
Effective July 1, 2018 - June 30, 2019 

Roseville City 

Benefit Guide 





Who To Contact 
 

The quickest way to find answers to your benefits ques ons is to go directly to the source. This contact list includes 
web addresses and phone numbers for the administrators of each of our benefit plans. The insurance company can 
verify benefits and coverage or copayment  informa on. We  suggest you contact  the  insurance company prior  to 
seeking care should you have any ques ons regarding your benefits. 

This document is an outline of the coverage proposed by the carrier(s), based on informa on provided by your com-
pany. It does not include all of the terms, coverages, exclusions, limita ons, and condi ons of the actual contract 
language. The policies and contracts themselves must be read for those details. Policy forms for your reference will 
be made available upon request. The intent of this document is to provide you with general informa on regarding 
the status of, and/or poten al concerns related to, your current employee benefits environment. It does not neces-
sarily fully address all of your specific issues. It should not be construed as, nor is it intended to provide, legal advice. 
Ques ons regarding specific issues should be addressed by your general counsel or an a orney who specializes in 
this prac ce area.  

BENEFIT AND CARRIER MEMBER SERVICES WEBSITE 

MEDICAL    

    Kaiser  800-464-4000  www.kp.org 

    Western Health Advantage  888-563-2250  www.ChooseWHA.com/SIG 

    Su er Health Plus  855-315-5800  www.Su erHealthPlus.org/schools-
insurance-group 

DENTAL    

    Delta Dental  866-499-3001  www.DeltaDentalins.com 

VISION    

   Vision Service Plan  800-877-7195  www.vsp.com 

LIFE AND DISABILITY    

   The Har ord  Contact your District Benefit Coordinator for more info. 

HEALTH SAVINGS ACCOUNT (HSA)    

   Optum Bank  844-326-7967  www.optumbank.com 

SCHOOLS INSURANCE GROUP 800-442-4199  www.SchoolsInsuranceGroup.com 

    Kelley Henry 
    Melissa Gianopulos 

    Ext. 201 
    Ext. 202 

KelleyH@SIGAuburn.com 
MelissaG@SIGAuburn.com 



 

 

In this Guide 

About This Guide  

Eligibility for Benefits  

Making Changes to your Benefits  

Plan Information  

Health Savings Account (HSA) Information  

Section 125 & Imputed Income Information  

Glossary of Key Terms  

2018 Annual Notices  

    Health Protection Act & Cancer Rights Act  

    Medicare Part D Notification  

    HIPAA Privacy & Enrollment Rights  

    CHIP Notice  

    Patient Protection Disclosure  

    Exchange Notice  

    COBRA General Rights Notice  

Individual Mandate:  Make Sure You’re Covered 
 
As of January 1, 2014, the Affordable Care Act — also known as “healthcare reform” — requires you and your de-
pendents to have health insurance (unless you meet certain exceptions). You can meet this requirement by enrolling 
in a company sponsored plan, purchasing coverage in the Marketplace Exchange or if you have Medicare or Medi-
Cal.  If you do not have health insurance, you may pay a tax penalty when you file your taxes at the end of the year.   
 
Schools Insurance Group’s medical plan options provide valuable comprehensive coverage that meets the require-
ments of the healthcare reform law and is intended to be affordable as defined by the law. It is unlikely that you are 
eligible for financial assistance from the government to help you pay for insurance purchased through the Market-
place because you have access to an employer plan that complies with the affordability standard.   
 
All enrollment and eligibility matters should be directed to the Human Resources Department. 

 

 

 

 

 

 



About This Guide 
 

We consider our employee benefits program to be one of our most important investments. Because we recognize the value 
our employees bring to the organization, we are committed to providing you with a competitive benefits package as part of 
your total compensation. 

This guide has been prepared to assist you in making informed decisions regarding your employee benefits. We urge you to 
read this guide carefully and keep it as a reference.   

Great care has been taken to ensure that this guide is accurate. However, oversights can occur or condensed summaries can be 
misinterpreted. If there is a difference between this overview and the official plan documents governing the plans, the plan 
documents will prevail.   

Making Changes to Your Benefits 
 

During Open Enrollment you can change your benefit choices. 
Open Enrollment is during the months prior to your benefits 
renewal and changes which are effective July 1st. Your deci-
sions remain in effect for twelve months unless you have a 
qualifying life event as defined by the IRS. Qualifying events 
include: 
 
 The addition of a dependent through birth, adoption or 

marriage 
 The loss of other “group” coverage  
 The loss of a dependent through divorce or death, or if 

your child reaches the maximum age limit for coverage 
 A change in you or your spouse’s employment status from 

full-time to part-time or vice versa 
 A substantial change in your benefits coverage or a 

spouse’s coverage 
 The addition or separation of a qualified domestic partner 
 Change in eligibility for Medicaid or Children’s Health Insur-

ance Program (CHIP) subsidy 
 
Any benefit changes must be consistent with the type of event 
you experience.  If you gain a dependent, you can add them to 
your benefits but that qualifying event does not allow you to 
drop another dependent from benefits.  For example, if you 
have a baby, you can add the baby to your medical plan but 
you could not drop a spouse from the plan. 
 
If you experience a family status change and want to change 
your benefits, you MUST contact Human Resources within 30 
days of the status change.  

