHP

Alliance Select 
PPO $2,000

Wellmark Blue 
HMO $2,000

Wellmark Blue 
HMO $950

Deductible$10.00$10.00$10.00Tier 1: Generic
Deductible$40.00$30.00$25.00Tier 2: Preferred Brand
Deductible$60.00$60.00$50.00Tier 3: Non-Preferred Brand
Deductible30%  coinsurance up to 

$250.00
$50.00$50.00*Specialty Drugs

Your prescription drug benefit is part of your Medical plan and is 
based on a three-tier drug system. Copayment and/or
coinsurance is determined by the tier to which the Prescription 
Drug List (PDL) Management Committee has assigned the 
Prescription Drug Product. All Prescription Drug Products on the 
Prescription Drug List are assigned as one of the three tiers. Find 
individualized information on your benefit coverage, determine 
tier status, check the status of claims and search for network 
pharmacies by logging on to www.mywellmark.com.

Medicare Part D
The prescription drug benefit is creditable coverage. Medicare-
eligible participants need not enroll in a separate Medicare D 
drug plan.

Rx Mail Order Program

Save time and money by filling maintenance drugs through 
the mail order program. The Mail Order Program benefits 
members who are on long-term medications for chronic 
conditions such as diabetes, high cholesterol, high blood 
pressure, depression or asthma. By utilizing the Mail Order 
Program, you can receive a 90-day supply of medication for 
the equivalent of two retail copayments. That’s a savings of 
one copayment for every 90-day supply.

Save money with Generic Drugs

Generic drugs are made with the same active ingredients and produce the same effects in the body as their brand-name 
equivalents. That’s because they’re held to the same federal standards for safety and performance as the brand names. Because
they’re not branded, generics can sell for 30 percent to 80 percent less than their brand-name equivalents.

GoodRx Mobile App
Regardless of which plan you decide to enroll in, we encourage you to 
download and use the GoodRx Mobile App to help you save on your 
prescription drug costs. Prices for prescription drugs vary widely between 
pharmacies. The cost of a prescription may differ by more than $100 
between two pharmacies across the street from each other.

GoodRx doesn’t sell the medications, they will tell you where you can get 
the best deal on them. GoodRx will show you prices, coupons, discounts and 
savings tips for your prescription at pharmacies near you.

*Plan includes coverage for certain specialty drugs through PrudentRx.  Your deductible and coinsurance will be waived for drugs listed 
on the PrudentRx drug list.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2025 – 12/31/2025 

Coverage for: Single & Family | Plan Type: HMO 
$950  HMO Plan 

10/09/2024;01/01/2025;HL000558;RL002684;301783-70;301783-71;00017879;N;NGF 

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

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

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

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

Are there services covered 
before you meet your 
deductible? 

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

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

Are there other deductibles 
for specific services? 

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

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

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

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

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

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

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

Will you pay less if you use 
a network provider? 

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider’s charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of- 
network provider for some services (such as lab work). Check with your provider before 
you get services. 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Important Questions Answers Why this Matters: 
Do you need a referral to see 
a specialist? 

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

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

Primary care visit to treat an 
injury or illness 

$20 designated PCP 
copay per provider 
per date of service 
$25 copay per 
provider per date of 
service 

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

Specialist visit 
$25 copay per 
provider per date of 
service 

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

Preventive care/screening/ 
immunization No charge Not covered 

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

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

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

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

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

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

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

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

the tier that applies to a covered drug. 

1 copay for 30-day supply. 
2 copays for 90-day supply (Retail and Mail order). 

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

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

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

Tier 2 $25 copay per 
prescription Not covered 

Tier 3 $50 copay per 
prescription Not covered 

Specialty drugs $50 copay per 
prescription Not covered 

If you have 
outpatient surgery 

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

Physician/surgeon fees 20% coinsurance Not covered ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need 
immediate medical 
attention 

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

Emergency medical 
transportation 20% coinsurance 20% coinsurance 

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

Urgent care 

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

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

If you have a hospital 
stay 

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

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

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

Outpatient services 

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

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

Inpatient services 20% coinsurance Not covered ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you are pregnant 

Office visits No charge Not covered 

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

Childbirth/delivery professional 
services No charge Not covered 

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

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

If you need help 
recovering or have 
other special health 
needs 

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

Rehabilitation services 

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

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

Habilitation services 

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

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

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

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

If your child needs 
dental or eye care 

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

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

Children’s glasses Not covered Not covered ------None------ 
Children’s dental check-up Not covered Not covered ------None------ 
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Excluded Services & Other Covered Services: 

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

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

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

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

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

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

short term intermittent home skilled nursing 

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

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

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

Does this plan provide Minimum Essential Coverage? Yes 

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

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

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

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

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

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

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

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

Deductibles $950 
Copayments $0 
Coinsurance $800 

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

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

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

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

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $50 
Copayments $1,100 
Coinsurance $0 

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

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

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

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $950 
Copayments $100 
Coinsurance $200 

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

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

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2025 – 12/31/2025 

Coverage for: Single & Family | Plan Type: HMO 
$2,000 HMO Plan 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call 
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy. 

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

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

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

Are there services covered 
before you meet your 
deductible? 

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

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

Are there other deductibles 
for specific services? 

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

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

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

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

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

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

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

Will you pay less if you use 
a network provider? 

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might 
receive a bill from a provider for the difference between the provider’s charge and what 
your plan pays (balance billing). Be aware, your network provider might use an out-of- 
network provider for some services (such as lab work). Check with your provider before 
you get services. 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Important Questions Answers Why this Matters: 
Do you need a referral to see 
a specialist? 

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

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

Primary care visit to treat an 
injury or illness 

$20 designated PCP 
copay per provider 
per date of service 
$25 copay per 
provider per date of 
service 

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

Specialist visit 
$50 copay per 
provider per date of 
service 

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

Preventive care/screening/ 
immunization No charge Not covered 

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

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

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

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

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

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

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

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

the tier that applies to a covered drug. 

1 copay for 30-day supply. 
2 copays for 90-day supply (Retail and Mail order). 

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

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

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

Tier 2 $30 copay per 
prescription Not covered 

Tier 3 $60 copay per 
prescription Not covered 

Specialty drugs $50 copay per 
prescription Not covered 

If you have 
outpatient surgery 

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

Physician/surgeon fees 20% coinsurance Not covered ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need 
immediate medical 
attention 

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

Emergency medical 
transportation 20% coinsurance 20% coinsurance 

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

Urgent care 

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

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

If you have a hospital 
stay 

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

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

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

Outpatient services 

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

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

Inpatient services 20% coinsurance Not covered ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you are pregnant 

Office visits No charge Not covered 

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

Childbirth/delivery professional 
services No charge Not covered 

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

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

If you need help 
recovering or have 
other special health 
needs 

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

Rehabilitation services 

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

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

Habilitation services 

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

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

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

Hospice services 20% coinsurance Not covered Hospice respite care is limited to 15 inpatient and 15 
outpatient days per lifetime. 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If your child needs 
dental or eye care 

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

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

Children’s glasses Not covered Not covered ------None------ 
Children’s dental check-up Not covered Not covered ------None------ 
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Excluded Services & Other Covered Services: 

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

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

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

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

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

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

short term intermittent home skilled nursing 

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

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

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

Does this plan provide Minimum Essential Coverage? Yes 

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

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

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

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

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

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

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

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

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

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

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

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

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

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $50 
Copayments $1,300 
Coinsurance $0 

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

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

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

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $1,900 
Copayments $300 
Coinsurance $0 

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

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

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2025 – 12/31/2025 

Coverage for: Single & Family | Plan Type: PPO 
$2,000 PPO Plan 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call 
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy. 

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

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

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

Are there services covered 
before you meet your 
deductible? 

Yes. 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. 

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

Are there other deductibles 
for specific services? 

No.  There are no other specific 
deductibles. 

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

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

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

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

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

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

Even though you pay these expenses, they don’t count toward the out-of-pocket limit. 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

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

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

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

Do you need a referral to see 
a specialist? 

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

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

Primary care visit to treat an 
injury or illness 

$20 copay per 
provider per date of 
service 

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

Specialist visit 
$40 copay per 
provider per date of 
service 

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

Preventive care/screening/ 
immunization No charge 50% coinsurance 

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

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

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

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

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

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

the tier that applies to a covered drug. 

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

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

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

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

Tier 2 $40 copay per 
prescription Not covered 

Tier 3 $60 copay per 
prescription Not covered 

Specialty drugs 30% coinsurance up 
to $250 Not covered 

If you have 
outpatient surgery 

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

Physician/surgeon fees 20% coinsurance 50% coinsurance ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need 
immediate medical 
attention 

Emergency room care 

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

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

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

Emergency medical 
transportation 20% coinsurance 20% coinsurance 

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

Urgent care 

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

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

If you have a hospital 
stay 

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

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

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

Outpatient services 

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

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

Inpatient services 20% coinsurance 50% coinsurance ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you are pregnant 

Office visits 20% coinsurance 50% coinsurance 

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

Childbirth/delivery professional 
services 20% coinsurance 50% coinsurance 

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

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

If you need help 
recovering or have 
other special health 
needs 

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

Rehabilitation services 

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

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

Habilitation services 

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

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

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

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

If your child needs 
dental or eye care 

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

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

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

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

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

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

short term intermittent home skilled nursing 

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

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

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

Does this plan provide Minimum Essential Coverage? Yes 

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

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

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

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

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

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

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

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

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

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

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

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

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

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $50 
Copayments $1,400 
Coinsurance $0 

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

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

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

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $1,700 
Copayments $500 
Coinsurance $0 

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

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

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services 
Coverage Period: 01/01/2025 – 12/31/2025 

Coverage for: Single & Family | Plan Type: PPO HDHP 
$2,500 HDHP PPO PLAN 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call 
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy. 

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

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

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

Are there services covered 
before you meet your 
deductible? 

Yes. Well-child care and in-network 
preventive care are covered before you 
meet your deductible. 

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

Are there other deductibles 
for specific services? 

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

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

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

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

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

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

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

Will you pay less if you use 
a network provider? 

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

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

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

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

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

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

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

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

Preventive care/screening/ 
immunization No charge 0% coinsurance 

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

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

Imaging (CT/PET scans, 
MRIs) 0% coinsurance 0% coinsurance ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you need drugs to 
treat your illness or 
condition 

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

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

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

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

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

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

Tier 2 0% coinsurance Not covered 

Tier 3 0% coinsurance Not covered 

Specialty drugs 0% coinsurance Not covered 

If you have 
outpatient surgery 

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

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

If you need 
immediate medical 
attention 

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

Emergency medical 
transportation 0% coinsurance 0% coinsurance 

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

Urgent care 0% coinsurance 0% coinsurance ------None------ 
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For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at 
sbccmfinder.wellmark.com. 

Common 
Medical Event Services You May Need 

What You Will Pay 
In-Network (IN) 

Provider 
(You will pay the 

least) 

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

(You will pay the 
most) 

Limitations, Exceptions, & Other Important 
Information 

If you have a hospital 
stay 

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

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

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

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

If you are pregnant 

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

Childbirth/delivery professional 
services 0% coinsurance 0% coinsurance 

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

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

If you need help 
recovering or have 
other special health 
needs 

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

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

If your child needs 
dental or eye care 

Children’s eye exam 0% coinsurance 0% coinsurance One routine vision exam per calendar year. 
Children’s glasses Not covered Not covered ------None------ 
Children’s dental check-up Not covered Not covered ------None------ 
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Excluded Services & Other Covered Services: 

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

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

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

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

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

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

year) 

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

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

Does this plan provide Minimum Essential Coverage? Yes 

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

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

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

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

39

http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa/healthreform


10/09/2024;01/01/2025;PL000248;RL002683;301783-74;301783-75;00017879;N;NGF 

About These Coverage Examples: 

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

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

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

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

Total Example Cost $12,700 

In this example, Peg would pay:
Cost Sharing 

Deductibles $2,500 
Copayments $0 
Coinsurance $0 

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

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

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

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

Total Example Cost $5,600 

In this example, Joe would pay:
Cost Sharing 

Deductibles $2,500 
Copayments $0 
Coinsurance $0 

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

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

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

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

Total Example Cost $2,800 

In this example, Mia would pay:
Cost Sharing 

Deductibles $2,500 
Copayments $0 
Coinsurance $0 

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

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

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Health Savings Accounts
Only Alliance Select PPO $2,500 HDHP Participants are Eligible

If you enroll in the Alliance Select PPO $2,500 HDHP Plan, a Health Savings Account (HSA) employee contributions are deposited at a 
financial institution of your choice per pay period for expenses, as defined by the Internal Revenue Service.

The account acts like a regular savings account and accrues interest. The money in the account is owned by you and is fully portable. 
Funds can accumulate over time and roll over each year. If you use the funds for qualified health care expenses, you will pay no taxes. 
If you use the money for other expenses, you will pay a tax and a penalty fee.

Using your HSA for qualified medical expenses
HSA funds can be used for a variety of qualified medical, dental and vision expenses; for yourself, your spouse, and your qualified 
dependents. Eligible expenses include:

• Birth control
• Chiropractor
• Contact lenses

• Dental treatment
• Prescription eyeglasses
• Hearing aids

• Physical exams
• Prescriptions
• Stop-smoking programs

• Surgery (non-cosmetic)
• Therapy
• and more...

2025 HSA Annual Contribution Limit:

$4,300 $8,550for individual 
coverage

for all other 
coverage tiers

You can choose to contribute to your HSA on a before-tax basis, up to the IRS annual maximums. If you are or will be age 55 or over 
during the calendar year, you may also make a “catch-up” HSA contribution of an additional $1,000 each year. Contact HealthEquity 
to schedule and adjust your contribution amount.

Note: As a taxpayer, it is your responsibility to ensure that your HSA contributions do not exceed the maximum possible for your specific tax situation.
Please consult your attorney, CPA or tax adviser about your specific tax situation before deferring monies to your Health Savings Account. The benefits of
an HSA, who is qualified to have an HSA, etc. can be found in IRS Publication 969, beginning on page 2. https://www.irs.gov/pub/irs-pdf/p969.pdf

How you save with an HSA

As an HSA user, you will save in several ways:
• HSA contributions are not taxed
• You earn tax-free interest on HSA balances
• HSA funds used for qualified medical expenses are 

not taxed

HSA funds remain yours to grow

With an HSA, you own the account and all contributions. 
Unlike flexible spending accounts (FSAs), the entire HSA 
balance rolls over each year and remains yours even if you 
change health plans, retire or leave HACAP.

Supplement your retirement

Once your HSA balance reaches a set amount that is assigned 
by your administrator, you may invest your funds for 
increased earning potential that is also tax-free. After age 65, 
you can use your HSA much like a 401(k) and withdraw funds 
for any purpose. Qualified medical expenditures remain tax-
free even into retirement.

You can win with an HSA

Regardless of your personal medical situation, an HSA can 
empower you to maximize savings while building a reserve for 
the future.

2025 Employee Benefits Guide - HACAP

HACAP will contribute to a participant’s HSA Account
Employee: $900 per plan year                               Employee + Spouse: $2,500 per plan year

Employee + Children: $2,500 per plan year   Family: $2,500 per plan year
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Delta Dental PPO Network

$750Calendar Year Maximum

$25 / $75Calendar Year Deductible
Per Individual / Per Family

100%, No DeductiblePreventive & Diagnostic Care
Oral Exams, Cleanings, Routine X-Rays, Fluoride Application

80%, After Deductible

Basic Restorative Care
Fillings, Simple Extractions, Anesthetics, Routine Oral 
Surgery, Sealant Applications, Space Maintainers, 
Posterior Composites w/ Alternate Processing

50%, After Deductible

Major Restorative Care
Root Canals, Periodontal Services, Crowns, Inlays, 

Onlays, Dentures, Bridges, Stainless Steel/Resin 
Crowns, Repairs and Adjustments to Dentures and 
Bridges

50%, No Ortho DeductibleOrthodontia
Coverage for Dependents up to age 19

$750Orthodontic Lifetime Maximum

Dental Coverage

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

Delta Dental PPO
Delta Dental offers you flexibility to see the provider of 
your choice each time you seek dental care. You can find 
a Delta Dental network dentist online at 
www.deltadental.com, or by calling 1-800-544-0718.

If you elect coverage, HACAP pays 100% of the premium

This dental plan includes the Annual Maximum Carryover – To Go for carryover of unused Benefit Period Maximums 
for the next benefit contact year.
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Deductibles, Maximums & Eligibility Delta Dental Premier®

- Individual Deductible $25 
- Family Deductible $75 
- Deductible applies to Check-Ups and Teeth Cleaning? No
- Benefit Period  Maximum $750 
- Eligible children to age 26 
- Full-time (unmarried) students eligible to age 26 
- Does Individual Deductible apply to Orthodontics? No
- Orthodontic lifetime maximum $750 
- Orthodontics: Eligible children to age 19 
- Orthodontics: Full-time students eligible to age 19 
- Adult  Orthodontics No

Benefits
Diagnostic and Preventive Services 0%

 (Check-Ups and Teeth Cleaning)
- Dental Cleaning
- Oral Evaluations
- Fluoride Applications
- X-Rays

Routine and Restorative Services 20%

 (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) 50%

- Apicoectomy
- Direct Pulp Cap
- Pulpotomy
- Retrograde Fillings
- Root Canal Therapy

Gum and Bone Diseases (Periodontal Services) 50%

- Conservative Procedures (Non-surgical)
- Complex Procedures (Surgical)
- Periodontal Maintenance Therapy

 High Cost Restorations (Cast Restorations) 50%

- Cast Restorations
- Crowns

- Inlays

- Onlays

- Post and Cores

- Recementing Crowns/Inlays/Onlays

 Dentures and Bridges (Prosthetic Services) 50%

- Bridges

- Dentures

- Repairs and Adjustments

- Recementing of Bridges

- Implants Not Covered

Straighter Teeth (Orthodontics) 50%

Additional Options

-Annual Maximum Carryover - To GoSM Included

2025

Delta Dental of Iowa

HACAP

Employee Summary of Covered Services and Benefits 

This dental plan includes the Annual Maximum Carryover – To Go
SM

 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.

