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routine eye exam can help

Blue Cross . ‘ Carrier BI.u_e Cross .Blue Shield
6’% @ Blue Shield Benefits provided by: Vision Service Plan (VSP)
In addition to eye disease, a B @ / of Michigan VSI?NPthr}re 800-877-7195
ebsite  vsp.com
Group # 71505

detect signs of serious health
conditions like diabetes and
high cholesterol.

This is important since you
won't always notice the
symptoms yourself and early
detection and freatment of
some diseases may help
prevent serious illness or
permanent damage.

1. Visit www.vsp.com.

2. Under Find a Doctor,
select ‘Search Now'.

3. Enter your location and
any other search criteria.

©

Find a Doctor

This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

In-Network Coverage - VSP Vision No deductible

Covered - Up toa
combined benefits
max of $400

Complete eye exam by an ophthalmologist or optometrist. The
exam includes refraction, glaucoma testing, and other tests
necessary to determine the overall visual health of the patient.

Standard Lenses - Prescribed and dispensed by an
ophthalmologist or optometrist. Lenses may be molded or
ground and glass or plastic.

Covered -Up toa
combined benefits
Standard Frames - An allowance is applied toward the frame max of $400
cost. Members are responsible for any cost exceeding the

allowance.

Medically Necessary Contact Lenses - Requires prior
authorization and approval from VSP. The patient must meet
the criteria for medically necessary contacts.

Covered -Up toa
combined benefits
max of $400

Elective Contacts that Improve Vision - Prescribed contact
lenses, but do not meet the criteria of medically necessary. An
allowance is applied to the contact lens exam and the contact
lenses. Members are responsible for any cost exceeding the
allowance.

Examination
Lenses

Frames
Contact lenses

Once every 12 months
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MEDICAL_1 Plan



				In-Network Coverage		BCBSM PPO Basic Plan										Tab Index

				DEDUCTIBLE (Calendar Year)						Small groups with the Blues are always calendar year deductible reset, with the exception of BCN HRA plans.

				Employee Only 		$750						*Add (Individual) when there is an HSA "Embedded" Deductible

				Employee +1 or Family		$1,500

				COINSURANCE

				Insurance pays / You pay		80% / 20%

				COINSURANCE MAXIMUM

				Employee Only		$1,500

				Employee +1 or Family		$3,000

				OUT-OF-POCKET MAXIMUM

				Employee Only		$6,600

				Employee +1 or Family		$13,200

				COMMON SERVICES (YOUR COST SHARE)  

				Routine Preventive Visit		Covered at 100%

				Office Visit		$30

				Online Physician Visit		Covered at 100%

				Specialist Visit		$30

				Outpatient Mental Health Services		$30 copay then 20% after deductible

				Physical/Occupational/Speech Therapy		20% after deductible
60 combined visits max

				High-Tech Imaging 		20% after deductible

				Emergency Room		$200

				Urgent Care  		$50

				PRESCRIPTION DRUG COPAYS (30-Day Supply)

				Value Generic / Generic		$10

				Preferred Brand		$60

				Non-Preferred Brand		$50

				Preferred Specialty		20% (maximum $100)

				Non-Preferred Specialty		20% (maximum $200)



				Include the language that applies when one or more of the medical plans is an HSA.



				*This high deductible plan is HSA qualified and has an aggregate family deductible.  With an aggregate family deductible, the health plan doesn't begin paying for the health care expenses for anyone in the family until the entire family deductible has been met.

				*This high deductible plan is HSA qualified and has an embedded deductible.  The individual deductible is embedded in the family deductible which allows each family member the opportunity to have the insurance plan cover their health care expenses prior to the entire family deductible being met. 





MEDICAL_2 Plan



				In-Network Coverage		BCN HMO 
Gold $2,000		BCBSM PPO 
Gold $2,000								Tab Index

				DEDUCTIBLE  (Calendar Year or Plan Year)								Small groups with the Blues are always calendar year deductible reset, with the exception of BCN HRA plans.

				Employee Only		$500		$5,000

				Employee +1 or Family		$1,000		$10,000

				COMPANY CONTRIBUTION TO HSA

				Employee Only		N/A		N/A

				Employee +1 or Family		N/A		N/A

				COINSURANCE

				Insurance pays / You pay		100% / 0%		80% / 20%

				COINSURANCE MAXIMUM

				Employee Only		N/A		N/A

				Employee +1 or Family		N/A		N/A

				OUT-OF-POCKET MAXIMUM

				Employee Only		$3,000		$6,350

				Employee +1 or Family		$6,000		$12,700

				COMMON SERVICES (Your Cost Share)  

				Routine Preventive Visit		Covered at 100%

				Office Visit		$20		 20% after ded.

				Online Physician Visit		$20		 20% after ded.

				Specialist Visit		$40		 20% after ded.

				Outpatient Mental Health Services		$50		 20% after ded.

				Physical/Occupational/Speech Therapy		$65
30 visits max		 20% after ded.
30 visits max

				High-Tech Imaging 		100% after ded.		 20% after ded.

				Emergency Room		$350		 20% after ded.

				Urgent Care  		$50		 20% after ded.

				PRESCRIPTION DRUG COPAYS (30-Day Supply)

				Value Generic / Generic		$5 / $35		$5 / $35

				Preferred Brand		$40		$40

				Non-Preferred Brand		$105		$105

				Preferred Specialty		$250		$250 after ded.

				Non-Preferred Specialty		$250		$250 after ded.



				Include the language that applies when one or more of the medical plans is an HSA.

				*This high deductible plan is HSA qualified and has an aggregate family deductible.  With an aggregate family deductible, the health plan doesn't begin paying for the health care expenses for anyone in the family until the entire family deductible has been met.

				*This high deductible plan is HSA qualified and has an embedded deductible.  The individual deductible is embedded in the family deductible which allows each family member the opportunity to have the insurance plan cover their health care expenses prior to the entire family deductible being met. 





MEDICAL_3 Plan



				In-Network Coverage		BCBSM Simply Blue PPO $250 		BCN HMO 
Gold $2,000		BCBSM PPO 
Gold $2,000						Tab Index

				DEDUCTIBLE  (Calendar Year or Plan Year)										Small groups with the Blues are always calendar year deductible reset, with the exception of BCN HRA plans.

				Employee Only		$250		$3,000		$6,300

				Employee +1 or Family		$500		$6,000		$12,600

				COINSURANCE

				Insurance pays / You pay		80% / 20%		80% / 20% 		100% / 0%

				COINSURANCE MAXIMUM

				Employee Only		N/A		N/A		N/A

				Employee +1 or Family		N/A		N/A		N/A

				OUT-OF-POCKET MAXIMUM

				Employee Only		$4,500		$6,350		$6,300

				Employee +1 or Family		$6,850		$12,700		$12,600

				COMMON SERVICES (Your Cost Share)  

				Routine Preventive Visit		Covered at 100%

				Office Visit		$30 after ded.		20% after ded.		100% after ded.

				Online Physician Visit		100% after ded.		20% after ded.		100% after ded.

				Specialist Visit		$60 after ded.		20% after ded.		100% after ded.

				Outpatient Mental Health Services		$50		 20% after ded.		100% after ded.

				Physical/Occupational/
Speech Therapy		$65
30 visits max		 20% after ded.
30 visits max		100% after ded.
30 visits max

				High-Tech Imaging 		100% after ded.		20% after ded.		100% after ded.

				Emergency Room		$500 after ded.		20% after ded.		100% after ded.

				Urgent Care  		$75 after ded.		20% after ded.		100% after ded.

				PRESCRIPTION DRUG COPAYS (30-Day Supply)

				Value Generic / Generic		$5 / $20		$5 / $20		100% after ded.

				Preferred Brand		$40		$40		100% after ded.

				Non-Preferred Brand		$105		$105		100% after ded.

				Preferred Specialty		$250 after ded.		$250 after ded.		100% after ded.

				Non-Preferred Specialty		$250 after ded.		$250 after ded.		100% after ded.



				*This high deductible plan is HSA qualified and has an aggregate family deductible.  With an aggregate family deductible, the health plan doesn't begin paying for the health care expenses for anyone in the family until the entire family deductible has been met.





MEDICAL_3 Plan (HRA)



				In-Network Coverage		Simply Blue PPO HRA $5,000		Simply Blue PPO 
HRA $5,000		BCN HMO HRA 
$5,000						Tab Index

				The Employee Only and the Employee/Family portion of the HRA Deductible is listed below. Refer to the Health Reimbursement Arrangement (HRA) page in this book for additional information regarding your HRA Plan.

				DEDUCTIBLE (Calendar Year or Plan Year)										Small groups with the Blues are always calendar year deductible reset, with the exception of BCN HRA plans.

				Employee Only 
(HRA portion)		$500		$1,400		$2,000

				Employee +1 or Family (HRA portion)		$1,000		$2,800		$4,000

				ABC COMPANY CONTRIBUTION TO HRA

				Employee Only		N/A		$500		$750				The HRA in this example is only to be used when there is an HRA plan.   This is just a place holder for when there is an HRA, otherwise these 3 lines should be deleted.

				Employee +1 or Family		N/A		$1,000		$1,500

				COINSURANCE

				Insurance pays / you pay		80% / 20%		N/A		80% / 20%

				COINSURANCE MAXIMUM

				Employee Only		$2,500		N/A		N/A

				Employee +1 or Family		$5,000		N/A		N/A

				OUT-OF-POCKET MAXIMUM

				Employee Only		$6,350		$2,250		$3,000

				Employee +1 or Family		$12,700		$4,500		$6,000

				COMMON SERVICES (Your Cost Share)  

				Routine Preventive Visit		Covered at 100%

				Office Visit		$20		0% after ded.		0% after ded.

				Online Physician Visit		$20		0% after ded.		0% after ded.

				Specialist Visit		$40		0% after ded.		0% after ded.

				Outpatient Mental Health Services		$50		 20% after ded.		100% after ded.

				Physical/Occupational/
Speech Therapy		$65
30 visits max		 20% after ded.
30 visits max		100% after ded.
30 visits max

				High-Tech Imaging 		20% after ded.		0% after ded.		0% after ded.

				Emergency Room		$250		0% after ded.		0% after ded.

				Urgent Care  		$20		0% after ded.		0% after ded.

				PRESCRIPTION DRUG COPAYS (30-Day Supply)

				Value Generic / Generic		$5 / $35		$5 / $35		$5 / $35

				Preferred Brand		$30		$30		$30

				Non-Preferred Brand		$60		$60		$60

				Preferred Specialty		20% (max $200)		20% (max $200)		20% (max $200)

				Non-Preferred Specialty		20% (max $300)		20% (max $300)		20% (max $300)



				Include the language that applies when one or more of the medical plans is an HSA.

				*This high deductible plan is HSA qualified and has an aggregate family deductible.  With an aggregate family deductible, the health plan doesn't begin paying for the health care expenses for anyone in the family until the entire family deductible has been met.

				*This high deductible plan is HSA qualified and has an embedded deductible.  The individual deductible is embedded in the family deductible which allows each family member the opportunity to have the insurance plan cover their health care expenses prior to the entire family deductible being met. 





