
Group Health Plans
Benefit Comparisons

Important Note: These plan benefits are 
effective April 1 - December 31, 2011.  All plans will
renew again on January 1, 2012 in order to move to a
Contract that coincides with the Calendar year deductible
and out-of-pocket maximum limits!

Plans Effective
April 1 - December 31, 2011

       
       *  Medical
       *  Dental
       *  Vision
       *  Chiropractic
       *  Acupuncture
       *  Basic Group Life
       *  Optional Term Life

For Rate Information Contact:
NCBE Insurance Marketing Director
NCBE Insurance Trust Department

(707) 542-9502



KAISER PERMANENTE
Provides services at Kaiser Permanente Hospitals and Medical
Centers by teams of dedicated physicians affiliated with Kaiser
Permanente. Kaiser Permanente offers Copayment plans, High
Deductible plans and plans eligible to pair with Health Savings
Accounts (HSAs). You may choose a personal physician for yourself
and each member of your family. To enroll, you and your dependents
must live or work within 30 miles of a California Kaiser facility. To
find a Kaiser Permanente physician, visit www.kaiserpermanente.org 
or call (800) 464-4000.

HEALTH NET
A California based health plan that offers extensive HMO benefits,
low premiums and co-payments through both the Full Network and
the more limited, Silver Network. To enroll, you and your
dependents must live or work within 30 miles of your selected
Primary Care Physician (PCP). The PPO plans allow members the
flexibility to choose their own physicians and hospitals with
considerable savings when using a Health Net PPO provider. Further
savings are experienced when using a High Deductible PPO plan
paired with a Health Savings Account (HSA).  To find a Health Net
physician, visit www.healthnet.com or call (800) 522-0088.

VISION SERVICE PLAN (VSP)
The nation’s leading provider of eye care wellness benefits. More
than 48 million members receive VSP coverage through their
employers. The VSP network is so comprehensive, that more than
ninety percent of members have access to a VSP doctor within ten
miles of home. To find a VSP provider, visit www.vsp.com 
or call (800) 877-7195.

METLIFE DENTAL
The nation’s leading dental provider with over 132,000 dentists and
22,000 specialists in the network nationwide. You may choose any
dentist in or out of the program. Participating dentists accept
negotiated fees that are 10-35% below the average charges in your
community, thereby lowering member payments and plan costs. To
find a MetLife provider, visit, www.metlife.com 
or call (800) 942-0854.

METLIFE LIFE
The industry’s number one insurer of Group Life insurance with over
29 million covered individuals.
To contact member services, visit www.metlife.com or call 
(800) 638-6420, prompt #2

AMERICAN SPECIALTY HEALTH (ASH)
The first “specialized healthcare service plan” in the nation to offer
Chiropractic Benefits (1994) and Acupuncture Benefits (1997). ASH
is the largest chiropractic HMO in California with 4 million
members. To find an American Specialty Health provider, visit
www.ashcompanies.com or call (800) 678-9133.

BLUE VIEW VISION
A product offered by Anthem Blue Cross, the largest health
insurance company in the United States. Blue View’s network
includes over 45,000 provider locations including many
neighborhood ophthalmologist and optometrist. To find a Blue View
Vision provider, visit www.anthem.com/ca/ or call (866) 723-0515.

These benefits are provided through contracts and policies entered into with insurance carriers by 
the North Bay Builders Exchanges, Inc. (NBBE) on behalf of the participating Exchanges and Associations.

Our Plan Partners

BENEFITS CONSULTANT

Your dedicated Benefits Consultant is here to assist you with all of

your Employee Benefits needs from Quoting to Implementation &

Enrollment.  Please contact the person below with questions, for a

quote or to help analyze your options.

Q & A INSURANCE MARKETING
The exclusive broker for the North Bay Builders Exchanges (NBBE),

a group of Construction Industry Exchanges and Associations

gathered together to offer this comprehensive employee benefit

program.  Q&A Negotiates with the following Class A carriers and

has designed this program with unique plan flexibility customized for

our members in the construction industry.  Visit www.qaim.com.

PLAN ADMINISTRATOR
The North Coast Insurance Trust Administration is focused on

meeting the needs of the members. They provide outstanding

customer service with quality and effective benefit management,

allowing your company and its employees to focus on your business.

Please send all processing paperwork such as enrollments,

termination, additions, address changes, etc. to your administrator

within 30 days of any event.