Delta Dental of Iowa 9000 Northpark Dr, Johnston IA 50131 www.deltadentalia.com



Delta Dental  
Mobile App
Manage your oral health anytime, anywhere

Getting started
The Delta Dental Mobile App is optimized for iOS (Apple) and 
Android devices. To download our app on your device, visit 
the App Store (Apple) or Google Play (Android) and search 
for Delta Dental Mobile App. Or, scan the QR code below. You 
will need an internet connection in order to download and use 
most features of our free app. 

Logging in to view benefits
Delta Dental members can sign in using the username and 
password they use to sign in to our website. If you haven’t 
registered for an account yet, you can do that within the app. 
If you’ve forgotten your username or password, you can also 
retrieve these via the Delta Dental Mobile App. 

SCAN TO DOWNLOAD
DELTA DENTAL MOBILE APP

Your oral health is important to Delta Dental — and to your overall health! We’ve 
designed our mobile app to make it easy for you to make the most of your dental 
benefits. Maximize your health, wherever you are! Search for a dentist near you, view ID 
cards and more, right on your mobile device.
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Mobile ID card
No need for a paper card. View and share your ID card from your phone, and easily 
save it to your device for quick access, including Apple Passbook and Google Wallet.

Find a dentist
It’s easy to find a dentist near you. Search and compare dental offices to find one 
that suits your needs. Save your family’s preferred dentists to your account for easy 
access.

Dental Care Cost Estimator
Find out what to expect with our Dental Care Cost Estimator. Our easy to use tool 
provides estimated cost ranges on common dental care needs for dentists in your 
area, now with the option to select your dentist for tailored cost estimates. 

Save your preferred dentist for quick access
Save your favorite dentists using the Delta Dental Mobile App for quick access to 
contact information making it easy to schedule your routine cleaning.

Delta Dental Mobile App features
Sign in to access the full range of tools and resources

  Secure access to your benefits
You must sign in each time you access the secure portion of the mobile app. No personal 
health information is ever stored on your device. For more details on security, our Privacy 
Policy can be viewed by clicking the lock icon on the main menu.

Please note information displayed may vary based on your particular coverage. For more information on your coverage, contact your Delta Dental 
company. “Delta Dental” refers to the national network of 39 independent Delta Dental companies that provide dental benefits and is a registered 
trademark of Delta Dental Plans Association.

deltadental.com

Copyright © 2021 by Delta Dental Plans Association. All rights reserved. 
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QUESTIONS?
If you have any questions about your dental benefits, visit the Delta Dental website at deltadentalia.com 
and log into the Member Connection or you can call customer service at 800-544-0718.

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

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

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

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

YEAR 1 YEAR 2 YEAR 3 

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

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

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

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

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

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

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

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

$1,500*

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

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

To GoSM 
Carry Over Your 
Unused Benefits

DELTA DENTAL TO GOSM 

2659-F10250 01/2021
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Vision Coverage
Vision Service Plan (VSP)
Choose a VSP doctor or any other provider from the VSP Network:
VSP Signature. To find a VSP provider, visit www.vsp.com or call 
1-800-507-3800. At your appointment, tell them you have VSP.
There’s no ID card necessary. VSP will handle the rest—there are 
no claim forms to complete when you see a VSP doctor!

FrequencyCopayDescriptionBenefit

Every 12 months
$10
Up to $39

Focuses on your eyes and overall wellness
Routine retinal screening

WellVision Exam

$25Prescription Glasses

Every 24 monthsIncluded in 
Prescription Glasses

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

Frame

Every 12 monthsIncluded in 
Prescription Glasses

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

Lenses

Every 12 months

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

Standard progressive lenses
Premium progressive lenses
Custom progressive lenses
Average 20-25% off other lens options

Lens Enhancements

Every 12 monthsUp to $60
$130 allowance for contacts; copay does not apply 
Contact lens exam (fitting and evaluation)

Contacts
(instead of glasses)

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

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.

Extra Savings

Out-of-Network Provider Coverage:
Visit vsp.com for details, if you plan to see a provider other than a VSP network provider.

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

Vision Service Plan (VSP)Plan Cost Per Pay Period (26)

$4.44Employee Only

$7.10Employee + Spouse

$7.26Employee + Child(ren)

$11.70Family
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Enroll in VSP® Vision Care to get access to
savings and personalized vision care from a
VSP network doctor for you and your family.

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

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

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

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

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

More Ways
to Save

Extra

$20
to spend on

Featured Frame Brands†

and more

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

+
Up to

40%
Savings on

lens enhancements‡

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

Enroll through your employer today.
Contact us: 800.877.7195 or vsp.com
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Your VSP Vision Benefits Summary
Hawkeye Area Community Action Program and VSP
provide you with an affordable vision plan.

FREQUENCYCOPAYDESCRIPTIONBENEFIT
Your Coverage with a VSP Provider

Every calendar year$10WELLVISION EXAM Focuses on your eyes and overall wellness
Up to $39Routine retinal screening

Available as neededESSENTIAL MEDICAL
EYE CARE

Retinal imaging for members with diabetes covered-in-full
$20 per examAdditional exams and services beyond routine care to treat

immediate issues from pink eye to sudden changes in vision or
to monitor ongoing conditions such as dry eye, diabetic eye
disease, glaucoma, and more.
Coordination with your medical coverage may apply. Ask your
VSP network doctor for details.

See frame and lenses$25PRESCRIPTION GLASSES

Every other calendar year
Included in
Prescription

Glasses
FRAME⁺

$150 Featured Frame Brands allowance
$130 frame allowance
20% savings on the amount over your allowance
$130 Walmart/Sam's Club frame allowance
$70 Costco frame allowance

Every calendar year
Included in
Prescription

Glasses
LENSES

Single vision, lined bifocal, and lined trifocal lenses
Impact-resistant lenses for dependent children

Every calendar year

$0

LENS ENHANCEMENTS

Standard progressive lenses
$95 - $105Premium progressive lenses
$150 - $175Custom progressive lenses

Average savings of 30% on other lens enhancements

Every calendar yearUp to $60CONTACTS (INSTEAD
OF GLASSES)

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

Glasses and Sunglasses

ADDITIONAL SAVINGS

Discover all current eyewear offers and savings at vsp.com/offers.
20% savings on unlimited additional pairs of prescription or non-prescription glasses/sunglasses, including
lens enhancements, from a VSP provider within 12 months of your last WellVision Exam.

Laser Vision Correction
Average of 15% off the regular price; discounts available at contracted facilities.

Exclusive Member Extras for VSP Members
Contact lens rebates, lens satisfaction guarantees, and more offers at vsp.com/offers.
Save up to 60% on digital hearing aids with TruHearing®. Visit vsp.com/offers/special-offers/hearing-aids for
details.
Enjoy everyday savings on health, wellness, and more with VSP Simple Values.

YOUR COVERAGE GOES FURTHER IN-NETWORK
With so many in-network choices, VSP makes it easy to get the most out of your benefits. You’ll have access to preferred private practice, retail, and
online in-network choices. Log in to vsp.com to find an in-network provider.

†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.
+Coverage with a retail chain may be different or not apply.

VSP guarantees member satisfaction from VSP 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. TruHearing is not available directly
from VSP in the states of California and Washington. Premier Edge is not available for some members in the state of Texas.

To learn about your privacy rights and how your protected health information may be used, see the VSP Notice of Privacy Practices on vsp.com.

©2023 Vision Service Plan. All rights reserved.
VSP, Eyeconic, and WellVision Exam are registered trademarks, and VSP LightCare and VSP Premier Edge are trademarks of Vision Service Plan. Flexon and Dragon are registered
trademarks of Marchon Eyewear, Inc. All other brands or marks are the property of their respective owners. 102898 VCCM Classification: Restricted

 

PROVIDER NETWORK: 

VSP Choice

EFFECTIVE DATE: 

1/01/2025
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Flexible Spending Accounts
Eligibility Based on Medical Plan Election

Flexible Spending Accounts (FSA’s) offer another way to save money on health care and 
dependent care expenses. You may submit expenses incurred by any of your dependents, 
whether or not they are covered by the insurance plans you have through your employer. 
Employees need not be enrolled in either medical plan to participate in FSAs.

If you enroll, you fund the accounts via a payroll deduction each pay period. The minimum 
contribution is $10 per pay. Money that you contribute to your FSAs is not subject to social 
security taxes, federal, and in most cases, state income taxes.

How it works
Non-HSA

Participants
HSA

ParticipantsAccount
Employee-funded. Can use funds for all healthcare related 
expenses. Federal regulations do not allow participation in an 
HSA and this type of account.

✓✗Healthcare FSA

Employee-funded. Can use funds for all dependent care related 
expenses such as day care, nursery school, or elder care.✓✓Dependent Care FSA

“Use it or lose it” FSA Rollover Provision - HCFSAs only
HACAP has elected to participate in the FSA rollover provision, allowing employees to rollover up to $500 from one plan year to 
the next. You must be enrolled in an HCFSA both plan years. You are still encouraged to consider your expenses carefully before 
you decide how much to contribute to each Flexible Spending Account. As a reminder, your election will cover the period from 
January 1 through December 31. You should not contribute more than you are reasonably certain to use.

Health Care Flexible Spending Account (HCFSA)
Federal regulations do not allow participation in an HSA and this type of account. Eligible health care 
expenses include many of the out-of-pocket expenses you pay to maintain your health and well-being. 
These include deductibles and coinsurance expenses not covered by your medical plan, expenses for 
glasses or contact lenses, and more.
*As of printing, the IRS had not released the 2025 contribution limit.

Dependent Care Flexible Spending Account (DCFSA)
You may use pre-tax dollars from your DCFSA to pay expenses for care when the services enable you and 
your spouse to work outside of the home. These include expenses for the care of a dependent child, spouse 
or elderly parent inside your home. Also included are baby-sitters, nursery schools, and day care centers.

Only the portion of expenses that enable you to remain employed are eligible. Educational expenses are not 
eligible.

HCFSA Annual 
Contribution Limit:

*$3,200
DCFSA Annual 

Contribution Limit:

$5,000
Or $2,500 if you are 
married and file a 

separate tax return.

The FSA Plan Year is January 1 until December 31. FSA 
Open Enrollment is held annually in December.
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Flexible Spending Accounts cont.

Eligible Dependents
Regarding your Dependent Care FSA, the IRS defines an eligible 
dependent as:
• A child under the age of 13 and may be claimed as a 

deduction for personal exemption under Code Section 151(c).
• A spouse who is physically or mentally incapable of selfcare.
• A disabled person who is physically or mentally incapable of 

self-care who you provide more than 50% support, and who 
qualifies as your dependent under Code Section 152.

FSA Claims & Reimbursements
Current Account Users: Requests for reimbursement from your FSA 
may be made online at www.isolvedbenefitservices.com or by 
completing a claim form. You can also download the iFlex App.  

New Account Users – Online setup Please visit 
www.isolvedbenefitservices.com to register for the FSA web site. 
1. You will be required to set up a username and password.

Get started with iFlex Mobile App in minutes.

Changing Your Contribution Amount

Federal regulations prohibit you from changing your enrollment or the amount of your election during the plan year. You are only eligible 
to change your elections during the year if you have a life event status change. Only benefit changes consistent with the change in status 
are permitted. Life event status changes that may warrant a change in benefit elections are described on page 3 and 4 of this guide.

FSA Debit Card

An FSA debit card is provided to all HCFSA participants 
and is available for Dependent Care participants. The 
debit card is similar to a bank account debit card that 
allows you to remove funds from your FSA at a 
merchant payment terminal. By using the debit card 
to purchase eligible expenses, you avoid paying for a 
purchase with money out of your pocket. Remember, 
you still must keep your receipts even when you use 
the debit card.

Periodically, the IRS requires proof of purchase.

iSolved FSA Mobile App

Get your benefits on the go! Save time and hassles with iSolved FSA Mobile 
App. The app provides the following features:

• Account balances and details
• View Profile Details
• Upload Claims and Submit Receipts
• Recent Transactions and Detail
• View Card PIN

• View all email and SMS alerts
• View Dependents
• View Card Details
• and more…
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HACAP - 2025 Employee Benefits Guide

Basic Life and AD&D Insurance

Voluntary Life Insurance

Plan Cost: 100% Employer Paid

Basic Life Insurance
Life insurance provides financial protection for your family in the event of your 
death. HACAP offers all employees life and accidental death and 
dismemberment insurance through The Hartford with an issue amount of
$25,000. HACAP covers the cost of this benefit.

Your benefit amount will reduce by 45% at age 70.

Employee Voluntary Life
Benefit Amount: increments of $10,000 
Non-Medical Maximum Benefit: $200,000
Maximum Benefit: the lesser of 5x Annual Base Earnings or $500,000

Spousal Voluntary Life
Benefit Amount: increments of $5,000 
Non-Medical Maximum Benefit: $30,000 
Maximum Benefit: $100,000
Spouse amount cannot exceed 100% of the employee’s Supplemental Life benefit.

Dependent Child Voluntary Life
Benefit Amount: increments of $2,000
Non-Medical Maximum Benefit: $10,000
Maximum Benefit: $10,000

Portability Options for Basic 
& Voluntary Life
If your coverage under the Policy ends prior to age 
70, for any of the following reasons:

a. termination of employment; or
b. termination of membership in an 

eligible class under the Policy;
c. Conversion and portability are not 

available for AD&D coverage.

Life Insurance Benefits may be continued up to 
the Maximum Benefit shown in the Schedule of 
Benefits for this option.

You must apply to the Insurance Company and 
pay the required premium. If you continue 
coverage, coverage for your Spouse or 
Dependent Child may also be continued by you. 
Your Spouse or Dependent Child must be 
covered under the Policy on the date coverage 
would otherwise end. The application must be 
submitted:

a. within 31 days of your termination of 
employment or membership in an eligible 
class under the Policy; or

b. during the time that you have to 
exercise the Conversion Privilege.

Coverage under this option may not be 
elected at a later date.

Increase Your Coverage

You may elect to increase your life insurance coverage for 
yourself, your spouse and your dependent children – all at an 
affordable group rate provided by The Hartford. This coverage 
comes in the following increments:
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B  EFIL MRET PUORG CISA a & HTAED LATNEDICCA dn  
D TNEMREBMEMSI   STHGILHGIH TIFENEB ECNARUSNI

T  efiL tuoba erom nrael o a D&DA dn   tisiv ,ecnarusni
w -eeyolpme/moc.droftraheht.ww
b  seeyolpme/stfiene

H  .cnI ,margorP noitcA ytinummoC aerA eyekwa
T ecnarusni )D&DA( tnemrebmemsiD dna htaeD latnediccA dna efiL mret puorg eh  
a yam ylimaf ruoy dna uoy taht noitcetorp artxe sevig reyolpme ruoy hguorht elbaliav  
n ni egarevoc uoy gnidivorp yb noitcetorp laicnanfi sreffo ecnarusni D&DA dna efiL .dee  
c efiL .ytiliba gninrae-emocni ruoy syortsed taht tnedicca na ro htaed ylemitnu na fo esa  
b  .htaed ruoy fo tneve eht ni mus pmul a ni seiraicfieneb ruoy ot desrubsid era stfiene
 

 

 

More than half of Americans 

(53%) expressed a 

heightened need for life 

insurance because of 

COVID-19.1 

APPLICANT LIFE COVERAGE AD&D COVERAGE

Employee  Benefit2 : $25,000 AD&D: Included

AD&D BENEFITS – PERCENT OF COVERAGE AMOUNT PER ACCIDENT

LOSS FROM ACCIDENT COVERAGE 
Life 100% 

 100% 
 100% 

Speech and Hearing in Both Ears 100% 
 100% 

Movement of Both Upper and Lower Limbs (Quadriplegia) 100% 
Movement of Both Lower Limbs (Paraplegia) 75% 
Movement of Three Limbs (Triplegia) 75% 
Movement of the Upper and Lower Limbs of One Side of the Body (Hemiplegia) 50% 

 50% 
Sight of One Eye 50% 
Speech or Hearing in Both Ears 50% 
Movement of One Limb (Uniplegia) 25% 

 25% 

C  ot pu rucco nac htaed ro stnedicca derevo 3 syad 56  deecxe ton lliw tnedicca emas eht ot eud sessol lla rof tfieneb latot ehT .tnedicca eht retfa  
1 %00   .tnuoma egarevoc ruoy fo

C  NOITAMROFNI EGAREVO

 

 
 

 
 
ASKED & ANSWERED
WHO IS ELIGIBLE?
You are eligible if you are an active full time employee who works at least 30 hours per week on a regularly scheduled basis.
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1L  .0202 ,41 rebotcO no deweiv sa ,fdp.lanfi-0202-stcaf-mail/steehs-tcaf/knat-tcaf/moorswen/armil/stessalabolg/moc.armil.www//:sptth :0202 efiL tuobA stcaF ,ARMI
 
T  kcaB ruoY toG s’kcuB eh ® 

T si ecfifO emoH .ynapmoC ecnarusnI tnediccA dna efiL droftraH ynapmoc gnitirwrednu gnidulcni ,seiraidisbus sti dna .cnI ,puorG secivreS laicnaniF droftraH ehT si ®droftraH eh  
H fo noitcuder ,snoitatimil ,snoisulcxe liated evoba detsil ynapmoc gnitirwrednu eht yb nettirwrednu seiciloP .ycilop eht fo snoitidnoc dna smret eht ot tcejbus era stfieneb llA .TC ,droftra  
b ni tub ,debircsed ecnarusni eht fo esoprup lareneg eht snialpxe tnemucod sthgilhgiH tfieneB sihT .deunitnocsid ro ecrof ni deunitnoc eb yam seicilop eht hcihw rednu smret dna stfiene  
n eht ni era sliated etelpmoC .ylppa ycilop eht fo smret eht ,ycilop eht dna tnemucod siht neewteb ycnapercsid a fo tneve eht nI .deussi yllautca sa ycilop eht stceffa ro segnahc yaw o  
C  .droftraH ehT 0202 © .ytilibaliava etats ot tcejbus era stfieneB .redlohycilop eht ot deussi sa yciloP retsaM eht dna laudividni derusni hcae ot deussi ecnarusnI fo etacfiitre
 