 Your legal spouse   
 Your qualified domestic partner (under California 

law) 
 Your children or the children of your qualified do-

mestic partner until age 26 on medical, dental and 
vision  

 
For the purpose of our benefit plans, your children 
include: 
 Your dependent child who is incapable of self sup-

port because of a mental or physical disability 
 Natural and adopted children 
 Stepchildren  
 Any other children you support for whom you are 

the legal guardian or for whom you are required to 
provide coverage as the result of a qualified medi-
cal child support order 

Eligibility for Benefits 
 

Please check with your school district for information 
on your eligibility date.  The  following family mem-
bers may be enrolled in the medical, dental and vi-
sion programs: 



Benefits In-Network Only 

Calendar Year Deductible None 

Calendar Year Out-of-Pocket Maximum $1,500 Individual                          $3,000 Family 

Office Visits  

Preventive Care No Charge 

Primary Care Physician Office Visits  $20 copay 

Specialist Physician Office Visits $20 copay 

Lab & X-Ray No Charge 

Acupuncture (physician referred only) $20 copay 

Chiropractic Care (up to 30 visits per year)  $10 copay 

Optical  

Eye Exam No Charge 

Glasses (once every 24 months) $175 allowance 

Hospitalization Services   

Emergency room (copay waived if admitted) $100 copay 

Urgent care visit $20 copay 

Hospital inpatient services No Charge 

Outpatient surgery  $20 copay 

Mental Health Services   

Outpatient mental health and substance abuse $20 copay 

Inpatient mental health and substance abuse No Charge 

 Prescriptions Retail (up to 30 day supply) 

Drug Deductible  None 

Most Generic Items $10 copay 

Most Brand Name Items $25 copay 

Specialty Items 20% (not to exceed $150) for up to a 30-day supply 

Mail Order (up to 100 day supply) 2 times retail cost 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage).   

Services with the Kaiser HMO plan must be obtained from a participating provider or hospital.  Select a doctor at a Kai-

ser  facility near you.  The doctor you choose must be a primary care physician (PCP) - Internal Medicine, Family/

General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed.  Most Kaiser loca-

tions offer multiple services under one roof.  That means you may be able to see your PCP, get an X-ray, visit the lab 

and fill your prescription all in the same place.  The information listed is only a brief summary.  For complete details 

refer to the carrier plan documents.  Visit www.kp.org or call (800) 464-4000 to find Kaiser participating providers. 

Kaiser Permanente $20E (Chiro & Optical) 



Benefits In-Network Only 

Calendar Year Deductible $2,000 Individual / $2,700 ind. In fam. / $4,000 Family 

Calendar Year Out-of-Pocket Maximum $3,000 Individual / $6,000 Family 

Office Visits AFTER DEDUCTIBLE 

Preventive Care No Charge (deductible waived) 

Primary Care Physician Office Visits  $30 copay after deductible 

Specialist Physician Office Visits $30 copay after deductible 

Lab & X-Ray $10 per encounter after deductible 

Acupuncture (physician referred only) $30 copay after deductible 

Chiropractic Care  Not Covered 

Hospitalization Services   

Emergency room (copay waived if admitted) $100 copay after deductible 

Urgent care visit $30 copay after deductible 

Hospital inpatient services $250 per admission after deductible 

Outpatient surgery  $150 per procedure after deductible 

Mental Health Services   

Outpatient mental health and substance abuse $30 copay after deductible  

Inpatient mental health and substance abuse $250 per admission after deductible 

 Prescriptions Retail (up to 30 day supply) 

Drug Deductible  Combined with Medical Deductible 

Most Generic Items $10 copay after combined deductible 

Most Brand Name Items $30 copay after combined deductible 

Specialty Medication 20% up to $150 per Rx after combined deductible 

Mail Order (up to 100 day supply) 2 times retail cost  

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage).   

Services with the Kaiser HMO plan must be obtained from a participating provider or hospital.  Select a doctor at a Kai-

ser  facility near you.  The doctor you choose must be a primary care physician (PCP) - Internal Medicine, Family/

General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed.  Most Kaiser loca-

tions offer multiple services under one roof.  That means you may be able to see your PCP, get an X-ray, visit the lab 

and fill your prescription all in the same place.  The information listed is only a brief summary.  For complete details 

refer to the carrier plan documents.  Visit www.kp.org or call (800) 464-4000 to find Kaiser participating providers. 

Kaiser Permanente HSA Plan 



Sutter Health Plus $20 Copay 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage). 

Benefits In-Network Only 

Calendar Year Deductible None 

Calendar Year Out-of-Pocket Maximum $1,500 Individual                          $3,000 Family 

Office Visits  

Preventive Care No Charge 

Primary Care Physician Office Visits  $20 copay 

Specialist Physician Office Visits $20 copay 

Lab & X-Ray $20 copay  

Acupuncture/Chiro (up to 20 visits per year combined) $15 copay  

Hospitalization Services   

Emergency room (copay waived if admitted) $100 copay 

Urgent care visit $20 copay 

Hospital inpatient services No copay 

Outpatient surgery  No copay 

Mental Health Services   

Outpatient mental health and substance abuse $20 copay 

Inpatient mental health and substance abuse No copay 

 Prescriptions Retail 30 day supply Mail order 100 day supply 

Generic  $10 copay $20 copay 

Preferred brand $30 copay $60 copay 

Non-preferred brand $60 copay $120 copay 

Specialty Drugs (see EOC for details) 20% up to $100/script  

Services with the Sutter Health Plus HMO plan must be obtained from a participating provider or hospital.  Select a con-

tracting Physician Group near you. The doctor you choose must be a primary care physician (PCP) - Internal Medicine, 

Family/General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed. The infor-

mation listed is only a brief summary.  For complete details refer to the carrier plan documents. Visit 

www.SutterHealthPlus.org or call (855) 315-5800 to find participating providers. 



Sutter Health Plus 1500 HSA 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage). 

Benefits In-Network Only 

Calendar Year Deductible $1,500 Individual  / $2,700 Ind. in family / $3,000 Family 

Calendar Year Out-of-Pocket Maximum $3,000 Individual / $3,000 Ind. In family / $6,000 Family 

Preventive Care No Charge (Deductible Waived) 

Office Visits AFTER DEDUCTIBLE 

Primary Care Physician Office Visits  No copay after deductible 

Specialist Physician Office Visits No copay after deductible 

Lab & X-Ray No copay after deductible 

Acupuncture No copay after deductible 

Hospitalization Services   

Emergency room (copay waived if admitted) No copay after deductible 

Urgent care visit No copay after deductible 

Hospital inpatient services $50 copay after deductible 

Outpatient surgery  No copay after deductible 

Mental Health Services   

Outpatient mental health and substance abuse No copay after deductible 

Inpatient mental health and substance abuse $50  copay after deductible 

 Prescriptions Retail 30 day supply; Mail order 100 day supply 

Drug Deductible  AFTER COMBINED MEDICAL DEDUCTIBLE 

Generic  No copay after deductible 

Preferred brand No copay after deductible 

Non-preferred brand No copay after deductible 

Specialty Drugs (see EOC for details) No copay after deductible 

Services with the Sutter Health Plus HMO plan must be obtained from a participating provider or hospital.  Select a con-

tracting Physician Group near you. The doctor you choose must be a primary care physician (PCP) - Internal Medicine, 

Family/General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed. The infor-

mation listed is only a brief summary.  For complete details refer to the carrier plan documents. Visit 

www.SutterHealthPlus.org or call (855) 315-5800 to find participating providers. 