MEDICAL_4 Plan



				In-Network Coverage		Simply Blue PPO 
$500		Simply Blue PPO $1,000		Simply Blue PPO HSA $1,500		Simply Blue PPO HSA $2,000				Tab Index

				DEDUCTIBLE (Calendar Year or Plan Year)												Small groups with the Blues are always calendar year deductible reset, with the exception of BCN HRA plans.

				Employee Only		$500		$1,400		$1,500		$2,000

				2-Person or Family		$1,000		$2,800		$3,000*		$4,000*

				ABC COMPANY CONTRIBUTION TO HSA

				Employee Only		N/A		N/A		$750		$750

				Employee +1 or Family		N/A		N/A		$1,500		$1,500

				COINSURANCE

				Insurance pays / you pay		80% / 20%		N/A		80% / 20%		80% / 20%

				COINSURANCE MAXIMUM

				Employee Only		$2,500		N/A		N/A		N/A

				2-Person or Family		$5,000		N/A		N/A		N/A

				OUT-OF-POCKET MAXIMUM

				Employee Only		$6,350		$2,250		$3,000		$4,000

				2-Person or Family		$12,700		$4,500		$6,000		$8,000

				COMMON SERVICES (Your Cost Share)  

				Routine Preventive Visit		Covered at 100%

				Office Visit		$20		$30		20% after ded.		20% after ded.

				Online Physician Visit		$20		$30		20% after ded.		20% after ded.

				Specialist Visit		$40		$50		20% after ded.		20% after ded.

				Outpatient Mental Health Services		$50		$60		20% after ded.		20% after ded.

				Physical/Occupational/
Speech Therapy		$60
30 visits max		$75
50 visits max		20% after ded.
30 visits max		20% after ded.
50 visits max

				High-Tech Imaging 		20% after deductible		20% after ded.		20% after ded.		20% after ded.

				Emergency Room		$250		$250		20% after ded.		20% after ded.

				Urgent Care  		$20		$50		20% after ded.		20% after ded.

				PRESCRIPTION DRUG COPAYS (30-Day Supply)

				Value Generic / Generic		$5 / $35		$5 / $35		$15 after ded.		$15 after ded.

				Preferred Brand		$30		$40		$15 after ded.		$15 after ded.

				Non-Preferred Brand		$60		$60		$15 after ded.		$15 after ded.

				Preferred Specialty		20% ($200 max)		20% ($200 max)		20% ($200 max)		20% ($200 max)

				Non-Preferred Specialty		20% ($200 max)		20% ($200 max)		20% ($200 max)		20% ($200 max)



				Include the language that applies when one or more of the medical plans is an HSA.



				*This high deductible plan is HSA qualified and has an aggregate family deductible.  With an aggregate family deductible, the health plan doesn't begin paying for the health care expenses for anyone in the family until the entire family deductible has been met.



				*This high deductible plan is HSA qualified and has an embedded deductible.  The individual deductible is embedded in the family deductible which allows each family member the opportunity to have the insurance plan cover their health care expenses prior to the entire family deductible being met. 





















































































































































































































































































































































































































































































































































































































































































































































































































































MEDICAL_4 Plan (Merge)



				In-Network Coverage		Simply Blue PPO  $500		Simply Blue PPO $1,000		Simply Blue PPO HSA $1,500		Simply Blue PPO HSA $2,000				Tab Index

				DEDUCTIBLE (Calendar Year or Plan Year)												Small groups with the Blues are always calendar year deductible reset, with the exception of BCN HRA plans.

				Employee Only		$500		$1,400		$1,500		$2,000

				2-Person or Family		$1,000		$2,800		$3,000		$4,000

				ABC COMPANY CONTRIBUTION TO HSA

				Employee Only		N/A		N/A		$750		$750

				Employee +1 or Family		N/A		N/A		$1,500		$1,500

				COINSURANCE

				Insurance pays / you pay		80% / 20%		N/A		80% / 20%		80% / 20%

				COINSURANCE MAXIMUM

				Employee Only		$2,500		N/A		N/A		N/A

				2-Person or Family		$5,000		N/A		N/A		N/A

				OUT-OF-POCKET MAXIMUM

				Employee Only		$6,350		$2,250		$3,000		$4,000

				2-Person or Family		$12,700		$4,500		$6,000		$8,000

				COMMON SERVICES (Your Cost Share)  

				Routine Preventive Visit		Covered at 100%

				Office Visit		$20		$30		20% after ded.		0% after ded.

				Online Physician Visit		$20		$30		20% after ded.		0% after ded.

				Specialist Visit		$40		$50		20% after ded.		0% after ded.

				Outpatient Mental Health Services		$50		$60		20% after ded.		20% after ded.

				Physical/Occupational/
Speech Therapy		$60
30 visits max		$75
50 visits max		20% after ded.
30 visits max		20% after ded.
50 visits max

				High-Tech Imaging 		$40		$50		20% after ded.		0% after ded.

				Emergency Room		$250		$50		20% after ded.		0% after ded.

				Urgent Care  		$20		$50		20% after ded.		0% after ded.

				PRESCRIPTION DRUG COPAYS (30-Day Supply)

				Value Generic / Generic		$15		$20		$20		$20

				Preferred Brand		$30		$40		$20		$20

				Non-Preferred Brand		$60		$60		$20		$20

				Preferred Specialty		20%		20%		$20		$20

				Non-Preferred Specialty		20%		20%		$20		$20



				Include the language that applies when one or more of the medical plans is an HSA.

				*This high deductible plan is HSA qualified and has an aggregate family deductible.  With an aggregate family deductible, the health plan doesn't begin paying for the health care expenses for anyone in the family until the entire family deductible has been met.

				*This high deductible plan is HSA qualified and has an embedded deductible.  The individual deductible is embedded in the family deductible which allows each family member the opportunity to have the insurance plan cover their health care expenses prior to the entire family deductible being met. 





MEDICAL_4 Plan (Merge) (2)



				In-Network Coverage		Simply Blue PPO  $500		Simply Blue PPO $1,000		Simply Blue PPO HSA $1,500		Simply Blue PPO HSA $2,000				Tab Index

				DEDUCTIBLE (Calendar Year or Plan Year)												Small groups with the Blues are always calendar year deductible reset, with the exception of BCN HRA plans.

				Employee Only		$500		$1,400		$1,500		$2,000

				2-Person or Family		$1,000		$2,800		$3,000		$4,000

				ABC COMPANY CONTRIBUTION TO HSA

				Employee Only		N/A		N/A		$750		$750

				Employee +1 or Family		N/A		N/A		$1,500		$1,500

				COINSURANCE

				Insurance pays /  you pay		80% / 20%		N/A		80% / 20%		80% / 20%

				COINSURANCE MAXIMUM

				Employee Only		$2,500		N/A		N/A		N/A

				2-Person or Family		$5,000		N/A		N/A		N/A

				OUT-OF-POCKET MAXIMUM

				Employee Only		$6,350		$2,250		$3,000		$4,000

				2-Person or Family		$12,700		$4,500		$6,000		$8,000						  *After Deductible is Met

				COMMON SERVICES (Your Cost Share)                    

				Routine Preventive Visit		Covered at 100%

				Office Visit		$20		$30		20%		20%

				Online Physician Visit		$20		$30		20%		20%

				Specialist Visit		$40		$50		20%		20%

				Outpatient Mental Health Services		$50		$60		20% after ded.		20% after ded.

				Physical/Occupational/
Speech Therapy		$60
30 visits max		$75
50 visits max		20% after ded.
30 visits max		20% after ded.
50 visits max

				High-Tech Imaging 		20%		20%		20%		20%

				Emergency Room		$250		$250		20%		20%

				Urgent Care  		$20		$50		20%		20%

				PRESCRIPTION DRUG COPAYS (30-Day Supply)

				Generic		$15		$20		$15 after ded.		$15 after ded.

				Preferred Brand		$30		$40		$30 after ded.		$30 after ded.

				Non-Preferred Brand		$60		$60		$60 after ded.		$60 after ded.

				Preferred Specialty		20% ($200 max)		20% ($200 max)		20% after ded.		20% after ded.

				Non-Preferred Specialty		20% ($200 max)		20% ($200 max)		20% after ded.		20% after ded.



				Include the language that applies when one or more of the medical plans is an HSA.

				*This high deductible plan is HSA qualified and has an aggregate family deductible.  With an aggregate family deductible, the health plan doesn't begin paying for the health care expenses for anyone in the family until the entire family deductible has been met.

				*This high deductible plan is HSA qualified and has an embedded deductible.  The individual deductible is embedded in the family deductible which allows each family member the opportunity to have the insurance plan cover their health care expenses prior to the entire family deductible being met. 





Dental_BCBSM No Ded

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Deductible (Benefit Year January 1 – December 31)

				In-Network Coverage - Blue Dental PPO Dentist		None						·



				CLASS I - DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning		100%

				Fluoride Treatments								Be sure to confirm all services are in the correct tier (Diagnostic, Basic, or major).  Unmerge if you need different % based on type of Dentist and add column divider light gray lines

				Space Maintainers (age 18 and younger)

				Sealants (age 19 and younger)

				X-rays 

				Emergency Palliative Treatment - to temporarily relieve pain

				CLASS II - BASIC SERVICES

				Fillings, Crowns, Onlays, Inlays and Veneer Restorations		80% of approved amount 

				Oral Surgery

				General aAnesthesia or IV Sedation

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Relines and Repairs – dentures and partials

				CLASS III - MAJOR SERVICES

				Removable Dentures - complete and partial		50% of approved amount

				Bridges – fixed partial dentures (age 16 and older)

				Implants

				Annual Maximum 
for Class I, II, and III services per person		$1,500

				CLASS IV - ORTHODONTIA SERVICES (up to age 19)

				Braces		50%

				Lifetime Maximum 
for orthodontia services per person		$1,500







Dental_BCBSM_Deductible

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and Usui International Corporation will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Deductible (Benefit Year January 1 – December 31)

				In-Network Coverage - Blue Dental PPO Dentist		$50 per member						·



				CLASS I - DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning		100% of approved amount
deductible does not apply

				Fluoride Treatments

				Space Maintainers (age 18 and younger)

				X-rays 

				CLASS II - BASIC SERVICES

				Filings		80% of approved amount after deductible

				Recementing of Inlays, Onlays, Crowns, Bridges, & Veneers

				Root Canal

				Periodontal Scaling and Root Planing

				General Anesthesia or IV Sedation

				Oral Surgery Services

				Palliative Emergency Treatment

				CLASS III - MAJOR SERVICES (waiting period may apply)

				Prosthodontic Services - full and partial dentures		50% of approved amount after deductible

				Fixed Bridges

				Inlays, onlays, crowns and veneers

				Relining, Rebasing, or Repair of Partials or Dentures

				Tissue Conditioning

				Annual Maximum - for Class I, II, and III services per person		$1,500

				CLASS IV - ORTHODONTIA SERVICES (up to age 18)

				Braces		50%

				Lifetime Maximum - for orthodontia services per person		$1,500







Dental_DELTA 3 Tier Table

																		Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.												Remove any of these that do not apply and enter Company Name if applicable

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Dental PPO		Delta Dental  PPO Dentist		Delta Dental Premier Dentist		Non-Participating Dentist*



						$25 / $75		$25 / $76		$25 / $50

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Exams, Cleanings, Fluoride, and Space Maintainers		100%

				Emergency Palliative Treatment - to temporarily relieve pain										Be sure to confirm all services are in the correct tier (Diagnostic, Basic, or major).  Unmerge if you need different % based on type of Dentist and add column divider light gray lines

				Brush Biopsy - to detect oral cancer

				Radiographs – X-Rays 

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		100% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services - to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Other Basic Services – misc. services

				Relines and Repairs - to bridges, implants, and dentures

				MAJOR SERVICES

				Major Restorative Services – crowns		75% of approved amount after deductible

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM 

				For Preventive, Basic, and Major services per person		$1,500

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				Lifetime Maximum Benefit 		$1,000 per person



				*When you receive services from a Non-Participating Dentist, the percentages in this column indicate the portion of Delta Dental’s Non-Participating Dentist Fee that will be paid for those services. The Non-Participating Dentist Fee may be less than what your dentist charges and you are responsible for the difference. 