T s’droftraH ehT gnidrager noitamrofni lanoitidda roF .stcudorp ruo fo ecivres dna elas eht rof ,srehto sa llew sa ,srecudorp lanretxe dna lanretni htob setasnepmoc droftraH eh  
c   .tnelaviuqe etats ro ,0011-DBG ,0001-DBG sedulcni seireS mroF efiL .noitasnepmoc-recudorp-stfieneb-puorg/moc.droftraheht//:ptth etisbew ruo weiver esaelp ,secitcarp noitasnepmo
5  12/70 SN b2695 dna a269

A  ?EGAREVOC DEETNARAUG I M
T .htlaeh ruoy tuoba noitamrofni edivorp ot gnivah tuohtiw elbaliava si ti - egarevoc eussi deetnaraug si ecnarusni sih  
 
A  .htlaeh ruoy tuoba noitamrofni edivorp ot gnivah tuohtiw elbaliava si D&D
 
W  ?LLORNE I NAC NEH
Y  .yraicfieneb a etangised tsum uoy ,os enod ydaerla ton evah uoy fI .egarevoc siht rof uoy llorne yllacitamotua lliw reyolpme ruo
 
W  ?NIGEB ECNARUSNI SIHT SEOD NEH
T  .elbigile emoceb uoy etad eht no uoy rof evitceffe emoceb lliw ecnarusni sih
 
Y  .tceffe sekat egarevoc ruoy yad eht no reyolpme ruoy htiw krow ta ylevitca eb tsum uo  
 
W  ?DNE ECNARUSNI SIHT SEOD NEH
T  uoy nehw dne lliw ecnarusni sih n ylevitca regnol on era uoy ,diapnu si muimerp ,snoitidnoc ytilibigile elbacilppa eht yfsitas regnol o  
w   .dereffo regnol on si egarevoc eht ro ,reyolpme ruoy evael uoy ,gnikro
 
C  ?PUORG SIHT FO REBMEM A REGNOL ON MA RO REYOLPME YM EVAEL I FI ECNARUSNI SIHT PEEK I NA
Y laudividni na ro etacfiitrec ytilibatrop puorg a rednu uoy rof deunitnoc eb yam egarevoC .uoy htiw egarevoc efil siht ekat nac uoy ,se  
c .etacfiitrec eht ni debircsed era ytilibatrop dna noisrevnoc rof stneve gniyfilauq dna smret cfiiceps ehT .etacfiitrec efil noisrevno  
C  .egarevoc D&DA rof elbaliava ton era ytilibatrop dna noisrevno
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LIMITATIONS & EXCLUSIONS 

G  ECNARUSNI EFIL PUOR
G   SNOISULCXE DNA SNOITATIMIL LARENE

• 5  57 ega ta %07 dna 07 ega ta %5
• Y  .setarotcetorp dna seirotirret sti ,setatS detinU eht fo tnediser lagel ro nezitic a eb tsum uo

5  .tnelaviuqe etats ro ,0011-DBG ,0001-DBG sedulcni seireS mroF efiL 12/50 SN a269

•  E  ?yciloP ehT rednu derevoc ton si tahW )tfieneB detareleccA eht dna tfieneB ecnarusnI efiL eht tpecxe stfieneb lla ot elbacilppA( :snoisulcx
•  T  :yb ot detubirtnoc ro desuac ssol yna revoc ton seod yciloP eh

•   a  ;kcohs citcalyhpan
•   a  ;noitaixyhpsa citore-otua fo mrof yn
•   f  ;elciheV rotoM a ni regnessap a sa gnidir ro gnivird elihw tleB taeS a raew ot erulia
•   i  ;yrujnI detciflni-fles yllanoitnetn
•   s  ;msyruena ro sisobmorht yranoroc ,kcatta traeh ro noitcrafni laidracoym ,tneve ro tnedicca ralucsavoidrac ,tneve ro tnedicca ralucsavorberec ro ekort
•   s  ;enasni ro enas rehtehw ,edicius detpmetta ro ediciu
•   w  ;ton ro deralced rehtehw ,raw fo tca ro ra
•   i lanoitaN ro evreseR tpecxe ytirohtua lanoitanretni ro yrtnuoc yna fo )ria ,retaw ,dnal( secrof demra eht fo rebmem a sa ytud evitca emit-lluf no elihw deniatsus yrujn  

G  ;ecivreS drau
•   i  ;tfarcriA tropsnarT yratiliM ro ,tfarcriA cilbuP ro liviC a tpecxe tfarcria yna nO elihw deniatsus yrujn
•   i  :tfarcria yna nO elihw deniatsus yrujn

•      a  ;tolip tneduts ro rebmemwerc ,tolip a s
•      a   ;renimaxe ro rotcurtsni thgifl a s
•      i  ro ;yciloP ehT rednu derevoc era snosrep elbigile esohw noitazinagro ro reyolpmE yna ro ,redlohyciloP eht fo flaheb no ro yb desael ro detarepo ,denwo si ti f
•      b  ;stset ecnarudne ro gnicar ,gniyfl tnuts ,sesoprup latnemirepxe ,stset rof desu gnie

•   i ro yb debircserp sa sselnu ,snegonicullah ro ,senimatehpma ,setarutibrab ,scitocran ,sevitades ot detimil ton tub gnidulcni ,sgurd gnikat elihw deniatsus yrujn  
a  naicisyhP a yb deretsinimd

•   i  ;sdnuorg gnivorp ro syawdeeps ,skcart no elciheV rotoM yna gnitset ro ecar deludehcs a ni gnivird ro gnidir elihw deniatsus yrujn
•   i  ;ynolef a timmoc ot gnitpmetta ro gnittimmoc elihw deniatsus yrujn
•   i  ;detacixotnI elihw deniatsus yrujn
•   i  ;detacixotnI elihw gnivird elihw deniatsus yrujn
•   i   ;snoitcurtsni gnithgil s’rerutcafunam eht gniwollof ton nehw skrowerfi lagel yna fo esu eht ro skrowerfi lagelli yb deniatsus yrujn
•   d  ro ;swal gnivird detcartsid ro esu ecived ralullec elbacilppa yna gnitaloiv dna gnivir
•   f  .ekib rotom fo epyt rehto yna ro )VTA( elcihev niarret-lla ,elcycib ,elcycrotom a nO regnessap a sa gnidir ro nO elihw temleh a raew ot erulia

•  Y  .setarotcetorp dna seirotirret sti ,setatS detinU eht fo tnediser lagel ro nezitic a eb tsum uo
D  SNOITINIFE

•  L dna eritne ,gniraeh ro hceeps ,thgis ot drager htiw ;stnioj elkna ro tsirw evoba ro hguorht ecnareves lautca ,teef dna sdnah ot drager htiw ,snaem sso  
i ,tnemevom ot drager htiw ;stnioj laegnalahpopracatem eht evoba ro hguorht ecnareves lautca ,regnif xedni dna bmuht ot drager htiw ;foereht ssol elbarevocerr  
c  .sbmil hcus fo sisylarap elbisreverri dna etelpmo

•  I  uoy elihw srucco hcihw ,sesuac rehto lla fo tnednepedni ,tnedicca na morf yltcerid gnitluser yrujni ylidob snaem yrujn h  .egarevoc eva
5  .tnelaviuqe etats ro ,0031-DBG ,0001-DBG sedulcni seireS mroF tnediccA 12/50 SN c269
 

T fo ypoc A .egarevoc ecnarusni siht rof snoisulcxe dna ,snoitatimil ,snoisivorp lla sliated etacfiitrec ehT .snoisulcxe dna snoitatimil niatrec sedulcni egarevoc ecnarusni sih  
t  .reyolpme ruoy morf deniatbo eb nac etacfiitrec eh
 

 
G  ECNARUSNI TNEMREBMEMSID & HTAED LATNEDICCA PUOR
G   SNOISULCXE DNA SNOITATIMIL LARENE

•  5  57 ega ta %07 dna 07 ega ta %5

 
 
 
T  kcaB ruoY toG s’kcuB eh ® 

T eht ot tcejbus era stifeneb llA .TC ,droftraH si eciffO emoH .ynapmoC ecnarusnI tnediccA dna efiL droftraH ynapmoc gnitirwrednu gnidulcni ,seiraidisbus sti dna .cnI ,puorG secivreS laicnaniF droftraH ehT si ®droftraH eh  
t ro ecrof ni deunitnoc eb yam seicilop eht hcihw rednu smret dna stifeneb fo noitcuder ,snoitatimil ,snoisulcxe liated evoba detsil ynapmoc gnitirwrednu eht yb nettirwrednu seiciloP .ycilop eht fo snoitidnoc dna smre  
d tnemucod siht neewteb ycnapercsid a fo tneve eht nI .deussi yllautca sa ycilop eht stceffa ro segnahc yaw on ni tub ,debircsed ecnarusni eht fo esoprup lareneg eht snialpxe tnemucod sthgilhgiH tifeneB sihT .deunitnocsi  
a  .ytilibaliava etats ot tcejbus era stifeneB .redlohycilop eht ot deussi sa yciloP retsaM eht dna laudividni derusni hcae ot deussi ecnarusnI fo etacifitreC eht ni era sliated etelpmoC .ylppa ycilop eht fo smret eht ,ycilop eht dn
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V  EFIL MRET PUORG YRATNULO a & HTAED LATNEDICCA dn  
D  TNEMREBMEMSI I  STHGILHGIH TIFENEB ECNARUSN

More than half of Americans 

(53%) expressed a 

heightened need for life 

insurance because of 

COVID-19.1 

A  TNACILPP L  EGAREVOC EFI A  EGAREVOC D&D

E  eeyolpm B tfiene 2: I  fo stnemercn $ 000,01   
M  :mumixa t  000,005$ ro sgninrae x5 fo ressel eh A  :D&D I dedulcn   

S  esuop B tfiene 2: I  fo stnemercn $ 000,5 .  
M  fo ressel eht :mumixa 1 %00   ruoy fo s latnemelppu   ro egarevoc $  000,001 A  :D&D I dedulcn   

C  )ner(dlih B  :tfiene I  fo stnemercn $  000,2
M  :mumixa $  000,01 A  :D&D I dedulcn   

p y [
AD&D BENEFITS – PERCENT OF COVERAGE AMOUNT PER ACCIDENT 

LOSS FROM ACCIDENT COVERAGE 
Life 100% 

 100% 
 100% 

Speech and Hearing in Both Ears 100% 
 100% 

Movement of Both Upper and Lower Limbs (Quadriplegia) 100% 
Movement of Both Lower Limbs (Paraplegia) 75% 
Movement of Three Limbs (Triplegia) 75% 
Movement of the Upper and Lower Limbs of One Side of the Body (Hemiplegia) 50% 

 50% 
Sight of One Eye 50% 
Speech or Hearing in Both Ears 50% 
Movement of One Limb (Uniplegia) 25% 

 25% 

C  ot pu rucco nac htaed ro stnedicca derevo 3 syad 56  deecxe ton lliw tnedicca emas eht ot eud sessol lla rof tfieneb latot ehT .tnedicca eht retfa  
1 %00   .tnuoma egarevoc ruoy fo

C  NOITAMROFNI EGAREVO

 

 

 

  

 

3Y  .tnuoma lanigiro eht ot deilppa eb lliw snoitcudeR .57 ega ta %07 dna 07 ega ta %55 yb decuder eb lliw tfieneb ruo
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T  efiL tuoba erom nrael o a D&DA dn   tisiv ,ecnarusni
w  seeyolpme/stfieneb-eeyolpme/moc.droftraheht.ww

H  .cnI ,margorP noitcA ytinummoC aerA eyekwa
T ecnarusni )D&DA( tnemrebmemsiD dna htaeD latnediccA dna efiL mret puorg eh  
a artxe eht esahcrup ot yaw elbadroffa ,trams a si reyolpme ruoy hguorht elbaliav  
p laicnanfi sreffo ecnarusni D&DA dna efiL .deen yam ylimaf ruoy dna uoy taht noitcetor  
p taht tnedicca na ro htaed ylemitnu na fo esac ni egarevoc uoy gnidivorp yb noitcetor  
d a ni seiraicfieneb ruoy ot desrubsid era stfieneb efiL .ytiliba gninrae-emocni ruoy syortse  
l  .htaed ruoy fo tneve eht ni mus pmu
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1L   .0202 ,41 rebotcO no deweiv sa ,fdp.lanfi-0202-stcaf-mail/steehs-tcaf/knat-tcaf/moorswen/armil/stessalabolg/moc.armil.www//:sptth :0202 efiL tuobA stcaF ,ARMI
3R  .sisab ssalc a no degnahc eb yam stfieneb ro/dna seta R sa yadhtrib ruoy gniwollof ro no etad yrasrevinna ycilop eht no esaercni dna nosrep derusni eht fo ega eht no desab era seta  
y  .yrogetac ega wen hcae retne uo
 
T  kcaB ruoY toG s’kcuB eh ® 
T era stfieneb llA .TC ,droftraH si ecfifO emoH .ynapmoC ecnarusnI tnediccA dna efiL droftraH ynapmoc gnitirwrednu gnidulcni ,seiraidisbus sti dna .cnI ,puorG secivreS laicnaniF droftraH ehT si ®droftraH eh  
s eb yam seicilop eht hcihw rednu smret dna stfieneb fo noitcuder ,snoitatimil ,snoisulcxe liated evoba detsil ynapmoc gnitirwrednu eht yb nettirwrednu seiciloP .ycilop eht fo snoitidnoc dna smret eht ot tcejbu  
c a fo tneve eht nI .deussi yllautca sa ycilop eht stceffa ro segnahc yaw on ni tub ,debircsed ecnarusni eht fo esoprup lareneg eht snialpxe tnemucod sthgilhgiH tfieneB sihT .deunitnocsid ro ecrof ni deunitno  
d eht ot deussi sa yciloP retsaM eht dna laudividni derusni hcae ot deussi ecnarusnI fo etacfiitreC eht ni era sliated etelpmoC .ylppa ycilop eht fo smret eht ,ycilop eht dna tnemucod siht neewteb ycnapercsi  
p  .droftraH ehT 0202 © .ytilibaliava etats ot tcejbus era stfieneB .redlohycilo
 
T esaelp ,secitcarp noitasnepmoc s’droftraH ehT gnidrager noitamrofni lanoitidda roF .stcudorp ruo fo ecivres dna elas eht rof ,srehto sa llew sa ,srecudorp lanretxe dna lanretni htob setasnepmoc droftraH eh  
r  .tnelaviuqe etats ro ,0011-DBG ,0001-DBG sedulcni seireS mroF efiL .noitasnepmoc-recudorp-stfieneb-puorg/moc.droftraheht//:ptth etisbew ruo weive
 
5  a269 a b2695 dn   12/70 SN
 

P  SMUIMER
S .teehskroW muimerP efiL eht ee 3 

 
A  DEREWSNA & DEKS
W  ?ELBIGILE SI OH
Y  .sisab deludehcs ylraluger a no keew rep sruoh 03 tsael ta skrow ohw eeyolpme emit lluf evitca na era uoy fi elbigile era uo
 
Y  .62 ega rednu eb tsum )ner(dlihc ynA .egarevoc rof elbigile osla era )ner(dlihc dna esuops ruo
 
C  ?RENTRAP NOINU LIVIC RO CITSEMOD YM ERUSNI I NA
Y dna dezingocer sa ,tnelaviuqe ro rentrap noinu livic ,rentrap citsemod ruoy sedulcni tnemucod siht ni ”esuops“ ot ecnerefer ynA .se  
a  .wal elbacilppa yb dewoll
 
A  ?EGAREVOC DEETNARAUG I M
I  fo tnuoma eussi deetnaraug eht sdeecxe taht tnuoma na tcele dna elbigile ylwen era uoy f $ 000,002 , edivorp ot deen lliw uoy  
e dna elbigile ylsuoiverp erew uoy fI .evitceffe emoceb nac ssecxe eht erofeb droftraH ehT ot yrotcafsitas si taht ytilibarusni fo ecnediv  
a ytilibarusni fo ecnedive edivorp ot deen lliw uoy ,egarevoc tnerruc ruoy esaercni ot gnitcele ro emit tsrfi eht rof egarevoc gnitcele er  
t  .evitceffe emoceb nac egarevoc erofeb droftraH ehT ot yrotcafsitas si tah
 
I  fo tnuoma eussi deetnaraug eht sdeecxe taht tnuoma na tcele dna elbigile ylwen era uoy f $ 000,05 , edivorp ot deen lliw esuops ruoy  
e dna elbigile ylsuoiverp erew uoy fI .evitceffe emoceb nac ssecxe eht erofeb droftraH ehT ot yrotcafsitas si taht ytilibarusni fo ecnediv  
a edivorp ot deen lliw esuops ruoy ,egarevoc tnerruc s'esuops ruoy esaercni ot gnitcele ro emit tsrfi eht rof egarevoc gnitcele er  
e  .evitceffe emoceb nac egarevoc erofeb droftraH ehT ot yrotcafsitas si taht ytilibarusni fo ecnediv
 
T  .htlaeh s’)ner(dlihc ruoy tuoba noitamrofni edivorp ot gnivah tuohtiw elbaliava si ti – egarevoc eussi deetnaraug si ecnarusni sih
 
A  .htlaeh s’ylimaf ruoy ro ruoy tuoba noitamrofni edivorp ot gnivah tuohtiw elbaliava si D&D
 
H  ?ECNARUSNI SIHT ROF YAP I OD WO
P uoy serusne sihT .ssecorp tnemllorne eht gnirud uoy yb dezirohtua sa ,noitcuded lloryap hguorht diap yllacitamotua eb lliw smuimer  
d  .tnemyap a gnissim ro kcehc a gnitirw tuoba yrrow ot evah t’no
 
W  ?LLORNE I NAC NEH
Y doirep tnemllorne deludehcs yna gnirud llorne yam uo   nihtiw 31 sutats ylimaf ni egnahc a evah uoy etad eht fo syad ,  nihtiw ro 31 
d reyolpme ruoy yb dehsilbatse doirep gnitiaw ytilibigile yna fo noitelpmoc eht fo sya . 
 