Sutter Health Plus 2500 HSA 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage). 

Benefits In-Network Only 

Calendar Year Deductible $2,500 Individual  / $2,700 Ind. in family / $5,000 Family 

Calendar Year Out-of-Pocket Maximum $4,000 Individual / $4,000 Ind. In family / $8,000 Family 

Preventive Care No Charge (Deductible Waived) 

Office Visits AFTER DEDUCTIBLE 

Primary Care Physician Office Visits  20%  coinsurance 

Specialist Physician Office Visits 20%  coinsurance 

Lab & X-Ray 20%  coinsurance 

Acupuncture 20% coinsurance 

Hospitalization Services   

Emergency room (copay waived if admitted) 20%  coinsurance 

Urgent care visit 20%  coinsurance 

Hospital inpatient services 20%  coinsurance 

Outpatient surgery  20%  coinsurance 

Mental Health Services   

Outpatient mental health and substance abuse 20%  coinsurance 

Inpatient mental health and substance abuse 20%  coinsurance 

 Prescriptions Retail 30 day supply Mail order 100 day supply 

Drug Deductible  AFTER COMBINED MEDICAL DEDUCTIBLE 

Generic  $10 copay $20 copay 

Preferred brand $30 copay $60 copay 

Non-preferred brand $60 copay $120 copay 

Specialty Drugs (see EOC for details) 20%  up to $100/script 

Services with the Sutter Health Plus HMO plan must be obtained from a participating provider or hospital.  Select a con-

tracting Physician Group near you. The doctor you choose must be a primary care physician (PCP) - Internal Medicine, 

Family/General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed. The infor-

mation listed is only a brief summary.  For complete details refer to the carrier plan documents. Visit 

www.SutterHealthPlus.org or call (855) 315-5800 to find participating providers. 



Western Health Advantage Premier 20 

Benefits In-Network Only 

Calendar Year Deductible None 

Calendar Year Out-of-Pocket Maximum $1,500 Individual                          $2,500 Family 

Preventive Care No Charge 

Office Visits  

Primary Care Physician Office Visits  $20 copay 

Specialist Physician Office Visits $20 copay 

Lab & X-Ray No copay  

Acupuncture (up to 20 visits per year) $15 copay  

Chiropractic Care (up to 20 visits per year) $15 copay  

Hospitalization Services   

Emergency room (copay waived if admitted) $100 copay 

Urgent care visit $35 copay 

Hospital inpatient services No copay 

Outpatient surgery  $100 copay 

Mental Health Services   

Outpatient mental health and substance abuse $20 copay  

Inpatient mental health and substance abuse No copay 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage). 

 Prescriptions Retail 30 day supply Mail order 90 day supply 

Tier 1 $10 copay $25 copay 

Tier 2 $30 copay $75 copay 

Tier 3 $50 copay $125 copay 

Services with the Western Health Advantage HMO plan must be obtained from a participating provider or hospital.  

Select a contracting Physician Group near you. The doctor you choose must be a primary care physician (PCP) - Internal 

Medicine, Family/General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed. The 

information listed is only a brief summary.  For complete details refer to the carrier plan documents. Visit 

www.WesternHealth.com or call (888) 563-2250 to find Western Health Advantage participating providers. 



Western Health Advantage 1800 HSA 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage). 

Services with the Western Health Advantage HMO plan must be obtained from a participating provider or hospital.  

Select a contracting Physician Group near you. The doctor you choose must be a primary care physician (PCP) - Internal 

Medicine, Family/General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed. The 

information listed is only a brief summary.  For complete details refer to the carrier plan documents. Visit 

www.WesternHealth.com or call (888) 563-2250 to find Western Health Advantage participating providers. 

Benefits In-Network Only 

Calendar Year Deductible $1,800 Individual / $2,700 Ind. In Family / $3,600 Family 

Calendar Year Out-of-Pocket Maximum $3,600 Individual / $3,600 Ind. In Family / $7,200 Family 

Preventive Care No Charge (Deductible Waived) 

Office Visits AFTER DEDUCTIBLE 

Primary Care Physician Office Visits  No copay after deductible 

Specialist Physician Office Visits No copay after deductible 

Lab & X-Ray No copay after deductible 

Acupuncture/Chiro  (up to 20 visits per year) No copay after deductible 

Hospitalization Services   

Emergency room (copay waived if admitted) No copay after deductible 

Urgent care visit No copay after deductible 

Hospital inpatient services No copay after deductible 

Outpatient surgery  No copay after deductible 

Mental Health Services   

Outpatient mental health and substance abuse No copay after deductible 

Inpatient mental health and substance abuse No copay after deductible 

 Prescriptions Retail 30 day supply Mail order 90 day supply 

Drug Deductible  AFTER COMBINED MEDICAL DEDUCTIBLE 

Tier 1 None None 

Tier 2 $30 copay $75 copay 

Tier 3 $50 copay $125 copay 



Western Health Advantage 2800/40 HSA 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits. Cost Sharing, out-

of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing. For a complete explana-

tion, please refer to the EOC (Evidence of Coverage). 