Dental_DELTA_Pediatric

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.										Remove any of these that do not apply and enter Company Name if applicable

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO		Delta Dental  PPO Dentist		Delta Dental Premier Dentist		Non-Participating Dentist*



				Benefit Year Deductible 		$0		$0		$0

				Annual Out-of-Pocket Maximum 
per Benefit Year 		$350 individual / $700 family		$350 individual / $700 family		Not Applicable

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS								Be sure to confirm all services are in the correct tier (Diagnostic, Basic, or major).  Unmerge if you need different % based on type of Dentist and add column divider light gray lines

				Exams, Cleanings, Fluoride and Space Maintainers		100%		100%		0%

				Brush Biopsy - to detect oral cancer

				Emergency Palliative Treatment - to temporarily relieve pain

				Radiographs – X-Rays

				Sealants - to prevent decay of permanent teeth

				BASIC SERVICES

				Minor Restorative Services – Fillings and Crown Repair		80%		60%		60%

				Oral Surgery Services – Extractions and Dental Surgery

				Endodontic Services – Root Canals

				Periodontic Services - to treat gum disease

				Relines and Repairs - to bridges and dentures

				Other Basic Services – Misc. Services

				MAJOR SERVICES

				Prosthodontic Services – Bridges and Dentures		50%		50%		50%

				Major Restorative Services – Crowns

				ANNUAL MAXIMUM 

				For Preventive, Basic, and Major services - per person		Not Applicable

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		Not Covered



				*When you receive services from a Non-Participating Dentist, the percentages in this column indicate the portion of Delta Dental’s Non-Participating Dentist Fee that will be paid for those services. The Non-Participating Dentist Fee may be less than what your dentist charges and you are responsible for the difference. 







Dental_DELTA

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$25 per person
$75 family max

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning		100% deductible does not apply

				Fluoride, Space Maintainers, Sealants 		100% Deductible does not apply

				X-rays 

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain										Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Other Basic Services – miscellaneous services

				Relines and Repairs – to bridges, inplants and dentures

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount after deductible

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,500





Dental_DELTA-MBA 9035-1001

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$25 per person 
$75 family max

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		100% deductible does not apply

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, inplants and dentures

				Porcelain Crowns

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount after deductible

				Prosthodontic Services - bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		Not Covered





Dental_DELTA-MBA 9035-1002

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$25 per person 
$75 family max

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning 		100% deductible does not apply

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, inplants and dentures

				Porcelain Crowns

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount after deductible

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,500





Dental_DELTA-MBA 9035-1003

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$50 per person 
$150 family max

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		80% of approved amount after deductible

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, inplants and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount after deductible

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		Not Covered





Dental_DELTA-MBA 9035-1004

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$50 per person 
$150 family max

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		80% of approved amount after deductible 

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, inplants and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount after deductible

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,500





Dental_DELTA-MBA 9035-1005

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$50 per person 
$150 family max

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		100% deductible does not apply

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, inplants and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount after deductible

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		Not Covered





Dental_DELTA-MBA 9035-1006

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$50 per person 
$150 family max

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		100% deductible does not apply 

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount after deductible

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, inplants and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount after deductible

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,500





Dental_DELTA-MBA 9035-1007

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		None

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		100%

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, inplants, and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		Not Covered





Dental_DELTA-MBA 9035-1008

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		None

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		100% of approved amount

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, implants, and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,500





Dental_DELTA-MBA 9035-1009

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		None

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		50% of approved amount

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		50% of approved amount

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, implants, and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		Not Covered





Dental_DELTA-MBA 9035-1010

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		None

				DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning (twice per year)		100% of approved amount

				Fluoride Treatments (age 18 and under), Space Maintainers, Sealants 

				X-rays 								Review plan summaries to confirm all services are in the correct tier (Diagnostic, Basic, or major)

				Brush Biopsy – to detect oral cancer

				Emergency Palliative Treatment – to temporarily relieve pain

				BASIC SERVICES

				Minor Restorative Services – fillings and crown repair		80% of approved amount

				Endodontic Services – root canals

				Periodontic Services – to treat gum disease

				Oral Surgery Services – extractions and dental surgery

				Relines and Repairs – to bridges, implants, and dentures

				Other Basic Services - miscellaneous services

				MAJOR SERVICES

				Major Restorative Services - crowns		50% of approved amount

				Prosthodontic Services – bridges, implants, and dentures

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$2,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,500





Dental_Guardian PPO (4 col)



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.												Tab Index

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.												Remove any of these that do not apply

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				Voluntary PPO Dental Program		In-Network				Out-of-Network

						Value Plan		NAP Plan		Value Plan
(Fee Shedule)		NAP Plan
(90th Percentile)

				CLASS I - PREVENTIVE CARE		INSURANCE PAYS

				Cleanings (twice/12 months)		100%		100%		100%		100%				Review plan Summaries to confirm all services are in the correct tier (Type I, II, III)

				Fluoride Treatments (under age 14) 

				Oral Exams

				Sealants (per tooth) 

				X-Rays

				CLASS II - BASIC CARE

				Fillings		100%		80%		100%		80%

				Periodontal Surgery

				Periodontal Maintenance 

				Root Canal

				Periodontics - scaling and root planing

				Simple & Surgical Extractions

				Anesthesia (restrictions apply and may be subject to medical necessity)

				CLASS III - MAJOR CARE 

				Bridges and Dentures		60%		50%		60%		50%

				Inlays, Onlays, and Veneers

				Repairs/Maintenance of Crowns, Bridges, and Dentures

				Single Crowns

				Annual Maximum - for Class I, II, and III services per person		$1,000

				ORTHODONTIA - Up to age 19

				Braces		50%

				Lifetime Maximum - for orthodontia services per person		$1,000



				The amount shown in the out of network field is your combined Calendar Year maximum for both in and out of network services.

				You may go to any dentist, however those who belong to the Dental - DentalGuard Pref - Michigan network will be most cost effective.

				The amount shown in the out of network field is your combined Lifetime Orthodontia Maximum for both in and out of network services







Dental_Guardian PPO (2 col)



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.												Tab Index

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				Voluntary PPO Dental Program		In-Network

						Value Plan		NAP Plan

				CLASS I - PREVENTIVE CARE		INSURANCE PAYS

				Cleanings (twice/12 months)		100%		100%				Review the plan summary to confirm all services are in the correct tier (Type I, II, III)

				Fluoride Treatments (under age 14) 

				Oral Exams

				Sealants (per tooth) 

				X-Rays

				CLASS II - BASIC CARE

				Fillings		100%		80%

				Periodontal Surgery

				Periodontal Maintenance 

				Root Canal

				Periodontics - scaling and root planing

				Simple & Surgical Extractions

				Anesthesia (restrictions apply and may be subject to medical necessity)

				CLASS III - MAJOR CARE 

				Bridges and Dentures		60%		50%

				Inlays, Onlays, and Veneers

				Repairs/Maintenance of Crowns, Bridges, and Dentures

				Single Crowns

				Annual Maximum - for Class I, II, and III services per person		$1,000

				ORTHODONTIA - Up to age 19

				Braces		50%

				Lifetime Maximum - for orthodontia services per person		$1,000

				* For out-of-network services there is a $25 per person deducitble (family maxiumum of $75)  You may go to any dentist, however those who belong to the Dental - DentalGuard Pref - Michigan network will be most cost effective.













Dental_Guardian DHMO

																Tab Index



				Voluntary Dental Program –
Managed Dental Care		In-Network

						First Commonwealth Limited Health Services (MI, IN) First Commonwealth Insurance (IL, MO) Guardian networks (CO, FL) Managed Dental Guard (TX) *

				Please consult your Benefit Booklet or contact Guardian/First Commonwealth for the fee schedule that is in effect in your area from January 1 to December 31 each year. The schedule lists your Payment Responsibility for each covered service. Only those services listed in the plan are covered.						Review the plan summary to confirm all services are in the correct tier (Type I, II, III)

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				In-Network Coverage		None



				COPAY

				Office Visit Copay		$5

				CLASS I - PREVENTIVE CARE

				Cleanings (twice/12 months)		Your payment amount is based on the Fee Schedule in your area

				Fluoride Treatments (no age limit) 

				Oral Exams

				Sealants (per tooth) 

				X-Rays

				CLASS II - BASIC CARE

				Fillings		Your payment amount is based on the Fee Schedule in your area

				Periodontal Surgery

				Periodontal Maintenance (twice/12 months)

				Root Canal

				Periodontics - scaling and root planing

				Simple Extractions

				Surgical Extractions

				Anesthesia (restrictions apply and may be subject to medical necessity)

				CLASS III - MAJOR CARE 

				Bridges and Dentures		Your payment amount is based on the Fee Schedule in your area

				Inlays, Onlays, and Veneers

				Repairs/Maintenance of Crowns, Bridges, and Dentures

				Single Crowns

				Annual Maximum
for Class I, II, and III services per person		Unlimited

				ORTHODONTIA 

				Benefit eligibility - Adults & Child(ren)		Your payment amount is based on the Fee Schedule in your area

				Lifetime Maximum
for orthodontia services per person		Consult the Benefit Booklet for 
the plan in your state



				The service categories and plan limitations shown above represent an overview of your plan benefits, but are not a complete description of the plan.

				Like most group dental policies, some limitations and exclusions may apply. Please see your dental insurance certificate for additional information.