NORTH COAST BUILDERS EXCHANGE INSURANCE TRUST

     Cindy Womack
     1030 Apollo Way
     PO Box 8070
     Santa Rosa, CA 95407
     707.542.9502 phone / 707.542.6529 fax
     www.ncbehealth.com                 

KELLY DOHERTY MCBRIDE

     1030 Apollo Way
     Santa Rosa 95407
     ph: 707. 542. 9502  /  fx: 707.542.6529
     kelly@qaim.com

In the event that Kelly is unavailable, please contact Cindy

Womack, the Insurance Trust Administrator, at 707.542.9502 for

assistance.
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Group plans are arranged by Q & A Insurance Marketing, Inc., licensed insurance brokers available
to assist your firm in selecting insurance programs that best fit your company’s needs.

Prepared by:
Q & A Insurance Marketing, Inc.
800.437.8770 or 800.585.2392  • Lic # 0B17048
www.qaim.com
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WELCOME
NEW AND RENEWING FIRMS
As an active member of this Exchange/Association your company is eligible to enroll in this exclusive group insurance program contracted through
the North Bay Builders Exchanges (NBBE). Our program is available to all of our members from sole proprietors to members with many employees.
We are proud to offer a comprehensive employee benefit program, including medical, dental, vision, life, and chiropractic/acupuncture plans,
exclusively to you, our partners in the construction community. By offering Class A carriers and unique plan flexibility, we are able to develop a benefit
program for your company which will be billed to your firm on one single monthly bill, simplifying your benefit package.

Our relationship may begin with a product analysis to help you identify the best plans for your company. Our service does not end with plan selection.
Our exclusive Administrators stay with you to assist with the day-to-day administration of your benefits program. We are your one-stop employee
benefits choice. Small or large, we can customize a benefit solution that meets your specific company needs. Not only will your company benefit
from our exceptional service, but a strong benefit program will also help you attract and retain the best employees.

If you are a member already participating in our program, this booklet will provide you with information for our new plan year that starts April 1,
2011.  If you don’t find what you are looking for give us a call, we are here to help and we look forward to partnering with you.

AN IMPORTANT CHANGE REGARDING OUR PLAN YEAR
The contract renewal date of the program will be changing from April 1st of each year to January 1st beginning January 1, 2012.  This will be a
‘short pan year’ from April 1, 2011 - December 31, 2011.  There is great benefit by renewing the plans in January which coincides with the annual
deductible reset.  Members will no longer risk losing deductible dollars that have accumulated during the first quarter of each year when they change
to/from certain plans.  We hope this change is beneficial to all participants.

A STATEMENT ABOUT OUR RATES
We publish the rates in separate booklets.  For a booklet of our rates or better yet, for a personalized quote, please contact your Exchange/Association
Benefits Consultant. The published rates contain a 5% administration fee.

IMPORTANT INFORMATION FOR NEW FIRMS ENROLLING IN OUR PROGRAM
All eligible member firms must be in business a minimum of one full calendar quarter and submit a DE-6 or appropriate ownership paperwork
upon enrolling. Eligibility of owners and employees is determined based on your most recent DE-6, proof of payroll, or other accepted official
ownership documents. Wage information is required to determine eligibility of part-time, temporary or seasonal employees.
Some restrictions apply.  ALL MEMBER FIRMS MAY ENROLL IN THE DENTAL, VISION & LIFE COVERAGE WITHIN THE FIRST 60 DAYS OF
YOUR MEMBERSHIP EFFECTIVE DATE.

For Medical & Chiropractic coverage, the following timelines apply:

YOU MAY ENROLL IN THIS GROUP’S MEDICAL PROGRAM:
If you are a firm enrolling 1 or 2 Owners and Employees
•   During the first 60 days after meeting a 365-day (1 year) waiting period from your membership effective date; or
•   During Open Enrollment (February/March) for an April 1 effective date if the 365-day waiting period has been met

If you are a firm enrolling 3 or more Owners and Employees
•   During the first 60 days after your membership effective date; or
•   During the first 60 days of changing carriers; or
•   Within 60 days of no longer being subject to a collective bargaining agreement; or
•   During Open Enrollment (February/March) for an April 1 effective date.

If you are a firm enrolling 6 or more Owners and Employees, in addition to the above, you may enroll when
•   Offering Group coverage for the first time.

For Ancillary coverage (Dental, Vision, Life), Groups of all sizes may enroll either:

•   During the first 60 days after your membership effective date; or
•   During Open Enrollment (February/March) for an April 1 effective date.