Benefits In-Network Only 

Calendar Year Deductible $2,800 Individual                          $5,600 Family 

Calendar Year Out-of-Pocket Maximum $4,000 Individual                          $8,000 Family 

Preventive Care No Charge (Deductible Waived) 

Office Visits AFTER DEDUCTIBLE 

Primary Care Physician Office Visits  $40 copay 

Specialist Physician Office Visits $40 copay 

Lab & X-Ray No copay after deductible 

Acupuncture/Chiro (up to 20 visits per year) No copay after deductible 

Hospitalization Services   

Emergency room (copay waived if admitted) $100 copay 

Urgent care visit $50 copay 

Hospital inpatient services $500 per day 

Outpatient surgery  $250 copay 

Mental Health Services   

Outpatient mental health and substance abuse $500 per day copay 

Inpatient mental health and substance abuse $40 copay 

 Prescriptions Retail 30 day supply Mail order 90 day supply 

Drug Deductible  AFTER COMBINED MEDICAL DEDUCTIBLE 

Generic  $10 copay $25 copay 

Preferred brand $30 copay $75 copay 

Non-preferred brand (includes specialty oral drugs) $50 copay $125 copay 

Services with the Western Health Advantage HMO plan must be obtained from a participating provider or hospital.  

Select a contracting Physician Group near you. The doctor you choose must be a primary care physician (PCP) - Internal 

Medicine, Family/General Medicine or Pediatric Medicine.  Your PCP will refer you to see a specialist when needed. The 

information listed is only a brief summary.  For complete details refer to the carrier plan documents. Visit 

www.WesternHealth.com or call (888) 563-2250 to find Western Health Advantage participating providers. 



HEALTH SAVINGS ACCOUNT 

A Health Savings Account (HSA) is a tax‐favored account used in conjunc on with the your HSA com‐
pa ble medical plan. You can save on premiums, taxes and future expenses, you can also invest your 
funds for even greater earning poten al. HSAs also promote posi ve changes in spending behavior by 
giving you a more ac ve role in your healthcare. 

Type of Coverage 2018 IRS Limits for Contribu on 

Employee Only Plan  $3,450 

Family Plan  $6,900 

MAXIMUM CONTRIBUTIONS  
The IRS sets the maximum contribu on limits for the 
Health Saving Accounts.    

CATCH‐UP CONTRIBUTIONS  
Individuals age 55 and over can make catch‐up contri‐
bu ons of $1,000. 

Premium Costs  
HSA compa ble health plans generally have lower premiums than tradi onal plans, which could save 
significant dollars each year. To maximize your savings, consider using the money you would have 
spent on the premiums to fund your HSA. 
 
Tax Savings  
HSAs allow you to contribute funds on a pre‐tax or tax deduc ble basis, which you may use to pay for eligible medical expens‐
es. Any interest you earn on the monies is also non‐taxable. 
 
Investment Op ons  
HSA dollars can be invested for increased earning poten al. There are various investment op ons. Your invested funds can be 
withdrawn to pay for medical expenses, if needed.  

Some Examples of Eligible Expenses: 
 

 Acupuncture 
 Doctor’s fees 
 Dental treatments 
 Dermatologist 
 Hospital bills 
 Lab fees 
 Psychiatrist, psychologist 
 Vision care 
 Weight loss programs (for a specific disease diag‐

nosed by physician) 

About Your Premiums 
Any contribu ons you make for you and your IRS dependents’ medical, dental and vision plan coverage is automa cally  
deducted from your paycheck on a pre‐tax basis per IRS guidelines under Sec on 125.  This decreases your taxable  earnings 
and can increase your take‐home pay.   
 
Your elec ons remain in effect and can not be changed for twelve months or the remainder of the group plan year, whichever 
occurs first, unless you have a qualifying life event as defined by the IRS.  Qualifying life events are listed on page 5 of the Em‐
ployee Benefits Guide.   
 
Imputed Income 
Because the IRS does not recognize domes c partners or their children (unless they qualify as dependents under Sec on 152) 
for tax filing purposes, we are required to “impute” the value of these benefits and report that value as taxable income to the 
employee.  The applicable amount will be added back into your paycheck as taxable income and you will pay taxes on that 
amount. 

Informa on regarding Sec on 125 and Imputed Income 



Delta Dental Plan IIA 

With the PPO Plan, you can visit any dentist, but you pay less out-of-pocket when you choose an In-Network PPO              
dentist. If dental services are expected to exceed $300, we encourage you to obtain a  “pre-determination of benefits.” 
Your dentist office can submit this request for you to the carrier prior to receiving services.  This will give you an esti-
mate of what your out-of-pocket costs will be in advance of having the procedure performed. 

Visit www.deltadentalins.com or call 866-499-3001 to find participating PPO providers.  

PLAN DESIGN 
In this incentive plan, Delta Dental pays 70% of the contract allowance for covered diagnostic, preventive and basic               
services and 70% of the contract allowance for major services during the first year of eligibility. The coinsurance                     
percentage will increase by 10% each year (to a maximum of 100%) for each enrollee if that person visits the dentist at 
least once during the year. If an enrollee does not use the plan during the calendar year, the percentage remains at the 
level attained the previous year. If an enrollee becomes ineligible for benefits and later regains eligibility, the percentage 
will drop back to 70%.  

Benefits* In-Network **  
PPO dentists 

Out-of-Network** 
Premier & Non-Delta Dentists 

Calendar Year Maximum  $1,700 per person        

per calendar year 

$1,500 per person 

per calendar year 

Calendar Year Deductible None 

 Plan Pays Plan Pays 

Diagnostic & Preventive 
Exams, cleanings, x-rays 70% - 100% 70% - 100% 

Basic Services 
              Fillings, simple tooth extractions, sealants 70% - 100% 70% - 100% 

Endodontics (root canals) 
Periodontics (gum treatment) 
Oral Surgery 

70% - 100% 70% - 100% 

Major Services 
Crowns, inlays, onlays & cast restorations 70% - 100% 70% - 100% 

Prosthodontics 
Bridges and dentures 50% 50% 

Dental Accident 
100%  

(separate $1,000 max per 
person per calendar year) 

100%  
(separate $1,000 max per 
person per calendar year) 

*     Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.                 

Reimbursement is based on Delta Dental contract allowances and not necessarily each dentist’s actual fees. 

**        Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier dentists 

and program allowance for non-Delta Dental dentists.  