W  ?NIGEB ECNARUSNI SIHT SEOD NEH
S ecnarusni ,reyolpme ruoy yb dehsilbatse doirep gnitiaw ytilibigile yna ot tcejbu  fo smret eht htiw ecnadrocca ni evitceffe emoceb lliw  
t  .)egarevoc tcele uoy etad eht gniwollof htnom eht fo yad tsrfi eht yllausu( etacfiitrec eh
 
Y  .tceffe sekat egarevoc ruoy yad eht no reyolpme ruoy htiw krow ta ylevitca eb tsum uo  
 
Y )ytilicaf erac/latipsoh a ni ro emoh ta( denfinoc eb ton dna seitivitca lamron gnimrofrep eb tsum )ner(dlihc dna esuops ruo , sselnu  
a reirrac roirp eht htiw derusni ydaerl . 
 
W  ?DNE ECNARUSNI SIHT SEOD NEH
T  uoy nehw dne lliw ecnarusni sih ( ))s(tnedneped ruoy ro  ro ,diapnu si muimerp ,snoitidnoc ytilibigile elbacilppa eht yfsitas regnol on  
t   .dereffo regnol on si egarevoc eh
 
C  ?PUORG SIHT FO REBMEM A REGNOL ON MA RO REYOLPME YM EVAEL I FI ECNARUSNI SIHT PEEK I NA
Y ytilibatrop puorg a rednu )s(tnedneped ruoy dna uoy rof deunitnoc eb yam egarevoC .uoy htiw egarevoc efil siht ekat nac uoy ,se  
c cfiiceps ehT .secnatsmucric niatrec ni ecnarusni eunitnoc osla yam esuops ruoY .etacfiitrec efil noisrevnoc laudividni na ro etacfiitre  
t  .etacfiitrec eht ni debircsed era ytilibatrop dna noisrevnoc rof stneve gniyfilauq dna smre C D&DA rof elbaliava ton si noisrevno  
c  .egarevoc D&DA rof elbaliava eb yam ytilibatroP .egarevo
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2025 Employee Benefits Guide - HACAP

Voluntary Long-Term Disability

Short-Term Disability
To ensure your income will continue if you are unable to work due 
to a disability that extends for more than 7 consecutive days, 
HACAP provides short-term disability (STD). Benefits are payable 
for a non-occupational injury or illness that keep you from 
performing  the normal duties of your job. If a medical condition is 
job-related, it is considered Workers’ Compensation rather than 
STD.

Benefits Start: On the 8th day
Benefit Amount: 60% of basic weekly earnings up to $1,800 / week
Benefit Duration: 25 weeks

Pre-Existing Condition Limitations
The carrier will not pay benefits for any period of Disability caused or contributed to by, or resulting from, a Pre-existing 
Condition. A “Pre-existing Condition” means any Injury or Sickness for which you incurred expenses, received medical 
treatment, care or services including diagnostic measures, took prescribed drugs or medicines, or for which a reasonable 
person would have consulted a Physician within 3 months before your most recent effective date of insurance.

The Pre-existing Condition Limitation will apply to any added benefits or increases in benefits. This limitation will not apply to a 
period of Disability that begins after you are covered for at least 12 months after your most recent effective date of insurance, 
or the effective date of any added or increased benefits.

Plan Cost: 100% Employer Paid

Voluntary Long-Term Disability (LTD) insurance helps replace a portion of your income for an extended period of time. Eligibility for 
long-term benefits is generally defined as if, due to sickness, pregnancy or accidental injury, you are receiving appropriate care and 
treatment and are complying with the requirements of the treatment and you are unable to earn more than 80% of your pre-
disability earnings at your own occupation for any employer in your local economy.

Benefits Start After: 180 days
Benefit Amount: 60% of pre-disability monthly earnings
Maximum Benefit: $5,000 per month
Benefit Duration: The later of your SSNRA* or the Maximum Benefit Period.

*SSNRA means the Social Security Normal Retirement Age in effect under the Social Security Act on the Policy Effective Date.

Plan Cost: 100% EMPLOYEE Paid
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COVERAGE INFORMATION 

GROUP SHORT-TERM DISABILITY INSURANCE 
BENEFIT HIGHLIGHTS 

 

Just over 1 in 4 of today’s 

20 year-olds will become 

disabled before they retire 

(age 67).1 
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T  tisiv ,ecnarusni ytilibasiD mreT-trohS tuoba erom nrael o
w  seeyolpme/stfieneb-eeyolpme/moc.droftraheht.ww

H  .cnI ,margorP noitcA ytinummoC aerA eyekwa
A shtnom ot dael nac ssenlli suoires ro ,ycnangerp ,yrujni kcab A .enoyna ot neppah nac ytilibasid  
w -krow-non a ot eud emit fo doirep trohs a rof krow ot elbanu er’uoy fI .kcehcyap raluger a tuohti
r gniyap yb noitcetorp laicnanif sreffo ecnarusni ytilibasid mret-trohs ,yrujni ro ssenlli ,noitidnoc detale  
y  .sgninrae ruoy fo noitrop a uo
 

 

B   TIFENE
P  EGATNECRE
(  )SGNINRAE RUOY FO TNECREP

6  %0

M  MUMIXA

$  008,1

M  MUMINI

$  52

S  TIFENEB SSENKCI
S  STRAT

O  eht n 8th  yad

I TIFENEB YRUJN  
S  STRAT

O  eht n 8th  yad

B TIFENE  
D  NOITARU

25  skeew

 
1U  fdp.tla-tcafcisab/steehstcaf/sserp/swen/vog.ass.www//:sptth 0202 rebotcO 41 .beW .teehS tcaF noitartsinimdA ytiruceS laicoS .S.
 
T  kcaB ruoY toG s’kcuB eh ®  
T eht ot tcejbus era stfieneb llA .TC ,droftraH si ecfifO emoH .ynapmoC ecnarusnI tnediccA dna efiL droftraH ynapmoc gnitirwrednu gnidulcni ,seiraidisbus sti dna .cnI ,puorG secivreS laicnaniF droftraH ehT si ®droftraH eh  
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d tnemucod siht neewteb ycnapercsid a fo tneve eht nI .deussi yllautca sa ycilop eht stceffa ro segnahc yaw on ni tub ,debircsed ecnarusni eht fo esoprup lareneg eht snialpxe tnemucod sthgilhgiH tfieneB sihT .deunitnocsi  
a © .ytilibaliava etats ot tcejbus era stfieneB .redlohycilop eht ot deussi sa yciloP retsaM eht dna laudividni derusni hcae ot deussi ecnarusnI fo etacfiitreC eht ni era sliated etelpmoC .ylppa ycilop eht fo smret eht ,ycilop eht dn  
2  .droftraH ehT 020
T etisbew ruo weiver esaelp ,secitcarp noitasnepmoc s’droftraH gnidrager noitamrofni lanoitidda roF .stcudorp ruo fo ecivres dna elas eht rof ,srehto sa llew sa ,srecudorp lanretxe dna lanretni htob setasnepmoc droftraH eh  
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A  DEREWSNA & DEKS
W  ?ELBIGILE SI OH
Y  .sisab deludehcs ylraluger a no keew rep sruoh 03 tsael ta skrow ohw eeyolpme emit lluf evitca na era uoy fi elbigile era uo
 
A  ?EGAREVOC DEETNARAUG I M
T  .htlaeh ruoy tuoba noitamrofni edivorp ot gnivah tuohtiw elbaliava si ti - egarevoc eussi deetnaraug si ecnarusni sih
 
 
W  ?LLORNE I NAC NEH
Y  .egarevoc siht rof uoy llorne yllacitamotua lliw reyolpme ruo
 
W  ?NIGEB ECNARUSNI SIHT SEOD NEH
T ruoy yad eht no reyolpme ruoy htiw krow ta ylevitca eb tsum uoY .elbigile emoceb uoy etad eht no evitceffe emoceb lliw ecnarusni sih  
c  .tceffe sekat egarevo
 
W  ?DNE ECNARUSNI SIHT SEOD NEH
T eht ro ,reyolpme ruoy evael uoy ,diapnu si muimerp ,snoitidnoc ytilibigile elbacilppa eht yfsitas regnol on uoy nehw dne lliw ecnarusni sih  
c   .dereffo regnol on si egarevo
 
W  ?DELBASID EB OT NAEM TI SEOD TAH
D  .reyolpme ruoy htiw etacfiitrec s’droftraH ehT ni denfied si ytilibasi
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LIMITATIONS & EXCLUSIONS 

T fo ypoc A .egarevoc ecnarusni siht rof snoisulcxe dna ,snoitatimil ,snoisivorp lla sliated etacfiitrec ehT .snoisulcxe dna snoitatimil niatrec sedulcni egarevoc ecnarusni sih  
t  .reyolpme ruoy morf deniatbo eb nac etacfiitrec eh
 
G  ECNARUSNI YTILIBASID MRET TROHS PUOR
L  SNOISULCXE DNA SNOITATIMI
G  SNOISULCXE LARENE

•  Y  .stifeneb eviecer ot naicisyhp a fo erac raluger eht rednu eb tsum uo
•  Y  :yb ot detubirtnoc ro desuac era taht seitilibasid rof stnemyap tifeneb ecnarusni ytilibasid eviecer tonnac uo

•   W   )ton ro deralced( raw fo tca ro ra
•   T  ynolef a timmoc ot tpmetta ro ,fo noissimmoc eh
•   A  yrujni detcilfni-fles yllanoitnetni n
•   Y  noitapucco lagelli na ni degagne gnieb ruo
•   S  demialc ylud fi ,diap eb yam ro ,diap era stifeneb noitasnepmoc 'srekrow hcihw rof yrujni ro ssenkci
•   S  tnemyolpme-fles gnidulcni ,reyolpme rehtona rof tiforp ro yap rof krow yna gniod fo tluser a sa deniatsus yrujni ro ssenkci

O  STESFF
•  Y  :sa hcus ,ytilibasid ruoy ot eud eviecer ot elbigile era ro eviecer uoy emocni rehto yb decuder eb lliw stnemyap tifeneb ruo

•   S  )snoitpecxe rof noitces txen ees esaelp( ecnarusni ytilibasid ytiruceS laico
•   O  evah yam uoy egarevoc ecnarusni desab-reyolpme reht
•   U  stifeneb tnemyolpmen
•   S  ssol emocni rof stnemgduj ro stnemeltte
•   R  )nalp noisnep a sa hcus( rof syap yllaitrap ro ylluf reyolpme ruoy taht stifeneb tnemerite

•  Y  :sa hcus ,emocni rehto fo sdnik niatrec yb decuder eb ton lliw stnemyap tifeneb ruo
•   R  delbasid emaceb uoy erofeb meht gniviecer ydaerla erew uoy fi stifeneb tnemerite
•   R  gnirahs-tiforp shgoeK ro sARI ,stnemtsevni ,sgnivas lanosrep ruoy snoitubirtnoc xat-retfa ruoy yb dednuf era taht stifeneb tnemerite
•   M  seicilop ytilibasid lanosrep tso
•   S  sesaercni gnivil-fo-tsoc ytiruceS laico
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T  kcaB ruoY toG s’kcuB eh ® 
T eht ot tcejbus era stifeneb llA .TC ,droftraH si eciffO emoH .ynapmoC ecnarusnI tnediccA dna efiL droftraH ynapmoc gnitirwrednu gnidulcni ,seiraidisbus sti dna .cnI ,puorG secivreS laicnaniF droftraH ehT si ®droftraH eh  
t ro ecrof ni deunitnoc eb yam seicilop eht hcihw rednu smret dna stifeneb fo noitcuder ,snoitatimil ,snoisulcxe liated evoba detsil ynapmoc gnitirwrednu eht yb nettirwrednu seiciloP .ycilop eht fo snoitidnoc dna smre  
d tnemucod siht neewteb ycnapercsid a fo tneve eht nI .deussi yllautca sa ycilop eht stceffa ro segnahc yaw on ni tub ,debircsed ecnarusni eht fo esoprup lareneg eht snialpxe tnemucod sthgilhgiH tifeneB sihT .deunitnocsi  
a  .ytilibaliava etats ot tcejbus era stifeneB .redlohycilop eht ot deussi sa yciloP retsaM eht dna laudividni derusni hcae ot deussi ecnarusnI fo etacifitreC eht ni era sliated etelpmoC .ylppa ycilop eht fo smret eht ,ycilop eht dn
©  .droftraH ehT 0202 
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Name, address and other key identification information
Name of your department and last full day of active work

Your treating physician’s name, address, phone and fax numbers

CLAIMS

Step 2: Have this information ready.

continued

With your information handy, call The Hartford at

(Cut along the dotted line and keep in your wallet.)

Policy Number:

Policy Number:

Your disability program is managed by The

Hartford.

FILE A CLAIM

WITH CONFIDENCE

WWW.THEHARTFORD.COM/MYBENEFITS

922101

M-F, 8 a.m. to 8 p.m., ET

1-888-301-5615

922101

Hawkeye Area Community Action Program, Inc.

1-888-301-5615
or file online at thehartford.com/mybenefits. You'll be assisted by a
caring professional who'll take your information, answer your
questions and file your claim.

Step 3: Make the call or file online

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

TO FILE A CLAIM

• Your HR representative's name and phone number.

The nature of your claim

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

Step 1: Know when it's time to file a claim

THE HARTFORD MAKES IT EASY TO FILE A

CLAIM
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GET SUPPORTIVE ASSISTANCE

RELAX AND STAY POSITIVE

QUICK FACTS

FOR MORE INFORMATION, PLEASE CONTACT THE HARTFORD’S

TOLL-FREE NUMBER

WHEN YOU CALL, THE HARTFORD
WILL ASK YOU TO PROVIDE:

Name, address and other key identification
information.

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

Your treating physician’s name, address, 
phone and fax numbers.

This card is not proof of insurance.

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

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

5445 NS 08/23

The Hartford Financial Services Group, Inc., (NYSE: HIG) operates through its subsidiaries, including underwriting company 
Hartford Life and Accident Insurance Company and Hartford Fire Insurance Company, under the brand name, The Hartford®, 
and is headquartered at One Hartford Plaza, Hartford, CT 06155. For additional details, please read The Hartford’s legal notice 
at www.TheHartford.com. ©2023 The Hartford.
Disability Form Series includes GBD-1000, GBD-1200, or state equivalent.
Policy Number: 922101 • Your HR representative's name and phone

number.

The nature of your claim

1-888-301-5615

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

HOW TO FILE A CLAIM
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More than 1 in 4 adults in 
the U.S. has some type 

of disability.1 

G  PUOR V YRATNULO  ECNARUSNI YTILIBASID MRET-GNOL  
B  STHGILHGIH TIFENE
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PREMIUMS 
See the Premium Worksheet.2 

 
ASKED & ANSWERED 
WHO IS ELIGIBLE? 
You are eligible if you are an active full time employee who works at least 30 hours per week on a regularly scheduled basis excluding chief 
executive officer(s) and deputy executive(s). 
 
AM I GUARANTEED COVERAGE? 
If this is the first time you are eligible to elect coverage, evidence of insurability is not required.  
 
If you did not elect coverage the first time it was offered to you, evidence of insurability is required to elect coverage.  
 
This coverage is subject to a pre-existing condition exclusion, which is detailed on the Limitations & Exclusions sheet. Please refer to the 
Limitations & Exclusions sheet provided with this benefit highlights sheet for more information on limitations and exclusions, such as pre- 
existing conditions. 
 
HOW MUCH DOES IT COST AND HOW DO I PAY FOR THIS INSURANCE? 
Premiums will be automatically paid through payroll deduction, as authorized by you during the enrollment process. This ensures you don’t 
have to worry about writing a check or missing a payment. 
 
WHEN CAN I ENROLL? 
You may enroll during any scheduled enrollment period, within 31 days of the date you have a change in family status, or within 31 days of 
the completion of any eligibility waiting period established by your employer. 
 
WHEN DOES THIS INSURANCE BEGIN? 
Subject to any eligibility waiting period established by your employer, insurance will become effective in accordance with the terms of the 
certificate (usually the first day of the month following the date you elect coverage). 
 
You must be actively at work with your employer on the day your coverage takes effect. 
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LIMITATIONS & EXCLUSIONS 
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More than 3.5 million 

children ages 14 and 

younger get hurt 

annually playing sports 

or participating in 

recreational activities.1

 

 

 

Nearly 3 million 

emergency 

department visits 

every year are 

caused by youth 

sports.1 
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e  .reyolpm
 
W  ?NIGEB ECNARUSNI SIHT SEOD NEH
S ecnarusni ,reyolpme ruoy yb dehsilbatse doirep gnitiaw ytilibigile yna ot tcejbu  eht fo smret eht htiw ecnadrocca ni evitceffe emoceb lliw  
c  .)egarevoc tcele uoy etad eht gniwollof htnom eht fo yad tsrfi eht yllausu( etacfiitre
 
Y  .tceffe sekat egarevoc ruoy yad eht no reyolpme ruoy htiw krow ta ylevitca eb tsum uo Y gnimrofrep eb tsum )ner(dlihc dna esuops ruo  
n )ytilicaf erac/latipsoh a ni ro emoh ta( denfinoc eb ton dna seitivitca lamro , reirrac roirp eht htiw derusni ydaerla sselnu . 
 
