HELPING YOU UNDERSTAND
Your Benefit Choices

2022

This is a high-level benefits guide of certain benefits your employer offers. The information in this booklet is intended as a general
outline of the benefits offered under your employers benefits program and should not be considered legal, investment or other
benefits advice. Specific details and plan limitations are provided in the Summary Plan Descriptions (SPD), which is based on
the official Plan Documents that may include policies, contracts and plan procedures. The SPD and Plan Documents contain
all the specific provisions of the plans. In the event that the information in this brochure differs from the Plan Documents, the
Plan Documents will prevail. Benefit plans are subject to change, amendment, or termination without notice to or the
agreement of any employee/participant. All protected health information is confidential, pursuant to the Health Insurance
Portability and Accountability Act of 1996. If you have any questions about your Guide, contact Human Resources.
If you (and/or your dependents) have Medicare or will become eligible for Medicare in the next 12 months, a Federal law gives
you more choices about your prescription drug coverage. Please see the “Notices” Section in the back of this benefits booklet.
*This guide may or may not be applicable to union employees.
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WELCOME
BENEFITS MENU | ENROLLMENT GUIDE

Your Benefit Period

BENEFITS OFFERED

January 01, 2022 – December 31, 2022

MY HEALTH

ENROLLMENT

Medical | BlueCross BlueShield

All team members have access to our online benefits enrollment
platform 24/7 where you have the ability to enroll, select or change
your benefits online during the annual open enrollment period, new
hire orientation, and for qualifying events.

Dental | Delta Dental
Vision | VSP
Health Savings Accounts | Ameriflex



Accessible 24/7;



View all benefit plan options and your elections;

MY LIFE



View important carrier forms and links;



Report a qualifying life event; and

Life and AD&D | BlueCross BlueShield



Make changes to beneficiary designations and more.

Disability | New York Life

ENROLLMENT INSTRUCTIONS:

Accident | MetLife
Critical Illness | MetLife
Hospital Indemnity I MetLife

MY EXTRAS
Virtual Visits | MD Live
Life Assistance Program | New York Life

1. Go to www.benselect.com
2. Enter your Username and PIN (Username is 9digit Social Security Number and PIN is last 4
digits of SSN + last 2 digits of year of birth)
3. Review your personal and dependent
information for accuracy
4. Review each product offered; Elect coverage
for 2021 plan year
5. Complete the EOI form for any coverage you
may have elected that requires Underwriting
approval
6. Complete your enrollment by signing the
Enrollment Confirmation

READY TO ENROLL?
Go to www.benselect.com

1. Do you plan to enroll an eligible dependent(s)?

If so, make sure to have their social security numbers and birthdates available. You
cannot enroll your dependent(s) without this information.

2. Have you recently been married/divorced or had a baby?

Helpful Tips To
Consider Before
You Enroll

If so, remember to add or remove any dependent(s) and/or update your beneficiary
designation.

3. Did any of your covered children reach their 26th birthday this
year?

If so, they may no longer be eligible for benefits, unless they meet specific criteria.
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ELIGIBILITY
RULES | REQUIREMENTS

EMPLOYEE ELIGIBILITY
You are eligible to participate if you are full-time and
work a minimum of 30 hours per week. Your
coverage will be effective on the date you are hired.

The term ‘child’ refers to any
of the following:

DEPENDENT ELIGIBILITY
You may also enroll eligible dependents for benefits
coverage. A ‘dependent’ is defined as the legal
spouse and/or ‘dependent child(ren)’ of the plan
participant or the spouse.









A natural (biological) child;
A stepchild;
A legally adopted child;
A foster child;
A child for whom legal guardianship has been
awarded to the participant or the participant’s
spouse/domestic partner; or
Disabled dependents may be eligible if
requirements set by the plan are met.

Qualifying Life Events
If you have a Qualifying Life Event and want to request a mid-year change, you must notify Human Resources and
complete your election changes within 30 days following the event. Be prepared to provide documentation to support the
Qualifying Life Event.
Common life events include; Marriage, Divorce, New Dependent, Loss/gain of available coverage by you or any of your
dependents.
*A full list of qualifying events can be found in the ‘Required Notices’ section of this benefits guide.

IMPORTANT
You cannot make changes to these elections during the
year unless you experience a qualified family status
change, which must be reported to Human Resources
within 30 days of the event.
If you separate from employment, COBRA continuation
of coverage may be available as applicable by law.
COBRA Continuation details can be found in the notices
section of this employee benefit guide.
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HEALTH

MEDICAL | PRESCRIPTION DRUGS
PPO | In-Network & Out-of-Network Benefits Available

COMMON INSURANCE TERMS
A PREMIUM is the amount you pay for
insurance, using pre-tax or post-tax dollars.
A COPAYMENT (COPAY) is a fixed amount
you pay to receive services. Your copayment(s) will count towards your out-ofpocket maximum but not your deductible. (e.g.,
$30 for every visit to the doctor), while your
insurance company pays the rest.
A DEDUCTIBLE is the amount of money you
are responsible for paying each year before the
plan begins to pay for covered services, with
the exception of preventive care services,
which are covered at 100% In-Network.
COINSURANCE This is your share of the
expense of covered services after your
deductible has been paid when the company
plan is paying a percentage. The coinsurance
rate is usually a percentage.
OUT-OF-POCKET (OOP) MAXIMUM is the
most you pay per Plan Year for health care
expenses and applies to deductibles, flat-dollar
copays and coinsurance for all covered services
– including cost-sharing amounts for
prescription drugs.

The PPO option offers the freedom to see any provider when you
need care. When you use providers from within the PPO network, you
receive benefits at the discounted network cost. Most expenses, such
as office visits, emergency room and prescription drugs are covered
by a copay. Other expenses are subject to a deductible and
coinsurance.

PPO HSA | In-Network & Out-of-Network Benefits
Available
The HDHP is similar to the PPO Plan in that you have the option to
choose any provider when you need care. However, in exchange for
a lower per-paycheck cost, you must satisfy a higher deductible that
applies to almost all health care expenses, including those for
prescription drugs.
All expenses are your responsibility until the deductible is reached,
with the exception of preventive care, which is covered at 100% when
you visit a physician in the network. Once the deductible is met, you
are responsible for coinsurance for medical expenses and a copay for
prescription drug expenses.
Enrolling in this plan allows you to contribute tax free dollars to a
health savings account (HSA). Any dollars that you (and your
employer) wish to contribute can be used towards any eligible
medical, Rx, dental and vision expenses that you may incur while
covered under the plan. See HSA section of this guide for additional
details.

Once this limit is met, the plan will cover all innetwork services at 100% until the end of the
plan year.
*OUT-OF-NETWORK charges in the above
plans are subject to reasonable and
customary limitations, which means you are
responsible for charges over this amount in
addition to separate deductible and
coinsurance. Any services received from an
out-of-network provider, with the exception of
a true emergency, will not be covered.

Did You Know?

 Preventive Services are covered at
100% In-Network and copays &
deductibles do not apply.
 You pay less out of pocket if you receive
care from an In-Network provider.
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How do I find an In-Network Provider?
In-Network providers can be found on your provider’s website
(bcbsok.com) under “Find a Doctor or Hospital”. Select Group
Health Plans and choose the network based on the plan type
you are choosing.
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MEDICAL
HEALTH | PLAN COMPARISON

IN-NETWORK BENEFITS

Blue Preferred HSA

Blue Preferred

Single Deductible

$6,000

$3,500

Family Deductible

$12,000

$10,500

Single Maximum

$6,450

$6,600

Family Maximum

$12,900

$13,200

DEDUCTIBLE

OUT-OF-POCKET (OOP) MAXIMUM

Health Savings Account
Eligible Plan for HSA



MEMBER COPAYMENT(S)
Primary Care (PCP) - Office Visit

Deductible + Coinsurance

$25 Copay

Virtual Visit

Deductible + Coinsurance

$0 Copay

Specialist - Office Visit

Deductible + Coinsurance

$50 Copay

Urgent Care Facility

Deductible + Coinsurance

$50 Copay

Emergency Room Visit

Deductible + Coinsurance

$250 Copay + D+C

COINSURANCE (applies after deductible is met)
Member Cost Share %

Monthly Cost by Tier

20%

20%

HSA $6,000

PPO $3,500

Employer Cost

Employee Cost

Employer Cost

Employee Cost

Employee Only

$293.14

$73.28

$392.19

$98.04

Employee + Spouse

$502.81

$236.62

$672.71

$316.56

Employee + Child(ren)

$484.12

$227.84

$647.71

$304.80

Family

$747.99

$352.00

$1,000.72

$470.94

Your Care
Options and
When to Use
Them.

Primary Care Physician (PCP)
For routine, primary/preventive care, or non-urgent treatment, we recommend going to your doctor’s office for
medical care. Your doctor knows you and your health history, and has access to your medical records. You
may also pay the least amount out-of-pocket when you receive care in your doctor’s office.

Urgent Care Centers vs. Freestanding Emergency Rooms
Freestanding emergency rooms look a lot like the urgent care centers you are likely used to, but the costs
and services are drastically different. In general, consider an urgent care center as an extension of your PCP,
while freestanding emergency rooms should be used for health conditions that require a high level of care.
Research the options in your area and determine which ones are covered by your insurance plan's network;
note that balance billing may apply. Choosing an urgent care center for everyday health concerns could save
you hundreds of dollars.
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Connect2

Access where mobile app, online
video or telephone service is
available

Interact

Real-time consultation with a
board-certified doctor or
therapist

Diagnose

Prescriptions sent
electronically to a pharmacy of
your choice
(when appropriate)

Mobile app:

Website:

▪ Download the app from the Apple App StoreSM,
Google PlayTM Store or Windows® Store

Visit the website MDLIVE.com/bcbsok
▪ Choose a doctor

▪ Open the app and choose a doctor

▪ Video chat with the doctor

▪ Video chat with the doctor from your mobile
device

▪ You can also access through Blue
Access for MembersSM

Get connected today!
To register, you’ll need to provide your first and last
name, date of birth and BCBSOK member ID number.
1 In the event of an emergency, this service should not take place of an emergency room or urgent care center. MDLIVE doctors do not take the place of your primary
care doctor. Proper diagnosis should come from your doctor, and medical advice is always between you and your doctor.
2 Internet/Wi-Fi connection is needed for computer access. Data charges may apply when using your tablet or smartphone. Check your phone carrier’s plan for details.
Video on-demand consultations are available Monday through Sunday from 7 a.m. to 9 p.m. local time. Video consultations can also be made by appointment
24/7/365 with an available doctor. Service is limited to interactive-audio consultations (phone only), along with the ability to prescribe in Texas. Service in Oklahoma
and Idaho is limited to interactive audio/video (video only), along with the ability to prescribe. Virtual visits are currently not available in Arkansas. Service availability
depends on member’s location. Virtual visits may not be available on all plans.
MDLIVE is not an insurance product nor a prescription fulfillment warehouse. MDLIVE operates subject to state regulations and may not be available in certain states.
MDLIVE does not guarantee that a prescription will be written. MDLIVE does not prescribe DEA-controlled substances, non-therapeutic drugs and certain other drugs
that may be harmful because of their potential for abuse. MDLIVE physicians reserve the right to deny care for potential misuse of services.
App Store is a service mark of Apple Inc.
Google Play Store is a trademark of Google Inc. (“Google”).
Windows is a registered mark of MicrosoftTM
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Confused About Where to Go for Care?
Smart health care choices may save you money.
Sometimes it’s easy to know when you should go to an emergency room
(ER). At other times, it’s less clear. Where do you go when you have an
ear infection, or you are generally not feeling well? The emergency room
can be an expensive option. The chart below may help you figure out
when to use each type ofcare.
When you use in-network providers for your family’s health care, you
usually pay less for care. Search forin-network providers in your area at
bcbsok.com or by calling the Customer Service number on the back of
your member ID card.