This is a summary of the most frequently asked about benefits.   This chart does not explain benefits.  Cost Sharing, out-of-pocket 
maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing.  For a complete explanation, please refer to the EOC 

(Evidence of Coverage).   

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwinxf6_yJvMAhXqyIMKHY_qBfoQjRwIBw&url=http%3A%2F%2Fwww.deltadentalvadip.org%2F&psig=AFQjCNGzdQL_RvdBEhXPjZwe4aL0VTZA0Q&ust=1461184978023546


Vision Plan 12/12/24 $0 Copayment 

This is a summary of the most frequently asked about benefits. This chart does not explain benefits, cost sharing, exclu-

sions, or limitations, nor does it list all of the benefits and cost sharing. For a complete explanation, please refer to the 

EOC (Evidence of Coverage). 

Using your VSP Benefit is easy! 
 

1. Register at vsp.com. Once your plan is effective, review your benefit information.  

2. Find an eye care provider who’s right for you.VSP.com or call 800-877-7195 

3. At your appointment, tell them you have VSP. There’s no ID card required. If you obtain services from 
an In-Network provider, there are no claim forms to complete. However, if you obtain services from an 
Out-of-Network provider, you may need to pay and submit for claims reimbursement according to the 
schedule below. 

Copays 

Exam 

Prescription Glasses 

Contact Lens fitting & evaluation 

$0 

$0 

Max $60 

Frequency 

Exam  

Lenses or contact lenses 

Frame 

Once every 12 months 

Once every 12 months 

Once every 24 months 

 In-Network Out-of-Network 

Exam 100%  after copay Reimbursed up to $50 

Lenses  

    Single 

    Bifocal  

    Trifocal 

 

100% after copay 

100% after copay 

100% after copay 

 

Reimbursed up to $50 

Reimbursed up to $75 

Reimbursed up to $100      

Frame $150 allowance + 20% off amount over  
allowance 

Reimbursed up to $70 

Contact Lenses   

(in lieu of lens/frame) 

    Elective 

 

 Medically Necessary 

 

 

$150 allowance for contacts and lens 
exam (fitting and evaluation) + 15% off 

contact lens exam  

 

100% after copay 

 

 

Reimbursed up to $105 

 

 

Reimbursed up to $210 

Extra savings and discounts include: 20-30% off additional glasses and sunglasses, guaranteed pricing on 
retinal screening, and discounted laser vision correction from available contracted facilities. For more           

information about these discounts, please visit www.VSP.com or call 800-877-7195. 



GLOSSARY OF KEY TERMS 

Coinsurance – The member and insurance company share the 
cost of covered procedures in a specific ratio (e.g., member 
pays 20% and the insurance company pays 80%). This is            
primarily used in medical and dental PPO plans. If the plan 
has a deductible, coinsurance does not apply until it has been 
met. 
 

Copayment – A specific dollar amount you pay to the              
provider or pharmacy when receiving services or                   
prescriptions. 
 
Deductible – The amount you must pay before the insurance 
company begins paying benefits on your behalf. The             
deductible is generally waived for preventive visits and        
services that require a copayment, including prescription 
drugs. 
 

Explanation of Benefits (EOB) – A notice sent to the covered 
person after a claim for payment has been processed by the 
insurance company. The form explains the action taken on 
the claim. This explanation usually indicates the amount paid, 
the benefits available, reasons for denying payment or the 
claims appeal process. 
 

Formulary – A list containing the names of certain                      
prescription drugs that a medical plan covers when dispensed 
to its members who have drug coverage through a                   
participating pharmacy.  You can obtain a list of formulary 
medications covered under your plan by visiting the carrier 
websites          referenced on the “Who to Contact” page. 
 

HMO – With this type of medical or dental plan, all care -    
except emergency services - must be coordinated through a 
Primary Care Physician (PCP) and/or medical group. Failure to 
coordinate care through a PCP may result in loss of benefit 
and greatly increase the amount of money that the member 
will have to pay for care. Each family member can have a  
different PCP and they can be changed monthly. 
 
Imputed Income – The IRS has ruled that a domestic partner 
or same-sex spouse is not a legal spouse for tax purposes.  
Employers are obligated to report and withhold taxes on the  
value of benefits provided to a domestic partner and the  
domestic partner’s children. The applicable amount is treated 
as taxable income to the employee and added back into an 
employee’s paycheck as taxable income.  Imputed income 
also applies to the premiums that employers pay on your  
behalf for life insurance coverage amounts in excess of 
$50,000 and LTD benefits.  This premium is added to your 
gross income for tax purposes. 

In-Network – All medical, dental and vision carriers have a 
designated network of doctors or dentists. These providers 
have agreed to discounted fees with the insurance carrier.  In 
turn, you generally pay a lower percentage of the costs,        
resulting in less out-of-pocket cost. 
 

Mail Order Prescriptions – A benefit that allows you to order 
certain maintenance drugs at a reduced cost.  You receive  
multiple months’ worth of medication by mail. 
 

Non-formulary – A drug or medication not included on the 
formulary list of the health insurance plan.  If covered, these 
medications have a higher copay or cost to the member.   
 

Out-of-Network – Medical, dental and vision providers who do 
not agree to accept the negotiated rates offered by insurance 
companies.  A member may pay higher copays and/or          
deductibles to see an out-of-network provider or have no         
coverage at all. 
 

Out-of-Pocket Maximum - Generally, the maximum amount of 
money a member will have to pay each year.  The out-of-
pocket maximum most often applies to coinsurance.  An  
individual who meets the out-of-pocket maximum may still be 
responsible for copays. 
 

PCP – Primary Care Physician.  A doctor who is your first point 
of contact and who must coordinate your care and refer you to 
specialists.  Primarily required by medical or dental HMO 
plans. 
 

Preferred Provider Organization (PPO) – A type of medical or 
dental plan that gives members the flexibility to see any 
provider. If a member chooses an in-network provider or 
hospital, they will typically have to pay less out-of-pocket. 
 
Pre-determination of Benefits – An estimate reflecting the 
amount of money an insurance company intends to pay on a 
member’s behalf for a particular procedure. This generally  
applies to medical and dental plans. 
 