W  ?DNE ECNARUSNI SIHT SEOD NEH
T  uoy nehw dne lliw ecnarusni sih o stnedneped ruoy r  snoitidnoc ytilibigile elbacilppa eht yfsitas regnol on , on era uoy ,diapnu si muimerp  
l  .dereffo regnol on si egarevoc eht ro ,reyolpme ruoy evael uoy ,gnikrow ylevitca regno
 
C  ?PUORG SIHT FO REBMEM A REGNOL ON MA RO REYOLPME YM EVAEL I FI ECNARUSNI SIHT PEEK I NA
Y  uoy rof deunitnoc eb yam egarevoC .uoy htiw egarevoc siht ekat nac uoy ,se a )s(tnedneped ruoy dn   rednu a ycilop ytilibatrop puorg . Y ruo  
s .secnatsmucric niatrec ni ecnarusni eunitnoc osla yam esuop   rof stneve gniyfilauq dna smret cfiiceps ehT p ytilibatro  eht ni debircsed era  
c  .etacfiitre
 
 
1N  0202/41/01 fo sa deweiv sa ,fdp.805-331rshn/rshn/atad/shcn/vog.cdc.www//:sptth :scitsitatS htlaeH rof retneC lanoitaN/CDC .9102 rebmevoN ,stropeR scitsitatS htlaeH lanoita
2A ton si droftraH ehT .secivres ecnarusni fo redivorp a ton si dna droftraH ehT htiw detailfifa ton si hcysPmoC .®hcysPmoC yb droftraH ehT hguorht dereffo era secivres ®tsissAytilib  
r deretsiger a si tsissA ytilibA .emit yna ta secivres eseht fo yna eunitnocsid ot thgir eht sevreser dna hcysPmoC yb dedivorp secivres dna sdoog eht rof ytilibail on semussa dna elbisnopse  
t  tisiV .setats lla ni elbaliava eb ton yam secivreS .droftraH ehT fo kramedar h noitamrofni erom rof secivres-dedda-eulav/stfieneb-eeyolpme/moc.droftraheht.www//:sptt . 
3H t’nseod droftraH ehT .secivres ecnarusni fo redivorp a ton si dna droftraH ehT htiw detailfifa ton si hcysPmoC .®hcysPmoC yb droftraH ehT hguorht dedivorp era secivres noipmahChtlae  
p a tseuqer rehtie nac emarfemit siht fo edistuo seiriuqnI .sruoh ssenisub gnirud elbaliava ylno era stsilaiceps noipmahChtlaeH .ecnarusni lacidem rojam ro ,lacidem cisab ,latipsoh cisab edivor  
c ot thgir eht sevreser dna hcysPmoC yb dedivorp secivres dna sdoog eht rof ytilibail on semussa dna elbisnopser ton si droftraH ehT .tnemtnioppa na eludehcs ro yad txen eht kcab-lla  
d  .setats lla ni elbaliava eb ton yam secivreS .hcysPmoC fo kram ecivres a si noipmahC htlaeH .emit yna ta secivres eseht fo yna eunitnocsi
V  tisi h secivres-dedda-eulav/stfieneb-eeyolpme/moc.droftraheht.www//:sptt   .noitamrofni erom rof
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T  flesruoy rof tcele uoy egarevoc eht rof muimerp eht gninimreted ni uoy tsissa lliw teehskrow sih a )s(tnedneped yna dn . ehT  
a eht rof yap yllautca uoy )s(tnuoma morf ro llorne uoy nehw uoy ot dedivorp )s(tnuoma morf yrav yam woleb detneserp stnuom  
c gnidnuor ot eud egarevo  egarevoc siht fo sesoprup rof detaluclac si ega ruoy woh/ega ruoy ni segnahc ro .   
 
A  :wonk ot sgniht tnatropmi wef 
• E eeyolpm  a esuopS dn / rentraP   eht gnisu detaluclac/denimreted era smuimerp E eeyolpm ’  s a ro etaD evitceffE yciloP eht fo sa eg  

a )retal si revehcihw( yrasrevinnA yciloP tnecer tsom eht fo s . 
• P  rof smuimer E eeyolpm  a esuopS dn / rentraP   eht sa emit revo esaercni lliw egarevoc E eeyolpm  hcae fo ega gnitrats eht sehcaer  

s  .dnab ega tneuqesbu
• C  htiw citamotua si )ner(dlihC tnednepeD yna rof egarevo E eeyolpm  ton si muimerp etarapes A .noitapicitrap/tnemllorne  

r  .egarevoc dlihc rof deriuqe
• P siht rof smuimerp no noitamrofni lanoitidda rof ro snoitseuq fi rotartsinimda stfieneb ruoy ro redlohyciloP eht tcatnoc esael  

c  .egarevo

C  NOITAMROFNI YCILOP & SSAL
E :)se(ssalC elbigil  A seeyolpmE elbigilE ll   
P  :etatS eussI/sutiS ycilo I awo   P  :rebmuN ycilo V -IC 9  10122
P  :etaD evitceffE ycilo J  4202 ,1 yrauna P  :yrasrevinnA ycilo J  1 yrauna

E EEYOLPM  SMUIMERP  (26  )RAEY REP SNOITCUDED LLORYAP/MUIMERP
A  eg

C   egarevo
A  tnuom <  03 3  93-0 4  94-0 5  95-0 6  96-0 7  97-0 8  +0

$  000,01 $  22.2 $  23.3 $  28.5 $  83.01 $  24.81 $  51.13 $  41.24
$  000,02 $  34.4 $  56.6 $  36.11 $  77.02 $  38.63 $  13.26 $  82.48
$  000,03 $  56.6 $  79.9 $  54.71 $  51.13 $  52.55 $  64.39 $  24.621

S ESUOP / RENTRAP  SMUIMERP  (26  )RAEY REP SNOITCUDED LLORYAP/MUIMERP
A  eg

C   egarevo
A  tnuom <  03 3  93-0 4  94-0 5  95-0 6  96-0 7  97-0 8  +0

$  000,5 $  11.1 $  66.1 $  19.2 $  91.5 $  12.9 $  85.51 $  70.12
$  000,01 $  22.2 $  23.3 $  28.5 $  83.01 $  24.81 $  51.13 $  41.24
$  000,51 $  23.3 $  89.4 $  27.8 $  85.51 $  26.72 $  37.64 $  12.36

G  PUOR C SSENLLI LACITIR   TEEHSKROW MUIMERP ECNARUSNI

F  ro E eeyolpm   :fo

H .CNI ,MARGORP NOITCA YTINUMMOC AERA EYEKWA   )redlohyciloP(
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LIMITATIONS & EXCLUSIONS 

G  ECNARUSNI EFIL PUOR
G   SNOISULCXE DNA SNOITATIMIL LARENE

• 5  57 ega ta %07 dna 07 ega ta %5
• A  .egarevoc siht gnisahcrup fo )wal etats yb dewolla sa ro( sraey owt nihtiw edicius yb srucco htaed fi diap eb ton lliw tifeneb efil yratnulov ro latnemelppus 
• Y  .setarotcetorp dna seirotirret sti ,setatS detinU eht fo stnediser lagel ro snezitic eb tsum )s(tnedneped ruoy dna uo

D  SNOISULCXE DNA SNOITATIMIL TNEDNEPE
• C  .flesruoy rof egarevoc rof devorppa era dna tcele uoy nehw stnedneped rof detcele eb ylno yam egarevo
• C  .etacifitrec siht rednu egarevoc eeyolpme sah ohw tnedneped a rof detcele eb ton yam egarevo
• C  .ecivres yratilim emit-lluf evitca ni si ohw tnedneped a rof detcele eb ton yam egarevo
• C  .eeyolpme eno fo tnedneped a sa derevoc eb ylno yam )ner(dlih
• I  .shtnom xis fo ega eht ot roirp tifeneb decuder a eviecer yam stnafn

5  .tnelaviuqe etats ro ,0011-DBG ,0001-DBG sedulcni seireS mroF efiL 12/50 SN a269
 

•  E  ?yciloP ehT rednu derevoc ton si tahW )tfieneB detareleccA eht dna tfieneB ecnarusnI efiL eht tpecxe stfieneb lla ot elbacilppA( :snoisulcx
•  T  :yb ot detubirtnoc ro desuac ssol yna revoc ton seod yciloP eh

•   a  ;kcohs citcalyhpan
•   a  ;noitaixyhpsa citore-otua fo mrof yn
•   f  ;elciheV rotoM a ni regnessap a sa gnidir ro gnivird elihw tleB taeS a raew ot erulia
•   i  ;yrujnI detciflni-fles yllanoitnetn
•   s  ;msyruena ro sisobmorht yranoroc ,kcatta traeh ro noitcrafni laidracoym ,tneve ro tnedicca ralucsavoidrac ,tneve ro tnedicca ralucsavorberec ro ekort
•   s  ;enasni ro enas rehtehw ,edicius detpmetta ro ediciu
•   w  ;ton ro deralced rehtehw ,raw fo tca ro ra
•   i lanoitaN ro evreseR tpecxe ytirohtua lanoitanretni ro yrtnuoc yna fo )ria ,retaw ,dnal( secrof demra eht fo rebmem a sa ytud evitca emit-lluf no elihw deniatsus yrujn  

G  ;ecivreS drau
•   i  ;tfarcriA tropsnarT yratiliM ro ,tfarcriA cilbuP ro liviC a tpecxe tfarcria yna nO elihw deniatsus yrujn
•   i  :tfarcria yna nO elihw deniatsus yrujn

•      a  ;tolip tneduts ro rebmemwerc ,tolip a s
•      a   ;renimaxe ro rotcurtsni thgifl a s
•      i  ro ;yciloP ehT rednu derevoc era snosrep elbigile esohw noitazinagro ro reyolpmE yna ro ,redlohyciloP eht fo flaheb no ro yb desael ro detarepo ,denwo si ti f
•      b  ;stset ecnarudne ro gnicar ,gniyfl tnuts ,sesoprup latnemirepxe ,stset rof desu gnie

•   i ro yb debircserp sa sselnu ,snegonicullah ro ,senimatehpma ,setarutibrab ,scitocran ,sevitades ot detimil ton tub gnidulcni ,sgurd gnikat elihw deniatsus yrujn  
a  naicisyhP a yb deretsinimd

•   i  ;sdnuorg gnivorp ro syawdeeps ,skcart no elciheV rotoM yna gnitset ro ecar deludehcs a ni gnivird ro gnidir elihw deniatsus yrujn
•   i  ;ynolef a timmoc ot gnitpmetta ro gnittimmoc elihw deniatsus yrujn
•   i  ;detacixotnI elihw deniatsus yrujn
•   i  ;detacixotnI elihw gnivird elihw deniatsus yrujn
•   i   ;snoitcurtsni gnithgil s’rerutcafunam eht gniwollof ton nehw skrowerfi lagel yna fo esu eht ro skrowerfi lagelli yb deniatsus yrujn
•   d  ro ;swal gnivird detcartsid ro esu ecived ralullec elbacilppa yna gnitaloiv dna gnivir
•   f  .ekib rotom fo epyt rehto yna ro )VTA( elcihev niarret-lla ,elcycib ,elcycrotom a nO regnessap a sa gnidir ro nO elihw temleh a raew ot erulia

•  Y  .setarotcetorp dna seirotirret sti ,setatS detinU eht fo stnediser lagel ro snezitic eb tsum )s(tnedneped ruoy dna uo
D  SNOISULCXE DNA SNOITATIMIL TNEDNEPE

•  C  .flesruoy rof egarevoc rof devorppa era dna tcele uoy nehw stnedneped rof detcele eb ylno yam egarevo
•  C  .etacifitrec siht rednu egarevoc eeyolpme sah ohw tnedneped a rof detcele eb ton yam egarevo
•  C  .eeyolpme eno fo tnedneped a sa derevoc eb ylno yam )ner(dlih

D  SNOITINIFE
•  L dna eritne ,gniraeh ro hceeps ,thgis ot drager htiw ;stnioj elkna ro tsirw evoba ro hguorht ecnareves lautca ,teef dna sdnah ot drager htiw ,snaem sso  

i ,tnemevom ot drager htiw ;stnioj laegnalahpopracatem eht evoba ro hguorht ecnareves lautca ,regnif xedni dna bmuht ot drager htiw ;foereht ssol elbarevocerr  
c  .sbmil hcus fo sisylarap elbisreverri dna etelpmo

•  I  uoy elihw srucco hcihw ,sesuac rehto lla fo tnednepedni ,tnedicca na morf yltcerid gnitluser yrujni ylidob snaem yrujn o  )s(tnedneped ruoy r h  .egarevoc eva
5  .tnelaviuqe etats ro ,0031-DBG ,0001-DBG sedulcni seireS mroF tnediccA 12/50 SN c269
 

T fo ypoc A .egarevoc ecnarusni siht rof snoisulcxe dna ,snoitatimil ,snoisivorp lla sliated etacfiitrec ehT .snoisulcxe dna snoitatimil niatrec sedulcni egarevoc ecnarusni sih  
t  .reyolpme ruoy morf deniatbo eb nac etacfiitrec eh
 

 
G  ECNARUSNI TNEMREBMEMSID & HTAED LATNEDICCA PUOR
G   SNOISULCXE DNA SNOITATIMIL LARENE

•  5  57 ega ta %07 dna 07 ega ta %5

 
 
G  ECNARUSNI YTILIBASID MRET TROHS PUOR
L  SNOISULCXE DNA SNOITATIMI
G  SNOISULCXE LARENE

•  Y  .stifeneb eviecer ot naicisyhp a fo erac raluger eht rednu eb tsum uo
•  Y  :yb ot detubirtnoc ro desuac era taht seitilibasid rof stnemyap tifeneb ecnarusni ytilibasid eviecer tonnac uo

•   W   )ton ro deralced( raw fo tca ro ra
•   T  ynolef a timmoc ot tpmetta ro ,fo noissimmoc eh

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. LIMITATIONS & EXCLUSIONS_PUBLICATION DATE: 10/13/2023  00159122 

75



•   A  yrujni detcilfni-fles yllanoitnetni n
•   Y  noitapucco lagelli na ni degagne gnieb ruo
•   S  demialc ylud fi ,diap eb yam ro ,diap era stifeneb noitasnepmoc 'srekrow hcihw rof yrujni ro ssenkci
•   S  tnemyolpme-fles gnidulcni ,reyolpme rehtona rof tiforp ro yap rof krow yna gniod fo tluser a sa deniatsus yrujni ro ssenkci
•   Y  rerusni suoiverp ruoy fo tnemeriuqer noitidnoc gnitsixe-erp eht deifsitas ydaerla evah uo

O  STESFF
•  Y  :sa hcus ,ytilibasid ruoy ot eud eviecer ot elbigile era ro eviecer uoy emocni rehto yb decuder eb lliw stnemyap tifeneb ruo

•   S  )snoitpecxe rof noitces txen ees esaelp( ecnarusni ytilibasid ytiruceS laico
•   O  evah yam uoy egarevoc ecnarusni desab-reyolpme reht
•   U  stifeneb tnemyolpmen
•   S  ssol emocni rof stnemgduj ro stnemeltte
•   R  )nalp noisnep a sa hcus( rof syap yllaitrap ro ylluf reyolpme ruoy taht stifeneb tnemerite

•  Y  :sa hcus ,emocni rehto fo sdnik niatrec yb decuder eb ton lliw stnemyap tifeneb ruo
•   R  delbasid emaceb uoy erofeb meht gniviecer ydaerla erew uoy fi stifeneb tnemerite
•   R  gnirahs-tiforp shgoeK ro sARI ,stnemtsevni ,sgnivas lanosrep ruoy snoitubirtnoc xat-retfa ruoy yb dednuf era taht stifeneb tnemerite
•   M  seicilop ytilibasid lanosrep tso
•   S  sesaercni gnivil-fo-tsoc ytiruceS laico

 
T  :yciloP eht rednu tnamialc ralucitrap a fo noitautis eht tcelfer ot dednetni ton si dna snoitcuder tifeneb eht fo tceffe eht gnitartsulli fo sesoprup rof si elpmaxe sih
 
I  000,1$ ]yaP ylkeew cisaB/sgninraE ytilibasiD-erP[ ylkeew s’derusn
S  %06 x egatnecrep stifeneb ytilibasid mret troh
U  006$ tifeneb mumixam decudern
L  003$ - keew rep tifeneb ytilibasid ytiruceS laicoS sse
L  001$ - keew rep tifeneb emocni ytilibasid etats sse
T  002$ keew rep tifeneb ytilibasid mret trohs fo tnuoma lato
 
T   .STIFENEB DETIMIL SEDIVORP YCILOP SIH
T eht esuaceb )ACA( tcA eraC elbadroffA eht fo etadnam laudividni eht yfsitas ton seod )2( dna ,egarevoc lacidem rojam etutitsnoc ton seod )1( nalp tifeneb detimil sih  
c   .egarevoc laitnesse muminim fo stnemeriuqer eht teem ton seod egarevo
I eht yb denifed sa ecnarusni lacidem rojam ro lacidem cisab ,latipsoh cisab edivorp TON seod tI .ylno ecnarusni emocni ytilibasid sedivorp ycilop ytilibasiD sihT :kroY weN n  
N  .secivreS laicnaniF fo tnemtrapeD etatS kroY we
5  .tnelaviuqe etats ro ,0021-DBG ,0001-DBG sedulcni seireS mroF ytilibasiD 12/50 SN e269
 
G  ECNARUSNI YTILIBASID MRET GNOL PUOR
L  SNOISULCXE DNA SNOITATIMI
G  SNOISULCXE LARENE

• Y  .stifeneb eviecer ot naicisyhp a fo erac raluger eht rednu eb tsum uo
• Y  :yb ot detubirtnoc ro desuac era taht seitilibasid rof stnemyap tifeneb ecnarusni ytilibasid eviecer tonnac uo

•   W   )ton ro deralced( raw fo tca ro ra
•   T  ynolef a timmoc ot tpmetta ro ,fo noissimmoc eh
•   A  yrujni detcilfni-fles yllanoitnetni n
•   Y  noitapucco lagelli na ni degagne gnieb ruo

P  SNOITIDNOC GNITSIXE-ER
•  Y eht erofeb noitidnoc a rof erac deviecer ro desongaid erew uoy fi ,lareneg nI .snoitidnoc gnitsixe-erp rof eviecer nac uoy stifeneb eht sedulcxe ecnarusni ruo  

e  :fi ylno noitidnoc taht ot eud ytilibasid a rof derevoc eb lliw uoy ,etacifitrec ruoy fo etad evitceff
•   Y  rof noitidnoc ruoy rof tnemtaert deviecer ton evah uo 3  ro ,ecnarusni ruoy fo etad evitceffe eht erofeb shtnom
•   Y  rof egarevoc siht rednu derusni neeb evah uo 12 gniviecer er'uoy fi neve stifeneb eviecer nac uoy os ,gnicnemmoc ytilibasid ruoy ot roirp shtnom  

t  ro ,tnemtaer
•   Y  rerusni suoiverp ruoy fo tnemeriuqer noitidnoc gnitsixe-erp eht deifsitas ydaerla evah uo

L  SNOITATIMI
•  M .noitatimiL esubA ecnatsbuS dna ssenllI latne  ,sevitades ,scitocran fo esu eht ro msilohocla fo esuaceb ro ssenllI latneM fo esuaceb delbasid era uoy fI  

s  fo mumixam a rof elbayap eb lliw stifeneb ,ecnatsbus ralimis rehto ro snegonicullah ,stnalumit 2 shtnom 4  emitefil ruoy ni ,  taht fo dne eht ta sselnu 2 shtnom 4 , uoy  
a ytilibasid ruoy rof erac lacidem edivorp ot desnecil ecalp rehto ro latipsoh a ot denifnoc er . 