All of our group plans are guaranteed issue except Optional Life. No one can be denied coverage contingent upon true and accurate representation
on the enrollment application. Most of our group rates are based on the age of the enrollee and home zip code. Additionally, the medical plan rate
tier assigned to each firm is based on underwriting by the medical carrier. The rate tier assigned at initial processed enrollment or at Open Enrollment
is the rate for the firm for the contract period (April 1 - December 31, 2011).  Future plan years will be from January 1 - December 31.

Medical Age Change Policy: As the owner/employee enters the next age bracket, the rate will change on the first of the month following 
his/her birthday or the current month if the birthday falls on the first of the month.
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                                                                       GROUP REQUIREMENTS
                                                           OPEN ENROLLMENT AND ELIGIBILITY

Member firms who participate through their Exchange/Association in the NBBE Group Insurance plans must adhere to a number of adopted rules
and procedures. The following participation rules have been updated to comply with current laws as well as sponsored insurance carriers and NBBE
policies. Renewal of your firm’s insurance at Open Enrollment requires some paperwork on your part. This is required to establish that you are
actively conducting business in the state of California and that all of your eligible employees, if any, are enrolled. The following summarizes the
choices we ask you to make on the 2011 Employers Request for Participation Agreement (this can be downloaded at www.qaim.com).

•  Employee Waiting Period
   Each participating firm is required to designate a waiting period for new employees. Available options are the 1st of

the month following either the date of hire, or after 30, 60, 90, 120, 180 or 365 days of employment. All employees
must be employed by the firm for that length of time before they are eligible to enroll. If an employee does not enroll
upon satisfying the waiting period, he or she MAY NOT ENROLL until the next Open Enrollment or has a valid
Qualifying Event. It is the employer’s responsibility to submit the proper enrollment paperwork at least 15 days prior
to the employee’s effective date.

•  Employer Premium Contribution
   Each firm must choose a set contribution toward the medical premium. For employees, the minimum contribution

allowed by law is 50% of the employee’s premium and 0% towards any dependents of the lowest cost plan offered. The
employer may choose to pay up to 100% of the employee and dependent(s) premium or anything in-between. Any
portion not being covered by the employer would be set-up as a payroll deduction. The program requires that the
employer make a contribution selection for the new plan year and treat all employees equally.

•  Plan Selection
   Benefit choices to be offered to all employees are selected first by the employer on the Participation Agreement at the

time of enrollment and must remain in effect until the next Open Enrollment period. Each employee selects a plan from
the choices offered by the company. Adding or changing benefits may occur ONLY during Open Enrollment each year.
All plans have the option to be offered on a “stand alone” basis (except Chiropractic/Acupuncture).

•  Medical Enrollment Required Percentages
   The required minimum participation is based on the firm size. Firms with one or two enrollees in medical have limited

plan choices. Health Net requires participation percentages when offered alongside Kaiser Permanente. These
percentages vary depending on your plan choices with Health Net. (see Page 4)

•  COBRA Administration
   Each year we ask you to complete a COBRA Questionnaire so we may record if you are a Federal COBRA firm,

Cal-COBRA firm or not eligible for COBRA. COBRA is a federal law that applies to employers with 20 or more
employees for more than 50% of the previous calendar year. If you are a firm employing 2-19 employees for more
than 50% of the previous calendar year you are considered a Cal-COBRA firm which refers to the California State
Cobra law.

•  Contract Year vs. Plan Year
   NBBE health plans are changing the contract year renewal from April 1 to January 1 in order to coincide with the

carrier benefits which are paid on a calendar year basis. 
   This will be a “short” plan year from April 1 - December 31, 2011 and will renew again January 1, 2012.

•  Patient Protection and Affordable Care Act (PPACA) - Dependents Under Age 26
The new health care reform law extends the age dependent children can stay on their family’s plan. If you have children
who will be under age 26 at the start of the next plan year, you will be able to enroll them, subject to your group’s
eligibility rules, even if they previously lost or were unable to get coverage because of their age.

Important Information
• Last Enrolled Employee Terminated
   Firms that terminate the last remaining enrolled employee in the middle of a plan year will remain active until the next

renewal unless written termination of the firm is received. This means that during the current plan year, if a firm is in
the process of hiring a replacement employee, the employee will be allowed to enroll after meeting the firm’s waiting
period. Once a firm is terminated, all participating COBRA/Cal-COBRA enrollees would also be terminated.

•  Previously Terminated Firms
   Firms that were terminated for non-payment or cancelled their medical, dental, vision, chiropractic/acupuncture or life

coverage must wait a minimum of 12 months before they can re-enroll with any NBBE Exchange/Association Health
Insurance Plan. Re-enrollment may only be done during an Open Enrollment period.