 
Usual Customary and Reasonable (UCR) – The range of  
usual fees for comparable services charged by professionals in 
a geographic area. If your provider charges more than the  
reasonable and customary fee, you may be responsible for 
paying the difference. This is often referred to as “Balance  
Billing”. 



 2018-2019 Annual Notices 
 
  **IMPORTANT** 
  Please be sure to read each of the notices on the following pages.  If you have any questions or would like to  
  obtain additional information, please contact Human Resources.   

 
The Newborns’ and Mothers’ Health Protection Act of 1996 
 
The Newborns’ and Mothers’ Health Protection Act of 1996 prohibits group and individual health insurance policies from 
restricting benefits for any hospital length of stay for the mother or newborn child in connection with childbirth;                
(1) following a normal vaginal delivery to less than 48 hours, and (2) following a cesarean section, to less than 96 hours. 
Health insurance policies may not require that a provider obtain authorization from the health insurance plan or the issuer 
for prescribing any such length of stay. Regardless of these standards, an attending health care provider may, in              
consultation with the mother, discharge the mother or newborn child prior to the expiration of such minimum length of 
stay. 
 
Further, a health insurer or health maintenance organizations may not: 
 
 deny to the mother or newborn child eligibility, or continued eligibility, to enroll or to renew coverage under the terms 

of the plan, solely to avoid providing such length of stay coverage 
 provide monetary payments or rebates to mothers to encourage such mothers to accept less than the minimum       

coverage 
 provide monetary incentives to an attending medical provider to induce such provider to provide care inconsistent with 

such length of stay  
 require a mother to give birth in a hospital 
 restrict benefit for any portion of a period within a hospital length of stay described in this notice. 
 
These benefits are subject to the plan’s regular deductible and co-pay.  For further details, refer to your Summary Plan   
Description. 
 

The Women’s Health and Cancer Rights Act of 1998 
 
The Women’s Health and Cancer Rights Act of 1998 requires your employer to notify you, as a participant or beneficiary of 
the Health and Welfare Plan, of your rights related to benefits provided through the plan in connection with a mastectomy. 
You, as a participant or beneficiary, have rights to coverage to be provided in a manner determined in consultation with 
your attending physician for: 
 
 all stages of reconstruction of the breast on which the mastectomy was performed 
 surgery and reconstruction of the other breast to produce a symmetrical appearance 
 prosthesis and treatment of physical complications of the mastectomy, including lymph edema. 
 
These benefits are subject to the plan’s regular deductible and copay.  For further details, refer to your Summary Plan    
Description. 
  
  



Important Notice from Schools Insurance Group About Your 
Prescription Coverage     

Medicare Part D 
Please read this notice carefully and keep it where you can find it. This notice has information about your current  
prescription drug coverage with Schools Insurance Group and about your options under Medicare’s prescription drug  
coverage. This information can help you decide whether or not you want to join a Medicare drug plan. If you are  
considering joining, you should compare your current coverage, including which drugs are covered at what cost, with the 
coverage and costs of the plans offering Medicare prescription drug coverage in your area.  Information about where you 
can get help to make decisions about your prescription drug coverage is at the end of this notice.  
 
There are four important things you need to know about your current coverage and Medicare’s prescription 
drug coverage:  
 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if 
you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription 
drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans may also 
offer more coverage for a higher monthly premium.  
 
2. The Carrier has determined that the prescription drug coverage offered by Kaiser, WHA, and Sutter Health Plus are, on 
average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is 
therefore considered Creditable Coverage.  Because your existing coverage is Creditable Coverage, you can keep this cover-
age and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.  
 

When Can You Join a Medicare Drug Plan?  
 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th to  
December 7th.  
 
However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be  
eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.  
 
What Happens to Your Current Coverage If You Decide to Join a Medicare Drug Plan? 
 
If you decide to join a Medicare drug plan, your current Group coverage will not be affected. You can keep this coverage if 
you elect part D.  
 
If you do not decide to join a Medicare drug plan and drop your current Group coverage, be aware that you and your de-
pendents may be able to get this coverage back. 
 
When Will You Pay A Higher Premium (Penalty) To Join a Medicare Drug Plan?  
 
You should also know that if you drop or lose your current coverage with Schools Insurance Group and don’t join a Medi-
care drug plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to 
join a  Medicare drug plan later.  
 
If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by 
at least 1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For 
example, if you go nineteen months without creditable coverage, your premium may consistently be at least 19% higher 
than the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have 
Medicare prescription drug coverage. In addition, you may have to wait until the following October to join.   



 
For More Information About This Notice Or Your Current Prescription Drug Coverage…  
 
For further information please contact human resources (listed below).  You’ll get this notice each year. You will also get  
it before the next period you can join a Medicare drug plan, and if this coverage through Schools Insurance Group changes. 
You also may request a copy of this notice at any time. 
 

For More Information About Your Options Under Medicare Prescription Drug Coverage…  
 

More detailed information about Medicare plans that offer prescription drug coverage is in the 
“Medicare & You” handbook. You’ll get a copy of the handbook in the mail every year from  
Medicare. You may also be contacted directly by Medicare drug plans.  
 
For more information about Medicare prescription drug coverage:  
• Visit www.medicare.gov  
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You” 
handbook for their telephone number) for personalized help  
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.  
 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For      
information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at  
1-800-772-1213 (TTY 1-800-325-0778).  
 
 

Date:     July 1, 2018 
Name of Entity/Sender:   Schools Insurance Group 
Contact--Position/Office:  Melissa Gianopulos, Eligibility Coordinator 
Address:    550 High St #201, Auburn, CA  95603 
Phone Number:   (530) 823-9582 



HIPAA Protecting Your Health Information Privacy Rights 
 
Your employer is committed to the privacy of your health information.  The administrators of your Group Health Plan (the 
“Plan”) use strict privacy standards to protect your health information from unauthorized use or disclosure.   
 
The Plan’s policies protecting your privacy rights under the law are described in the Plan’s Notice of Privacy Practices.  You 
may receive a copy of the Notice of Privacy Practices by contacting the Plan carrier directly.   
 