Dental_MOO_w Deductible

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				In-Network Coverage - UHC		$50 per member
$150 family max						·

																Review the plan summary to confirm all services are in the correct tier 
(Type I, II, III)

				TYPE A - DIAGNOSTIC & PREVENTIVE SERVICES		INSURANCE PAYS

				Examinations / Evaluations		100% deductible 
does not apply

				Bitewing X-rays

				Full mouth X-rays - panoramic film

				Fluoride Treatments, Sealants (up to age 16)

				Cleaning / Prophylaxis

				Sealants

				TYPE B - MINOR RESTORATIVE SERVICES

				Space Maintainers (up to age 16)		80% of approved amount after deductible

				Palliative Treatment

				Periodontal Maintenance

				Harmful Habit Appliances

				Fillings

				Stainless Steel Crowns

				Periodontics & Surgical Periodontics

				TYPE C - MAJOR SERVICES (waiting period may apply)

				Simple & Surgical Extractions		50% of approved amount after deductible

				Oral Surgery Services

				Endodontics

				Full or Partial Removable Dentures - including repairs, adjustments, tissue conditioning, rebasing, or relining

				Bridges - including repair and recementation

				Cast Crowns, Inlays, Onlays, Labial Veneers - including repair and recementation

				General Anesthesia or I.V. Sedation

				Non-Surgical Periodontics

				Annual Maximum - 
for Type A, B, & C Services per person		$1,500

				ORTHODONTIA - Up to age 19

				Braces		50%

				Orthodontia Lifetime Maximum - per person		$1,000





MMA Met Life Dental

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - MMA/Metlife PDP Plus		$50 per person 
$150 family max				Be sure to confirm all services are in the correct tier (Type A, B, C)

				TYPE A - PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning		100% deductible 
does not apply

				Topical Fluoride (under age 14)

				Space Maintainers (under age 14)

				Sealants (under age 14)

				Bitewing X-rays

				TYPE B - BASIC SERVICES

				Full Mouth and Other X-Rays		90% of approved amount after deductible

				Fillings - amalgam & composite

				Extractions

				Oral Surgery

				Endodontic - root canal

				Periodontal Maintenance & Surgery

				Emergency Palliative Service

				TYPE C - MAJOR RESTORATIVE SERVICES

				General Anesthesia		60% of approved amount after deductible

				Crowns, Dentures, Bridges *, Implants *

				* In order to be covered, dental coverage must be in effect with the same employer at the time natural teeth are lost.

				ANNUAL MAXIMUM – for type A, B, and C per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,000







Dental_HUMANA



																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - Delta Dental PPO Dentist		$25 per person
$75 family max

				PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exams and Cleaning		100% deductible does not apply

				Fluoride, Space Maintainers, Sealants 

				X-rays 

				Topical Fluoride Treatment and Sealants (through age 14)

				BASIC SERVICES

				Space Maintainers and Appliances for Children (through age 14)		80% of approved amount after deductible

				Emergency Care for Pain Relief

				Basic Oral Surgery Services - basic exractions of erupted tooth or root

				Fillings - amalgam, composite for anterior teeth

				Prefabricated Stainless Steel Crowns

				Endodontics - root canals

				Periodontics

				MAJOR SERVICES

				Crowns		50% of approved amount after deductible

				Inlays and Onlays

				Bridgework

				Dentures - including relines, rebases, repair, and adjustments

				Complex Surgical Extractions - surgical removal of erupted tooth, impacted tooth, and tooth roots

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,000

				ORTHODONTIA SERVICES – UP TO AGE 19

				Braces		50%

				LIFETIME MAXIMUM – per person 		$1,000





Dental_Principal



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - The Principal Plan Dental Network		$25 per person 
$75 family max

				PREVENTIVE SERVICES		INSURANCE PAYS

				Routine Exam (2 per calendar year)		100% deductible does not apply

				Cleaning (2 per calendar year)

				Fluoride Treatment - under age 16 (1 per calendar year)

				Space Maintainers - under age 16

				Sealants - under age 16

				Bitewing X-Rays (1 set each calendar year)

				Full Mouth X-Rays (1 every 60 months)

				BASIC SERVICES

				Emergency Exams 		80% of approved amount after deductible

				Harmful Habit Appliance - under age 16

				Fillings and Stainless Steel Crowns

				Simple Oral Surgery

				Complex Oral Surgical Procedures

				Periodontics – surgical, nonsurgical

				Endodontics – simple and complex

				MAJOR SERVICES

				General Anesthesia / IV Sedation		50% of approved amount after deductible

				Crowns, Inlays, Onlays, Cast Post and Core, Core Builld-Up

				Implants

				Dentures and Bridges

				Repairs to Partial Denture, Bridge, Crown, Relines, Rebasing, Adjustments

				ANNUAL MAXIMUM – for Preventive, Basic, and Major services per person		$1,250

				ORTHODONTIA SERVICES

				Braces		Not Covered

				The service categories and plan limitations shown above represent an overview of your plan benefits but are not a complete description of the plan.  Like most group dental policies, additional benefits, some limitations and exclusions may apply. Please see your Principal dental insurance certificate for additional information.





Dental_The Standard

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.								Remove any of these that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				In-Network Coverage - Ameritas		In-Network		Out-of-Network
90th Percentile

						$0		$0

				TYPE 1 SERVICES		INSURANCE PAYS

				Routine Exam (1 in 6 months)		50%		50%

				Bitewing X-rays  (1 in 12 months)

				Full mouth/Panoramic X-rays (1 in 5 years)

				Periapical X-rays 

				Cleaning (1 in 6 months)

				Fluoride - age 13 and under (1 in 12 months)

				Sealants - age 13 and under

				Space Maintainers 

				TYPE 2 SERVICES

				Restorative Amalgams & Composites		50%		50%

				Endodontics - surgical and non-surgical

				Periodontics - surgical and non-surgical

				Denture Repair

				Simple & Complex Extractions

				Anesthesia

				TYPE 3 SERVICES

				Onlays		50%
		50%

				Crowns (1 in 10 years per tooth)

				Crown Repair

				Prosthodontics - fixed bridge, removable complete/partial dentures (1 in 10 years)

				Annual Maximum - for Type 1, 2, 3 Services per person		$1,000		$1,000

				Orthodontia

				Braces		Not Covered		Not Covered

				The service categories and plan limitations shown above represent an overview of your plan benefits but are not a complete description of the plan.  Like most group dental policies, some limitations and exclusions may apply.   

				Please see your Standard dental insurance certificate for additional information.  





Vision_BCBSM

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.								Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Vision				No deductible

				EXAM   				YOU PAY

				Complete eye exam by an ophthalmologist or optometrist. The exam includes refraction, glaucoma testing, and other tests necessary to determine the overall visual health of the patient.				Covered - Up to a combined benefits max of $400

				LENSES AND FRAMES

				Standard Lenses - Prescribed and dispensed by an ophthalmologist or optometrist. Lenses may be molded or ground and glass or plastic.  				Covered - Up to a combined benefits max of $400

				Standard Frames - An allowance is applied toward the frame cost. Members are responsible for any cost exceeding the allowance.

				CONTACT LENSES

				Medically Necessary Contact Lenses - Requires prior authorization and approval from VSP. The patient must meet the criteria for medically necessary contacts.				Covered - Up to a combined benefits max of $400

				Elective Contacts that Improve Vision - Prescribed contact lenses, but do not meet the criteria of medically necessary. An allowance is applied to the contact lens exam and the contact lenses. Members are responsible for any cost exceeding the allowance.

				FREQUENCY

				Examination 		Once every 12 months

				Lenses

				Frames 

				Contact lenses





Delta Vision

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.										Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				In-Network Coverage - VSP Choice						None;
Copay applies

				EXAM   						YOU PAY

				Wellvision Exam						$10 copay

				Contact lens exam (fitting and evaluation)						Up to $60

				PRESCRIPTION GLASSES

				Frame		• $130 allowance for a wide selection of frames
• $150 allowance for featured frame brands
• 20% savings on the amount over your allowance
• $80 Walmart ®/Sam's Club ®/Costco ® frame allowance				$25 copay for both frames and lenses

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

				Lens Enhancements		• Standard progressive lenses
• Premium progressive lenses
• Custom progressive lenses
• Average savings of 30% on other enhancements				$0
$95 - $105
$150 - $175

				CONTACTS (INSTEAD OF GLASSES)

				$130 allowance for contacts; copay does not apply

				DIABETIC EYECARE PLUS PROGRAM 

				Retinal screening for members with diabetes						$0

				Additional exams and services for members with diabetic eye disease, glaucoma, or age-related macular degeneration.  						$20 per exam

				EXTRA SAVINGS

				Glasses and Sunglasses: 20% savings on additional glasses and sunglasses from any VSP provider, within 12 months of your last WellVision Exam.

				Routine Retinal Screening: No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam.

				Laser Vision Correction: Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				TruHearing ®: Save up to 60% on hearing aids and batteries. Visit truhearing.com/vsp or call
877-396-7194.

				FREQUENCY

				Examination				Once every 12 months

				Frame 				Once every 24 months

				Lenses & Contact Lenses				Once every 12 months







VSP Vision

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.										Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Choice						None;
Copay applies

				EXAM   						YOU PAY

				Wellvision Exam						$10 copay

				Contact lens exam (fitting and evaluation)						Up to $60

				PRESCRIPTION GLASSES

				Frame		• $130 allowance for a wide selection of frames
• $150 allowance for featured frame brands
• 20% savings on the amount over your allowance
• $70 Walmart ®/Sam's Club ®/Costco ® frame allowance				$25 copay for both frames and lenses

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

				Lens Enhancements		• Standard progressive lenses
• Premium progressive lenses
• Custom progressive lenses
• Average savings of 30% on other enhancements				$0
$95 - $105
$150 - $175

				CONTACTS (INSTEAD OF GLASSES)

				$130 allowance for contacts; copay does not apply

				DIABETIC EYECARE PLUS PROGRAM 

				Retinal screening for members with diabetes						$0

				Additional exams and services for members with diabetic eye disease, glaucoma, or age-related macular degeneration.  						$20 per exam

				EXTRA SAVINGS

				Glasses and Sunglasses 
20% savings on additional glasses and sunglasses from any VSP provider, within 12 months of your last WellVision Exam.

				Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam.

				Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				FREQUENCY

				Examination				Every calendar year

				Frame 				Every calendar year

				Lenses & Contact Lenses				Every calendar year





VSP Opt 1 (MBA)

																				Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.														Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Choice						None;
Copay applies

				EXAM   						YOU PAY

				Wellvision Exam						$10 copay

				Contact lens exam (fitting and evaluation)						Up to $60

				PRESCRIPTION GLASSES

				Frame		• $130 allowance for a wide selection of frames
• $150 allowance for featured frame brands
• 20% savings on the amount over your allowance
• $130 Walmart ®/Sam's Club frame allowance
• $70 ®/Costco ® frame allowance				$25 copay for both frames and lenses

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

				Lens Enhancements		• Standard progressive lenses
• Premium progressive lenses
• Custom progressive lenses
• Average savings of 30% on other enhancements				$0
$95 - $105
$150 - $175

				CONTACTS (INSTEAD OF GLASSES)

				$130 allowance for contacts; copay does not apply

				DIABETIC EYECARE PLUS PROGRAM 

				Retinal screening for members with diabetes						$0

				Additional exams and services for members with diabetic eye disease, glaucoma, or age-related macular degeneration.  						$20 per exam

				EXTRA SAVINGS

				Glasses and Sunglasses 
20% savings on additional glasses and sunglasses from any VSP provider, within 12 months of your last WellVision Exam.

				Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam.

				Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				FREQUENCY

				Examination				Every calendar year

				Frame 				Every calendar year

				Lenses & Contact Lenses				Every calendar year





VSP Opt 2 (MBA)

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.										Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Choice						None;
Copay applies

				EXAM   						YOU PAY

				Wellvision Exam						$10 copay

				Contact lens exam (fitting and evaluation)						Up to $60

				PRESCRIPTION GLASSES

				Frame		• $130 allowance for a wide selection of frames
• $150 allowance for featured frame brands
• 20% savings on the amount over your allowance
• $130 Walmart ®/Sam's Club ® frame allowance
• $70 Costco ® frame allowance				$25 copay for both frames and lenses

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

				Lens Enhancements		• Standard progressive lenses
• Premium progressive lenses
• Custom progressive lenses
• Average savings of 30% on other enhancements				$0
$95 - $105
$150 - $175

				CONTACTS (INSTEAD OF GLASSES)

				$130 allowance for contacts; copay does not apply

				DIABETIC EYECARE PLUS PROGRAM 

				Retinal screening for members with diabetes						$0

				Additional exams and services for members with diabetic eye disease, glaucoma, or age-related macular degeneration.  						$20 per exam

				EXTRA SAVINGS

				Glasses and Sunglasses 
20% savings on additional glasses and sunglasses from any VSP provider, within 12 months of your last WellVision Exam.

				Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam.

				Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				FREQUENCY

				Examination				Every calendar year

				Frame 				Every other calendar year

				Lenses & Contact Lenses				Every calendar year





VSP Opt 3 (MBA)

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.										Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Choice						None;
Copay applies

				EXAM   						YOU PAY

				Wellvision Exam						$10 copay

				Contact lens exam (fitting and evaluation)						Up to $60

				PRESCRIPTION GLASSES

				Frame		• $130 allowance for a wide selection of frames
• $150 allowance for featured frame brands
• 20% savings on the amount over your allowance
• $130 Walmart ®/Sam's Club ® frame allowance
• $70 Costco ® frame allowance				$25 copay for both frames and lenses

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

				Lens Enhancements		• Standard progressive lenses
• Premium progressive lenses
• Custom progressive lenses
• Average savings of 30% on other enhancements				$0
$95 - $105
$150 - $175

				CONTACTS (INSTEAD OF GLASSES)

				$130 allowance for contacts; copay does not apply

				DIABETIC EYECARE PLUS PROGRAM 

				Retinal screening for members with diabetes						$0

				Additional exams and services for members with diabetic eye disease, glaucoma, or age-related macular degeneration.  						$20 per exam

				EXTRA SAVINGS

				Glasses and Sunglasses 
20% savings on additional glasses and sunglasses from any VSP provider, within 12 months of your last WellVision Exam.

				Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam.

				Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				FREQUENCY

				Examination				Every calendar year

				Frame 				Every other calendar year

				Lenses & Contact Lenses				Every calendar year







VSP Opt 4 (MBA)

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.										Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Choice						None;
Copay applies

				EXAM   						YOU PAY

				Wellvision Exam						$10 copay

				Contact lens exam (fitting and evaluation)						Up to $60

				PRESCRIPTION GLASSES

				Frame		• $130 allowance for a wide selection of frames
• $150 allowance for featured frame brands
• 20% savings on the amount over your allowance
• $130 Walmart ®/Sam's Club ® frame allowance
• $70 Costco ® frame allowance				$25 copay for both frames and lenses

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

				Lens Enhancements		• Standard progressive lenses
• Premium progressive lenses
• Custom progressive lenses
• Average savings of 30% on other enhancements				$0
$95 - $105
$150 - $175

				CONTACTS (INSTEAD OF GLASSES)

				$130 allowance for contacts; copay does not apply

				DIABETIC EYECARE PLUS PROGRAM 

				Retinal screening for members with diabetes						$0

				Additional exams and services for members with diabetic eye disease, glaucoma, or age-related macular degeneration.  						$20 per exam

				EXTRA SAVINGS

				Glasses and Sunglasses 
20% savings on additional glasses and sunglasses from any VSP provider, within 12 months of your last WellVision Exam.

				Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam.

				Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				FREQUENCY

				Examination				Every calendar year

				Frame 				Every other calendar year

				Lenses & Contact Lenses				Every other calendar year





VSP Opt 5 (MBA)

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.										Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Choice						None;
Copay applies

				EXAM   						YOU PAY

				Wellvision Exam						$10 copay

				Contact lens exam (fitting and evaluation)						Up to $60

				PRESCRIPTION GLASSES

				Frame		• $130 allowance for a wide selection of frames
• $150 allowance for featured frame brands
• 20% savings on the amount over your allowance
• $130 Walmart ®/Sam's Club ® frame allowance
• $70 Costco ® frame allowance				$25 copay for both frames and lenses

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

				Lens Enhancements		• Standard progressive lenses
• Premium progressive lenses
• Custom progressive lenses
• Average savings of 30% on other enhancements				$0
$0
$0

				CONTACTS (INSTEAD OF GLASSES)

				$130 allowance for contacts; copay does not apply

				DIABETIC EYECARE PLUS PROGRAM 

				Retinal screening for members with diabetes						$0

				Additional exams and services for members with diabetic eye disease, glaucoma, or age-related macular degeneration.  						$20 per exam

				EXTRA SAVINGS

				Glasses and Sunglasses 
20% savings on additional glasses and sunglasses from any VSP provider, within 12 months of your last WellVision Exam.

				Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam

				Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				FREQUENCY

				Examination				Every calendar year

				Frame 				Every calendar year

				Lenses & Contact Lenses				Every other calendar year





Vision_PH

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.								Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - EyeMed		None; Copay applies

				EXAM   		YOU PAY

				Exam with dialation, as necessary		$15 copay

				FRAMES

				Any available frame at provider location		40% off retail price

				STANDARD PLASTIC LENSES

				Single vision		$50

				Bifocal		$70

				Trifocal		$105

				Standard progressive lenses		$135

				LENS OPTIONS

				UV Treatment, Tint (solid or gradient), Standard plastic, scratch coating		$15

				Standard polycarbonate		$40

				Standard anti-reflective coating		$45

				Polarized and other add ons		20% off retail price

				CONTACT LENSES

				Conventional		15% off retail price

				Disposable		NA

				LASER VISION CORRECTION

				Lasik or PRK from U.S. Laser Network		15% off retail or
5% of promotional price

				ADDITIONAL DISCOUNTS

				Non-prescription sunglasses		20% off retail price

				FREQUENCY

				Examination 		Once every 12 months

				Lenses or contact lenses		Unlimited

				Frame		Unlimited





Vision_GUARDIAN

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				In-Network Coverage - Spectera		None; Copay applies

				EXAM   		YOU PAY

				Eye Exam		$10

				FRAMES

				Frame Allowance		$130 allowance 
+ 30% discount at participating providers, less $25

				LENSES

				Single Vision		$25 copay

				Lined Bifocal

				Lined Trifocal

				Lenticular

				CONTACT LENSES (Instead of Glasses)

				Medically Necessary		$25 copay

				Elective		$125 allowance

				Evaluation and Fitting		$40 (allowance applies)

				EXTRAS

				Cosmetic Extras		Average 20% - 30% off retail

				Additional pair of frames & lenses (purchase must be made within 12-months of eye exam)		20% off retail 

				LASER CORRECTION

				Laser Correction Surgery Discount		Up to 15% off the usual charge or 5% off promotion price

				FREQUENCY

				Examination		Once every 12 months

				Lenses or contact lenses		Once every 12 months

				Frame		Once every 12 months







Vision_MOO

																Tab Index



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 - December 31)

				In-Network Coverage - VSP Choice		None; Copay applies

				EXAM   		YOU PAY

				Exam with Dilation as Necessary		$10

				Exam Options:

				     Retinal Imaging 		Up to $39

				     Standard Contact Lens Fit & Follow-up		Up to $40

				     Premium Contact Lens Fit & Follow-up		10% off retail price

				FRAMES

				Any available frame at provider location		$150 allowance + 
20% off balance over allowance

				 LENSES

				Single Vision, Bifocal, Trifocal, Lenticular		$25 copay

				Standard Progressive Lenses (add on to bifocal copay)		$65 copay

				Lens options:  UV coating, Tint, Scratch Coating		$0 copay

				CONTACT LENSES (Instead of Glasses)

				Medically Necessary		$0 copay, paid in full

				Elective		$130 maximum

				Conventional or disposable		$0 copay, $150 allowance

				EXTRAS

				Laser Vision Correction
(LASIK or PRK from US Laser Network)		15% off retail price or 5% off promo price

				LASER CORRECTION

				Laser Correction Surgery Discount		Up to 15% off the usual charge or 5% off promotion price

				FREQUENCY

				Examination		Once every 12 months

				Lenses or contact lenses		Once every 12 months

				Frame		Once every 24 months







Vision_HUMANA

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Vision		None; Copay applies

				EXAM   

				Exam - with dialation as necessary		$10

				CONTACT LENS EXAM OPTIONS

				Standard - Spherical clear contact lenses in conventional wear and planned replacement		$40

				Premium All lens designs, materials and specialty fittings other than standard contact lenses		10% off retail

				FRAMES

				Discounts available on all frames except when prohibited by the manufacturer		$100 allowance, 20% off balance over $100

				LENSES

				Single Vision		$25

				Bifocal

				Trifocal

				LENS OPTIONS

				UV Coating		$15

				Tint (solid or gratient)		$15

				Standard scratch-resistance		$15

				Standard polycarbonate 
(no charge to dependents up to 19 years old)		$40

				Standard anti-reflective coating		$45

				Standard progressive (add-on to bifocal)		$65

				Other add-ons and services		20% off retail

				CONTACT LENSES (APPLIES TO MATERIALS ONLY)

				Conventional		$115 allowance, 15% off balance over $115

				Disposable		$115 allowance

				Medically Necessary		$0 copay, paid in full

				FREQUENCY

				Examination		Once every 12 months

				Lenses or contact lenses		Once every 12 months

				Frame		Once every 24 months





Vision_Principal

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Calendar Year January 1 – December 31)

				In-Network Coverage - VSP Choice Network		None; Copay applies

				EXAM   		YOU PAY

				Exam - Well Vision Eye Exam		$10 Copay    

				CONTACT LENS EXAM OPTIONS

				Fitting and Evaluation		Up to $60 Copay

				FRAMES

				Copay, Allowance & Discounts		$10 Copay*
$150 allowance for a wide selection of frames
20% Savings on amount over $150

				LENSES

				Single Vision, Lined Bifocal, Lined Trifocal, and  Lenticular		$10 Copay*
20% Savings on amount over $150

				Polycarb lenses for dependent children <18		$10 Copay*
20% Savings on amount over $150

				CONTACT LENSES (Instead of Glasses)

				Medically Necessary		$10 copay; covered in full for members who have specific conditions

				Elective		$150 Allowance

				OTHER SERVICES

				Glasses and Sunglasses		Lens enhancements are covered after a copay, saving members an average of 20-25% off additional glasses and sunglasses, including lens options from any VSP doctor within 12 months of your last covered vision exam.

				Laser Correction Surgery		Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities.

				FREQUENCY

				Examination		Once every 12 months

				Lenses or contact lenses		Once every 12 months

				Frame		Once every 12 months

				* Applies to a complete pair of glasses



				The service categories and plan limitations shown above represent an overview of your plan benefits but are not a complete description of the plan.  Like most group vision policies, some limitations and exclusions may apply.   Please see your Principal vision  insurance certificate for additional information.  