Freestanding ER

Hospital ER

Virtual Visits

• Available 24 hours a day,
seven days a week
• Access to care for nonemergency medical issues
whether you’re at home
or traveling
• Based on your location,
consult with a boardcertified doctor by phone
at 888-970-4081, online at
MDLIVE.com/bcbsok or
with the MDLIVE® mobile
app1
• Average wait time is less
than 10minutes
• Powered byMDLIVE

$

Doctor’s Office

• Office hours vary
• Generally the best
place to go for nonemergency care

• Doctor-to-patient
relationship
established and
therefore able to treat,
based on knowledge
of medicalhistory
• Average wait time is
24 minutes2

$

Retail Health
Clinic

• Based upon retail
store hours

• Usually lower outof-pocket cost to
you than urgent
care
• Often located in
stores and
pharmacies to
provide convenient,
low-cost treatment
for minor medical
problems

$

Urgent Care
Provider

• Generally includes
evenings, weekends
and holidays
• Often used when
your doctor’s office
is closed, and there
is no true
emergency
• Average wait time is
11-20 minutes3
• Many haveonline
and/or telephone
check-in

$ $ $$

• Open 24 hours, seven
days a week
Average wait time is
4 hours, 7 minutes4
• If you receive care
from anout-ofnetwork provider, you
may have to pay
more. Providers
outside the network
may “balance bill”
you, which means
they may charge you
more than your health
plan’s fee schedule.
• Multiple bills for
services such as
doctors and facility

$$$$$$

• Open 24 hours, seven
days a week

• Could be transferred
to a hospital ER based
on medical situation
• Services do not include
traumacare
• Many freestanding
ERs are out-ofnetwork.If you receive
care from an out-ofnetwork provider, you
may have topay more.
Providers outside the
network may “balance
bill” you, which means
they may charge you
more than your health
plan’sfee schedule
• All freestanding ERs
charge a facility fee
that urgent care
centers do not. You
may receive other bills
for each doctor you
see.5

$$$$$$$

If you need emergency care, call 911 or seek help from any doctor or hospital immediately.
1

Internet/Wi-Fi connection is needed for computer access. Data charges may apply. Check your
phone carrier’s plan for details. Non-emergency medical service in Idaho, Montana, New Mexico
and Oklahoma is limited to interactive audio/video (video only), along with the ability to prescribe.
Non-emergency medical service in Arkansas is limited to interactive audio/video (video only) for
initial consultation, along with the ability to prescribe.
Behavioral Health service is limited to interactive audio/video (video only), along with the ability to
prescribe in all states. Service availability depends on location at the time of consultation.

2

Medical Practice Pulse Report 2009, Press Ganey Associates.

3

Urgent Care Benchmarking Study Results. Journal of Urgent Care Medicine, January 2012.

Emergency Department Pulse Report 2010 Patient Perspectives on American Health Care. Press
Ganey Associates.

4

5

Note: The relative costs described here are for independently contracted network providers. Your
costs for out-of-network providers may be significantly higher. Wait times described are just
estimates.
Virtual visits, Powered by MDLIVE may not be available on all plans. Virtual visits are subject to the
terms and conditions of your benefit plan, including benefits, limitations, and exclusions. MDLIVE
operates subject to state regulations and may not be available in certain states. MDLIVE is not an
insurance product or a prescription fulfillment warehouse. MDLIVE does not guarantee that a
prescription will be written. MDLIVE does not prescribe DEA- controlled substances, non-therapeutic
drugs and certain other drugs that may be harmful because of their potential for abuse. MDLIVE
physicians reserve the right to deny care for potential misuse of services.
The information provided in this guide is not intended as medical advice, nor meant to be a substitute
for the individual medical judgment of a doctor or other health care professional. Please check with
your doctor for individualized advice on the information provided. Coverage may vary depending on
your specific benefit plan and use of network providers. For questions, please call the number on the
back of your member ID card.

The Texas Association of Health Plans.
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These preventive services are covered by your plan at no cost to you

1

FOR ADULTS
Annual preventive medical history and
physical exam

FOR CHILDREN
Annual preventive medical history and physical
exam

SCREENINGS FOR

SCREENINGS FOR

•

Abdominal aortic aneurysm

•

Autism

•

Alcohol abuse and tobacco use

•

Cervical dysplasia

•

Colorectal, skin and lung cancer

•

Depression

•

Depression

•

Developmental delays

•

Falls prevention and vitamin D use for stronger bones

•

Dyslipidemia (for children at higher risk)

•

High blood pressure, high cholesterol, obesity, diabetes
and depression

•

Hearing loss, hypothyroidism, sickle cell disease and
phenylketonuria (PKU) in newborns

•

Sexually transmitted infections, HIV, HPV and hepatitis

•

Hematocrit or hemoglobin

•

Lead poisoning

•

Obesity

COUNSELING FOR
•

Alcohol misuse

•

Sexually transmitted infections and HIV

•

Domestic violence

•

Tuberculosis

•

Healthy diet counseling

•

Visual acuity

•

Obesity

•

Sexually transmitted infections

•

Skin cancer prevention

•

Obesity counseling

•

Tobacco use, including certain medicine to stop

•

•

Use of aspirin to prevent heart attacks

Oral health risk assessment, dental carries prevention
fluoride varnish and oral fluoride supplements

•

Skin cancer prevention counseling

ASSESSMENTS AND COUNSELING

CERTAIN VACCINES
JUST FOR WOMEN
•

Breast cancer screening, genetic testing and counseling

•

Breastfeeding support, supplies and counseling

•

Certain contraceptives and medical devices, morning
after pill, and sterilization to prevent pregnancy

•
•

Learn more on immunization recommendations
and schedules by visiting: www.cdc.gov/vaccines

SCREENINGS FOR
•

Diphtheria, Pertussis, Tetanus

•

Haemophilus Influenzae Type B (Hib)

Cervical cancer screening

•

Hepatitis A and B

Chlamydia, gonorrhea, syphilis, HIV and hepatitis B
screenings

•

Human Papillomavirus (HPV)

•

Inactivated Poliovirus (Polio)

•

Influenza (Flu)

•

Measles, Mumps, Rubella (MMR)

•

Meningitis

•

Counseling for alcohol and tobacco use during pregnancy

•

Folic acid supplementation during pregnancy

•

Human papillomavirus (HPV) DNA test

•

Osteoporosis screening

•

Pneumococcal

•

Screenings during pregnancy, including screenings for
anemia, gestational diabetes, bacteriuria, Rh(D)
compatibility

•

Rotavirus

•

Varicella (Chicken Pox)

•

Zoster (Herpes, Shingles)

1 Non-grandfathered health plans are required by the Affordable Care Act to provide coverage for preventive care
services without cost-sharing only when the member uses a network provider. You may have to pay all or part of
the cost of preventive care if your health plan is grandfathered. To find out if your plan is grandfathered or nongrandfathered, call the customer service number listed on your member ID card.
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WhereYouGet Care May Affect
Your Health and Your Wallet
Bea SmartHealthCareShopperwithHelpfromBlueCross andBlueShieldofOklahoma(BCBSOK)
There’s a lot to thinkaboutwhen decidingwhere to get
healthcare.Justtake a look at how muchpricesdifferfor
the same procedure in the same area.
Procedure

Provider A1 Provider B1

Difference

MRI of the Brain

$636

$2,485

$1,849

Hysterectomy

$6,055

$15,869

$9,814

Hernia Repair

$3,548

$8,019

$4,471

Knee Replacement

$17,678

$41,616

$23,938

* Note that costs are examples and may not apply to every member’s situation.

Being informed does not have to be tricky and there are
resources available for helping make the best decision for you.

ClickDoctors& Hospitals tocomparecostsand
find providers in yournetwork.

Checking costs before your appointment: We’re here
to help you find quality independently contracted
health care providersthatmay cost less and to help
you understand what you may need to pay based on
your plan’s copay, coinsurance, deductible and other
benefits.
Finding out how doctors in your area compare: Find
a doctor in your network. Check if your facility has
been recognized for providing quality care. Or read
reviews and ratingsfromothermembersand share
yourown.

Get the App

Go Online
Log in to Blue Access for MembersSM (BAM) at
bcbsok.com, anytime, day or night.

Use Provider Finder® to help make more
informed health care choices by:

Text* BCBS to 33633 to download our app.
Go to the App Store or Google Play.
Use the app to find all kinds of useful information
to help you choose a provider and save money.

1. Allowable in-network cost data from providers within a 50-mile radius of Oklahoma City, Oklahoma. Costs are examples and may not apply to every member’s situation.
* Message and data rates may apply. Terms and conditions and privacy policy are available at bcbsok.com/mobile/text-messaging.
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PRESCRIPTION DRUGS
Rx | PLAN COMPARISON

Rx Copays

HSA $6,000

PPO $3,500

PREFERRED GENERIC

$10 After Deductible

$10

NON-PREFERRED GENERIC

$10 After Deductible and Coinsurance

$10

PREFERRED BRAND

$35 After Deductible

$35

NON-PREFERRED BRAND

$60 After Deductible

$60

SPECIALTY

20% up to minimum $150, maximum $250

20% Up To $150

WHERE CAN I FIND A DRUG LIST?
Typically, a full listing of covered drugs is found on your provider’s website. A drug list, also called a formulary, is a list of generic and brand-name
drugs covered by a health plan. Although a drug may be on the drug list, it might not be covered under every plan. Review the plan materials for
details on specific benefits.
You can use drug lists to see if a medication is covered by your health insurance plan. You can also find out if the medication is available as a generic,
needs prior authorization, has quantity limits and more.

Save Money
With Generic
(Tier 1) Drugs
Ask your doctor if it’s appropriate to use
a generic drug rather than a brand.
Generic drugs are less expensive, and
according to the FDA, they contain the
same active ingredients and are
identical in dose, form and
administrative method as a brand name.
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Helpful Rx Cost Savings Tools & Tips:
MAIL ORDER - Many drugs are available in a 90 day supply, rather than the 30
day retail supply. Typically, you will pay less if you choose to get a mail order
90 day supply.
GOOD Rx - There are many tools online that you can use in order to save on
prescription costs. One being GoodRx.com, an online Rx database that allows
you to find what pharmacy is the cheapest for your specific prescription.
Additionally, you may be able to find a coupon that will greatly reduce your cost.
It is important to remember that many of the coupons can only be used outside
of your plan (will not count towards your maximums).
ASK YOUR DOCTOR – Make sure to ask if there are cost savings alternatives
to the prescription they are providing. Many times there are generic or different
manufacturers that will save you money at the pharmacy.
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ONLINE HEALTHCARE
24/7 | VIRTUAL DOCTOR VISITS

WHEN CAN I USE A VIRTUAL VISIT?
When you have a non-emergency condition and:

No crowded
waiting rooms.
No Driving.

See a doctor when
you need a doctor.

–
–
–

your doctor is not available;
you become ill while traveling;
When you are considering visiting a hospital emergency room for a
non-emergency health condition.
*Your covered children may also use Virtual Visits when a parent
or legal guardian is present for the visit.

Examples of Non-Emergency Conditions:






Bladder infection
Bronchitis
Diarrhea
Fever
Pink eye







Rash
Seasonal flu
Sinus
Sore throat
Stomach

HOW DOES IT WORK?

A virtual visit lets you see and talk to a
doctor from your mobile device or
computer. When you use one of the
provider groups in our virtual visit
network, you have benefit coverage for
certain non-emergency medical
conditions. Costs must be paid by you at
the time of the virtual visit and will apply
toward your deductible
and out-of-pocket maximum.

The first time you use a Virtual Visits provider, you will need to set up an
account with that Virtual Visits provider group. You will need to complete the
patient registration process to gather medical history, pharmacy preference,
primary care physician contact information, and insurance information.
Each time you have a virtual visit, you will be asked some brief medical
questions, including questions about your current medical concern. If
appropriate, you will then be connected using secure live audio and video
technology to a doctor licensed to deliver care in the state you are in at the
time of your visit. You and the doctor will discuss your medical issue, and, if
appropriate, the doctor may write a prescription* for you.
Virtual Visits doctors use e-prescribing to submit prescriptions to the
pharmacy of your choice. Costs for the virtual visit and prescription drugs are
based on, and payable under, your medical and pharmacy benefit. They are
not covered as part of your Virtual Visits benefit.
*Prescription services may not be available in all states.

HOW DO I GET ACCESS?
Learn more about Virtual Visits and access direct links to provider sites by
logging into your MDLIVE.com/bcbsok

For questions regarding
online health care, contact:
1-800-942-5837 or
MDLIVE.com/bcbsok

DOWNLOAD THE APP
Get the information you need on the go by
downloading the MDLIVE App from the
App Store for AppleSM products or on the
Google PlayTM Store for Android products.