HIPAA Special Enrollment Rights 
 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance 
or group health plan coverage, you may be able to enroll yourself or your dependents in this plan if you or your  
dependents lose eligibility for that other coverage (or if the employer stops contributing towards your or your dependents’ 
other coverage). However, you must request enrollment within “31 days” after you or your dependents’ other coverage 
ends (or after the employer stops contributing toward the other coverage). 
 

In addition, this special enrollment opportunity will not be available when other coverage ends unless you provide a  
written statement now explaining the reason that you are declining coverage for yourself or your dependent(s). Failing to 
accurately complete and return this form for each person for whom you are declining coverage will eliminate this special 
enrollment opportunity for the person(s) for whom a statement is not completed, even if other coverage is currently in  
effect and is later lost. In addition, unless you indicate in the statement that you are declining coverage because other  
coverage is in effect, you will not have this special enrollment opportunity for the person(s) covered by the statement. (See 
the paragraph below, however, regarding enrollment in the event of marriage, birth, adoption or placement for adoption.) 
 
If you have a new dependent as result of marriage, birth, adoption, or placement for adoption, you may be able to enroll 
yourself and your dependents. However, you must enroll within “31 days” after the marriage, birth, adoption, or  
placement for adoption. 
 
A special enrollment opportunity may be available in the future if you or your dependents lose other coverage. This special 
enrollment opportunity will not be available when other coverage ends, however, unless you provide a written statement 
now explaining the reason that you are declining coverage for yourself or your dependent(s). Failing to accurately complete 
and return this form for each person for whom you are declining coverage will eliminate this special enrollment  
opportunity for the person(s) for whom a statement is not completed, even if other coverage is currently in effect and is 
later lost. In addition, unless you indicate in the statement that you are declining coverage because other coverage is in 
effect, you will not have this special enrollment opportunity for the person(s) covered by the statement. (See the  
paragraph above, however, regarding enrollment in the event of marriage, birth, adoption or placement for adoption.) 
  
Effective April 1, 2009 special enrollment rights also exist in the following circumstances: 
 
 If you or your dependent experience a loss of eligibility for Medicaid or your State Children’s Health Insurance Program 

(SCHIP) coverage; or 
 If you or your dependents become eligible for premium assistance under an option state Medicaid or SCHIP program 

that would pay the employee’s portion of the health insurance premium. 
 
Note:  In the two above listed circumstances only, you or your dependents will have sixty (60) days to request special  
enrollment in the group health plan coverage.  An individual must request this special enrollment within sixty (60) days of 
the loss of coverage described at bullet one, and within sixty (60) days of when eligibility is determined as described in  
bullet two. 
 
To request special enrollment or obtain additional information, contact Human Resources. 

 



Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP)  

 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state 

may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs.  If 

you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you 

may be able to buy individual insurance coverage through the Health Insurance Marketplace.  For more information, visit 

www.healthcare.gov.   

  

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State 

Medicaid or CHIP office to find out if premium assistance is available.   

 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might 

be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or  

www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your  state if it has a program that might help you 

pay the premiums for an employer-sponsored plan.   

 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer 

plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is called a “special 

enrollment” opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance.  If 

you have questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-

866-444-EBSA (3272). 
 

 

If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums.  

The following list of states is current as of January 31, 2018.  Contact your State for more information on eligibility – 
 

ALABAMA – Medicaid FLORIDA – Medicaid 

Website: http://myalhipp.com/ 

Phone: 1-855-692-5447 

Website: http://flmedicaidtplrecovery.com/hipp/ 
Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid 

The AK Health Insurance Premium Payment Program 
Website:  http://myakhipp.com/ 
Phone:  1-866-251-4861 
Email:  CustomerService@MyAKHIPP.com 
Medicaid Eligibility:  http://dhss.alaska.gov/dpa/Pages/medicaid/

default.aspx 

Website: http://dch.georgia.gov/medicaid 
- Click on Health Insurance Premium Payment (HIPP) 
Phone: 404-656-4507 

ARKANSAS – Medicaid INDIANA – Medicaid 

Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: http://www.indianamedicaid.com 
Phone 1-800-403-0864 

COLORADO – Health First Colorado (Colorado’s Medicaid 
IOWA – Medicaid 

Health First Colorado Website: https://

www.healthfirstcolorado.com/ 
Health First Colorado Member Contact Center: 
1-800-221-3943/ State Relay 711 
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus 
CHP+ Customer Service: 1-800-359-1991/ 
State Relay 711 

Website: 
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp 

Phone: 1-888-346-9562 

http://www.healthcare.gov
http://www.insurekidsnow.gov
http://www.askebsa.dol.gov
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dch.georgia.gov/medicaid
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
https://www.healthfirstcolorado.com/
https://www.healthfirstcolorado.com/
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp


KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

Website: http://www.kdheks.gov/hcf/ 
Phone: 1-785-296-3512 

Website: https://www.dhhs.nh.gov/ombp/nhhpp/ 
Phone: 603-271-5218 
Hotline:  NH Medicaid Service Center at 1-888-901-4999 

KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 

Website: http://chfs.ky.gov/dms/default.htm 
Phone: 1-800-635-2570 

Medicaid Website: 
http://www.state.nj.us/humanservices/ 

dmahs/clients/medicaid/ 

Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 

LOUISIANA – Medicaid NEW YORK – Medicaid 

Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 
Phone: 1-888-695-2447 

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

MAINE – Medicaid NORTH CAROLINA – Medicaid 

Website: http://www.maine.gov/dhhs/ofi/public-assistance/

index.html 
Phone: 1-800-442-6003 
TTY: Maine relay 711 

Website:  https://dma.ncdhhs.gov/ 
Phone:  919-855-4100 

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 

Website: http://www.mass.gov/eohhs/gov/departments/masshealth/ 
Phone: 1-800-862-4840 