•  Non-Compliance
   Coverage for firms who do not return all required renewal documents by March 31, 2011 will be cancelled for

non-compliance effective April 1, 2011.



There are some eligibility requirements for enrolling your firm in our medical plans. The following adopted rules and procedures
have been updated to comply with current laws as well as sponsored insurance carrier and NBBE policies.

Plan Limitations
Firms of 1 to 2 eligible owner/employees may select from the following plans:
           Health Nets’s Value PPO HSA 4500
           Kaiser Permanente's Copayment Plan 30, or 50, High Deductible 30/1000, 30/1500, or 40/2000, HSA 0/2000 or 0/2700.  
       Note:  Firms with 1-2 subscribers currently on the Kaiser $20 Copay Plan may remain and will be Grandfathered in for 2011.  
       No new 1-2 life firms may enroll in this plan. 

Program Participation Requirements
100%    Enrollment in a medical plan for 1, 2 or 3 eligible owner/employee firms is required.
75%      Enrollment in a medical plan for 4 or more eligible owner/employee firms is required.
Note:     Those employees waiving due to coverage through another employer (i.e. spousal coverage) shall not be counted as eligible.

Medical coverage is provided through Kaiser Permanente and Health Net. Kaiser Permanente provides a family of HMO, High Deductible and
HSA eligible plans, while Health Net offers HMO, PPO and HSA eligible plans. Enrollees are not required to be in the same medical plan but there
are minimum participation percentages when both Kaiser Permanente and Health Net are offered. The following percentages must be met at Open
Enrollment for all firms offering both Kaiser Permanente and Health Net effective April 1 - December 31, 2011.

PARTICIPATION WITH HEALTHNET

RATES FOR APRIL 1, 2011 - DECEMBER 31, 2011

The group rates are for April 1, 2011 through December 31, 2011. Health Net has 3 rate tiers and Kaiser Permanente has 5 rate tiers. The medical
carriers determine the rate tier for each member firm based on firm size and carrier underwriting. The medical rates for each enrollee are based on
the main subscriber’s age, residence zip code and if dependents are also being enrolled. 
The published rates for the NBBE group health plans include a 5% administration fee.

MEDICAL                                                                                                                                                                                 

ELIGIBILITY AND ENROLLMENT
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Health Net Rating
HealthNet Group and Individual Health Statements can be found at
www.qaim.com
 Firms with 1 - 5 owner/employees enrolling in Health Net
    ○   Tier I
 Firms with 6 - 9 owner/employees enrolling in Health Net
    ○   Minimum of  Tier V and maximum of Tier I
    ○   Individual Health Questionnaires required
    ○   Final rates determined by Health Net
 Firms with 10 or more owner/employees enrolling in Health Net
    ○   Minimum of  Tier V and maximum of Tier I
    ○   Health Net Employer Health Statement is required
    ○   Individual Health Questionnaires are required for                        
    those reported on the Health Net Employer Health Statement
    ○   Final rates determined by Health Net
 The HSA Product will be rated at Tier I regardless of the Tier 
    assigned by the carrier.
 Mental Health Parity & Addiction Equity Act of 2008
    ○   Groups of 51+ will be subject to a premium increase of               
         approximately 1% to bring your benefits into compliance.          
         Contact your Benefits Consultant for a quote.

Kaiser Permanente Rating
All new firms to the program who do not have Kaiser Permanente
currently in force will receive a rate tier based on the number of
primary subscribers enrolling. 

 Firms with 1 to 5 owner/employees enrolling in Kaiser
    ○   Tier I

 Firms with 6 to 15 owner/employees enrolling in Kaiser
    ○   Tier III

 Firms with 16 or more owner/employees enrolling in Kaiser
    ○   Tier V

Additionally, if your company is coming to us from a current Kaiser
Permanente plan, your firm will receive the rate tier equivalent to your
existing tier.

•     60% participation if Group is offering 1 HN HMO alongside Kaiser

•     70% participation if Group is offering 1 HN PPO or HSA alongside Kaiser

•     70% participation if Group is offering multiple HN products alongside Kaiser

•     75% participation if HealthNet is the Sole Carrier

•     New for 2011:  The Silver Network has been added to the HN Portfolio where it is available.  The Employer may only offer either the 
       Full Network or the Silver Network HMO plans but not both.  Either HMO Network may be offered alongside the PPO plans.
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                                                   ADDITIONAL COVERAGE OPTIONS
                                                                     ELIGIBILITY AND ENROLLMENT

DENTAL
Our dental plans are provided by MetLife. You may go to any dentist but the best savings are when using an In-Network Dentist. There
are 4 plans offered with MetLife, but a firm can only offer one of these plans. There are 3 rate tiers for the MetLife plans based on
the number of employees who enroll. The following table shows the percentage of eligible owners/employees needed to enroll your
company in each plan.