13
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FLEXIBLE SPENDING ACCOUNT
FSA | TAX SAVING VEHICLE

Flexible Spending Accounts (FSA) allow you to reduce your taxable income
by setting aside pre-tax dollars from each paycheck to pay for eligible out-ofpocket health care and dependent care expenses* for yourself, your spouse
and your dependent children.
In order to participate in the FSA, you must enroll each year. Your annual
contribution stays in effect during the entire year (January 1st through
December 31st). The only time you can change your election is during the
enrollment period or if you experience a change-in-status event. Also, you
must elect this benefit within 30 days of your hire date or first date of benefits
eligibility.



“USE IT” OR “LOSE IT”
“Unused” FSA funds do not roll over from year to
year.

ELIGIBLE EXPENSES


IMPORTANT FSA RULES

A full list of qualified FSA expenses can be found in IRS Publication
502 at www.irs.gov.
You can learn more about FSA qualified expenses and also make
purchases by visiting the FSA Store at www.fsastore.com.

Both the Health Care and Dependent Care FSA
have a “grace period”. This means that you have
until March 31, 2021 to submit your claims.

HEALTH CARE & LIMITED PURPOSE FSA
MAXIMUM ANNUAL CONTRIBUTION | $2,750

*ELIGIBLE DEPENDENT CARE
EXPENSES INCLUDE:

All eligible health care expenses – such as deductibles, medical and
prescription copays, dental expenses, and vision expenses – can be
reimbursed from your general purpose FSA account.

1.‘Care’ for your dependent child who is under the
age of 13 that you can claim as a dependent on
your federal tax return;

With the Health Care FSA or Limited Purpose FSA, you can spend up to the
full amount of your annual election as soon as your account has been set
up.

2.‘Care’ for your dependent child who resides with
you and who is physically or mentally incapable of
caring for themselves; or

LIMITED PURPOSE FSA | ADDITIONAL REQUIREMENTS
 If you open or contribute to a Health Saving Account (HSA), you may only enroll in
a Limited Purpose FSA.
 If you enroll in a HDHP (High Deductible Health Plan) and elect a Health FSA, you
will automatically be enrolled in the Limited Purpose FSA.
 A limited purpose FSA will reimburse you for dental and vision expenses, but you
cannot claim the same expense on both the FSA and HSA Accounts.

DEPENDENT CARE FSA
The Dependent Care FSA allows you to pay for eligible dependent care
expenses with tax-free dollars so that you and your spouse can work or
attend school FT.
Unlike the Health Care FSA, funds in a Dependent Care FSA are only
available once they have been deposited into your account and you cannot
use the funds ahead of time.



You may set aside up to $5,000 annually in pre-tax dollars, or $2,500 if
you are married and file taxes separately from your spouse.
If you participate in a Dependent Care FSA, you cannot apply the same
expenses for a dependent care tax credit when you file your income
taxes.

10
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3.‘Care’ for your spouse, parent or grandparent
who is physically or mentally incapable of caring
for themselves and spends at least eight hours a
day in your home.
‘Care’ is defined as: In-home baby-sitting services
(not by an individual you claim as a dependent);
care of a preschool child by a licensed nursery or
day care provider; before and after-school care;
summer day camp (provided it is not overnight);
and in-home dependent day care.

FLEXIBLE SPENDING ACCOUNT
FSA | TAX SAVING VEHICLE

ELIGIBLE HEALTH
FSA EXPENSES*

HERE’S HOW IT WORKS
An employee earning $30,000 elects to place $1,000 into a Health Care
FSA. The payroll deduction is $110.42 based on a 24 pay period schedule.
As a result, the insurance premiums and health care expenses are paid with
tax-free dollars, giving the employee a tax savings of $574.

Without FSA

With FSA

$30,000

$30,000

FSA Contributions

$0

-$2,650

TAXABLE INCOME

$30,000

$27,350

Gross Income

Estimated Taxes
Federal

$3,090*

-$2,817*

State

$1,104**

$1,106**

FICA

$2,295

$2,092

AFTER TAX EARNINGS

$23,511

$21,435

Eligible Out-Of-Pocket Expenses

$2,650

$0

AVAILABLE/SPENDABLE INCOME

$20,861

$21,435

That’s a savings of $574 for the year!
This example is for illustrative purposes only. Every situation varies and it is recommended
you consult a tax advisor for all tax advice.
*Varies, assumes 10.30%;
**Varies, assumes 3.68%

OVER-THE-COUNTER (OTC)
MEDICATION REMINDER
Effective for purchases on or after January 1, 2020, thousands of items,
including pain relievers, cold and flu medications, antacids, acne remedies, and
allergy medicines are now reimbursable from an FSA, Section 213 HRA, or
HSA without a prescription.
In addition to eliminating the prescription requirement on OTC drugs and
medicine, the new CARES Act has added hundreds of menstrual products to
the list of approved expenses, including tampons, pads, liners, cups, sponges
and similar items. As was the case prior to the passage of the ACA, vitamins
and supplements will continue to require a physician’s “prescription” indicating
that they are being taken to treat a diagnosed medical condition (e.g., anemia)
rather than for general health and wellness.
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Acupuncture
Alcoholism treatment
Artificial teeth/dentures
Blood pressure monitors
Braces
Braille-books & magazines
Breast pumps & lactation supplies
Chiropractors
Co-insurance, co-pay & deductibles
Cost of operations & related treatments
Crutches
Diabetic supplies
Drug addiction treatment
Eye exams, eye glasses, contacts
Hearing devices & batteries
Hospital services
Operations
Pregnancy tests
Radial keratotomy & lasik eye surgery
Smoking cessation programs
Speech therapy
Surgical fees
Vaccines
Walkers & wheelchairs
X-rays and more.

*A full list of qualified expenses can be
found in IRS Publication 502 at www.irs.gov.

IMPORTANT: PAYING FOR
ELIGIBLE SERVICES &
EXPENSES
Visit the FSA Store at www.FSAstore.com,
where you can purchase FSA-eligible
products without a prescription online.
Although you do not need to file for reimbursement
when using your FSA debit card, you may be
required to submit documentation, so be sure to
save your receipts.
If you use a personal form of payment to pay for
eligible expenses out-of-pocket, you can submit
an FSA claim form along with your original
receipts for reimbursement.

HEALTH SAVINGS ACCOUNT
HSA | TAX SAVING VEHICLE

ENROLLED IN A HSA
ELIGIBLE HEALTH PLAN?
Take charge of your health care spending with
a Health Savings Account (HSA).
Contributions to an HSA are tax-free, and no
matter what, the money in the account is
yours!
A Health Savings Account (HSA) is a tax-free savings
account is owned by you, is 100% vested from day one,
and let’s you build up savings for future needs. The funds
may be used to pay for qualifying healthcare expenses not
covered by insurance or any other plan for yourself, your
spouse, or tax dependents. You decide how much you
would like to contribute, when and how to spend the
money on eligible expenses, and how to invest the
balance.

UNDERSTANDING YOUR HSA
– Pre-tax contributions are deducted through payroll and
deposited into your HSA account;
– You can use your HSA available funds to pay for qualified
medical expenses tax-free;
– HSA funds can be used for non-eligible expenses, but will
be subject to regular income taxes and a 20% excise tax
penalty.
– Unused funds remain in your account for future use and roll
over each calendar year;
– HSAs remain with you even if you change health plans or
companies. If you open an HSA and later become ineligible
to make contributions, you can still use your remaining
funds; and
– You can change your HSA contribution at any time during
the plan year for any reason.

2022 | HSA FUNDING LIMITS
Each year, the IRS places a limit on the maximum
amount that can be contributed to HSA accounts.

HSA Contribution Limits
Employee

$3,650

Two Person/Family

$7,300

HSA “Catch-Up” Contributions
Age 55 or older

$1,000 a year

Source: IRS, Rev. Proc. 2020-30
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HEALTH SAVINGS ACCOUNT
HSA | TAX SAVING VEHICLE

HSA ELIGIBILITY

ELIGIBLE HSA EXPENSES*

REQUIREMENTS
To have an HSA and make contributions to the account,
you must meet several basic qualifications.
 To be eligible to open and contribute to an HSA, you must have
coverage under a qualified High Deductible Health Plan (HDHP).
 Participants cannot be covered by any other health insurance
plan (this exclusion does not apply to certain other types of
insurance, such as dental, vision, disability or long-term care
coverage);
 Participants cannot participate in a Healthcare FSA or
spouse/domestic partner’s Healthcare FSA or Health
Reimbursement Account (HRA).
 Participants cannot be enrolled in Medicare or Medicaid.
 You cannot be eligible to be claimed as a dependent on someone
else’s tax return.
 You have not received Department of Veterans Affairs Medical
benefits in the past 90 days, unless the Veteran has a disability
rating. (There may be additional special circumstances, check
with your tax preparer).

MAINTAINING RECORDS
To protect yourself in the event that you are audited by the IRS,
keep records of all HSA documentation and itemized receipts for at
least as long as your income tax return is considered open (subject
to an audit), or as long as you maintain the account, whichever is
longer.
The IRS requires HSA funds to be used for qualified expenses
only. If you use HSA funds for non-eligible expenses, you will be
subject to regular income taxes and an additional 20% excise tax
penalty.
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Acupuncture
Alcoholism treatment
Ambulance
Artificial limb
Automobile modifications for a physically
handicapped person
Birth control pills
Blood pressure monitoring device
Braille books & magazines
Chiropractic care
Christian science practitioner
COBRA premiums
Contact lenses & related materials
Crutches
Dental treatment
Dentures
Diagnostic services
Drug addiction treatment
Eye examination
Eye glasses & related materials
Fertility treatment
Flu shot
Guide dog or other animal aide
Hearing aids
Hospital services
Immunization
Insulin
Laboratory fees
Laser eye surgery
Long-term care premiums or expenses
Medical testing device
Nursing services
Obstetrical expenses
Organ transplant
Orthodontia (not for cosmetic reasons)
Oxygen
Physical exam
Physical therapy
Prescription drugs
Psychiatric care
Retiree medical insurance premiums
Smoking cessation program
Surgery
Transportation for medical care
Weight loss program
Wheelchairs and more*.

*A full list of qualified expenses

*A full list of qualified expenses
can be found in IRS Publication
can be found in IRS Publication
502 at www.irs.gov.
502 at www.irs.gov.

DENTAL
COVERAGE OVERVIEW

COMMON TERMS
PRE-TREATMENT ESTIMATE
If your dental care is extensive and
you want to plan ahead for the cost,
you can ask your dentist to submit a
pre-treatment estimate. While it is not
a guarantee of payment, a pretreatment estimate can help you
predict your out-of-pocket costs.
DUAL COVERAGE
You might have benefits from more
than one dental plan, which is called
dual coverage. In this situation, the
total amount paid by both plans can’t
exceed 100% of your dental expenses.
And in some cases, depending on the
specifics of the plans, your coverage
may not total 100%.
LIMITATIONS AND EXCLUSIONS
Dental plans are intended to cover part
of your dental expenses, so coverage
may not extend to your every dental
need. A typical plan has limitations
such as the number of times you can
receive a cleaning each year. In
addition, some procedures may be not
be covered under your plan, which is
referred to as an exclusion.

You have the freedom to select the dentist of your choice; however when you visit a participating innetwork dentist, you will have lower out-of-pocket costs, no balance billing, and claims will be submitted
by your dentist on your behalf.

PLAN FEATURES
Network Details

PPO Dentists

PPO – Plus Premier Dentists

Benefit Period

Calendar Year

DEDUCTIBLE
Single

$100

$100

Family

$300

$300

When does it apply?

When receiving Basic or Major services
(Does not apply for Preventive services)

COVERED SERVICES
CLASS I: Preventive Services

Covered at 100%

Covered at 100%

CLASS II: Basic Services

Covered at 80%

Covered at 80%

CLASS III: Major Services

Covered at 50%

Covered at 50%

N/A

Covered at 50%

$1,000 per person

$1,000 per person

N/A

$1,500 per child

CLASS IV: Orthodontic
Services
(Child
Only)
ANNUAL MAXIMUM
Maximum Benefit
Allowed per Benefit Period

ORTHO LIFETIME MAXIMUM

PREVENTION FIRST!
Your dental health is an important part of
your overall health. Make sure you take
advantage of your preventive dental
visits.