O  STESFF
•  Y  :sa hcus ,ytilibasid ruoy ot eud eviecer ot elbigile era ro eviecer uoy emocni rehto yb decuder eb lliw stnemyap tifeneb ruo

•   S  )snoitpecxe rof noitces txen ees esaelp( ecnarusni ytilibasid ytiruceS laico
•   W  noitasnepmoc ’srekro
•   O  evah yam uoy egarevoc ecnarusni desab-reyolpme reht
•   U  stifeneb tnemyolpmen
•   S  ssol emocni rof stnemgduj ro stnemeltte
•   R  )nalp noisnep a sa hcus( rof syap yllaitrap ro ylluf reyolpme ruoy taht stifeneb tnemerite

•  Y  :sa hcus ,emocni rehto fo sdnik niatrec yb decuder eb ton lliw stnemyap tifeneb ruo
•   R  delbasid emaceb uoy erofeb meht gniviecer ydaerla erew uoy fi stifeneb tnemerite
•   R  gnirahs-tiforp shgoeK ro sARI ,stnemtsevni ,sgnivas lanosrep ruoy snoitubirtnoc xat-retfa ruoy yb dednuf era taht stifeneb tnemerite
•   M  seicilop ytilibasid lanosrep tso
•   S  sesaercni gnivil-fo-tsoc ytiruceS laico
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T  :yciloP eht rednu tnamialc ralucitrap a fo noitautis eht tcelfer ot dednetni ton si dna snoitcuder tifeneb eht fo tceffe eht gnitartsulli fo sesoprup rof si elpmaxe sih
 
I  000,3$ ]yaP ylhtnoM cisaB/sgninraE ytilibasiD-erP[ ylhtnom s’derusn
L  %06 x egatnecrep stifeneb ytilibasid mret gno
U  008,1$ tifeneb mumixam decudern
L  009$ - htnom rep tifeneb ytilibasid ytiruceS laicoS sse
L  003$ - htnom rep tifeneb emocni ytilibasid etats sse
T  006$ htnom rep tifeneb ytilibasid mret gnol fo tnuoma lato
 
T   .STIFENEB DETIMIL SEDIVORP YCILOP SIH
T eht esuaceb )ACA( tcA eraC elbadroffA eht fo etadnam laudividni eht yfsitas ton seod )2( dna ,egarevoc lacidem rojam etutitsnoc ton seod )1( nalp tifeneb detimil sih  
c   .egarevoc laitnesse muminim fo stnemeriuqer eht teem ton seod egarevo
I eht yb denifed sa ecnarusni lacidem rojam ro lacidem cisab ,latipsoh cisab edivorp TON seod tI .ylno ecnarusni emocni ytilibasid sedivorp ycilop ytilibasiD sihT :kroY weN n  
N  .secivreS laicnaniF fo tnemtrapeD etatS kroY we
5  .tnelaviuqe etats ro ,0021-DBG ,0001-DBG sedulcni seireS mroF ytilibasiD 12/50 SN d269
 
 
G  ECNARUSNI TNEDICCA PUOR
L  SNOISULCXE DNA SNOITATIMI
T eht fo snoisivorp rehto dna snoisulcxe ,snoitatimil ,snoitinifed eht ot tcejbus ,tnedicca derevoc eht fo etad eht no tceffe ni ecnarusni eht no desab era elbayap stifeneb eh  
p  .ycilo
 
Y  .setarotcetorp dna seirotirret sti ,setatS detinU eht fo stnediser lagel ro snezitic eb tsum )s(tnedneped ruoy dna uo
 
T  :yb desuac si ro morf stluser taht ssol yna rof stifeneb edivorp ton seod ecnarusni sih

•  S  yrujni detcilfni-fles yllanoitnetni ro ,enasni ro enas rehtehw ,edicius detpmetta ro ediciu
•  W  tneve lacigoloidar ro ,lacigoloib ,lacimehc ,raelcun a ro ,deralcednu ro deralced rehtehw ,raw fo tca ro ra
•  A  noitcerrusni ro toir ,ynolef a ni noitapicitrap s'nosrep derevoc 
•  A  ti ot yrailixua stinu ro secrof demra eht ni ecivres s'nosrep derevoc 
•  A fo esuac eht hcihw ni noitcidsiruj eht yb denifed sa detacixotni gnieb ro ,naicisyhp a yb deretsinimda ro yb debircserp sa sselnu ,sgurd gnikat s'nosrep derevoc  

l  derrucni saw sso
•  A  noitcefni lairetcab ro ssenkcis s’nosrep derevoc 
•  A  gnidilg gnah ro gnipmuj eegnub ni noitapicitrap s’nosrep derevoc 
•  A  strops lanoisseforp ro lanoisseforp-imes ni noititepmoc ro noitapicitrap s’nosrep derevoc 
•  C  yrassecen yllacidem ton si taht erudecorp evitcele rehto yna ro yregrus citemso
•  W no ro yb desael ro detarepo ,denwo si ti fi ;renimaxe ro rotcurtsni thgilf a sa ;tolip tneduts ro rebmemwerc ,tolip a sa :tfarcria yna no si nosrep derevoc a elih  

b ,sesoprup latnemirepxe ,stset rof desu gnieb ro ;ycilop eht rednu derevoc era snosrep elbigile esohw noitazinagro ro reyolpme yna ro ,redlohycilop eht fo flahe  
s  stset ecnarudne ro gnicar,gniylf tnut

•  O  tfarcria yna morf gnillaf ro gnipmuj ro fo rebmem werc a sa gnivres ,etarepo ot gninrael ,gnitarep
•  R  tset deeps ro wohs tnuts ,ecar a ni elcihev nevird-rotom yna gnivird ro ni gnidi

 
A  .puorg a fo etats sutis eht ni snoitaluger etats yb deriuqer sa ,detsujda eb yam ro ,elbacilppa eb ton yam snoisulcxe ll
 
N  SECITO
T  YCILOP TIFENEB YLNO TNEDICCA DETIMIL A SI SIH
 
T   .YCILOP TIFENEB YLNO TNEDICCA DETIMIL A SI YCILOP SIH
T eht esuaceb )ACA( tcA eraC elbadroffA eht fo etadnam laudividni eht yfsitas ton seod )2( dna ,egarevoc lacidem rojam etutitsnoc ton seod )1( nalp tifeneb detimil sih  
c cisab edivorp TON seod tI .ylno ecnarusni TNEDICCA sedivorp ycilop tnediccA sihT :kroY weN nI .egarevoc laitnesse muminim fo stnemeriuqer eht teem ton seod egarevo  
h TON SEOD YCILOP SIHT—ECITON TNATROPMI .secivreS laicnaniF fo tnemtrapeD etatS kroY weN eht yb denifed sa ecnarusni lacidem rojam ro lacidem cisab ,latipso  
P  .SSENKCIS ROF EGAREVOC EDIVOR
5  .tnelaviuqe etats ro ,0032-DBG ,0002-DBG sedulcni seireS mroF tnediccA 12/50 SN g269
 
 
T  kcaB ruoY toG s’kcuB eh ® 

T eht ot tcejbus era stifeneb llA .TC ,droftraH si eciffO emoH .ynapmoC ecnarusnI tnediccA dna efiL droftraH ynapmoc gnitirwrednu gnidulcni ,seiraidisbus sti dna .cnI ,puorG secivreS laicnaniF droftraH ehT si ®droftraH eh  
t ro ecrof ni deunitnoc eb yam seicilop eht hcihw rednu smret dna stifeneb fo noitcuder ,snoitatimil ,snoisulcxe liated evoba detsil ynapmoc gnitirwrednu eht yb nettirwrednu seiciloP .ycilop eht fo snoitidnoc dna smre  
d tnemucod siht neewteb ycnapercsid a fo tneve eht nI .deussi yllautca sa ycilop eht stceffa ro segnahc yaw on ni tub ,debircsed ecnarusni eht fo esoprup lareneg eht snialpxe tnemucod sthgilhgiH tifeneB sihT .deunitnocsi  
a  .ytilibaliava etats ot tcejbus era stifeneB .redlohycilop eht ot deussi sa yciloP retsaM eht dna laudividni derusni hcae ot deussi ecnarusnI fo etacifitreC eht ni era sliated etelpmoC .ylppa ycilop eht fo smret eht ,ycilop eht dn
©  .droftraH ehT 0202 

 HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. LIMITATIONS & EXCLUSIONS_PUBLICATION DATE: 10/13/2023  00159122

77



GROUP BENEFITS
DIGITAL CAPABILITIES

MANAGING YOUR  
CLAIMS – MADE EASY

Whether you’re logging on through your desktop, laptop, smart-phone or tablet, 
here are some of the features you can access with this portal: 

 > MANAGE YOUR CLAIMS 
•  Start Your Claim – Depending on which coverage you have through your 

employer, you can file a Short-term Disability, Long-term Disability, or Leave 
of Absence claim from this starting point. 

• Check Your Claim Status – Instantly check your claim status and view 
where your claim is in the process. We’ll be sure to spotlight any needed or 
missing information.

• Upload and View Documents – You can quickly submit or view medical 
documentation online, even by simply taking a picture of the document to 
upload it. It’s fast and easy.

> MANAGE YOUR TIME AWAY FROM WORK
Initiate your Leave of Absence online, view your eligibility, report missed work 
hours, add intermittent Leave time and check your leave status. Plus, view 
Leave details and make updates to existing Leaves at your convenience.

TheHartford.com/mybenefits 
is your go-to resource to manage 
your benefit claims online with 
The Hartford. 

It gives you convenient, secure 
access to your benefits and claim 
information.

1
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The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting companies Hartford Life and Accident Insurance 
Company and Hartford Fire Insurance Company. Home Office is Hartford, CT. © 2021 The Hartford
7098 NS 07/21 

(Snap a photo with a mobile device to capture information above.)

>  TALK WITH US
Want to connect with your claim representative from 
The Hartford? You have a number of options available 
directly on the site:

• Click-to-Chat – Easily accessible on the website
home page, you can connect with a claims
representative who can answer questions in real-
time.

• Claim Representative Contact Info – Your claim
representative’s contact info is available directly
online so you’ll always know how to get in touch.

 PERSONALIZE YOUR EXPERIENCE 

•  Manage Claim Alert Preferences –
Would you like to receive claim updates by
text in addition to email? You’re in control of

how you receive these updates from us.

 

LOG ON TO THEHARTFORD.COM/MYBENEFITS TODAY.
Or, for more information contact your claim representative from The Hartford.

Business Insurance
Employee Benefits
Auto
Home

C  36872340008012A

 •   Choose How You Want to  
Receive Your Claim Payment – 
You have a few options:

 

 » Set up a direct deposit account to 
have Disability payments automatically 
deposited in your checking or savings 
accounts.

 » Receive your check(s) by mail.  

THE HARTFORD'S CLAIM PORTAL 

Start your Disability claim or Leave of 
Absence, check on claim status and more.

TheHartford.com/mybenefits

CLICK ON LINK ABOVE FOR INFO TO 
FILE A CLAIM!
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HACAP - 2025 Employee Benefits Guide

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

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

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

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

403(b) Retirement Account

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

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

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

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

Starting earlier 
can pay off

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

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

$376,138 $226,072

Wait 10 years
Save for 30 years
$298,072

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

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

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

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

$24,000 $72,000

Earnings Contributions
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 www.ipers.org

Connect with us —
at your convenience!

Before Retirement

• Create estimates of your projected IPERS benefits. 

• View a record of your IPERS contributions. 

After Retirement

• Change withholding amounts.

• View 1099-R information and other documents.

• See your benefit payment history. 

You can also:

• Update your contact information. 

• See your designated beneficiary.

• Access records of your IPERS forms and correspondence.
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Benefit Payments
Upon your retirement, you 
are eligible for monthly 
retirement benefits or a lump 
sum benefit amount. 

Employer Contributions
You were always entitled to  
100% of your own IPERS 
contributions and interest 
earnings. As a vested member, 
if you leave IPERS-covered 
employment and take a refund, 
you will also receive a portion 
of your employers’ contributions 
made on your behalf, plus 
interest. The employer portion is 
a percentage of your employer’s 
contributions calculated by 
dividing your years of service 
by 30. 

 
Portability of Benefits
If you leave IPERS-covered 
employment, you can choose to 
keep your money in IPERS. This 
may be helpful if you return 
to public service. You can also 
take a refund or roll over all or 
a portion of your money to a 
qualified plan such as a 401(k) 
or an IRA.

Purchasing Service
At retirement, members vested 
through years of service may 
“purchase service,” which 
essentially means buying 
additional quarters of time  
to increase the amount of your 
benefit. To learn more about 
purchasing service, visit  
www.ipers.org/purchase-service 
or contact IPERS.

Disability Benefits
Vested members who leave 
IPERS-covered employment 
and receive Social Security* 
disability benefits may qualify 
for disability benefits from 

IPERS. Disability benefits allow 
you to receive benefit payments 
before you are normally eligible 
for retirement.  
*Includes disability benefits from the U.S. Railroad 
Retirement Board.

Death Benefits
IPERS provides death benefits 
to your designated beneficiaries 
if you die before you receive 
IPERS retirement benefits. If you 
designated one person as your 
beneficiary, he/she may receive a 
lump-sum payment or a lifetime 
monthly benefit. If you selected 
more than one beneficiary, those 
beneficiaries will receive a lump-
sum payment. 

THE LONGER YOU WORK, THE LARGER YOUR BENEFIT

VESTED MEMBERSHIP

info@ipers.org
www.ipers.org

515-281-0020  
800-622-3849 (toll-free) 

Monday–Friday
7:30 a.m.–5 p.m. Central Time

As a vested IPERS member, you have earned access to several benefits.

Now that you’ve reached this milestone, you are eligible for retirement benefits. 
The longer you work in public service, the larger your benefit. For example:

Let’s say you have 10 years of service. Of your five highest-earning years, your 
average salary is $45,000. If you leave public employment now, at retirement 
your annual benefit calculation would look like this:

× =$45,000 
Average salary

20% 
Multiplier based on  

years of service

$9,000
Annual retirement 

benefit

If you worked in IPERS-covered employment for five more years and left 
public service with a high five salary average of $52,000, at retirement your 
annual benefit calculation would look like this:

× =$52,000 
Average salary

30% 
Multiplier based on  

years of service

$15,600
Annual retirement 

benefit

Example: Jill leaves IPERS-covered 
employment after 15 years of 
service. She may receive 50% of her 
employer’s investment. 

15 Years 30 50%=

Example is for illustrative purposes only. Your benefit amount will be different and is based on your 
situation. Early retirement penalties may apply.
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Congratulations! You’ve reached  
an important milestone: retirement. 
This booklet guides you through the steps to begin receiving your IPERS benefit 
payments. As you embark on this exciting time, we’re here to help you.

Your IPERS benefits are only one part of 
your overall retirement savings. Your total 
retirement income will come from your 
IPERS benefits, Social Security, personal 
savings, and other retirement plans.

Before completing your application for 
benefits, review this booklet and your benefit 
estimate. Make sure you understand all the 
benefit options. If you discover any errors or 
discrepancies in your estimate, or have any 
questions, contact IPERS.

How to Begin Receiving IPERS Benefit Payments
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If you meet all of the following requirements, and you feel the 
timing is right for you to retire, then you are ready to apply!

You can start receiving monthly benefit 
payments from IPERS if you are:

• A vested IPERS member  
(see right for vesting requirements)

• AND At least age 55

• AND Eligible for a monthly benefit  
of at least $50

In addition, to remain eligible for 
benefits, you must:

• Have a bona fide retirement (see next page)

• Live into the month in which you 
receive your first benefit (or your benefit 
application will be canceled)

Have You Reached Age 70? 
If you are age 70 and still working for 
an IPERS-covered employer, you may 
apply for IPERS retirement benefit 
payments while remaining employed.