VISION
We offer two carriers for vision coverage - Blue View Vision, a division of Anthem Blue Cross and Vision Service Plan (VSP). Only
one plan may be offered by a member firm. There are three options for firms offering vision coverage. 

CHIROPRACTIC and ACUPUNCTURE
Our chiropractic and acupuncture coverage is provided by American Specialty Health and is available to firms with 2 or more
enrolling owners/employees. Medical enrollment is required. There are two plans available, a chiropractic only plan, and a chiropractic
plus acupuncture plan. You may select only one of these to offer. Enrollment in either plan must match the medical enrollment,
including dependents.

BASIC LIFE
Our basic life coverage is provided by Metlife. This is a 100% employer-paid benefit, and 100% of all eligible owners/employees must
enroll. If you are a firm with 1 - 5 owners/employees you may choose from one of three benefit levels ($5,000, $10,000 and $25,000).
In addition to these three benefit amounts, firms with 6 or more owners/employees may choose $50,000 or a scheduled benefit plan
based on position or the salary of each owner/employee.

OPTIONAL LIFE
Our Optional Life coverage is also provided by MetLife. Despite the name, this is individual coverage, 100% employee paid and it
requires individual underwriting approval. Coverage up to $300,000 is available to an owner/employee, not to exceed 5 times the
enrollee’s  annual salary. An enrolled owner/employee’s spouse can also be enrolled, with up to $100,000 coverage, not to exceed 50%
of the owner/employee’s benefit level. An enrolled owner/employee’s dependent children can be insured in increments of $2,500 up
to a maximum of $10,000. There are no minimum participation percentages required.

MetLife
Tier Rating # Enrolled Plans Available Participation Required

Tier I 1 - 5

Ortho Not Available

100%Premier 
Standard 

Savings Plus 

Tier II 6 - 19

Premier + Ortho

75%Premier 
Standard 

Savings Plus 

Tier III 20 +

Premier + Ortho

75%Premier 
Standard 

Savings Plus 

•  Stand-Alone plan - 100% of all
eligible owners and employees must
enroll and valid coverage declinations
are not accepted. 

•  Match Medical - Requires vision
enrollment to match medical
enrollment, including dependents, even
if vision benefits are provided by the
medical plan.

• Voluntary plan - The individual Blue
View Vision plan is available to any
employee who chooses it, as long as a
group vision plan is not in force. No
participation percentage is required.
100% employee paid and payroll
deduction required.



Using the Sample DE-6 numbers (next page), and the calculation notes, a Participation Agreement would be filled out like this:

16.  Medical Eligibility Information:

The following questions should be answered using your attached DE-6 and/or owner/officer paperwork.

a.      Total number of owners/employees on payroll regardless of hours worked (on DE-6 + owners/new hires):                                              7

b.     Total number of ineligible employees in each of the following categories:  

        Union:      0         Part-time      1          Seasonal:     0        Temporary:      0          Terminated:      1         Waiting Period:        0   

c.      Total of all categories in question b:                                                                                                                                                            -   2

d.     Total number of active, eligible owners/employees (a minus c):                                                                                                            =   5

e.      Number of owners/employees declining due to other group coverage (valid waivers):                                                                           -   1

f.      TOTAL ELIGIBLE (d minus e):                                                                                                                                                                   =   4

g.     Number of owners/employees enrolling in:                             

        Health Net:        3               Kaiser:        1                   Total:      4

h.     Percentage of eligible enrollees in:                                             

        Health Net:        75%          Kaiser:        25%              Total:      100%

i.      Number of Invalid Waivers:        0                                  

PROOF OF BUSINESS AND ELIGIBLE EMPLOYEES
1.  When there are active employees, 1 or more of these documents are required:

    Most Recent DE-6
    1st and most current Payroll Reports (only for new hires who are not listed on the most recent DE-6)
    W-2 List (when a DE-6 is not available)

2.  When the owner(s) / officer(s) are not listed on the DE-6, acceptable proof includes:
Sole Proprietor (One Owner or Husband and Wife if both names are listed on the following)
    IRS Form 1040 Schedule C, OR
    Fictitious Business Name Filing, OR
    A California Business License