Monthly Cost
By Tier

Preventive care services are covered at
100% if you visit an In-Network provider.
They are also not subject to the annual
deductible.
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PPO – Plus Premier Plan

PPO Plan
Employer Cost

Employee
Cost

Employer Cost

Employee
Cost

Employee Only

$20.54

$5.12

$20.54

$25.92

Employee + Spouse

$34.82

$16.38

$34.82

$58.86

Employee + Child(ren)

$40.54

$19.06

$40.54

$59.48

Family

$59.98

$28.22

$59.98

$89.46
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VISION
COVERAGE OVERVIEW
Under this plan, you may use the eye care professional of your choice. However, when you visit a participating in-network provider,
you receive higher levels of coverage. If you choose to receive services from an out-of-network provider, you will be required to pay
that provider at the time of service and submit a claim form for reimbursement.

IN-NETWORK
PROVIDER
PLAN FEATURES

Option 1

Vision Exam

$10 copay

IN-NETWORK
PROVIDER

IN-NETWORK
PROVIDER

Option 2

Option 3

$10 copay

$10 copay

COVERED SERVICES – LENSES / FRAMES
Single Lenses

$25 copay

$25 copay

$25 copay

Bifocals

$25 copay

$25 copay

$25 copay

Trifocals

$25 copay

$25 copay

$25 copay

$130 retail allowance

$200 retail allowance

$200 retail allowance

$130 retail allowance

$200 retail allowance

$200 retail allowance

Up to $60 copay

Up to $60 copay

Up to $60 copay

Exams

Once every 12 Months

Once every 12 Months

Once every 12 Months

Lenses

Once every 12 Months

Once every 12 Months

Once every 12 Months

Frames

Once every 24 Months

Once every 24 Months

Once every 12 Months

Frames
COVERED SERVICES
Contact Lenses
Contact Lens
Evaluation Fitting
BENEFIT FREQUENCY

Contacts

Once every 12 Months

Once every 12 Months

Once every 12 Months

(contacts in lieu of frames/lenses)

(contacts in lieu of frames/lenses)

(contacts in lieu of frames/lenses)

Monthly Cost by Tier

Option 1

Option 2

Option 3

Employee Only

$10.70

$12.56

$15.70

Employee + Spouse

$17.14

$20.12

$25.14

Employee + Child(ren)

$17.48

$20.52

$25.66

Family

$28.20

$33.10

$41.38

Did you know your eyes
can tell an eye care
provider a lot about you?
In addition to eye disease, a routine eye exam can
help detect signs of serious health conditions like
diabetes and high cholesterol. This is important, since
you won’t always notice the symptoms yourself and
since some of these diseases cause early and
irreversible damage.
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Need to locate a participating
In-Network provider?
Visit www.vsp.com/eye-doctor.
Search by location, doctor name, or
office name.
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BASIC LIFE

COVERAGE OVERVIEW

BENEFICIARY(IES)

BASIC LIFE INSURANCE

It’s very important to designate

Life insurance is an important part of your financial security. Life insurance helps
protect your family from financial risk and sudden loss of income in the event of
your death. AD&D insurance is equal to your Life benefit in the event of your death
being a result of an accident, and may also pay benefits for certain injuries
sustained.

beneficiaries. Taking a few minutes to
designate your beneficiaries now will help
ensure that your assets will be distributed
according to your direction.

Company Paid Benefit - Provided to you at no cost

A Beneficiary is the person you
designate to receive your life insurance
benefits in the event of your death. It is
important that your beneficiary
designation is clear so there is no
question as to your intentions.

It is also important that you name a
Primary and Contingent Beneficiary. A
contingent beneficiary will receive the
benefits of your life insurance if the
primary beneficiary cannot. You can
change beneficiaries at any time.

Coverage Amount

1x Annual Salary up to $200,000

Accidental Death and
Dismemberment (AD&D)

Amount equal to your Life benefit

Benefit Reduction
Schedule

Your insurance will reduce to:
– 35% at age 65
– 50% at age 70

ADDITIONAL PLAN PROVISIONS
You should review your beneficiary
elections on a regular basis to ensure
they are updated as life changes. Even if
you are single, your beneficiary can use
your Life Insurance to pay off your debts,
such as: credit cards, mortgages, and
other expenses.

Conversion

When coverage ends under the plan, you can convert to
an individual permanent life policy without evidence of
insurability.

*You designate your beneficiary(ies) when enrolling
for your benefits.

WHAT WILL MY BENEFICIARY RECEIVE?
In The Event That Death Occurs:
– Your Basic Life insurance is paid to your beneficiary.
– If death occurs from an accident: 100% of the AD&D benefit would be payable to
your beneficiary(ies) in addition to your Basic Life insurance.
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SUPPLEMENTAL LIFE

COVERAGE OPTIONS FOR YOU & THE FAMILY
SUPPLEMENTAL LIFE INSURANCE
Employees have the opportunity to enroll in supplemental Life insurance. If you choose to enroll in employee coverage, this will be in
addition to your employer provided Basic Life coverage. Coverage is also available for your spouse and/or child dependents. It is typically
required that you elect coverage for yourself in order to be eligible for coverage on your dependents.

PLAN OPTIONS
Cost of Coverage
Coverage Options

Premiums are based on age-rated tables and paid by the employee every pay period through a payroll
deduction. These premiums are post-tax and benefits payable are tax-free.
Employee Coverage
Choose in $10,000 increments
up to $500,000

Spouse Coverage
Choose in $5,000 increments
up to $100,000, not to exceed
50% of Employee’s benefit

Dependent Coverage
Choose in $1,000 increments
up to $10,000

Do I have to take a
health exam to get
coverage?

If you and your dependents enroll in coverage at your initial eligibility date,
you may apply for up to the Guaranteed Issue amounts without medical questions.

Guaranteed Issue

Employee
$100,000

Spouse
$25,000

Dependent
$10,000

PLAN PROVISIONS
Cost Calculation

Age Rated Benefit (Spouse Life based on employee's age)

Portability

If your employment ends or you retire, you may be eligible to
continue your term insurance at group rates.

Conversion

When coverage ends under the plan, you can convert to an
individual permanent life policy without evidence of insurability.

*Guaranteed Issue (GI) and Evidence of Insurability (EOI)
When you are first eligible (at hire) for Voluntary Life and AD&D, you may purchase up
to the Guaranteed Issue (GI) for yourself and your spouse without providing proof of
good health (EOI).
Any amount elected over the GI will require EOI. If you elect optional life coverage, and
are required to complete an EOI, it is your responsibility to complete the EOI and send
to the provider (address will be listed on your form). In addition, your spouse will need
to provide EOI to be eligible for coverage amounts over GI, or if coverage is requested
at a later date.
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Voluntary Life and AD&D
PREMIUM RATE GRID

Oklahoma Baptist University - #F019973
Eligibility
You are eligible to enroll if you work the minimum number of hours per week
by your employer, and you have satisfied any waiting period.
Employee
Voluntary Life

Voluntary Life and AD&D
Employee Benefit:

Monthly rates per $1,000
Rates
Age
Under 20
$0.029
20-24
$0.029
25-29
$0.029
30-34
$0.044
35-39
$0.059
40-44
$0.083
45-49
$0.133
50-54
$0.213
55-59
$0.404
60-64
$0.618
65-69
$1.003
70+
$1.911
75+
*

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

Spouse Benefit:

$5,000 to $100,000 in $5,000 increments.
(not to exceed 50% of the employee benefit)
Note: Spouse may not have coverage unless the employee has coverage.

Guarantee Issue*
Employee
Spouse

$100,000
$25,000

*NEW HIRES ONLY

*Please contact your HR Department

Child Coverage
Birth to 14 days:
15 days to 6 months:
6 months to age 19:
(Student Maximum Age: 23)

Voluntary AD&D
Monthly rates per $1,000
$ 0.017
Employee

$1,000
$1,000
$1,000 to $10,000 in increments of $1,000

Dependent Life (Children)
Monthly Premium per Family
Life
AD&D
$1,000
$0.22
$0.02
$10,000
$2.23
$0.17

Voluntary Life and AD&D
Premium Cost (Based on 12 payroll deductions per year)

ATTAINED AGE
Benefit
Amount

EE AD&D

<20

20-24

25-29

30-34

35-39

40-44

45-49

50-54

55-59

60-64

65-69

70+

$10,000

$0.17

$0.29

$0.29

$0.29

$0.44

$0.59

$0.83

$1.33

$2.13

$4.04

$6.18

$10.03

$19.11

$20,000

$0.34

$0.58

$0.58

$0.58

$0.88

$1.18

$1.66

$2.66

$4.26

$8.08

$12.36

$20.06

$38.22

$30,000

$0.51

$0.87

$0.87

$0.87

$1.32

$1.77

$2.49

$3.99

$6.39

$12.12

$18.54

$30.09

$57.33

$40,000

$0.68

$1.16

$1.16

$1.16

$1.76

$2.36

$3.32

$5.32

$8.52

$16.16

$24.72

$40.12

$76.44

$50,000

$0.85

$1.45

$1.45

$1.45

$2.20

$2.95

$4.15

$6.65

$10.65

$20.20

$30.90

$50.15

$95.55

$60,000

$1.02

$1.74

$1.74

$1.74

$2.64

$3.54

$4.98

$7.98

$12.78

$24.24

$37.08

$60.18

$114.66

$70,000

$1.19

$2.03

$2.03

$2.03

$3.08

$4.13

$5.81

$9.31

$14.91

$28.28

$43.26

$70.21

$133.77

$80,000

$1.36

$2.32

$2.32

$2.32

$3.52

$4.72

$6.64

$10.64

$17.04

$32.32

$49.44

$80.24

$152.88

$90,000

$1.53

$2.61

$2.61

$2.61

$3.96

$5.31

$7.47

$11.97

$19.17

$36.36

$55.62

$90.27

$171.99

$100,000

$1.70

$2.90

$2.90

$2.90

$4.40

$5.90

$8.30

$13.30

$21.30

$40.40

$61.80

$100.30

$191.10

$150,000

$2.55

$4.35

$4.35

$4.35

$6.60

$8.85

$12.45

$19.95

$31.95

$60.60

$92.70

$150.45

$286.65

$200,000

$3.40

$5.80

$5.80

$5.80

$8.80

$11.80

$16.60

$26.60

$42.60

$80.80

$123.60

$200.60

$382.20

$250,000

$4.25

$7.25

$7.25

$7.25

$11.00

$14.75

$20.75

$33.25

$53.25

$101.00

$154.50

$250.75

$477.75

$300,000

$5.10

$8.70

$8.70

$8.70

$13.20

$17.70

$24.90

$39.90

$63.90

$121.20

$185.40

$300.90

$573.30

$350,000

$5.95

$10.15

$10.15

$10.15

$15.40

$20.65

$29.05

$46.55

$74.55

$141.40

$216.30

$351.05

$668.85

$400,000

$6.80

$11.60

$11.60

$11.60

$17.60

$23.60

$33.20

$53.20

$85.20

$161.60

$247.20

$401.20

$764.40

$450,000

$7.65

$13.05

$13.05

$13.05

$19.80

$26.55

$37.35

$59.85

$95.85

$181.80

$278.10

$451.35

$859.95

$500,000

$8.50

$14.50

$14.50

$14.50

$22.00

$29.50

$41.50

$66.50

$106.50

$202.00

$309.00

$501.50

$955.50

Insurance products issued by Dearborn Life Insurance Company, 701 E. 22nd St. Suite 300, Lombard, IL 60148. Blue Cross and Blue Shield of Oklahoma is the trade
name of Dearborn Life Insurance Company, an independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross
and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
Policy Provisions may vary by state. Refer to a certificate or enrollment brochure for details about coverage features and limitations.
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Voluntary Life and AD&D
PREMIUM RATE GRID

Oklahoma Baptist University - #F019973
Eligibility
You are eligible to enroll if you work the minimum number of hours per week
by your employer, and you have satisfied any waiting period.
Spouse
Voluntary Life

Voluntary Life and AD&D
Employee Benefit:

Monthly rates per $1,000
Age
Rates
$0.029
Under 20
$0.029
20-24
$0.029
25-29
$0.044
30-34
$0.059
35-39
40-44
$0.083
45-49
$0.133
50-54
$0.213
55-59
$0.404
60-64
$0.618
65-69
$1.003
$1.911
70+
*
75+

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

Spouse Benefit:

$5,000 to $100,000 in $5,000 increments.
(not to exceed 50% of the employee benefit)
Note: Spouse may not have coverage unless the employee has coverage.