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

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 

Website: http://mn.gov/dhs/people-we-serve/seniors/health-care/

health-care-programs/programs-and-services/medical-

assistance.jsp 
Phone: 1-800-657-3739 

Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

MISSOURI – Medicaid OREGON – Medicaid 

Website: https://www.dss.mo.gov/mhd/participants/pages/

hipp.htm 
Phone: 573-751-2005 

Website: http://healthcare.oregon.gov/Pages/index.aspx 
http://www.oregonhealthcare.gov/index-es.html 

Phone: 1-800-699-9075 

MONTANA – Medicaid PENNSYLVANIA – Medicaid 

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

Website: http://www.dhs.pa.gov/provider/medicalassistance/

healthinsurancepremiumpaymenthippprogram/index.htm 
Phone: 1-800-692-7462 

NEBRASKA – Medicaid RHODE ISLAND – Medicaid 

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

Website: http://www.eohhs.ri.gov/ 
Phone: 855-697-4347 

NEVADA – Medicaid SOUTH CAROLINA – Medicaid 

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

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

Website: http://dss.sd.gov 
Phone: 1-888-828-0059 

Website: http://www.hca.wa.gov/free-or-low-cost-health-care/

program-administration/premium-payment-program 
Phone:  1-800-562-3022 ext.  15473 

TEXAS – Medicaid WEST VIRGINIA – Medicaid 

Website: http://gethipptexas.com/ 
Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/ 
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 

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

Website: 
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 

Phone: 1-800-362-3002 

VERMONT– Medicaid WYOMING – Medicaid 

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

Website: https://wyequalitycare.acs-inc.com/ 
Phone: 307-777-7531 

VIRGINIA – Medicaid and CHIP   

Medicaid Website: http://www.coverva.org/

programs_premium_assistance.cfm 
Medicaid Phone:  1-800-432-5924 
CHIP Website: http://www.coverva.org/

programs_premium_assistance.cfm 
CHIP Phone: 1-855-242-8282 

  

To see if any other states have added a premium assistance program since January 31, 2018, or for more information on special 

enrollment rights, contact either: 

 

U.S.  Department of Labor    U.S.  Department of Health and Human Services  

Employee Benefits Security Administration Centers for Medicare & Medicaid Services 

www.dol.gov/agencies/ebsa   www.cms.hhs.gov                                            
1-866-444-EBSA (3272)   1-877-267-2323, Menu Option 4, Ext.  61565  

 

Paperwork Reduction Act Statement 
 

According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a 

collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number.  

The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by 

OMB under the PRA, and displays a currently valid OMB control number, and the public is not required to respond to a 

collection of information unless it displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, 

notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of 

information if the collection of information does not display a currently valid OMB control number.  See 44 U.S.C.  3512.   

 

The public reporting burden for this collection of information is estimated to average approximately seven minutes per 

respondent.  Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this 

collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits 

Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., 

Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

 

OMB Control Number 1210-0137 (expires 12/31/2019) 
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Patient Protection Disclosure 

 

 

Your HMO plans generally require the designation of a primary care provider. You have the right to designate any primary 
care provider who participates in our network and who is available to accept you or your family members. Until you make 
this designation, the plan will designate one for you. For information on how to select a primary care provider, and for a list 
of the participating primary care providers, contact the Insurance Carrier.  
 
For children, you may designate a pediatrician as the primary care provider.   
 
You do not need prior authorization from your Insurance Carrier or from any other person (including a primary care provider) 
in order to obtain access to obstetrical or gynecological care from a health care professional in our network who specializes 
in obstetrics or gynecology.  The health care professional, however, may be required to comply with certain procedures, in-
cluding obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for making 
referrals.  For a list of participating health care professionals who specialize in obstetrics or gynecology, contact your Insur-
ance Carrier. 
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PART B: Information About Health Coverage Offered by Your Employer 

  

  

  

  

  

1. Employer Name  2. Employer Iden fica on Number (EIN) 

Roseville City  94‐6002477 

3. Employer Address  4.  Employer Phone Number 

1050 Main Street  916‐771‐1600 x 50125 

5.  City 6.  State 7.  Zip Code 

Roseville      California  95678 

8.   Who can we contact about employee health coverage at this job?  

Jill Schafer   

9.  Phone Number (if different from above)  10.  Email address 

 jschafer@rcsdk8.org 



Model General Notice of COBRA Continuation Coverage Rights 
 

** Continuation Coverage Rights Under COBRA** 
 

Introduction 
 
You’re getting this notice because you recently gained coverage under a group health plan (Schools Insurance Group).  This 
notice has important information about your right to COBRA continuation coverage, which is a temporary extension of 
coverage under the Plan.  This notice explains COBRA continuation coverage, when it may become available to you and your 
family, and what you need to do to protect your right to get it.  When you become eligible for COBRA, you may also become 
eligible for other coverage options that may cost less than COBRA continuation coverage. 
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act 
of 1985 (COBRA).  COBRA continuation coverage can become available to you and other members of your family when group 
health coverage would otherwise end.  For more information about your rights and obligations under the Plan and under 
federal law, you should review the Plan’s Summary Plan Description or contact the Plan Administrator.   
 
You may have other options available to you when you lose group health coverage.  For example, you may be eligible to buy 
an individual plan through the Health Insurance Marketplace.  By enrolling in coverage through the Marketplace, you may 
qualify for lower costs on your monthly premiums and lower out-of-pocket costs.  Additionally, you may qualify for a 30-day 
special enrollment period for another group health plan for which you are eligible (such as a spouse’s plan), even if that plan 
generally doesn’t accept late enrollees.   

 
What is COBRA continuation coverage? 
 



 

 



 

 

 
Are there other coverage options besides COBRA Continuation Coverage? 
 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family 
through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s 
plan) through what is called a “special enrollment period.”   Some of these options may cost less than COBRA continuation 
coverage.   You can learn more about many of these options at www.healthcare.gov. 
 
If you have questions 

Keep your Plan informed of address changes 

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family members.  
You should also keep a copy, for your records, of any notices you send to the Plan Administrator. 
 

Plan contact information 
Schools Insurance Group 

Attn: COBRA Administration 
550 High St., Suite 201 

Auburn, CA 95603 
1-800-442-4199 x202 

https://www.dol.gov/ebsa/www.healthcare.gov
http://www.HealthCare.gov
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