Vision_The Standard

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.						Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Vision		None; Copay applies

				EXAM   		YOU PAY

				Exam - with dialation as necessary		$10

				CONTACT LENS EXAM OPTIONS

				Standard - Spherical clear contact lenses in conventional wear and planned replacement		$40

				Premium - All lens designs, materials and specialty fittings other than standard contact lenses		10% off retail

				FRAMES

				Discounts available on all frames except when prohibited by the manufacturer		$100 allowance, 20% off balance over $100

				LENSES

				Single Vision		$25

				Bifocal

				Trifocal

				LENS OPTIONS

				UV Coating		$15

				Tint (solid or gratient)		$15

				Standard scratch-resistance		$15

				Standard polycarbonate 
(no charge to dependents up to 19 years old)		$40

				Standard anti-reflective coating		$45

				Standard progressive (add-on to bifocal)		$65

				Other add-ons and services		20% off retail

				CONTACT LENSES (APPLIES TO MATERIALS ONLY)

				Conventional		$115 allowance, 15% off balance over $115

				Disposable		$115 allowance

				Medically Necessary		$0 copay, paid in full

				FREQUENCY

				Examination		Once every 12 months

				Lenses or contact lenses		Once every 12 months

				Frame		Once every 24 months





Vision_MetLife

																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.						Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				DEDUCTIBLE (Benefit Year January 1 – December 31)

				In-Network Coverage - VSP Vision		Copay

				EXAM   

				Exam 		$10

				Contact Fitting & Evaluation		Standard or Premium fit:
Copay not to exceed $60

				Retinal Imaging		Up to $39

				FRAME ALLOWANCE

				(You will receive an additional 20% off any amount that you pay over your allowance.   This offer is available from all participating locations except Costco, Walmart and Sam's Club.)		$130

				Costco, Walmart and Sam's Club		$70

				LENSES

				Standard Corrective Lenses (single vision, lined bifocal, lined trifocal, lenticular)		$25

				Standard Lens Options (ultraviolet coating, polycarbonate (child up to age 18)		Covered in full

				ADDITIONAL LENS ENHANCEMENTS

				Progressive Standard		Up to $55 copay

				Progressive Premium		Premium:  Up to $95 - $105 copay
Custom:  Up to $150 - $175 copay

				Polycarbonate Adult		Single Vision:  Up to $31 copay
Multifocal:  Up to $35 copay

				Scratch-resistant coating (variable by type)		Up to $17 -- $33 copay

				Tints (plastic lenses)		Up to $0 - $17 copay

				Anti-reflective coating (variable by type)		Up to $41 - $85 copay

				Photochromic (variable by type)		Up to $47 - $82 copay

				CONTACT LENSES (APPLIES TO MATERIALS ONLY)

				Medically Necessary		Covered in full after eyewear copay

				Elective		$130 allowance

				FREQUENCY

				Examination		Once every 12 months

				Lenses or contact lenses		Once every 12 months

				Frame		Once every 24 months

				Value Added Features

				Additional Discounts on Glasses and Sunglasses 1		Get 20% off the cost for additional pairs of prescription glasses and non-prescription sunglasses, including lens enhancements.  At times other promotional offers may also be available.

				Laser Vision Correction2		Savings averaging 15% off the regular price or 5% off a promotional offer for laser surgery including PRK, LASIK, AND Custom LASIK.  Offer is only available at MetLife participating locations.



				1Member costs for listed lens enhancements will be limited to copays that MetLife has negotiated with participating providers.  These copays can be viewed by members after enrollment at www.metlife.com/mybenefits.  All lens enhancements are available at participating private practices. Maximum copays and pricing are subject to change without notice. Please check with your provider for details and copays applicable to your lens choice. Please contact your local Costco, Walmart and Sam’s Club to confirm the availability of lens enhancements and pricing prior to receiving services. Additional discounts may not be available in certain states.



				2 Custom LASIK coverage only available using wavefront technology with the microkeratome surgical device. Other LASIK procedures may be performed at an additional cost to the member. Laser vision care discounts are only available from participating locations.





Ped D & V



				CALENDAR YEAR (JANUARY 1 - DECEMBER 31)												Tab Index

				In-Network Coverage		Blue Dental Network

				Deductible		$25 per member / $75 family maximum

				Out-of-Pocket Maximum		$375 Individual
$750 family maximum

				Calendar Year Maximum		N/A

				IN-NETWORK COVERAGE (INSURANCE PAYS)

				Diagnostic & Preventive Services		100% - deductible does not apply

				Basic Services		80% - after deductible

				Major Services		50% - after deductible

				Orthodontic Services		Not Covered



				CALENDAR YEAR (JANUARY 1 - DECEMBER 31)

				In-Network Coverage		VSP Choice Network

				Deductible		None

				IN-NETWORK COVERAGE (INSURANCE PAYS)

				Vision Exam		Covered in full up to one exam per calendar year

				Select Eyeglass Frames		Covered in full up to one frame per calendar year

				Eyeglass Lenses		Covered in full up to one pair per calendar year

				Contact Lenses 
(instead of glasses)		Covered in full for provider designated lenses up to a benefit maximum of: 

						Monthly-
Bi-weekly-
Dailies-		6 month supply
3 month supply
one pair of conventional per year





General Life & DI Insurance

																Tab Index

				GROUP TERM LIFE / ACCIDENTAL DEATH &DISMEMBERMENT (AD&D) INSURANCE

				This coverage is non-contributory, which means you are required to enroll and Usui International Corporation pays 100% of the cost.

				Employee Life Benefit
includes matching AD&D benefit		$15,000

				Age reduction		Benefit reduces to:
 65% at age 65
50% at age 70



				SHORT TERM DISABILITY

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.								Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and Usui International Corporation pays 100% of the cost.

				Weekly Benefit		60% of  weekly earnings

				Maximum Weekly Benefit		$1,000

				Elimination (waiting) Period		7 days injury / 7 days sickness

				Benefit Duration		13 weeks



				LONG TERM DISABILITY

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.								Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and Usui International Corporation pays 100% of the cost.

				Monthly Benefit		60% of monthly earnings

				Maximum Monthly Benefit		$5,000

				Elimination (waiting) Period		90 days

				Benefit Duration		2 years

				Own Occupation Period		24 months





 Vol Life w Rate Grid (MBA)



																				Tab Index

				VOLUNTARY LIFE / AD&D Insurance

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				Benefit for		Employee				Spouse				Child(ren)

				Benefit Schedule		$10,000 increments up to $500,000				$5,000 increments up to 50% of employee benefit				$1,000 increments up to $10,000

				Benefit Maximum		$500,000				$100,000				$10,000

				Guaranteed Issue		$100,000				$25,000				$10,000

				Age reduction		Benefit reduces to: 65% at age 70; 50% at age 75



				Monthly rates for Voluntary Life & AD&D Insurance

				Employee
Age		Employee
Rate per $10,000				Spouse*
Rate per $5,000				Child(ren)

				Under 25		$0.75				$0.38				$2,000		$0.27				Mutual of Omaha Vol Life has a minimum of $2000 for MBA

				25-29		$0.85				$0.43				$3,000		$0.41

				30-34		$1.05				$0.53				$4,000		$0.54

				35-39		$1.15				$0.58				$5,000		$0.68

				40-44		$1.25				$0.63				$6,000		$0.81

				45-49		$2.05				$1.03				$7,000		$0.95

				50-54		$3.15				$1.58				$8,000		$1.08

				55-59		$4.85				$2.43				$9,000		$1.22

				60-64		$7.45				$3.73				$10,000		$1.35

				65-69		$13.15				$6.58				One rate covers all eligible children

				70-74		$23.25				$11.63

				75-79		$38.25				$19.13

				80+		$77.15				$38.58

				You must elect coverage for yourself in order to elect coverage for your dependents. 
Life insurance rates are based on your age, please see the Employee Navigator system for your cost.  Spouse coverage is based on your age.





The Standard Life



																				Tab Index

				GROUP TERM LIFE / ACCIDENTAL DEATH &DISMEMBERMENT (AD&D) INSURANCE

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Employee Life Benefit
includes matching AD&D benefit				$15,000

				Age reduction				Benefit reduces to:
 65% at age 65
50% at age 70



				VOLUNTARY LIFE / ACCIDENTAL DEATH AND DISMEMBERMENT Insurance

				This coverage is voluntary which means you are responsible for 100% of the cost if you choose to elect this benefit.

				Benefit for		Employee				Spouse				Child(ren)

				Benefit Schedule		$10,000 increments up to $500,000				$5,000 increments up to 50% of employee benefit				$2,000 increments up to $10,000

				Benefit Maximum		$300,000				$150,000				$10,000

				Guaranteed Issue		$150,000				$10,000				$10,000

				Age reduction		Benefit reduces to 65% at age 65; 50% at age 70

				* Guaranteed issue amounts are for new hires only



				Employee
Age		Employee & Spouse Coverage - Monthly premium for:

						$1,000		$10,000		$20,000		$40,000		$50,000		$100,000

				Under 24		$0.09		$0.90		$1.80		$3.60		$4.50		$9.00

				25 - 29		$0.10		$1.00		$2.00		$4.00		$5.00		$10.00

				30 - 34		$0.11		$1.10		$2.20		$4.40		$5.50		$11.00

				35 - 39		$0.14		$1.40		$2.80		$5.60		$7.00		$14.00

				40 - 44		$0.17		$1.70		$3.40		$6.80		$8.50		$17.00

				45 - 49		$0.27		$2.70		$5.40		$10.80		$13.50		$27.00

				50 - 54		$0.37		$3.70		$7.40		$14.80		$18.50		$37.00

				55 - 59		$0.57		$5.70		$11.40		$22.80		$28.50		$57.00

				60 - 64		$0.68		$6.80		$13.60		$27.20		$34.00		$68.00

				65 - 69		$1.29		$12.90		$25.80		$51.60		$64.50		$129.00

				70+		$2.52		$25.20		$50.40		$100.80		$126.00		$252.00



				Dependent Child Coverage Monthly Premium for:

				Coverage				$1,000		$2,000		$4,000		$5,000		$10,000

				Rate				$0.23		$0.46		$0.92		$1.15		$2.30



				You must elect coverage for yourself in order to elect coverage for your dependents. 
Life insurance rates are based on your age, please see the Employee Navigator system for your cost.  Spouse coverage is based on your age.