Corporation (Only one of the following is required)
    IRS Form 1120 (if all owners with percentage of stock owned is listed), OR
    Articles of Incorporation, filed with the State and listing all officers, OR
    Statement of Domestic Stock Corporation/Statement of Information

Partnership / LP / LLP (Only one of the following is required)
    IRS Form 1065 Schedule K-1 for all eligible owners, OR
    Statement of Partnership Authority (General Partnerships), OR
    Certificate of Limited Partnerships (LP), OR
    Registered Limited Liability Partnership Registration (LLP), OR
    Partnership Agreements (deemed acceptable per underwriter’s discretion), OR
    Fictitious Business Name Statement showing both names, OR
    Tax certificate showing both names

Limited Liability Company
    IRS Form 1065 Schedule K-1, OR
    IRS Form 1120 (as long as all owners and percentage of stock owned is listed), OR
    Articles of Organization including the Operating Agreement, OR
    Statement of Information

PROOF OF ELIGIBILITY
It is a carrier requirement to certify all member firms’ eligibility. Through the collection of the following documents, we are able to
verify that your firm is actively doing business in the State of California and everyone enrolled under your policy is either an active
owner or active employee and all eligible owners/employees are enrolled. Submission of the following documents at initial enrollment
and during the annual Open Enrollment period is required for participation in this program. We appreciate the time you spend gathering
this material.

Open Enrollment designates a new contract year for all of our plans effective April 1st. All of our existing firms are required 
to complete renewal paperwork to continue coverage. If we do not receive the 2011 Participation Agreement 

along with the requested proof of eligibility, we will cancel your coverage as a ‘non-renewal’ effective April 1, 2011.
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75% Global Paricipation Required & 75% Participation if HN is the sole Carrier.

60% Health Net if 1HMO plan is offered alongside Kaiser.  (.60 x 4 = 2.4, so 3

enrollees must have HN)

70% Health Net if PPO/HSAs are offered or if 2 or more HN Plans are offered. .(70

x 4 = 2.8, so 3 of the enrollees must have HN if any PPO or  HSA plans are

offered)



Calculation Notes:
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The DE-6 is the State of California Quarterly Wage and Withholding Report which contains the following information: employer
name, employer address, employer ID number, social security numbers, employee names, total wages and total withholding. It
establishes an employer-employee relationship by indicating what the employer paid to each given employee for a fiscal quarter. All
firms must submit their most recent DE-6. Any DE-6 submitted by a firm that has completed its most recent DE-6 without using the
form supplied by EDD or has supplied hand-written information may be required (at the discretion of the underwriter) to submit
evidence of filing or alternate documentation such as filed ownership documents or payroll.

DE-6 DEFINED (including instructions on how to reconcile)

            All DE-6’s must be reconciled by indicating the current status next to each owner/employee. Please use the following codes:

‘E’               for eligible owner/employee and enrolling (indicate title if necessary)
‘PT’            for Part-time employees (under a minimum of 20 hours per week)
‘T’               for Terminated (include termination date)        
‘W’              for Waiving coverage by an owner/employee who is eligible & has no other coverage (attach a waiver/declination form)
‘OC’            for those with Other Coverage by another carrier group plan (attach a declination along with proof of the group plan)
‘I’                covered by an Individual plan (attach a declination). This person still counts towards ‘eligible’
‘S’               Seasonal employee (employee must appear on 2 or more consecutive DE-6’s and meet the waiting period)
‘Temp’        Temporary employee (employee must appear on 2 or more consecutive DE-6’s and meet the waiting period)
‘WP’           for employees in their Waiting Period (include full-time date of hire)

Enrolled employee

Enrolled employee

Terminated employee

Enrolled employee

Other coverage/waiving

Part-time, not eligible

Enrolled owner

7   Owners/Employees
-1   Terminated
-1   Other coverage
-1   Part time
4   Eligible

4   Enrolled            =100%
3   Health Net          =75%
1   Kaiser                  =25%
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Berry Valor
Valor Enterprises
123 Health Avenue
Los Angeles, CA 92069

E - HN VALUE PPO 40
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ENROLLEE REQUIREMENTS
Employees
In order to be eligible for coverage, employees must work full time (20 or more hours per week), and must appear on the State Quarterly Payroll
Reports (DE-6) or be an active company owner or corporate officer actively at work. They must also have satisfied the company’s waiting period.
Note that coverage always begins on the first of the month, and will become effective on the first of the month following completion of the firm’s
waiting period. Every eligible employee must complete the appropriate enrollment application OR a signed declination form and submit it to the
Benefits Consultant or Plan Administrator for processing. All paperwork should be submitted no later than the 15th of the month prior to the requested
effective date of coverage. Applications not received in a timely manner are considered “late” enrollments and may be subject to evidence of
insurability or late entrant restrictions and limitations as determined by the carriers.