Vesting Requirements
There are four ways to become a vested 
IPERS member. To be vested, you must:

• Have at least four years of service in IPERS-
covered employment before July 1, 2012, 

• OR Have worked in IPERS-covered 
employment after age 55 and before  
July 1, 2012, 

• OR Have at least seven years of service in 
IPERS-covered employment, 

• OR Work in IPERS-covered employment 
after age 65

Deciding when to retire is a 
big decision and may be a  
difficult one. While the 
decision is yours to make, 
this resource will make it 
easier for you.

Deciding When to Retire
Requirements for Receiving 
Monthly Benefit Payments

How to Begin Receiving IPERS Benefit Payments
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info@ipers.org 
www.ipers.org

515-281-0020  
800-622-3849 
7:30 a.m. – 5 p.m. Central Time 
Monday – Friday

Fax: 515-281-0053

OFFICE HOURS
8 a.m. – 4:30 p.m. Central Time 
Monday – Friday 
7401 Register Drive 
Des Moines, IA 50321

MAILING ADDRESS
P.O. Box 9117
Des Moines, IA 50306-9117

Questions? Contact us.

•	Keep your address updated with 
IPERS. Your employer does not tell 
IPERS when you move.

•	Review and update your beneficiary 
designation. Everyone must 
complete a new beneficiary/
contingent annuitant designation 
when applying for benefits — 
unless you select Option 3. To 
change your beneficiary before 
you apply, fill out a Beneficiary 
Designation form. You can 
check and change your current 
beneficiary designation by logging 
in to My Account at www.ipers.org. 

•	Request a benefit estimate.  
The estimate will show your 
estimated retirement benefit and 
death benefit payable under each 
option. It may also help you decide 
when to retire.

•	Talk with an IPERS representative. 
Retirement planning sessions are 
held periodically across Iowa and in 
our Des Moines office. Call IPERS to 
schedule an appointment. 

•	Tell your beneficiary to contact 
IPERS as soon as possible after 
your death. This will help ensure 
timely processing of any benefits.

•	Consider a service purchase. 
Service purchases can be 
made after you have filed your 
application for retirement 
benefits. Service purchases can 
take several months to complete, 
so start the process early.

•	Visit www.ipers.org.  
Our website provides benefits 
summaries, retirement planning 
tools, and forms. Registering  
for My Account allows you to  
access your account information 
online at anytime.

As you plan for retirement, keep these things in mind.

 Facebook “f ” Logo CMYK / .eps

Retirement Checklist
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2025 Employee Benefits Guide

Employee Assistance Program
The Employee Assistance Program (EAP) through EFR 
Employee & Family Resources provides a variety of 
counseling, consultations, resources, and coaching benefits 
for you and your family members. Your EAP benefits are 
cost-free to you, confidential, and available 24/7/365.

Get help with:

FrequencyEAP Benefit Summary

unlimitedPhone-Based Support
Call any time you have and issue, concern, or question. You have 24/7 access to masters-level 
clinicians

3 sessions per issue per 
year

In-Person or Telehealth Counseling
Arrange in-person counseling sessions with a licensed mental health therapist near your home or 
work. Each family member is eligible.

3 sessions per year
Telephonic Life Coaching
Speak with a life coach and receive tailored advice on matters involving time management,
work-life integration, goal setting, communication skills, and other areas of personal growth.

1 30-min session per issueTelephonic Financial Consultation
Speak with a financial professional about each separate issue, and access a free financial check-up, 
financial library, and a variety of other financial tools by visiting efr.org/financial

1 30-min session per issue
In-Person or Telephonic Legal Consultation
Meet with a licensed attorney with expertise in your area of need. Visit efr.org/legal for more 
information regarding retention and self-help legal documents.

as neededEldercare Resources
Access information, referral resources, and support involving the care for an aging family member.

as neededChildcare Resources
Receive childcare resource referrals where locally available. All referrals are state licensed/
certified childcare providers.

provided regularly
Additional Benefits
Stay up-to-date by reading our monthly newsletter, watching our webinars, and/or completing 
self-assessments. Visit efr.org for more information.

When should you call the EAP?

Call 800-327-4692 whenever you
are experiencing one of life’s challenges. 
We are available 24/7/365.

What happens when I call?
A representative from EFR will answer 
your call. The representative will gather 
demographic information and help you 
connect with an EAP counselor. 

You will be connected with a masters-
level clinician to discuss your issues, 
concerns, or struggles.

• Stress Management
• Relationship Concerns
• Personal Growth
• Anxiety or Depression
• Legal Issues

• Identity Theft
• Tax Questions
• Elder Care
• Financial Concerns
• Budgeting and Debt

Call (800) 327-4692 to Access Your Benefit
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Employee Assistance Program continued…
What happens when I see the EAP counselor?

• The master’s level EAP counselor will listen to your concerns.
• The counselor will also help you explore other areas of your life to assess for strengths and supports, or factors 

contributing to your presenting issue or concern.
• The counselor will meet with you up to 3 sessions to complete a comprehensive assessment of your current 

circumstances and work with you to establish a plan for EAP sessions.

Options for EAP sessions include:
• Assessment completed and remaining sessions are used for brief counseling and problem resolution.
• Assessment completed and a referral is recommended for services that fall outside the scope of EAP services.

Common Questions

Can I use the EAP more than once a year?
Yes, but each time you use the EAP, the counselor will be assessing your life circumstances so you will be eligible for a 
new set of 3 sessions if your circumstances have changed, or in 12 months, whichever comes first.

What is a new set of circumstances?
A new development in your life that has changed since your last EAP assessment.

Why can’t I use the EAP more often?
EAP is an assessment, referral, and brief counseling model to assist employees with managing a wide variety of personal 
issues, but is not intended to replace therapy, treatment, or ongoing counseling.
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Notice of HIPAA Special   
Enrollment Rights 
If you chose to decline enrollment 
for yourself or your dependents (in-
cluding your spouse) because of 
other health insurance or group 
health plan coverage, you may be 
able to enroll yourself and your de-
pendents 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 enroll-
ment within 30 days after you or 
your dependents’ other coverage 
ends (or after the employer stops 
contributing toward the other cov-
erage). 
 
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 determina-
tion of eligibility for premium assis-
tance or the date the Medicaid or 
CHIP coverage ends. 
 
Additionally, if you have a new de-
pendent 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 enroll-
ment within 30 days after the mar-
riage, birth, adoption, or placement 
for adoption. 
 
Please note that in such cases en-
rollment is not automatic, and 
therefore following the enrollment 
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 al-
ready have family coverage and 
your premiums would not change 
as a result.  Failing to enroll a de-
pendent would result in that de-
pendent not having coverage even 
though the coverage for the rest of 
the family would continue. 
 
Finally, please be advised that this 
plan reserves the right to require a 
written reason for declining the of-
fer of coverage. When an enroll-
ment/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 ac-
cepted by the Plan Administrators. 
 
To request special enrollment or 
obtain more information, contact 
Jason Fisher at (319) 393-7811 or 
JFisher@hacap.org. 

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 Cov-
erage on Page 6 for important information!  

All questions should be directed to: 
 

Jason Fisher 
(319) 393-7811 

 JFisher@hacap.org 
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Health Plan Notices & Disclosures 

Privacy Policy Notice          
of Availability 
Our Flexible Spending Arrangement 
(FSA) supplemental health plan main-
tains a HIPAA Notice of Privacy Prac-
tices (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) 393-7811. 

Newborns’ and Mothers’ 
Health Protection Act     
Notice 
Group health plans and health in-
surance 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 appli-
cable).  In any case, plans and issu-
ers may not, under federal law, re-
quire that a provider obtain author-
ization 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 en-
titled 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 mastec-
tomy was performed; 

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

 Prostheses; and 
 Treatment of physical complica-

tions of the mastectomy, includ-
ing lymphedema. 

 
Any benefits payable will be subject 
to the same deductibles, coinsur-
ance and other provisions applica-
ble to other surgical and medical 
benefits provided under the plan.  
Please see your Summary of Bene-
fits 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 Ja-
son Fisher at (319) 393-7811 or 
JFisher@hacap.org. 

Michelle’s Law Notice 
Health plans which extend cover-
age 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 ab-
sence without causing a reduction 
in their health care coverage. 
 
This means that coverage for de-
pendent 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 oc-
cur before the date that is the ear-
lier of: 
 12 months (one year) after 

the first day of the medically 
necessary leave of absence, or 

 The date on which such cover-
age would otherwise termi-
nate under the terms of the 
plan (see ERISA §714(b)). 

 
A medically necessary leave of ab-
sence generally means a leave of 
absence from or other change in 
enrollment status in a postsecond-
ary educational institution that be-
gins while the child is suffering 
from a serious illness or injury; is 
medically necessary; and causes 
the child to lose student status for 
purposes of coverage under the 
terms of the plan or coverage.  Cer-
tification by a treating physician 
stating that the dependent child is 
suffering from a serious illness or 
injury and that the leave of ab-
sence (or other change of enroll-
ment) is medically necessary may 
be requested in certain circum-
stances, however. 
 
Please see plan materials for details 
pertaining to eligibility for full-time 
students age 26 or older. Additional 
information about protections af-
forded under Michelle’s Law can be 
found at https://www.law.cor-
nell.edu/uscode/text/29/1185c. 

Tobacco Surcharge           
Alternative Standard      
Disclosure 
If it is unreasonably difficult due to a 
medical condition for you to cease 
using tobacco (or other nicotine 
products), or if it is medically inadvis-
able for you to attempt to cease us-
ing tobacco (or other nicotine 
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products), please contact Jason 
Fisher at (319) 393-7811 or 
JFisher@hacap.org and we will work 
with you to develop another way to 
qualify for the reward. 

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 partici-
pates 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 pro-
viders, 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 ob-
tain direct access to obstetrical or gy-
necological care from a health care 
professional in the network who spe-
cializes in obstetrics or gynecology.  
Please note, however, that the health 
care professional may be required to 
comply with certain procedures, in-
cluding obtaining prior authorization 
for certain services, following a pre-
approved treatment plan, or proce-
dures for making referrals, if applica-
ble. 
 

For a list of participating health care 
professionals who specialize in ob-
stetrics 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 infor-
mation about your right to COBRA 
continuation coverage, which is a 
temporary extension of coverage un-
der 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 CO-
BRA, you may also become eligible 
for other coverage options that may 
cost less than COBRA continuation 
coverage. 
 
The right to COBRA continuation cov-
erage 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 avail-
able 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 cover-
age through the Marketplace, you 
may qualify for lower costs on your 
monthly premiums and lower out-
of-pocket costs.  Additionally, you 
may qualify for a 30-day special en-
rollment period for another group 

health plan for which you are eligi-
ble (such as a spouse’s plan), even 
if that plan generally doesn’t ac-
cept late enrollees. 

What is COBRA continuation cover-
age? 
COBRA continuation coverage is a 
continuation of Plan coverage 
when it would otherwise end be-
cause 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 cover-
age must be offered to each person 
who is a “qualified beneficiary.”  
You, your spouse, and your de-
pendent 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 be-
come a qualified beneficiary if you 
lose your coverage under the Plan 
because of the following qualifying 
events: 
 Your hours of employment are 

reduced, or 
 Your employment ends for any 

reason other than your gross 
misconduct. 

 
If you’re the spouse of an employee, 
you’ll become a qualified beneficiary 
if you lose your coverage under the 
Plan because of the following qualify-
ing events: 
 Death of your spouse; 
 Your spouse’s hours of employ-

ment are reduced; 
 Your spouse’s employment ends 

for any reason other than his or 
her gross misconduct; 
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 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 be-
come qualified beneficiaries if they 
lose coverage under the Plan be-
cause of the following qualifying 
events: 

 Death of parent-employee; 
 The parent-employee’s hours 

of employment are reduced; 
 The parent-employee’s em-

ployment ends for any rea-
son other than his or her 
gross misconduct; 

 The parent-employee be-
comes 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 cover-
age available? 
The Plan will offer COBRA continua-
tion coverage to qualified beneficiar-
ies 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 re-

duction of hours of employ-
ment;  

 Death of the employee; or 
 The employee’s becoming enti-

tled to Medicare benefits (un-
der Part A, Part B, or both). 

 
For all other qualifying events (di-
vorce or legal separation of the em-
ployee and spouse or a dependent 
child’s losing eligibility for coverage 
as a dependent child), you must no-
tify the Plan Administrator within 60 
days after the qualifying event oc-
curs.  You must provide this notice 

to the person listed at the front of 
this booklet. 

How is COBRA continuation cover-
age provided? 
Once the Plan Administrator receives 
notice that a qualifying event has oc-
curred, COBRA continuation coverage 
will be offered to each of the quali-
fied 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 par-
ents may elect COBRA continuation 
coverage on behalf of their children.   
 
COBRA continuation coverage is a 
temporary continuation of coverage 
that generally lasts for 18 months 
due to employment termination or 
reduction of hours of work. Certain 
qualifying events, or a second qualify-
ing event during the initial period of 
coverage, may permit a beneficiary 
to receive a maximum of 36 months 
of coverage. 
 
There are also ways in which this 18-
month period of COBRA continuation 
coverage can be extended:   
 

Disability extension of 18-month pe-
riod of COBRA continuation cover-
age 
If you or anyone in your family cov-
ered 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 con-
tinuation 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 cov-
erage, the spouse and dependent 
children in your family can get up to 
18 additional months of COBRA con-
tinuation coverage, for a maximum of 
36 months, if the Plan is properly no-
tified about the second qualifying 
event.  This extension may be availa-
ble to the spouse and any dependent 
children getting COBRA continuation 
coverage if the employee or former 
employee dies; becomes entitled to 
Medicare benefits (under Part A, Part 
B, or both); gets divorced or legally 
separated; or if the dependent child 
stops being eligible under the Plan as 
a dependent child.  This extension is 
only available if the second qualifying 
event would have caused the spouse 
or dependent child to lose coverage 
under the Plan had the first qualifying 
event not occurred. 

Are there other coverage options 
besides COBRA Continuation Cover-
age? 
Yes.  Instead of enrolling in COBRA 
continuation coverage, there may be 
other coverage options for you and 
your family through the Health Insur-
ance 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 Med-
icare Part A or B when you are first 
eligible because you are still em-
ployed, after the Medicare initial en-
rollment period, you have an 8-
month special enrollment period  to 
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sign up for Medicare Part A or B, be-
ginning on the earlier of 

 The month after your em-
ployment 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 termi-
nate 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 CO-
BRA coverage. 
 
If you are enrolled in both COBRA 
continuation coverage and Medicare, 
Medicare will generally pay first (pri-
mary payer) and COBRA continuation 
coverage will pay second.  Certain 
plans may pay as if secondary to 
Medicare, even if you are not en-
rolled in Medicare. 
 
For more information visit 
https://www.medicare.gov/medi-
care-and-you. 

If you have questions 
Questions concerning your Plan or 
your COBRA continuation coverage 
rights can be directed to Jason Fisher 
at (319) 393-7811 or 

JFisher@hacap.org.  For more infor-
mation about your rights under the 
Employee Retirement Income Secu-
rity Act (ERISA), including COBRA, the 
Patient Protection and Affordable 
Care Act, and other laws affecting 
group health plans subject to ERISA, 
contact the nearest Regional or Dis-
trict 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 Mar-
ketplace, 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. 

Termination of Coverage for Cause 
Please be advised that our Plan re-
serves the right to terminate cover-
age for cause, when applicable and as 
permitted by the Plan’s rules and/or 
administrative guidelines. 

Presumption of COBRA and USERRA 
Concurrent Election Disclosure 
Please note that any continuation 
rights under COBRA and the Uni-
formed Services Employment and 
Reemployment Rights Act (USERRA), 
when applicable, are similar but not 
identical. When both are available, 
the election for continuation cover-
age that you, the employee, make 
pursuant to COBRA will also be con-
sidered your election under USERRA 
for you and your covered depend-
ents. Thus, USERRA will apply with 
respect to the COBRA continuation 

coverage elected by you and any CO-
BRA continuation coverage elected 
by your covered dependents. Contin-
uation coverage under both statutes 
will run concurrently (at the same 
time), so that, for example, when 
your (or your covered dependent’s) 
first 18 months of concurrent COBRA 
and USERRA continuation coverage 
ends, you (or your covered depend-
ent) will have up to an additional six 
months of continuation coverage un-
der USERRA. 
 
For periods of time in which you (or 
your covered dependents) have con-
tinuation coverage pursuant to both 
COBRA and USERRA, the law that 
provides the greater benefit will ap-
ply. The administrative policies and 
procedures described in our COBRA 
Election Notice (for example, the pro-
cedures for how to elect COBRA cov-
erage and for paying premiums for 
COBRA coverage) also apply to 
USERRA coverage, unless compliance 
with the COBRA procedures is pre-
cluded by military necessity or is oth-
erwise impossible or unreasonable 
under the circumstances. 
 
If you have continuation rights under 
both laws, instead of making the 
combined COBRA and USERRA elec-
tion described above you may make 
an election under only COBRA or, al-
ternatively, you may make an elec-
tion under only USERRA. For infor-
mation about how to make a 
USERRA-only or COBRA-only election 
please contact Jason Fisher at (319) 
393-7811 or JFisher@hacap.org. 
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Page 6 

 

 
NOTE: THE PRIMARY INSURED IS RESPONSIBLE FOR PROVIDING THIS NOTICE TO ALL 

MEDICARE ELIGIBLE FAMILY MEMBERS (or those about to become Medicare Eligible)! 
 