Guarantee Issue*
Employee
Spouse

$100,000
$25,000

*NEW HIRES ONLY

*Please contact your HR Department

Child Coverage
Birth to 14 days:
15 days to 6 months:
6 months to age 19:
(Student Maximum Age: 23)

$1,000
$1,000
$1,000 to $10,000 in increments of $1,000

Voluntary AD&D
Monthly rates per $1,000
Spouse
$ 0.017

Dependent Life (Children)
Monthly Premium per Family
Life
AD&D
$1,000
$0.22
$0.02
$10,000
$2.23
$0.17

Voluntary Life and AD&D
Premium Cost (Based on 12 payroll deductions per year)

ATTAINED AGE
Benefit
Amount

Spouse
AD&D

<20

20-24

25-29

30-34

35-39

40-44

45-49

50-54

55-59

60-64

65-69

70+

$5,000

$0.09

$0.15

$0.15

$0.15

$0.22

$0.30

$0.42

$0.67

$1.07

$2.02

$3.09

$5.02

$9.56

$10,000

$0.17

$0.29

$0.29

$0.29

$0.44

$0.59

$0.83

$1.33

$2.13

$4.04

$6.18

$10.03

$19.11

$15,000

$0.26

$0.44

$0.44

$0.44

$0.66

$0.89

$1.25

$2.00

$3.20

$6.06

$9.27

$15.05

$28.67

$20,000

$0.34

$0.58

$0.58

$0.58

$0.88

$1.18

$1.66

$2.66

$4.26

$8.08

$12.36

$20.06

$38.22

$25,000

$0.43

$0.73

$0.73

$0.73

$1.10

$1.48

$2.08

$3.33

$5.33

$10.10

$15.45

$25.08

$47.78

$50,000

$0.85

$1.45

$1.45

$1.45

$2.20

$2.95

$4.15

$6.65

$10.65

$20.20

$30.90

$50.15

$95.55

$75,000

$1.28

$2.18

$2.18

$2.18

$3.30

$4.43

$6.23

$9.98

$15.98

$30.30

$46.35

$75.23

$143.33

$100,000

$1.70

$2.90

$2.90

$2.90

$4.40

$5.90

$8.30

$13.30

$21.30

$40.40

$61.80

$100.30

$191.10

Insurance products issued by Dearborn Life Insurance Company, 701 E. 22nd St. Suite 300, Lombard, IL 60148. Blue Cross and Blue Shield of Oklahoma is the trade
name of Dearborn Life Insurance Company, an independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross
and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
Policy Provisions may vary by state. Refer to a certificate or enrollment brochure for details about coverage features and limitations.
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DISABILITY

SHORT-TERM | LONG-TERM

LONG-TERM DISABILITY (LTD)
Serious illnesses or accidents can come out of nowhere. They can interrupt your life, and your ability to work for months – even years.
Long Term Disability provides financial protection for you by paying a portion of your income, so you have financial support to manage your
disability and your household.

PLAN FEATURES
Cost of Coverage

LONG-TERM DISABILITY (LTD)
100% Employer Paid

Elimination Period

This is the number of days that must pass between your first
day of a covered disability & the day you can begin to receive
your disability benefits.

Benefit Duration

The maximum number of weeks
you can receive benefits while
you are sick or disabled.

Coverage Amount

What's covered?

Definition of Earnings

Your elimination period is 90 days

Payments will last for as long as you are disabled,
or until you reach Social Security Normal Retirement Age
You must be sick or disabled for the duration
of the elimination period before you can
receive a benefit payment.

Covers 60% of your monthly income,
up to a maximum benefit of $8,000 per month.
A variety of conditions and injuries.
Typical claims would include: cancer, back disorders, injuries and poison, cardiovascular, joint disorders.

Base Salary

ADDITIONAL PLAN PROVISIONS
Benefit Payment Frequency

Monthly benefit may be reduced
or offset by other sources of income.

Cost Calculation

Age Rated Benefit – Cost depends on your age upon the effective date

Waiver of Premium

If you're disabled and receiving benefit payments,
you cost may be waived until you return to work.

Pre-Existing Condition Limitation

You have a pre-existing condition if you have received: medical treatment, consultation, care or services
including diagnostic measures for the condition, or took prescribed drugs or medicines for it in the 12 months
just prior to your effective date of coverage; and the disability begins in the first 12 months after your effective
date of coverage.

Certain exclusions and any pre-existing condition limitations may apply.
Please refer to the Provider’s detailed benefit summary for details.
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VOLUNTARY BENEFITS

ACCIDENT | CRITICAL ILLNESS | HOSPITAL INDEMNITY

Accident Insurance
No one plans to have an accident. But it can happen at any moment throughout the day, whether at home or at
play. Most major medical insurance plans only pay a portion of the bills. This coverage can help pick up where
other insurance leaves off and provide cash to help cover the expenses.

FILING STATUS
Employee Only
Employee + Spouse
Employee + Child(ren)
Family

Low Plan
$5.56
$10.40
$11.44
$14.24

High Plan
$10.68
$19.96
$21.96
$27.50

Critical Illness Insurance
Critical illness coverage can help offer peace of mind when a critical illness diagnosis occurs. The signs
pointing to a critical illness are not always clear and may not be preventable, but this coverage can help offer
financial protection in the event you are diagnosed.

Rates for $15,000

Age
<25
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70+

Rates for $30,000

EO

ES

EC

Family

$4.80
$5.10
$7.20
$10.50
$16.20
$24.60
$36.60
$52.20
$75.90
$114.60
$174.00

$9.60
$10.20
$14.40
$21.00
$32.10
$48.30
$71.40
$101.40
$147.30
$221.70
$338.10

$9.00
$9.30
$11.40
$14.70
$20.40
$28.80
$40.80
$56.40
$80.10
$118.80
$178.20

$13.80
$14.40
$18.60
$25.20
$36.30
$52.50
$75.60
$105.60
$151.50
$225.90
$342.30

Age
<25
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70+

EO

ES

EC

Family

$9.60
$10.20
$14.40
$21.00
$32.40
$49.20
$73.20
$104.40
$151.80
$229.20
$348.00

$19.20
$20.40
$28.80
$42.00
$64.20
$96.60
$142.80
$202.80
$294.60
$443.40
$676.20

$18.00
$18.60
$22.80
$29.40
$40.80
$57.60
$81.60
$112.80
$160.20
$237.60
$356.40

$27.60
$28.80
$37.20
$50.40
$72.60
$105.00
$151.20
$211.20
$303.00
$451.80
$684.60

Hospital Indemnity Insurance
A hospital stay can be expensive. Be ready for costs not covered by your medical plan with hospital indemnity
insurance. MetLife Group Hospital Indemnity Insurance payments can be used to help cover these unexpected
costs or to cover other expenses. A standard hospital insurance plan may include coverage for hospital
admission, accident- related inpatient rehabilitation and hospital stays. For complete details on what this plan
offers, please see the benefit summary.

FILING STATUS
Employee Only
Employee + Spouse
Employee + Child(ren)
Family

Low Plan
$14.24
$27.76
$25.78
$43.84

High Plan
$28.90
$56.30
$52.30
$88.96
25
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EXTRAS

Life Assistance Program

Employee Assistance Program LAP
Personal issues, planning for life events or simply managing daily life can affect your work, health and family.
Cigna provides support, resources and information for personal and work-life issues. Cigna is companysponsored, confidential and provided at no charge to you and your dependents.

Confidential Counseling
This no-cost counseling service helps you address stress, relationship and other personal issues you and your
family may face. Cigna Advocates, who are available to you 24/7, will listen to your concerns and quickly refer
you to in-person counseling and other local resources for:
•
•
•
•
•
•

Stress, anxiety and depression
Job pressures
Relationship/marital conflicts
Grief and loss
Problems with children
Substance abuse

Other Information and Resources
In addition to Confidential Counseling services, Cigna provides many services and resources to assist you
with:
•
•
•
•
•
•

Fnancial Information and Resources
Legal Consultation
Parenting
Online Skill Builders
Self- Service Support
Help for New Parents

Call to get the assistance you need:
Toll Free 1-800-538-3543
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Whatever life
throws at you –
throw it our way.
Life Assistance Program from
New York Life Group Benefit Solutions.

Life. Just when you think you’ve got it figured out, along comes a challenge. Whether your needs are big or
small, New York Life Group Benefit Solutions (NYL GBS) is there for you with our NYL GBS Life Assistance
Program. It can help you and your family find solutions and restore your peace of mind.
Call us anytime, any day
We’re just a phone call away whenever you need us.
At no extra cost to you. An advocate can help you assess
your needs and develop a solution. He or she can also
direct you to community resources and online tools.

Achieve work/life balance
For help handling life’s challenges, go online for articles
and resources on family, care giving, pet care, aging, grief,
balancing priorities, working smarter, and more.

Visit a specialist
You have three face-to-face sessions with a behavioral
counselor available to you – and your household members.
Call us to request a referral.
Monthly webinars
Educational seminars on a variety of relevant topics such as
managing your life, work, money and health, are available
in a quarterly calendar of monthly webcasts distributed to
your employer.

n

Legal consultation and referrals*
Receive a free 30-minute consultation with a
network attorney. And up to a 25% discount on
select fees.

O

Financial consultations
Receive a free 30-minute consultation and
25% discount on tax planning and preparation.

Life Assistance Program 24/7 support
Phone: (800) 538-3543
Website: www.cignalap.com

*Legal consultations and discounts are excluded for employment-related issues.
These programs are NOT insurance and do not provide reimbursement for financial losses. Some restrictions may apply. Employee assistance services
are provided by Cigna Behavioral Health, Inc. Customers are required to pay the entire discounted charge for any discounted products or services available
through these programs. Programs are provided through third party vendors who are solely responsible for their products and services. Full terms, conditions
and exclusions are contained in the applicable client program description, and are subject to change. Program availability may vary by plan type and location,
and are not available where prohibited by law. These programs are not available under policies insured by New York Life Group Insurance Company of NY.
New York Life Group Benefit Solutions products and services are provided by Life Insurance Company of North America and New York Life Group Insurance
Company of NY, subsidiaries of New York Life Insurance Company.
New York Life Insurance Company, 51 Madison Avenue, New York, NY 10010
© 2021, New York Life Insurance Company. All rights reserved. NEW YORK LIFE, and the NEW YORK LIFE Box Logo are trademarks of
New York Life Insurance Company.
923865 a 0521 SMRU 1903057 Exp. Date 06.08.2023
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Life
Assistance
Program.
Virtual counseling support.
Get personal and confidential video-based counseling
sessions with the New York Life Group Benefit Solutions
(NYL GBS) Life Assistance Program (LAP).
Dealing with personal problems or substance abuse issues can be
a challenge. But with NYL GBS LAP, you don’t have to go it alone.
And you don’t have to go far for the care you need.
NYL GBS LAP will find you a network provider who’ll offer virtual
counseling sessions, so you can get help when and where it works
best for you. Get quality care with video-based services,* in a way
that may be more convenient than visiting an office.
Q: What kind of device can I use?
A:	Use your smartphone, tablet or computer for online video
conferencing.
Q: Will the provider need to see me in person first?
A: You can schedule video-based appointments based on your
provider’s availability. Depending on your reason for treatment,
your provider might require that you be seen first.
Q: How much will it cost?
A: There’s no cost to you for NYL GBS LAP services.**

The benefits of receiving care
through video-based services.
• Convenience
• Choice
• Privacy
• 	May reduce or eliminate
costs for things like childcare
or travel associated with
face-to-face visits

M
Connect with care today.
For assistance,
call (800) 538-3543.
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Make an appointment. It’s as easy as 1, 2, 3:

1. C
 all the NYL GBS Life Assistance
Program at (800) 538-3543 to
find a network provider who
offers virtual counseling sessions.

2. C
 all to make an appointment
with your selected provider,
just like you would for a
face-to-face visit.

3. T
 he provider will give you
information on how to set up the
video-based session according
to the technology they are using.

Get the help you need to stay happier and healthier. Access your confidential counseling
sessions from home, at work, on the go or in-person if you prefer.
Get more information today!
Call (800) 538-3543 anyday, anytime.