Employees or dependents who decline coverage and then experience a Qualifying Event may enroll in the plan outside of the normal Open Enrollment
period. However, all required documentation must be submitted within 30 days of the event, or the enrollee will have to wait until the next Open
Enrollment.

Dependents
Eligible dependents include a legally married spouse, domestic partner and children from birth to age 26. Requirements for dependency, student status
and maximum age vary by carrier.

Layoff
Group coverage may not continue when an employee is laid off and no longer “Actively at Work”. If the employer would like to offer benefits as
part of a severance package, the employer may choose to pay for Cal-Cobra or COBRA coverage for a specified period of time. It is the employee’s
responsibility to elect Cal-Cobra or COBRA coverage if it is available. The company’s policy must be in the Employee Manual and all employees
must be treated equally. When an employee is laid off and later rehired, the rehire policy below is followed.

Leave of Absence
Depending on the circumstance, employees on a leave of absence may be considered for coverage under our plans. However, in all cases, the carrier’s
contracted leave of absence policies will be administered for scenarios such as FMLA, non-workers comp related disability, military duty and
workers’ compensation leave.

Rehires
Employees who are not on payroll for any reason (i.e., layoff, termination, seasonal employment, etc.) for a period longer than 90 days will be
required to meet the employer’s eligibility waiting period as stated on the Employers Participation Agreement (PA) before being eligible to rejoin
the plan. The waiting period will begin the date the employee returns from the time off work. If an employee is rehired within 90 days, the waiting
period will be waived allowing him or her to enroll on the 1st of the month following the date of rehire, only if the employee was previously enrolled
in the Exchange/Association Health Plan under the same employer. In all other cases, the employer’s waiting period must be met as stated above.

Compliance and Legislation
The health plans will be subject to any applicable state or federal legislation and the benefits and rates will be adjusted to comply in accordance with
sponsored carrier policies.

                  PPACA              The Patient Protection and Affordable Care Act of March 23, 2010
                                     •      Dependent Children can stay on their parent’s plan up to the age of 26
                                     •      Determination whether a group health plan's status is a "grandfathered" or “non-grandfathered”, June 23, 2010.  
                                             All NBBE Medical Plans are “Non-Grandfathered”.
      ARRA & DOD      •      American Recovery and Reinvestment Act of 2009 as amended on December 19, 2009 by the 
                                             Department of Defense Appropriations Act of 2010 
                 COBRA      •      Consolidated Omnibus Budget Reconciliation Act of 1986
                    FMLA      •      Federal Family and Medical Leave Act of 1993
               USERRA      •      Uniformed Services Employment and Re-Employment Rights Act of 1994
                   HIPAA      •      Health Insurance Portability & Accountability Act of 1996
                 HMHPA      •      Newborns’ and Mothers Health Protection Act of 1997
          Cal-COBRA      •      The Continuation of Benefits Replacement Act of 1998 (California State Law)
                WHCRA      •      Women's Health and Cancer Rights Act of 1998
     Medicare Part D      •      Medicare Prescription Drug Improvement and Modernization Act of 2003
MHPA and MHPAEA  •      Mental Health Parity Act of 1997 & 
                                             Paul Wellstone-Pete Domenici Mental Health Parity & Addiction Equity Act of 2008
                      CMS      •      Centers for Medicare and Medicaid Services - Reporting Compliance
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CALENDAR YEAR
BENEFITS

COPAYMENT
PLAN 15

COPAYMENT
PLAN 20

COPAYMENT
PLAN 30

COPAYMENT
PLAN 50

MEDICAL DEDUCTIBLE

    (calendar year)

$0 $0 $0 $0

PHARMACY DEDUCTIBLE

    (calendar year)

$0 $0 $250 brand name $250 brand name

OUT-OF POCKET MAXIMUM1

    (calendar year)

$2,500 individual

$5,000 family

$2,500 individual

$5,000 family

$3,000 individual

$6,000 family

$3,500 individual

$7,000 family

IN THE MEDICAL OFFICE

Office visit

Preventative exams

Maternity/scheduled prenatal care

Well-child preventive care2

Allergy injections

Infertility services

Occupational, physical, and speech       

    therapy

Most labs & imaging

MRI/CT/PET

Outpatient surgery

$15 per visit

$0

$0

$0

$5

50%

$15

$10

$50

$100 per procedure

$20 per visit

$0

$0

$0

$5

Not covered               

$20

$10

$50

$150 per procedure

$30 per visit

$0

$0

$0

$5

Not covered

$30

$10

$50

$200 per procedure

$50 per visit

$0

$15

$15

$5

Not covered

$50

$10

$50

$250 per procedure

EMERGENCY SERVICES

Emergency Room

    (waived if admitted)