The Standard Disability

																Tab Index

				SHORT TERM DISABILITY

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.								Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Employee benefit:		60% of weekly earnings to $1,000

				Benefits begin on:		8th day for accident / 8th day for sickness

				Benefit duration:		12 weeks

				Pre-existing condition 		12 / 12



				LONG TERM DISABILITY

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.								Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Monthly Benefit		60% of monthly salary to a maximum monthly benefit of $4,000

				Elimination Period		90 days

				Benefit Duration		Social Security Normal Retirement Age (SSNRA)

				Own Occupation Period		24 months

				Pre-existing condition		12 / 24





 Vol Life w Rate Grid



																				Tab Index

				VOLUNTARY LIFE / AD&D Insurance

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				Benefit for		Employee				Spouse				Child(ren)

				Benefit Schedule		$10,000 increments up to $500,000				$5,000 increments up to 50% of employee benefit				$1,000 increments up to $10,000

				Benefit Maximum		$500,000				$100,000				$10,000

				Guaranteed Issue		$100,000				$25,000				$10,000

				Age reduction		65% at age 70; 45% at age 75; 30% at age 80; 20% at age 85; 
15% at age 90+

				* Guaranteed issue amounts are for new hires only



				Employee
Age		Employee & Spouse Coverage - Monthly premium for:

						$1,000		$10,000		$20,000		$40,000		$50,000		$100,000

				Under 30		$0.10		$0.97		$1.94		$3.88		$4.85		$9.70

				30-34		$0.11		$1.13		$2.26		$4.52		$5.65		$11.30

				35-39		$0.12		$1.24		$2.48		$4.96		$6.20		$12.40

				40-44		$0.17		$1.66		$3.32		$6.64		$8.30		$16.60

				45-49		$0.24		$2.44		$4.88		$9.76		$12.20		$24.40

				50-54		$0.37		$3.70		$7.40		$14.80		$18.50		$37.00

				55-59		$0.56		$5.62		$11.24		$22.48		$28.10		$56.20

				60-64		$0.82		$8.24		$16.48		$32.96		$41.20		$82.40

				65-69		$1.49		$14.86		$29.72		$59.44		$74.30		$148.60

				70+		$2.37		$23.69		$47.38		$94.76		$118.45		$236.90



				Dependent Child Coverage Monthly Premium for:

				Coverage				$1,000		$2,000		$4,000		$5,000		$10,000

				Rate				$0.29		$0.58		$1.16		$1.46		$2.91

				You must elect coverage for yourself in order to elect coverage for your dependents. 
Life insurance rates are based on your age, please see the Employee Navigator system for your cost.  Spouse coverage is based on your age.





Dearborn Group DI Ins



				This is a voluntary plan which means if you choose to enroll you will be responsible for 100% of the cost												Tab Index

				VOLUNTARY SHORT TERM DISABILITY

				Employee benefit:		60% of weekly earnings to $1,000						Not used in 2021, no enrollments for the plan in 2020 so the plan was not "sold"

				Benefits begin on:		8th day for accident / 8th day for sickness

				Benefit duration:		12 weeks

				Pre-existing condition 		12 / 12



				VOLUNTARY LONG TERM DISABILITY

				This is a voluntary plan which means if you choose to enroll you will be responsible for 100% of the cost

				Monthly Benefit		60% of monthly salary to a maximum monthly benefit of $4,000

				Elimination Period		90 days

				Benefit Duration		Social Security Normal Retirement Age (SSNRA)

				Own Occupation Period		24 months

				Pre-existing condition		12 / 24





The Standard



				This is a voluntary plan which means if you choose to enroll you will be responsible for 100% of the cost												Tab Index

				VOLUNTARY SHORT TERM DISABILITY

				Employee benefit:		60% of weekly earnings to $1,000						Not used in 2021, no enrollments for the plan in 2020 so the plan was not "sold"

				Benefits begin on:		8th day for accident / 8th day for sickness

				Benefit duration:		12 weeks

				Pre-existing condition 		12 / 12



				VOLUNTARY LONG TERM DISABILITY

				This is a voluntary plan which means if you choose to enroll you will be responsible for 100% of the cost

				Monthly Benefit		60% of monthly salary to a maximum monthly benefit of $4,000

				Elimination Period		90 days

				Benefit Duration		Social Security Normal Retirement Age (SSNRA)

				Own Occupation Period		24 months

				Pre-existing condition		12 / 24





UNUM Life & Vol Insurance



																Tab Index

				BASIC LIFE / AD&D INSURANCE

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.										Delete any of these rows that do not apply

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Employee Life Benefit				1 X annual earnings to $100,000

				Spouse Life Benefit				$5,000

				Child(ren) Life Benefit 
(14 days to 6 months)				$100

				Child(ren) Life Benefit 
(6 months to 19/26 years)				$2,500



				VOLUNTARY LIFE / AD&D INSURANCE

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

						Benefit Amount		Maximum		Guaranteed Issue*

				Employee Benefit		$10,000 
benefit units		Lesser of 5x earnings or $500,000		$70,000

				Spouse Benefit		$5,000 
 benefit units		Lesser of 100% of EE amount or $500,000		$15,000

				Child Benefit		Birth to 6 mos. $100

6 mos. To 19/26 years $2,000 benefit units		Lesser of 100% of EE amount or $10,000		$10,000



				*Guaranteed issue amounts are new hires only.

				Voluntary Life Insurance rates are based on age, see enrollment system for costs.

				You must elect coverage for yourself in order to elect coverage for your dependents. 
Life insurance rates are based on your age, please see the Employee Navigator system for your cost.  Spouse coverage is based on your age.





 The Standard Disability



														Tab Index

				VOLUNTARY SHORT TERM DISABILITY

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Employee benefit:		60% of weekly earnings to $2,500						Not used in 2021, no enrollments for the plan in 2020 so the plan was not "sold"

				Benefits begin on:		1st day for accident / 8th day for sickness

				Benefit duration:		90 days



				VOLUNTARY LONG TERM DISABILITY

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				Monthly Benefit		60% of monthly salary to a maximum monthly benefit of $3,000

				Elimination Period		90 days

				Benefit Duration		Social Security Normal Retirement Age (SSNRA)

				Own Occupation Period		24 months

				Pre-existing condition		3/12





UNUM Disability



																Tab Index



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.										Delete any of these rows that do not apply

				This coverage is contributory, which means you and [COMPANY NAME] will share the cost of this benefit if you elect coverage.

				This coverage is non-contributory, which means you are required to enroll and [COMPANY NAME] pays 100% of the cost.

				SHORT TERM DISABILITY

				Weekly Benefit				66.667% of weekly earnings to $1,000

				Elimination Period				1st day accident / 8th day sickness

				Benefit Duration				26 weeks

				LONG TERM DISABILITY

				Monthly Benefit				60% to $10,000

				Elimination Period				180 days

				Benefit Duration				To age 65 / Reduced Benefit Duration





 Vol Life Cigna



				VOLUNTARY LIFE / ACCIDENTAL DEATH & DISMEMBERMENT (AD&D) Insurance																Tab Index

				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				Benefit for		Employee				Spouse				Child(ren)

				Benefit Schedule		$10,000 increments up to 5X salary 				$5,000 increments up to 50% of employee benefit				Less than 6 months old; $1,000
Age 6 months and older;  $2,000 increments to $10,000 

				Benefit Maximum		$500,000				$250,000				$10,000

				Guaranteed Issue		$70,000				$25,000				$10,000

				Age reduction		Benefit is reduced to:  65% at age 70; 50% at age 75



				You must elect coverage for yourself in order to elect coverage for your dependents. 
Life insurance rates are based on your age, please see the Employee Navigator system for your cost.  Spouse coverage is based on your age.







MOO-CI



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.								Tab Index

				EMPLOYEE VOLUNTARY CRITICAL ILLNESS

				Employee Volume Amount		$5,000 increments to $15,000

				Guaranteed Issue (subject to participation requirements)		$15,000

				Benefit Reduction		50% at age 70

				CHILD VOLUNTARY CRITICAL ILLNESS                                                                
Provided you have elected some amount of CI insurance, the child(ren) benefit is:

				Child benefit (rounded to the next higher multiple of $1,000, if not already an even multiple of $1,000)                                                                                                                     		25% of Employee amount

				Guaranteed issue		N/A -Child amounts guaranteed

				SPOUSE VOLUNTARY CRITICAL ILLNESS                                                                                                 You must elect Employee Critical Illness Insurance to elect this benefit.

				Spouse Volume Amount		$5,000 increments to $15,000

				Guaranteed Issue (subject to participation requirements)		$15,000

				Benefit Reduction		50% at age 70

				COVERED ILLNESSES                                                                                                                                                                                   (Refer to the Mutual of Omaha certificate for definitions and criteria for each condition to qualify for benefits.)

				Heart/Circulatory/Motor Function Category

				 Heart attack (myocardial infarction) / Heart Transplant / Placement on UNOS List 		100%

				Heart Valve Surgery, Coronary Artery Bypass, Aortic Surgery		25%

				Stroke (separated from top line)		100%

				ALS, Advanced Alzheimer’s disease, Advanced Parkinson’s Disease		100%

				Organ Category

				Major Organ Transplant/Placement on UNOS List, End-Stage Renal Failure		100%

				Acute Respiratory Distress Syndrome (ARDS)		25%

				Childhood Development Category (Children only)						 

				Cerebral Palsy, Structural Congenital Defects, Genetic Disorders, Congenital Metabolic Disorders, Type 1 Diabetes		100%

				Cancer Category

				Cancer – Invasive		100%

				Bone Marrow Transplant		50%

				Carcinoma in Situ (Non-Invasive Cancer),  Benign Brain Tumor		25%







AFLAC-Hospital Indem



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.

				HOSPITALIZATION BENEFITS																Tab Index

				Hospital Admission (per confinement) 
Once per covered sickness or accident per calendar year.						$500

				Hospital Confinement (per day) Max confinement period:  31 days per covered sickness or covered accident.						$100

				Hospital Intensive Care (per day) 
 Max confinement period:  10 days per covered sickness or covered accident.						$100

				Intermediate Intensive Care Step-Down Unit (per day)  
Max confinement period:  10 days per covered sickness or covered accident.						$50

				TREATMENT BENEFITS

				Emergency Room Observation 
Max 5 visits per calendar year - Short Observation / Long Observation.						$25 / $50

				Telemedicine Services (per day)  
Max 6 visits per calendar year                                                    						$10

				Outpatient Doctor's Office Visit (per day)                                                 Max 6 visits per calendar year						$25

				Chiropractor Visit (per day)                                                                             Max 4 visits per calendar year						$10

				Hospital Emergency Room Visit (per day) 
Max 5 visits per calendar year						$75

				Rehabilitation Facility (per day)                                                             Max 15 days per confinement                                                                                                                                                               						$50

				Major Diagnostic Exams                                                                           Once per covered sickness or accident per calendar year						$100

				Out of Hospital Prescription Drug                                                        Max up to 5 per day.   $100 per calendar year						$20

				SURGICAL BENEFITS

				Inpatient Surgery and Anesthesia (per day)                                   Performed while confined to a hospital as an inpatient.  No max.               						$250

				Outpatient Surgery and Anesthesia (per day)  
Performed in hospital or ambulatory surgical center.  No max.						$125

				Facilities Fee for Outpatient Surgery (per day)                                   Surgery performed in hospital or ambulatory surgical center.  No max.						$50

				Doctor's Office Surgery (per day) Performed in a doctor's office, urgent care facility or ER.  Max 4 per calendar year.						$50

				MONTHLY PREMIUMS

				Coverage		Rate		Coverage		Rate

				Employee		$33.84		Employee + Child(ren)		$55.58

				Coverage		$64.50		Coverage		$86.24







































































































MOO-Accident 



				This coverage is voluntary, which means you are responsible for 100% of the cost if you choose to elect this benefit.												Tab Index