* Video chat may not be available with all network providers or in all areas. Providers are independent practitioners solely responsible for the treatment
provided to their patients; providers are not agents of New York Life Group Benefit Solutions.
** P
 rograms may vary, so review your program materials for details on the number of visits allowed under your employer’s specific life assistance
program. Full program terms, conditions and exclusions are contained in the applicable client program description, and are subject to change.
Program availability may vary by plan type and location, and are not available where prohibited by law. This program is not available under policies
insured by New York Life Group Insurance Company of NY.
These programs are NOT insurance and do not provide reimbursement for financial losses. Some restrictions may apply. Employee assistance services
are provided by or through Cigna Behavioral Health, Inc. Programs are provided through third party vendors who are solely responsible for their products
and services. Full terms, conditions and exclusions are contained in the applicable client program description, and are subject to change. Program
availability may vary by plan type and location, and are not available where prohibited by law. These programs are not available under policies insured by
New York Life Group Insurance Company of NY.
New York Life Group Benefit Solutions products are underwritten by Life Insurance Company of North America, a subsidiary of New York Life Insurance
Company. Cigna Behavioral Health, Inc. is not affiliated with New York Life Insurance Company.

New York Life Insurance Company
51 Madison Avenue
New York, NY 10010
© 2021, New York Life Insurance Company. All rights reserved. NEW YORK LIFE, and the
NEW YORK LIFE Box Logo are trademarks of New York Life Insurance Company.

930005 a 0621 SMRU 1903058 Exp. Date 06.08.2023
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REQUIRED
NOTICES
& FEDERAL MANDATES

REQUIRED
NOTICES

IRS CODE SECTION 125

Federal regulations require employers to provide
certain notifications and disclosures to all eligible
employees. This section of your benefit guide is
dedicated to those disclosures for 1.1.2021 –
12.31.2021. If you have any questions or concerns
please contact your plan administrator as follows:
Human Resources
405-585-5130

FAMILY MEDICAL LEAVE ACT (FMLA)
The Family and Medical Leave Act (FMLA) of 1993 was designed to provide
eligible employees with up to 12 workweeks per year of job-protected leave
to address critical personal and family matters. It is the policy of your
employer and its U.S. subsidiaries to provide eligible employees with a leave
of absence in accordance with the provisions of FMLA.
You are eligible for an FMLA leave of absence under this policy if you
meet the following requirements:
 You have completed at least 12 months of employment (need not be
consecutive, but employment prior to a continuous break in service of
seven or more years may not be counted).
 You have worked at least 1,250 hours during the 12-month period
immediately preceding the commencement of the requested leave.
 You are employed at a work site where 50 or more employees are
employed by the Company within 75 miles of that work site (“eligible
employees”).
To the extent permitted by law, leave taken pursuant to FMLA will run
concurrently with Workers’ Compensation, Short Term Disability, and all
other Company leave policies.
The “break in service cap” doesn’t apply if it:
 is attributable to fulfillment of National Guard or Reserve military service
obligations; or
 is addressed in a written agreement, including a collective bargaining
agreement, that expresses the employer’s intent to rehire the employee
after the break in service, such as a break to pursue education or raise
children.
Procedure for Applying for FMLA Leave
If you desire and require an FMLA leave of absence under this policy, you
must notify your manager and your Human Resources Department and call
your FMLA Administrator at least 30 calendar days in advance of the start of
the leave when the need for such leave is reasonably foreseeable (as in the
case of a birth, the placement for adoption of a son or daughter, or a planned
medical treatment for a serious health condition).
However, if the date of the birth, placement, or planned medical treatment
requires leave to begin in less than 30 calendar days, you must provide such
notice to the aforementioned parties as soon as it is both possible and
practicable. Failure to provide timely notice may result in a delay or denial of
FMLA leave.
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Premiums for medical, dental, vision insurance, and/or certain supplemental plans
and contributions to FSA accounts (Health Care and Dependent Care FSAs) are
deducted through a Cafeteria Plan established under Section 125 of the Internal
Revenue Code (IRC) and are pre-tax to the extent permitted. Under Section 125,
changes to an employee's pre-tax benefits can be made ONLY during the Open
Enrollment period unless the employee or qualified dependents experience a
qualifying event and the request to make a change is made within 30 days of the
qualifying event.
Under certain circumstances, employees may be allowed to make changes to benefit
elections during the plan year, if the event affects the employee, spouse, or
dependent’s coverage eligibility. An “eligible” qualifying event is determined by the
Internal Revenue Service (IRS) Code, Section 125. Any requested changes must be
consistent with and on account of the qualifying event.
Examples Of Qualifying Events:
 Legal marital status (for example, marriage, divorce, legal separation,
annulment);
 Number of eligible dependents (for example, birth, death, adoption, placement
for adoption);
 Employment status (for example, strike or lockout, termination, commencement,
leave of absence, including those protected under the FMLA);
 Work schedule (for example, full-time, part-time);
 Death of a spouse or child;
 Change in your child’s eligibility for benefits (reaching the age limit);
 Change in your address or location that may affect the coverage for which you
are eligible;
 Significant change in coverage or cost in your, your spouse’s or child’s benefit
plans;
 A covered dependent’s status (that is, a family member becomes eligible or
ineligible for benefits under the Plan);
 Becoming eligible for Medicare or Medicaid; or
 Your coverage or the coverage of your Spouse or other eligible dependent under
a Medicaid plan or state Children’s Health Insurance Program (“CHIP”) is
terminated as a result of loss of eligibility and you request coverage under this
Plan no later than 60 days after the date the Medicaid or CHIP coverage
terminates; or
 You, your spouse or other eligible dependent become eligible for a premium
assistance subsidy in this Plan under a Medicaid plan or state CHIP (including
any waiver or demonstration project) and you request coverage under this Plan
no later than 60 days after the date you are determined to be eligible for such
assistance.
Qualifying Events, which ARE NOT available for a Health Care FSA program, if
applicable:
 Coverage by your spouse or other covered dependent permitted under the
spouse’s or covered dependent’s employer’s benefit plan due to a Change
Event;
 The availability of benefit options or coverage under any of the Benefit Programs
under the Plan (for example, an HMO is added to or deleted from the Medical
Program);
 An election made by your spouse or other covered dependent during an open
enrollment period under your spouse’s or other covered dependent’s employer’s
benefit plan that relates to a period that is different from the Plan Year for this
Plan (for example, your spouse’s open enrollment period is in July and your
spouse changes coverage); or
 The cost of coverage during the Plan Year, but only if it is a significant increase
or decrease.
Available for Dependent Care FSA Only, If applicable:
 Your dependent care provider or cost of dependent care (a significant increase
or decrease).
Additional Change Events For Health Care Options:
In addition to the above Change Events, you may also change elections for the
Medical, Dental, Vision and Health Care FSA Programs if:
 You, your spouse, or other covered dependent become eligible for continuation
coverage under COBRA or USERRA;
 A judgment, decree, or order resulting from a divorce, legal separation,
annulment, or change in legal custody (including a Qualified Medical Child
Support Order), is entered by a court of competent jurisdiction that requires
accident or health coverage for your child;
 You, your spouse, or other covered dependent become enrolled under Part A,
Part B, or Part D of Medicare or under Medicaid (other than coverage solely with
respect to the distribution of pediatric vaccines); or
 You, your spouse, or other covered dependent become eligible for a Special
Enrollment Period.
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REQUIRED NOTICES
HEALTH COVERAGE REMINDER

MICHELLE’S LAW NOTICE

The Patient Protection and Affordable Care Act (PPACA) requires most
individuals to have minimum essential health coverage or pay a penalty. You
may obtain coverage through your employer or through the Marketplace.

The health plan may extend medical coverage for dependent children if they
lose eligibility for coverage because of a medically necessary leave of
absence from school. Coverage may continue for up to a year, unless your
child’s eligibility would end earlier for another reason.

 Depending on your income and the coverage offered by your employer,
you may be able to obtain lower cost private insurance in the Marketplace.
 If you buy insurance through the Marketplace, you may lose any
employer contribution to your health benefits.
Visit www.healthcare.gov for Marketplace information.

WOMEN’S HEALTH & CANCER RIGHTS ACT
(WHCRA)
In October 1998, Congress enacted the Women’s Health and Cancer Rights
Act of 1998. This notice explains some important provisions of the Act.
If you have had or are going to have a mastectomy, you may be entitled to
certain benefits under the Women’s Health and Cancer Rights Act of 1998
(WHCRA). For individuals receiving mastectomy-related benefits, coverage will
be provided in a manner determined in consultation with the attending
physician and the patient, for:
 All stages of reconstruction of the breast on which the mastectomy was
performed;
 Surgery and reconstruction of the other breast to produce a symmetrical
appearance; and
 Prostheses and treatment of physical complications of the mastectomy,
including lymphedema.
Health plans must determine the manner of coverage in consultation with the
attending physician and the patient. Coverage for breast reconstruction and
related services may be subject to deductibles and coinsurance amounts that
are consistent with those that apply to other benefits under the plan.

SPECIAL ENROLLMENT NOTICE
This notice is being provided to ensure that you understand your right to apply
for group health insurance coverage. You should read this notice even if you
plan to waive coverage at this time.
Loss of Other Coverage or Becoming Eligible for Medicaid or a state
Children’s Health Insurance Program (CHIP)
If you are declining coverage for yourself or your dependents because of other
health insurance or group health plan coverage, you may be able to later enroll
yourself and your dependents in this plan if you or your dependents lose
eligibility for that other coverage (or if the employer stops contributing toward
your or your dependents’ other coverage). However, you must enroll within 31
days after your or your dependents’ other coverage ends (or after the
employer that sponsors that coverage stops contributing toward the other
coverage).
If you or your dependents lose eligibility under a Medicaid plan or CHIP, or if
you or your dependents become eligible for a subsidy under Medicaid or CHIP,
you may be able to enroll yourself and your dependents in this plan. You must
provide notification within 60 days after you or your dependent is terminated
from, or determined to be eligible for such assistance.
Marriage, Birth or Adoption
If you have a new dependent as a result of a marriage, birth, adoption, or
placement for adoption, you may be able to enroll yourself and your
dependents. However, you must enroll within 31 days after the marriage, birth,
or placement for adoption.
For More Information or Assistance
To request special enrollment or obtain more information, contact Human
Resource Department
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Extended coverage is available if a child’s leave of absence from school — or
change in school enrollment status (for example, switching from full-time to
part-time status) — starts while the child has a serious illness or injury, is
medically necessary, and otherwise causes eligibility for student coverage
under the plan to end. Written certification from the child’s physician stating
that the child suffers from a serious illness or injury and the leave of absence
is medically necessary may be required.
If your child will lose eligibility for coverage because of a medically necessary
leave of absence from school and you want his or her coverage to be
extended, contact your Human Resource Department as soon as the need for
the leave is recognized. In addition, contact your child’s health plan to see if
any state laws requiring extended coverage may apply to his or her benefits.

THE GENETIC INFORMATION NONDISCRIMINATION ACT (GINA)
Genetic Information Non-Discrimination Act (GINA) prohibits discrimination by
health insurers and employers based on individuals' genetic information.
Genetic information includes the results of genetic tests to determine whether
someone is at increased risk of acquiring a condition in the future, as well as
an individual's family medical history. GINA imposes the following restrictions:
prohibits the use of genetic information in making employment decisions;
restricts the acquisition of genetic information by employers and others;
imposes strict confidentiality requirements; and prohibits retaliation against
individuals who oppose actions made unlawful by GINA or who participate in
proceedings to vindicate rights under the law or aid others in doing so.

NOTICE OF ELIGIBILITY FOR HEALTH PLANS
RELATED TO MILITARY LEAVE
If you take a military leave, the Uniformed Services Employment and
Reemployment Rights Act (USERRA) provides the following rights:
 If you take a leave from your job to perform military service, you have the
right to elect to continue your existing employer-based health plan
coverage at your cost for you and your dependents for up to 24 months
during your military service; or
 If you don’t elect to continue coverage during your military service, you
have the right to be reinstated in the Plan when you are reemployed within
the time period specified by USERRA, without any additional waiting
period or exclusions (e.g., pre-existing condition exclusions) except for
service-connected illnesses or injuries.
The Plan Administrator can provide you with information about how to elect
Continuation Coverage Under USERRA.