Notice of Creditable Coverage for the 2025 Plan Year 
 

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 Medi-
care 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 pre-
mium.  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 circum-
stances 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 Medi-
care 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 dur-
ing what is known as a “Medicare Special Enrollment Period” (which is triggered by certain qualifying events, 
including the loss of creditable group prescription drug coverage).  Those who miss these opportunities are 
generally unable to enroll in a Medicare Part D plan until another enrollment period becomes available. Fi-
nally, 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 socialsecu-
rity.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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Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP)  

 
If you or your children are eligible for Medicaid or 
CHIP and you’re eligible for health coverage from 
your employer, your state may have a premium as-
sistance program that can help pay for coverage, us-
ing 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 assis-
tance programs but you may be able to buy individ-
ual insurance coverage through the Health Insur-
ance Marketplace.  For more information, visit 
www.healthcare.gov.  
 
If you or your dependents are already enrolled in 
Medicaid or CHIP and you live in a State listed be-
low, contact your State Medicaid or CHIP office to 
find out if premium assistance is available.   
 
If you or your dependents are NOT currently en-
rolled in Medicaid or CHIP, and you think you or any 

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.in-
surekidsnow.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-spon-
sored plan.   
 
If you or your dependents are eligible for premium 
assistance under Medicaid or CHIP, as well as eligi-
ble 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 en-
rollment” opportunity, and you must request cov-
erage 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).

 

Notice of Premium Assistance Under Medicaid and 
the Children’s Health Insurance Program (CHIP) 
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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, 2024.  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:  
https://health.alaska.gov/dpa/Pages/
default.aspx 
 

ARKANSAS | Medicaid 
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-
7447) 
 

CALIFORNIA | Medicaid 
Health Insurance Premium Payment 
(HIPP) Program Website: 
http://dhcs.ca.gov/hipp 
Phone: 916-445-8322 
Fax: 916-440-5676 
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 Con-
tact Center:  1-800-221-3943/ State 
Relay 711 
CHP+: https://hcpf.colo-
rado.gov/child-health-plan-plus 
CHP+ Customer Service: 1-800-359-
1991/ State Relay 711 
Health Insurance Buy-In Program 
(HIBI): https://www.mycohibi.com/ 
HIBI Customer Service: 1-855-692-
6442 
 

FLORIDA | Medicaid 
Website: 

GEORGIA | Medicaid 
GA HIPP Website: https://medi-
caid.georgia.gov/health-insurance-
premium-payment-program-hipp 
Phone: 678-564-1162, Press 1 
GA CHIPRA Website: 
https://medicaid.georgia.gov/pro-
grams/third-party-liability/childrens-
health-insurance-program-reauthori-
zation- act-2009-chipra 
Phone: 678-564-1162, Press 2 
 

INDIANA | Medicaid 
Website: https://www.in.gov/medi-
caid/  or http://www.in.gov/fssa/dfr/ 
Family and Social Services Administra-
tion 
Phone: 1-800-403-0864, Member Ser-
vices Phone: 1-800-457-4584 
 

IOWA – Medicaid & CHIP (Hawki) 
Medicaid Website: 
https://hhs.iowa.gov/programs/wel-
come-iowa-medicaid 
Medicaid Phone: 1-800-338-8366 
Hawki Website: 
https://hhs.iowa.gov/programs/wel-
come-iowa-medicaid/iowa-health-
link/hawki 
Hawki Phone: 1-800-257-8563 
HIPP Website: 
https://hhs.iowa.gov/programs/wel-
come-iowa-medicaid/fee-service/hipp 
HIPP Phone: 1-888-346-9562 
 

KANSAS | Medicaid 
Website:  https://www.kan-
care.ks.gov/ 
Phone:  1-800-792-4884 
HIPAA Phone: 1-800-967-4660 
 

KENTUCKY | Medicaid 
Kentucky Integrated Health Insurance 
Premium Payment Program (KI-HIPP) 
Website: https://chfs.ky.gov/agen-
cies/dms/member/Pages/kihipp.aspx 
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov 
KCHIP Website: https://kynect.ky.gov 

KENTUCKY | Medicaid (continued) 
Kentucky Medicaid Website: 
https://chfs.ky.gov/agencies/dms 
 

LOUISIANA | Medicaid 
Website: www.medicaid.la.gov or 
www.ldh.la.gov/lahipp 
Phone: 1-888-342-6207 (Medicaid 
hotline) or 1-855-618-5488 (LaHIPP)  
 

MAINE | Medicaid 
Enrollment Website: 
https://www.mymaineconnec-
tion.gov/benefits/s/?language=en_US 
Phone: 1-800-442-6003 
TTY: Maine relay 711 
Private Health Insurance Premium 
Webpage: 
https://www.maine.gov/dhhs/ofi/ap-
plications-forms 
Phone: 1-800-977-6740 
TTY: Maine relay 711 
 

MASSACHUSETTS | Medicaid & CHIP 
Website: 
https://www.mass.gov/masshealth/pa 
Phone: 1-800-862-4840 TTY: 711 
Email: 
masspremassistance@accenture.com 
 

MINNESOTA | Medicaid 
Website: https://mn.gov/dhs/health-
care-coverage/ 
Phone: 1-800-657-3672 
 

MISSOURI | Medicaid 
Website: http://www.dss.mo.gov/ 
mhd/participants/pages/hipp.htm 
Phone: 573-751-2005 
 

MONTANA | Medicaid 
Website: http://dphhs.mt.gov/Mon-
tanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 
Email: HHSHIPPProgram@mt.gov 
 

NEBRASKA | Medicaid 
Website:  http://www.ACCESSNe-
braska.ne.gov 
Phone: 1-855-632-7633 
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https://www.flmedicaidtplrecov-
ery.com/flmedicaidtplrecov-
ery.com/hipp/index.html 
Phone: 1-877-357-3268 

Phone: 1-877-524-4718 Lincoln: 402-473-7000 
Omaha: 402-595-1178 
 

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

NEW HAMPSHIRE | Medicaid 
Website: 
https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-pre-
mium-program 
Phone: 603-271-5218 
Toll free number for the HIPP pro-
gram: 1-800-852-3345, ext. 15218 
Email: DHHS.ThirdPar-
tyLiabi@dhhs.nh.gov 
 

NEW JERSEY | Medicaid & CHIP 
Medicaid Website: 
http://www.state.nj.us/human-
services/dmahs/clients/medicaid/ 
Phone: 800-356-1561 
CHIP Premium Assistance Phone: 609-
631-2392 
CHIP Website: http://www.njfamily 
care.org/ index.html 
CHIP Phone: 1-800-701-0710 (TTY 711) 
 

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

NORTH CAROLINA | Medicaid 
Website:  https://medi-
caid.ncdhhs.gov/ 
Phone:  919-855-4100 
 

NORTH DAKOTA | Medicaid 
Website: 
https://www.hhs.nd.gov/healthcare 
Phone: 1-844-854-4825 
 

OKLAHOMA | Medicaid and CHIP 
Website: http://www.insureokla-
homa.org 
Phone: 1-888-365-3742 

OREGON | Medicaid 
Website: http://healthcare.ore-
gon.gov/Pages/index.aspx 
Phone: 1-800-699-9075 
 

PENNSYLVANIA | Medicaid & CHIP 
Website: https://www.pa.gov/en/ser-
vices/dhs/apply-for-medicaid-health-
insurance-premium-payment-pro-
gram-hipp.html 
Phone: 1-800-692-7462 
CHIP Website: 
https://www.dhs.pa.gov/CHIP/Pages/
CHIP.aspx 
CHIP Phone: 1-800-986-KIDS (5437) 
 

RHODE ISLAND | Medicaid and CHIP 
Website: http://www.eohhs.ri.gov/ 
Phone: 855-697-4347, or 401-462-
0311 (Direct RIte Share Line) 
 

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

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

TEXAS  | Medicaid 
Website: 
https://www.hhs.texas.gov/ser-
vices/financial/health-insurance-pre-
mium-payment-hipp-program 
Phone: 1-800-440-0493 
 

UTAH | Medicaid & CHIP 
Utah’s Premium Partnership for 
Health Insurance (UPP) Website: 
https://medicaid.utah.gov/ 
Email: upp@utah.gov 
Phone: 1-888-222-2542 
Adult Expansion Website: 
https://medicaid.utah.gov/expansion/ 
Utah Medicaid Buyout Program Web-
site: https://medicaid.utah.gov/buy-
out-program/ 

UTAH | Medicaid & CHIP (continued) 
CHIP Website: 
http://health.utah.gov/chip 
 

VERMONT | Medicaid 
Website: https://dvha.ver-
mont.gov/members/medicaid/hipp-
program 
Phone: 1-800-250-8427 
 

VIRGINIA | Medicaid & CHIP 
Website: https://coverva.dmas.vir-
ginia.gov/learn/premium-assis-
tance/famis-select 
https://coverva.dmas.vir-
ginia.gov/learn/premium-assis-
tance/health-insurance-premium-pay-
ment-hipp-programs 
Medicaid/CHIP Phone: 1-800-432-
5924 
 

WASHINGTON | Medicaid 
Website: https://www.hca.wa.gov/ 
Phone:  1-800-562-3022 
 

WEST VIRGINIA | Medicaid and CHIP 
Website:  https://dhhr.wv.gov.bms/ 
http://mywvhipp.com/ 
Medicaid Phone: 304-558-1700 
CHIP Toll-free phone: 1-855-
MyWVHIPP (1-855-699-8447) 
 

WISCONSIN | Medicaid & CHIP 
Website: 
https://www.dhs.wisconsin.gov/badg-
ercareplus/p-10095.htm 
Phone: 1-800-362-3002 
 

WYOMING | Medicaid 
Website: 
https://health.wyo.gov/healthcare-
fin/medicaid/programs-and-eligibility/ 
Phone: 1-800-251-1269 

   
 

To see if any other states have added a premium assistance program since Jul. 31, 2024, or for more information on spe-
cial enrollment rights, contact either: 
 

U.S. Department of Labor U.S. Department of Health and Human Services 
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Employee Benefits Security Administration 
www.dol.gov/agencies/ebsa 

1-866-444-EBSA (3272) 

Centers for Medicare & Medicaid Services 
www.cms.hhs.gov 

1-877-267-2323, Menu Option 4, Ext.  61565 
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2025 Employee Benefits Guide - HACAP

Glossary of Terms
This glossary has many commonly used terms, but it isn’t a full list. These are not contract terms. Those can be found in your 
insurance policy or certificate.

Allowed Amount: Maximum amount on which payment is based for covered 
health care services. This may be called “eligible expense,” “payment 
allowance” or “negotiated rate.” If your provider charges more than the 
allowed amount, you may have to pay the difference. (See Balance Billing.)

Appeal: A request for your health insurer or plan to review a decision or a 
grievance again.

Balance Billing: When a provider bills you for the difference between the provider’s 
charge and the allowed amount. For example, if the provider’s charge is $100 and 
the allowed amount is $70, the provider may bill you for the remaining $30. A 
preferred provider may not balance bill you.

Co-insurance: Your share of the costs of a covered health care service, calculated as a 
percent (for example, 20%) of the allowed amount for the service. You pay co-
insurance plus any deductibles you owe. For example, if the health insurance or 
plan’s allowed amount for an office visit is $100 and you’ve met your deductible, 
your co-insurance payment of 20% would be $20. The health insurance or plan 
pays the rest of the allowed amount. (Jane pays 20%, her plan pays 80%.)

Complications of Pregnancy: Conditions due to pregnancy, labor and delivery that 
require medical care to prevent serious harm to the health of the mother or the 
fetus. Morning sickness and a non-emergency cesarean section aren’t 
complications of pregnancy.

Co-payment: A fixed amount (for example, $15) you pay for a covered health care 
service, usually when you receive the service. The amount can vary by the type of 
covered health care service.

Deductible: The amount you owe for health care services your health insurance or 
plan covers before your health insurance or plan begins to pay. For example, if 
your deductible is $1000, your plan won’t pay anything until you’ve met your
$1000 deductible for covered health care services subject to the deductible. The 
deductible may not apply to all services. (Jane pays 100%, her plan pays 0%.)

Durable Medical Equipment (DME): Equipment and supplies ordered by a health care 
provider for everyday or extended use. Coverage for DME may include: oxygen 
equipment, wheelchairs, crutches or blood testing strips for diabetics.

Emergency Medical Condition: An illness, injury, symptom or condition so serious 
that a reasonable person would seek care right away to avoid severe harm. 
Emergency Medical Transportation Ambulance services for an emergency medical 
condition.

Emergency Room Care: Emergency services received in an emergency room.
Emergency Services: Evaluation of an emergency medical condition and 

treatment to keep the condition from getting worse.
Excluded Services: Health care services that your health insurance or plan doesn’t pay 

for or cover.
Grievance: A complaint that you communicate to your health insurer or plan.
Habilitation Services: Health care services that help a person keep, learn or improve 

skills and functioning for daily living. Examples include therapy for a child who isn’t 
walking or talking at the expected age. These services may include physical and 
occupational therapy, speech-language pathology and other services for people 
with disabilities in a variety of inpatient and/or outpatient settings.

Health Insurance: A contract that requires your health insurer to pay some or all of 
your health care costs in exchange for a premium.

Home Health Care: Health care services a person receives at home.
Hospice Services: Services to provide comfort and support for persons in the last 

stages of a terminal illness and their families.
Hospitalization: Care in a hospital that requires admission as an inpatient and 

usually requires an overnight stay. An overnight stay for observation could be 
outpatient care.

Hospital Outpatient Care: Care in a hospital that usually doesn’t require an 
overnight stay.

In-network Co-insurance: The percent (for example, 20%) you pay of the allowed 
amount for covered health care services to providers who contract with your 
health insurance or plan. In-network co-insurance usually costs you less than out-
of-network co-insurance.

In-network Co-payment: A fixed amount (for example, $15) you pay for covered 
health care services to providers who contract with your health insurance or plan. 
In-network co-payments usually are less than out-of-network co-payments.

Medically Necessary: Health care services or supplies needed to prevent, 
diagnose or treat an illness, injury, disease or its symptoms and that meet 
accepted standards of medicine.

Network: The facilities, providers and suppliers your health insurer or plan has 
contracted with to provide health care services.

Non-Preferred Provider: A provider who doesn’t have a contract with your health 
insurer or plan to provide services to you. You’ll pay more to see a non- preferred 
provider. Check your policy to see if you can go to all providers who have 
contracted with your health insurance or plan, or if your health insurance or plan 
has a “tiered” network and you must pay extra to see some providers.

Out-of-Network Co-insurance: The percent (for example, 40%) you pay of the 
allowed amount for covered health care services to providers who do not 
contract with your health insurance or plan. Out-of-network co-insurance 
usually costs you more than in-network co-insurance.

Out-of-Network Co-payment: A fixed amount (for example, $30) you pay for 
covered health care services from providers who do not contract with your 
health insurance or plan. Out-of-network co-payments usually are more than in-
network copayments.

Out-of-Pocket Limit: The most you pay during policy period (usually a year) before 
your health insurance or plan begins to pay 100% of the allowed amount. This limit 
never includes your premium, balance-billed charges or health care your health 
insurance or plan doesn’t cover. Some health insurance or plans don’t count all of 
your co-payments, deductibles, co-insurance payments, out-of-network payments 
or other expenses toward this limit. (Jane pays 0%, her plan pays 100%.)

Physician Services: Health care services a licensed medical physician (M.D. – Medical 
Doctor or D.O. – Doctor of Osteopathic Medicine) provides or coordinates.

Plan: A benefit your employer, union or other group sponsor provides to you to 
pay for your health care services.

Preauthorization: A decision by your health insurer or plan that a health care 
service, treatment plan, prescription drug or durable medical equipment is 
medically necessary. Sometimes called prior authorization, prior approval or 
precertification. Your health insurance or plan may require preauthorization 
for certain services before you receive them, except in an emergency.
Preauthorization isn’t a promise your health insurance or plan will cover the cost.

Preferred Provider: A provider who has a contract with your health insurer or plan to 
provide services to you at a discount. Check your policy to see if you can see all 
preferred providers or if your health insurance or plan has a “tiered” network and 
you must pay extra to see some providers. Your health insurance or plan may have 
preferred providers who are also “participating” providers.
Participating providers also contract with your health insurer or plan, but the 
discount may not be as great, and you may have to pay more.

Premium: The amount that must be paid for your health insurance or plan. You and 
or your employer usually pay it yearly.

Prescription Drug Coverage: Health insurance or plan that helps pay for 
prescription drugs and medications.

Prescription Drugs: Drugs and medications that by law require a prescription.
Primary Care Physician: A physician (M.D. – Medical Doctor or D.O. – Doctor of 

Osteopathic Medicine) who directly provides or coordinates a range of health 
care services for a patient.

Primary Care Provider: A physician (M.D. – Medical Doctor or D.O. – Doctor of 
Osteopathic Medicine), nurse practitioner, clinical nurse specialist or physician 
assistant, as allowed under state law, who provides, coordinates or helps a 
patient access a range of health care services.

Provider: A physician (M.D. – Medical Doctor or D.O. – Doctor of Osteopathic 
Medicine), health care professional or health care facility licensed, certified or 
accredited as required by state law.

Reconstructive Surgery: Surgery and follow-up treatment needed to correct or 
improve a part of the body because of birth defects, accidents, injuries or 
medical conditions.

Rehabilitation Services: Health care services that help a person keep, get back or 
improve skills and functioning for daily living that have been lost or impaired 
because a person was sick, hurt or disabled. These services may include physical 
and occupational therapy, speech-language pathology and psychiatric 
rehabilitation services in a variety of inpatient and/or outpatient settings.

Skilled Nursing Care: Services from licensed nurses in your own home or in a 
nursing home. Skilled care services are from technicians and therapists in your 
own home or in a nursing home.

Specialist: A physician specialist focuses on a specific area of medicine or a group of 
patients to diagnose, manage, prevent or treat certain types of symptoms and 
conditions. A non-physician specialist is a provider who has more training in a 
specific area of health care.

UCR (Usual, Customary and Reasonable): The amount paid for a medical service in a 
geographic area based on what providers in the area usually charge for the same 
or similar medical service. The UCR amount sometimes is used to determine the 
allowed amount.

Urgent Care: Care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
emergency room care.
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