				BASIC BENEFITS

				Initial Care & Emergency		$5,000 increments to $15,000

				Specified Injuries		Up to $20,000

				Hospital, Surgical, and Diagnostic		Up to $600 per day, $1,500 per admission

				Follow-Up Care		Up to $750

				INITIAL CARE & EMERGENCY BENEFITS

				Emergency Room within 72 hours		$200

				Urgent Care Center within 72 hours		$125

				Initial Physician Office Visit within 30 days		$100

				Ground Ambulance within 72 hours		$300						•

				Air Ambulance within 72 hours		$1,500

				SPECIFIED INJURIES

				Refer to the Insurance Policy for complete list  of Bone/Bone Group Fracture benefits		$600 - $7,500

				Refer to the Insurance Policy for complete list of Joint/Joint Group (from Head to Toe) Dislocation Benefits		$600 - $10,000

				Refer to the Insurance Policy for complete list of "Other Injuries" such as Lacerations, Burns,and Dental Care		$50 - $10,000

				HOSPITAL, SURGICAL & DIAGNOSTIC BENEFITS

				Hospital Admission, Daily Confinement, ICU and Rehab Facility Confinement		$150 - $1,500

				Surgical Refer to the Insurance Policy for complete list of services		$150 - $2,000

				Diagnostic (X-Ray, Exam, Brain Injury Diagnosis)		$75 - $300

				FOLLOW-UP CARE BENEFITS

				Physician Follow-Up Office Visit within 365 days, up to 6 times per Accident		$75

				Therapy Services within 365 days, up to 6 times per Accident		$25

				Medical Device within 365 days, one per Accident		$100

				Prosthetic Device(s) within 365 days, up to 2 times per Accident		$750

				ADDITIONAL BENEFITS						 

				Transportation, Lodging, Childcare within 365 days		$20 - $300

				CATASTROPHIC INSURANCE 

				Accidental Death - (Employee= $25,000, Spouse= $10,000, Child= $5,000)

				Dismemberment, Paralysis & Other - Refer to the Insurance Policy for complete list.







Pet Insurance



				This coverage is voluntary which means you are responsible for 100% of the cost if you choose to elect this benefit.												Tab Index

				TOTAL PET - Pet Insurance

				Annual Deductible		$250

				Annual Limti		$25,000

				PLAN BENEFITS

				PETPLUS - Discounts on pet products and RX		• Up to 50% off on prescriptions, preventatives, food, treats, and more.
• Shop on the PetPlus app, online at PetCareRX.com, or by phone.
• Free shipping
• Most prescriptions can be picked up at over 60,000 Caremark® pharmacies including Walmart, Target, and more.
• All dogs and cats are eligible, regardless of age, breed, or health.

				PETASSURE - Discounts on veterinary care		• 25% savings on all in-house medical services at network veterinarians.
• Participating vets in all 50 states and Puerto Rico.
• All animals are eligible - even elderly animals and animal with pre-existing conditions.
• Find participating vets or invite a vet practice to join at www.petassure.com/search

				ASKVET - 24/7 Pet TeleHealth		• Chat available 24 hours/day, 365 days/year
• Support lines are staffed by U.S.-based veterinarians.
• Unlimited support on health, wellness, behavior, 
and more
• Reduces unnecessary vet visits
• All dogs and cats are eligible regardless of age, breed, or health.

				PETTAG - Lost pet recovery service		• If the pet goes missing, finder scans the tag to access the information that the member provides.
• No special scanners necessary, just a smart phone.
Instantly update contact information online, even after pet goes missing.
• All animals are eligible - collar required to attach the tag.









				2022 VOLUNTARY PET INSURANCE (with 100% employee premium contribution)

				PLAN/COVERAGE		PER PAY		PER YEAR

				ACCIDENT & ILLNESS 

				DOGS:

				DOG: 0-5 yrs/0-50 lbs		$7.45		$193.70

				DOG: 0-5 yrs/50+ lbs		$9.95		$258.70

				DOG: 6-10 yrs/0-50 lbs		$17.74		$461.24

				DOG: 6-10 yrs/50+ lbs		$24.09		$626.34

				DOG: 11+ yrs/0-50 lbs		$37.90		$985.40

				DOG: 11+ yrs/50+ lbs		$51.77		$1,346.02

				CATS:

				CAT: 0-5 yrs		$5.34		$138.84

				CAT: 6-10 yrs		$9.08		$236.08

				CAT: 11+ yrs		$23.93		$622.18

				ACCIDENT ONLY 

				DOG/CAT (no limits)		$3.43		$89.18

				PetPartners Group Pet Insurance (underwritten by Independence American Insurance Company)





PetPartners-Pet Insurance



				This coverage is voluntary which means you are responsible for 100% of the cost if you choose to elect this benefit.												Tab Index

				Base Plan		Accident Only		Accident & Illness

				Annual Deductible		$500						Not used in 2021, no enrollments for the plan in 2020 so the plan was not "sold"

				Coinsurance                                            (insurance pays / you pay)		70% / 30%

				Annual Limit		$8,000

				Diminishing Deductible
Deductible is reduced by specified dollar amount each year pet is claim free while continuously covered.		N/A		Included
$50

				Minimum Issue Age of Pet at Effective Date		8 Weeks

				Maximum Issue Age of Pet at Effective Date		N/A		No Maximum Age Limit

				Benefit Waiting Periods:

				Injuries		Waived

				Illnesses		N/A		7-Day

				Cruciate Ligament Injury		6 Months

				Pre-Existing Condition		Covered after 12 months (look back period is from date of birth).

				Prior Coverage Credit
Credit toward satisfying the Benefit Waiting Periods and the Pre-Existing Condition provision for comparable, prior pet insurance which was in effect immediately before the Effective Date.		N/A		Included 						Routine dental is not included for either plan and Behavioral Care is not included in the Accident Only plan.)

				Office Exams and Telehealth Consult		Subject to Deductible & Coinsurance

				Rehabilitation and Physical Therapy		Subject to Deductible & Coinsurance

				Alternative and Behavioral Care
Acupuncture, Chiropractic, Homeopathy, Herbal Therapy, Naturopathy, and Vitamins/Supplements		N/A		Subject to Deductible & Coinsurance
Behavioral Care subject to $1,000 Annual Limit and 14-day Waiting Period

				Final Respects 
(Cremation/ Burial/ Remains Disposal Only)		$300 Limit
Paid in excess of Annual Limit
Not subject to Deductible or Coinsurance

				Routine Dental		Not Included



				2022 VOLUNTARY PET INSURANCE (with 100% employee premium contribution)

				PLAN/COVERAGE		PER PAY		PER YEAR

				ACCIDENT & ILLNESS 

				DOGS:

				DOG: 0-5 yrs/0-50 lbs		$7.45		$193.70

				DOG: 0-5 yrs/50+ lbs		$9.95		$258.70

				DOG: 6-10 yrs/0-50 lbs		$17.74		$461.24

				DOG: 6-10 yrs/50+ lbs		$24.09		$626.34

				DOG: 11+ yrs/0-50 lbs		$37.90		$985.40

				DOG: 11+ yrs/50+ lbs		$51.77		$1,346.02

				CATS:

				CAT: 0-5 yrs		$5.34		$138.84

				CAT: 6-10 yrs		$9.08		$236.08

				CAT: 11+ yrs		$23.93		$622.18

				ACCIDENT ONLY 

				DOG/CAT (no limits)		$3.43		$89.18

				PetPartners Group Pet Insurance (underwritten by Independence American Insurance Company)





Vol Programs Bullets

																Tab Index

		Emergency Care including Ambulance

		Specific Injury

		Follow-Up Care

		Surgical Benefits

		Hospital including Critical Care Admission and Confinement

		Lodging and Transportation

		Youth Organized Sports (children 18 and younger)

		Accidental Death Employee $100,000

		Accidental Death Spouse $50,000

		Accidental Death Child  $25,000

		Common Carrier or Line of Duty

		Loss of Fingers, Toes, Hands, Feet, Sight

		Accidental Impairment such as Paralysis

		Cancer and Carcinoma in Situ

		benign brain tumor; bone marrow transplant

		End-stage Renal (Kidney)Failure and Major Organ Failure

		Heart Attack; Severe Coronary Artery Disease with 
      Recommendation of Bypass; Stroke  

		Coma; Paralysis

		Loss of sight, hearing, speech

		Occupational Hepatitis and HIV

		21 childhood diseases 

		Advanced Alzheimer’s disease, multiple sclerosis, Parkinson’s 
      disease, amyotrophic lateral sclerosis

		Additional Occurrence (100%) and Reoccurrence (25%) benefits 

		Employee: $10,000 which is Guaranteed Issue

		Spouse to age 80: $5,000 which is Guaranteed Issue

		Child to age 26 are automatically covered at 25% of the Employee amount which is Guaranteed Issue



		Daily Hospital Confinement (15 days per confinement): $350/day)

		Daily CCU Confinement (15 Days per confinement) $50/day

		Health Maintenance Screening: $50





MOO-CI (2)



				Employee Voluntary Critical Illness

				Employee Volume Amount		$5,000 increments to $15,000

				Guaranteed Issue                                                                          (subject to participation requirements)		$15,000

				Benefit Reduction		50% at age 70

				Child Voluntary Critical Illness                                                                                           Provided you have elected some amount of CI insurance, the child(ren) benefit is:

				Child benefit                                                                                                                                   (will be rounded to the next higher multiple of $1,000, if not already an even multiple of $1,000)                                                                                                                     		25% of Employee amount

				Guaranteed issue		N/A -Child amounts guaranteed

				Spouse Voluntary Critical Illness                                                                                                     You must elect Employee Critical Illness Insurance to elect this benefit.

				Spouse Volume Amount		$5,000 increments to $15,000

				Guaranteed Issue                                                                                     (subject to participation requirements)		$15,000

				Benefit Reduction		50% at age 70

				Covered Illnesses                                                                                                                                                                                                       (Refer to the Mutual of Omaha certificate for definitions and criteria for each condition to qualify for benefits.)

				Heart/Circulatory/Motor Function Category		% of Principal Sum

				 •    Heart attack (myocardial infarction) /                   •     Heart Transplant/Placement on UNOS List 		100%

				 •    Heart Valve Surgery, Coronary Artery Bypass,          •     Aortic Surgery		25%

				 •    Stroke (separated from top line)		100%

				 •    ALS, Advanced Alzheimer’s disease, Advanced          •     Parkinson’s Disease		100%

				Organ Category

				 •    Major Organ Transplant/Placement on UNOS      •     List, End-Stage Renal Failure		100%

				 •    Acute Respiratory Distress Syndrome (ARDS)		25%

				 •    Childhood Development Category                   •     (Children only)						 

				 •    Cerebral Palsy, Structural Congenital Defects,         •     Genetic Disorders, Congenital Metabolic                     •     Disorders, Type 1 Diabetes		100%

				Cancer Category

				 •    Cancer – Invasive		100%

				 •    Bone Marrow Transplant		50%

				 •    Carcinoma in Situ (Non-Invasive Cancer),                    •     Benign Brain Tumor		25%
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