NEWBORNS’ AND MOTHERS’ HEALTH
PROTECTION ACT NOTICE
Group Health plans and health insurance issuers generally may not, under
Federal law, restrict benefits for any hospital length of stay in connection with
childbirth for the mother or newborn child to less than 48 hours following a
vaginal delivery or less than 96 hours following a cesarean section. However,
Federal law generally does not prohibit the mother’s or newborn’s attending
provider, after consulting with the mother, from discharging the mother or her
newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans
and issuers may not, under Federal law, require that a provider obtain
authorization from the plan or the insurance issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).
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REQUIRED NOTICES

CREDITABLE COVERAGE (PART D MEDICARE)

MEDICARE PART D CREDITABLE COVERAGE NOTICE
Your Prescription Drug Coverage and Medicare
Important Notice from Oklahoma Baptist University About Your
Prescription Drug Coverage and Medicare Please read this notice
carefully and keep it where you can find it. This notice has information
about your current prescription drug coverage with Oklahoma Baptist
University and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether or not you want
to join a Medicare drug plan.
If you are considering joining, you should compare your current coverage,
including which drugs are covered at what cost, with the coverage and
costs of the plans offering Medicare prescription drug coverage in your
area. Information about where you can get help to make decisions about
your prescription drug coverage is at the end of this notice. There are two
important things you need to know about your current coverage and
Medicare’s prescription drug coverage:
1.

2.

Medicare prescription drug coverage became available in 2006 to
everyone with Medicare. You can get this coverage if you join a
Medicare Prescription Drug Plan or join a Medicare Advantage Plan
(like an HMO or PPO) that offers prescription drug coverage. All
Medicare drug plans provide at least a standard level of coverage set
by Medicare. Some plans may also offer more coverage for a higher
monthly premium.
Oklahoma Baptist University has determined that the prescription
drug coverage offered by the BlueCross BlueShield plans is, on
average for all plan participants, expected to pay out as much as
standard Medicare prescription drug coverage pays and is therefore
considered Creditable Coverage. Because your existing coverage is
Creditable Coverage, you can keep this coverage and not pay a
higher premium (a penalty) if you later decide to join a Medicare drug
plan.

When Can You Join A Medicare Drug Plan? You can join a Medicare
drug plan when you first become eligible for Medicare and each year from
October 15th to December 7th . However, if you lose your current
creditable prescription drug coverage, through no fault of your own, you
will also be eligible for a two (2) month Special Enrollment Period (SEP) to
join a Medicare drug plan.
What Happens To Your Current Coverage If You Decide to Join A
Medicare Drug Plan? If you decide to join a Medicare drug plan, your
current Oklahoma Baptist University coverage will not be affected.
If you do decide to join a Medicare drug plan and drop your current
Oklahoma Baptist University coverage, be aware that you and your
dependents will be able to get this coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A
Medicare Drug Plan? You should also know that if you drop or
lose your current coverage with Oklahoma Baptist University and
don’t join a Medicare drug plan within 63 continuous days after
your current coverage ends, you may pay a higher premium (a
penalty) to join a Medicare drug plan later. If you go 63 continuous
days or longer without creditable prescription drug coverage, your
monthly premium may go up by at least 1% of the Medicare base
beneficiary premium per month for every month that you did not
have that coverage. For example, if you go nineteen months
without creditable coverage, your premium may consistently be at
least 19% higher than the Medicare base beneficiary premium.
You may have to pay this higher premium (a penalty) as long as
you have Medicare prescription drug coverage. In addition, you
may have to wait until the following October to join.
For More Information About This Notice Or Your Current Prescription
Drug Coverage contact the Human Resources Department.
NOTE: You’ll get this notice each year. You will also get it before the next
period you can join a Medicare drug plan, and if this coverage through
Oklahoma Baptist University changes. You also may request a copy of this
notice at any time.
More detailed information about Medicare plans that offer prescription drug
coverage is in the “Medicare & You” handbook. You’ll get a copy of the
handbook in the mail every year from Medicare. You may also be
contacted directly by Medicare drug plans.
For more information about Medicare prescription drug coverage:
• Visit www.medicare.gov
• Call your State Health Insurance Assistance Program (see the
inside back cover of your copy of the “Medicare & You” handbook
for their telephone number) for personalized help
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1877-486-2048.
If you have limited income and resources, extra help paying for Medicare
prescription drug coverage is available. For information about this extra
help, visit Social Security on the web at www.socialsecurity.gov, or call
them at 1-800-772-1213 (TTY 1-800-325-0778).
Remember: Keep this Creditable Coverage notice. If you decide to join
one of the Medicare drug plans, you may be required to provide a copy of
this notice when you join to show whether or not you have maintained
creditable coverage and, therefore, whether or not you are required to pay
a higher premium (a penalty).

CMS Form 10182-CC Updated April 1, 2011 According to the Paperwork Reduction Act of 1995,
no persons are required to respond to a collection of information unless it displays a valid OMB
control number. The valid OMB control number for this information collection is 0938-0990. The
time required to complete this information collection is estimated to average 8 hours per response
initially, including the time to review instructions, search existing data resources, gather the data
needed, and complete and review the information collection. If you have comments concerning
the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore,
Maryland 21244-1850.
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REMINDER: This is a courtesy copy of the Initial Rights notice provided to qualified beneficiaries.
COBRA COVERAGE

What Is COBRA Continuation Coverage?
COBRA continuation coverage is a continuation of Plan coverage when it would

Federal law requires your employer to offer employees and their families the
opportunity for a temporary extension of health coverage (called “continuation
coverage”) at group rates in certain instances where coverage under the plan
would otherwise end.
To Qualify For COBRA Coverage:
Employees – As an employee of your employer covered by our health plans,
you have the right to elect this continuation coverage if you lose your group
health coverage because of a reduction in your hours of employment or the
termination of your employment (for reasons other than gross misconduct
on your part).
Spouses – As the spouse of an employee covered by our health plans, you
have the right to choose continuation coverage for yourself if you lose group
health coverage under our health plans, for any of the following reasons:
 The death of your spouse who was an employee;
 A termination of your spouse’s employment (for reasons
gross misconduct);
 A reduction in your spouse’s hours of employment;
 Divorce or legal separation from your spouse; or
 Your spouse becomes entitled to Medicare.

other than

Dependent Children
Dependent children of your employer employees covered by our health
plans, have the right to continuation coverage if group health coverage under
our plans, is lost for any of the following reasons:
 The death of a parent who was an employee
 The termination of a parent’s employment (for reasons other than gross
misconduct) or reduction in a parent’s hours of employment with your
employer;
 Parents’ divorce or legal separation;
 A parent who is an employee of your employer becomes entitled to
Medicare; or
 The dependent ceases to be a “dependent child” under the terms of the
our health plans.
Please note that it is the employee’s responsibility to notify the Human
Resources/Benefits Department of any communication regarding loss of
coverage and communication regarding such between the employee and the
insurance carrier. Please note that employees must also provide notice of
other events (e.g., divorce) to the Human Resources Department.
Continuation of Coverage Rights Under COBRA
The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA
continuation coverage can become available to you and other members of
your family when group health coverage would otherwise end. For more
information about your rights and obligations under the Plan and under
federal law, you should review the Plan’s Summary Plan Description or
contact the Plan Administrator.
You may have other options available to you when you lose group
health coverage.
For example, you may be eligible to buy an individual plan through the Health
Insurance Marketplace. By enrolling in coverage through the Marketplace,
you may qualify for lower costs on your monthly premiums and lower out-ofpocket costs. Additionally, you may qualify for a 30-day special enrollment
period for another group health plan for which you are eligible (such as a
spouse’s plan), even if that plan generally doesn’t accept late enrollees.

otherwise end because of a life event. This is also called a “qualifying event.”
Specific qualifying events are listed later in this notice. After a qualifying
event, COBRA continuation coverage must be offered to each person who is
a “qualified beneficiary.” You, your spouse, and your dependent children
could become qualified beneficiaries if coverage under the Plan is lost
because of the qualifying event. Under the Plan, qualified beneficiaries who
elect COBRA continuation coverage must pay for COBRA continuation
coverage.
If you’re an employee, you’ll become a qualified beneficiary if you lose your
coverage under the Plan because of the following qualifying events:
 Your hours of employment are reduced, or
 Your employment ends for any reason other than your gross misconduct.
 If you’re the spouse of an employee, you’ll become a qualified
beneficiary if you lose your coverage under the Plan because of the
following qualifying events:
 Your spouse dies
 Your spouse’s hours of employment are reduced;
 Your spouse’s employment ends for any reason other than his or her
gross misconduct;
 Your spouse becomes entitled to Medicare benefits (under Part A, Part
B, or both); or
 You become divorced or legally separated from your spouse.
 Your dependent children will become qualified beneficiaries if they lose
coverage under the Plan because of the following qualifying events:
 The parent-employee dies;
 The parent-employee’s hours of employment are reduced;
 The parent-employee’s employment ends for any reason other than his
or her gross misconduct;
 The parent-employee becomes entitled to Medicare benefits (Part A,
Part B, or both);
 The parents become divorced or legally separated; or
 The child stops being eligible for coverage under the Plans as a
“dependent child.”
When Is COBRA Continuation Coverage Available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries
only after the Plan Administrator has been notified that a qualifying event has
occurred. The employer must notify the Plan Administrator of the following
qualifying events:
 The end of employment or reduction of hours of employment;
 Death of the employee;
 The employee’s becoming entitled to Medicare benefits (under Part A,
Part B, or both).
For all other qualifying events (divorce or legal separation of the employee
and spouse or a dependent child’s losing eligibility for coverage as a
dependent child), you must notify the Plan Administrator within 60 days after
the qualifying event occurs.
How Is COBRA Continuation Coverage Provided?
Once the Plan Administrator receives notice that a qualifying event has
occurred, COBRA continuation coverage will be offered to each of the
qualified beneficiaries. Each qualified beneficiary will have an independent
right to elect COBRA continuation coverage. Covered employees may elect
COBRA continuation coverage on behalf of their spouses, and parents may
elect COBRA continuation coverage on behalf of their children.
COBRA continuation coverage is a temporary continuation of coverage that
generally lasts for 18 months due to employment termination or reduction of
hours of work. Certain qualifying events, or a second qualifying event during
the initial period of coverage, may permit a beneficiary to receive a maximum
of 36 months of coverage.
There are also ways in which this 18-month period of COBRA continuation
coverage can be extended:
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COBRA COVERAGE (cont.)
Disability Extension Of 18-month Period Of COBRA Continuation
Coverage
If you or anyone in your family covered under the Plan is determined by Social
Security to be disabled and you notify the Plan Administrator in a timely fashion,
you and your entire family may be entitled to get up to an additional 11 months
of COBRA continuation coverage, for a maximum of 29 months. The disability
would have to have started at some time before the 60th day of COBRA
continuation coverage and must last at least until the end of the 18-month
period of COBRA continuation coverage.
Second Qualifying Event Extension Of 18-month Period Of Continuation
Coverage
If your family experiences another qualifying event during the 18 months of
COBRA continuation coverage, the spouse and dependent children in your
family can get up to 18 additional months of COBRA continuation coverage, for
a maximum of 36 months, if the Plan is properly notified about the second
qualifying event. This extension may be available to the spouse and any
dependent children getting COBRA continuation coverage if the employee or
former employee dies; becomes entitled to Medicare benefits (under Part A,
Part B, or both); gets divorced or legally separated; or if the dependent child
stops being eligible under the Plan as a dependent child. This extension is only
available if the second qualifying event would have caused the spouse or
dependent child to lose coverage under the Plan had the first qualifying event
not occurred.
Are There Other Coverage Options Besides COBRA Continuation
Coverage?
Yes. Instead of enrolling in COBRA continuation coverage, there may be other
coverage options for you and your family through the Health Insurance
Marketplace, Medicaid, or other group health plan coverage options (such as a
spouse’s plan) through what is called a “special enrollment period.” Some of
these options may cost less than COBRA continuation coverage. You can learn
more about many of these options at www.healthcare.gov.
If you have questions concerning your Plan or your COBRA continuation
coverage rights should be addressed to the contact or contacts identified
below. For more information about your rights under the Employee Retirement
Income Security Act (ERISA), including COBRA, the Patient Protection and
Affordable Care Act, and other laws affecting group health plans, contact the
nearest Regional or District Office of the U.S. Department of Labor’s Employee
Benefits Security Administration (EBSA) in your area or visit www. dol.gov/ebsa.
(Addresses and phone numbers of Regional and District EBSA Offices are
available through EBSA’s website.)
For more information about the Marketplace, visit www.healthcare.gov.

**Keep Your Plan Administrator Informed Of Address Changes**
To protect your family’s rights, let the Plan Administrator know about any
changes in the addresses of family members. You should also keep a copy, for
your records, of any notices you send to the Plan Administrator.
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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 assistance program that can help pay for coverage, using
funds from their Medicaid or CHIP programs. If you or your children
aren’t eligible for Medicaid or CHIP, you won’t be eligible for these
premium assistance programs but you may be able to buy individual
insurance coverage through the Health Insurance Marketplace. For
more information, visit www.healthcare.gov.
If you or your dependents are already enrolled in Medicaid or CHIP and
you live in a State listed below, contact your State Medicaid or CHIP
office to find out if premium assistance is available.
If you or your dependents are NOT currently enrolled in Medicaid or
CHIP, and you think you or any of your dependents might be eligible for
either of these programs, contact your State Medicaid or CHIP office or
dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to
apply. If you qualify, ask your state if it has a program that might help
you pay the premiums for an employer-sponsored plan.
If you or your dependents are eligible for premium assistance under
Medicaid or CHIP, as well as eligible under your employer plan, your
employer must allow you to enroll in your employer plan if you aren’t
already enrolled. This is called a “special enrollment” opportunity, and
you must request coverage within 60 days of being determined
eligible for premium assistance. If you have questions about enrolling
in your employer plan, contact the Department of Labor at
www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

INDIANA – Medicaid
Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: http://www.indianamedicaid.com
Phone 1-800-403-0864
IOWA – Medicaid and CHIP (Hawki)
Medicaid Website:
https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366
Hawki Website:
http://dhs.iowa.gov/Hawki
Hawki Phone: 1-800-257-8563
KANSAS – Medicaid
Website: http://www.kdheks.gov/hcf/default.htm
Phone: 1-800-792-4884
KENTUCKY – Medicaid
Kentucky Integrated Health Insurance Premium Payment Program (KI-HIPP)
Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328
Email: KIHIPP.PROGRAM@ky.gov
KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718
Kentucky Medicaid Website: https://chfs.ky.gov
LOUISIANA – Medicaid
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-5488 (LaHIPP)
MAINE – Medicaid
Website: http://www.maine.gov/dhhs/ofi/public-assistance/index.html
Phone: 1-800-442-6003
TTY: Maine relay 711

ALABAMA – Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447
ALASKA – Medicaid
The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/
Phone: 1-866-251-4861
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility: http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
ARKANSAS – Medicaid
Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)
CALIFORNIA – Medicaid
Website: https://www.dhcs.ca.gov/services/Pages/TPLRD_CAU_cont.aspx
Phone: 1-800-541-5555
COLORADO – Health First Colorado (Colorado’s Medicaid Program) &
Child Health Plan Plus (CHP+)
Health First Colorado Website: https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:
1-800-221-3943/ State Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/ State Relay 711
FLORIDA – Medicaid
Website: http://flmedicaidtplrecovery.com/hipp/
Phone: 1-877-357-3268
GEORGIA – Medicaid
Website: https://medicaid.georgia.gov/health-insurance-premium-paymentprogram-hipp
Phone: 678-564-1162 ext 2131
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MASSACHUSETTS – Medicaid and CHIP
Website: http://www.mass.gov/eohhs/gov/departments/masshealth/
Phone: 1-800-862-4840
MINNESOTA – Medicaid
Website:
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/healthcare-programs/programs-and-services/medical-assistance.jsp [Under
ELIGIBILITY tab, see “what if I have other health insurance?”]
Phone: 1-800-657-3739
MISSOURI – Medicaid
Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005
MONTANA – Medicaid
Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084
NEBRASKA – Medicaid
Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633
Lincoln: 402-473-7000
Omaha: 402-595-1178
NEVADA – Medicaid
Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900
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NEW HAMPSHIRE – Medicaid
Website: https://www.dhhs.nh.gov/oii/hipp.htm
Phone: 603-271-5218
Toll free number for the HIPP program: 1-800-852-3345, ext 5218

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

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

Website: http://dss.sd.gov
Phone: 1-888-828-0059
TEXAS – Medicaid
Website: http://gethipptexas.com/
Phone: 1-800-440-0493

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

UTAH – Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669

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

VERMONT– Medicaid
Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427

NORTH DAKOTA – Medicaid
Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825
OKLAHOMA – Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

VIRGINIA – Medicaid and CHIP
Website: https://www.coverva.org/hipp/
Medicaid Phone: 1-800-432-5924
CHIP Phone: 1-855-242-8282
WASHINGTON – Medicaid

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

Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022
WEST VIRGINIA – Medicaid

PENNSYLVANIA – Medicaid
Website:
https://www.dhs.pa.gov/providers/Providers/Pages/Medical/HIPPProgram.aspx
Phone: 1-800-692-7462
RHODE ISLAND – Medicaid and CHIP
Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or 401-462-0311 (Direct RIte Share Line)

Website: http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)
WISCONSIN – Medicaid and CHIP
Website:
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
Phone: 1-800-362-3002
WYOMING – Medicaid
Website: https://wyequalitycare.acs-inc.com/
Phone: 307-777-7531

To see if any other states have added a premium assistance program since January 31, 2020,
or for more information on special enrollment rights, contact either:

U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/ebsa
P: 866.444.EBSA (3272)
U.S. Department and Human Services Center for
Medicare & Medicaid Services
www.cms.hhs.gov
P: 877.267.2323 Menu Option 4, Ext. 61565
Paperwork Reduction Act Statement: According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes that a Federal
agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and displays a currently valid OMB control number,
and the public is not required to respond to a collection of information unless it displays a currently valid OMB control number. See 44 U.S.C. 3507. Also,
notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of information if the collection of information
does not display a currently valid OMB control number. See 44 U.S.C. 3512.
The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent. Interested parties are
encouraged to send comments regarding the burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden,
to the U.S. Department of Labor, Employee Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution
Avenue, N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.
OMB Control Number 1210-0137 (expires 1/31/2023)
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Dependent Verification Services (DVS) – Service used to verify
dependent proof of relationship when adding dependents to benefit
plans.
Beneficiary – A person designated by you, the participant of a benefit
plan, to receive the benefits of the plan in the event of the participant’s
death.
• Primary Beneficiary – A person who is designated to receive the
benefits of a benefit plan in the event of the participant’s death
• Contingent Beneficiary – A person who is designated to receive the
benefits of a benefit plan in the event of the Primary Beneficiary’s
death
Charges – The term “charges” means the actual billed charges. It also
means an amount negotiated by a provider, directly or indirectly, if that
amount is different from the actual billed charges.
Coinsurance – The percentage of charges for covered expenses that
an insured person is required to pay under the plan (separate from
copayments)
Deductible – The amount of money you must pay each year to cover
eligible expenses before your insurance policy starts paying.
Dependents – Dependents are your:
• Lawful spouse through a marriage that is lawfully
recognized.
• Dependent child (married or unmarried) under the age of 26 including
stepchildren and legally adopted children.
Proof of relationship documentation will be required in order to add
dependents to your plan(s). Employees will receive request for
documentation.
Emergency Services – Medical, psychiatric, surgical, hospital, and
related health care services and testing, including ambulance service,
that are required to treat a sudden, unexpected onset of a bodily injury
or serious sickness that could reasonably be expected by a prudent
layperson to result in serious medical complications, loss of life, or
permanent impairment to bodily functions in the absence of immediate
medical attention. Examples
of emergency situations include
uncontrolled bleeding, seizures or loss of consciousness, shortness of
breath, chest pains or severe squeezing sensations in the chest,
suspected overdose of medication or poisoning, sudden paralysis or
slurred speech, burns, cuts, and broken bones.
The symptoms that led you to believe you needed emergency care, as
coded by the provider and recorded by the hospital, or the final
diagnosis – whichever reasonably indicated an emergency medical
condition – will be the basis for the determination of coverage provided
such symptoms reasonably indicate an emergency.
Evidence of Insurability (EOI) – Proof that you are insurable based on
the requirements of the insurance carrier. For example, the results of a
blood test or a doctor’s signature on a form may be required for you to be
covered by/for Optional Life insurance.
Explanation of Benefits — The health insurance company’s written
explanation of how a medical claim was paid. It contains detailed
information about what the company paid and what portion of the costs
are your responsibility.
Health Reimbursement Account (HRA) – The Health Reimbursement
Account (HRA) is an employer-funded account that reimburses you for
eligible out-of-pocket medical expenses. The HRA is only available to
employees who are enrolled in the HRA Plan.
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In-Network – The term “in-network” refers to health care services or
items provided by your Primary Care Physician (PCP) or services/items
provided by another participating provider and authorized by your PCP or
the review organization. Authorization by your PCP or the review
organization is not required in the case of mental health and substance
abuse treatment other than hospital confinement solely for detoxification.
Emergency Care that meets the definition of “emergency services” and
is authorized as such by either the PCP or the review organization is
considered in-network.
Out-of-Network - The term “out-of-network” refers to care that does not
qualify as in-network.
Maximum Out of Pocket — The most money you will pay during a year
for coverage. It includes deductibles, copayments and coinsurance, but
is in addition to your regular premiums. Beyond this amount, the
insurance company will pay all expenses for the remainder of the year.
Medically Necessary/Medical Necessity – Required to diagnose or
treat an illness, injury, disease, or its symptoms; in accordance with
generally accepted standards of medical practice; clinically appropriate
in terms of type, frequency, extent, site, and duration; not primarily for
the convenience of the patient, physician, or other health care provider;
and rendered in the least intensive setting that is appropriate for the
delivery of the services and supplies.
Participating Provider – A hospital, physician, or any other health care
practitioner or entity that has a direct or indirect contractual arrangement
with Cigna to provide covered services with regard to a particular plan
under which the participant is covered.
Post-Tax – An option to have the payment to your benefits deducted
from your gross pay after your taxes have been withheld. Therefore,
your tax contributions will be calculated based on a higher amount. Your
statutory deductions (federal income tax, Social Security, Medicare) will
be calculated based on a higher amount.
Pre-Tax – An option to have the payment to your benefits deducted from
your gross pay before your taxes have been withheld. Therefore, your
tax contributions will be calculated based on a lesser amount. Your
statutory deductions (federal income tax, Social Security, Medicare) will
be calculated based on a lesser amount.
Primary Care Dentist (PCD) – The term “Primary Care Dentist” means a
dentist who (a) qualifies as a participating provider in general practice,
referrals, or specialized care; and (b) has been selected by you, as
authorized by the provider organization, to provide or arrange for dental
care for you or any of your insured dependents.
Primary Care Physician (PCP) – The term “Primary Care
Physician” means a physician who (a) qualifies as a participating
provider in general practice, obstetrics/gynecology, internal
medicine, family practice, or pediatrics; and (b) has been selected
by you, as authorized by the provider organization, to provide or
arrange for medical care for you or any of your insured
dependents.
Proof of Relationship Documentation – Documents that show a
dependent is lawfully your dependent. Documents can include
marriage certificates, birth certificates, adoption agreements, previous
years’ tax returns, court orders, and/or divorce decrees showing your
or your spouse’s responsibility for the dependent.
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IMPORTANT
CONTACT
INFORMATION
PROVIDER

CONTACT INFORMATION

GROUP NUMBER

Blue Cross Blue Shield of Oklahoma
Medical

(800) 942-5837
www.bcbsok.com

Delta Dental
Dental

(405) 607-2100
www.deltadentalok.org

VSP
Vision

(800) 877-7195
www.vsp.com

30002022

BlueCross BlueShield of OK
Life and AD&D

(800) 348-4512
www.bcbsok.com

F019973

Cigna
Long-Term Disability

(800) 362-4462
www.cigna.com

LK 964483

MetLife
Voluntary Products

(800) 275-4638
www.metlife.com

5947840

Cigna
Employee Assistance Program (EAP)

(800) 362-4462
www.cignabehavior.com/CGI

FSA / HSA
Ameriflex

(888) 868-3539
www.Ameriflex.com

HSA - 253079
PPO - 253078

3502

LK 964483

AMFOKBUOK

Have Questions?
Please see the chart above for provider customer service phone numbers and website
addresses.
If you need any other assistance, contact HR.
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