Ambulance

$100 per visit

$75

$100 per visit

$75

$100 per visit

$75

$150 per visit

$300

PRESCRIPTION DRUGS3

MEDICARE D

Generic

Brand name

Up to a 30 day supply

Creditable

$10

$25

Up to a 30 day supply

Creditable

$10

$30

Up to a 100 day supply

Creditable

$10

$35 (after $250 pharmacy  

    deductible)

Up to a 100 day supply

Creditable

$10

$35 (after $250 pharmacy     

    deductible)

HOSPITAL CARE

Physicians’ services, room, tests,         

    medications, therapies

Skilled nursing facility care

    (up to 100 days)

$200 per day

$0

$300 per day

$0

$400 per day

$0

$500 per day

$0

MENTAL HEALTH SERVICES

In the medical office

In the hospital

$15 individual

$7 group

$200 per day

$20 individual

$10 group

$300 per day

$30 individual

$15 group

$400 per day

$50 individual

$25 group

$500 per day

CHEMICAL DEPENDENCY

In the medical office

In the hospital (detox only)

$15 individual

$200 per day

$20 individual

$300 per day

$30 individual

$400 per day

$50 individual

$500 per day

OTHER

Chiropractic care

Certain durable medical equip (DME)

Vision exam

Optical (every 24 months)

Home health care

    (100 2-hour visits per calendar year)

Hospice care

Not covered

20% ($2,000 maximum)

$0

$150 allowance

$0

$0

Not covered

20% ($2,000 maximum)

$0

Not covered5

$0

$0

Not covered

Not covered4

$0

Not covered5

$0

$0

Not covered

Not covered4

$0

Not covered5

$0

$0

 Not available to firms with 1 or 2 enrollees in medical.     

 Not available to firms with 1 or 2 enrollees in medical; however, existing subscribers currently enrolled may remain.
1    The limit to the total amount that an individual or family must pay for certain services in a calendar year. Copayments for most services and deductible payments (except                 

    prescription drugs) count toward this maximum (as discussed in the Evidence of Coverage).
2    23 months or younger
3    Prescription drugs are covered in accord with our formulary when prescribed by a Plan physician and obtained at Plan pharmacies. A few drugs have different copayments (refer   

    to the Evidence of Coverage).
4    Please refer to the Evidence of Coverage for more information; most DME is not covered.
5    Kaiser Permanente Members are entitled to a 20% discount on eyeglasses and contact lenses purchased at KP optical centers. These discounts may not be                                   

    coordinated with any plan vision benefit. The discounts do not apply to any sale, promotional or package eyewear program, contact lenses extended purchase agreement or to       

    low-vision aids.

This is only a summary and there may be details not included, the Kaiser Permanente Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. Kaiser Permanente’s Evidence of Coverage for these Plans may be requested from your administrator.

NOT ALL PLANS ARE AVAILABLE TO FIRMS WITH 1 OR 2 MEDICAL ENROLLEES                                                   KAISER PERMANENTE
Enrollee must live or work in a Kaiser Permanente zip code area         PLAN COMPARISONS (NON-GRANDFATHERED)
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CALENDAR YEAR

BENEFITS
HSA COMPATIBLE

PLAN $0/$2,000
HSA COMPATIBLE

PLAN $0/$2,700
MEDICAL DEDUCTIBLE (calendar year)

(All charges subject to the deductible unless noted)

$2.000 individual

$4,000 family1

$2,700 individual

$5,450 family2

PHARMACY DEDUCTIBLE

    (calendar year)

(included in the medical deductible) (included in the medical deductible)

OUT-OF POCKET MAXIMUM3

    (calendar year)

$3,500 individual

$7,000 family1

$4,500 individual

$9,000 family2

IN THE MEDICAL OFFICE

Office visit

Preventative exams

Maternity/scheduled prenatal care

Well-child preventive care4

Allergy injections

Infertility services

Occupational, physical, and speech therapy

Most labs & imaging

MRI/CT/PET

Outpatient surgery

$0 (after deductible)

$0

$0

$0

$0 (after deductible)

Not covered

$0 (after deductible)

$0 (after deductible)

$50 (after deductible)

$150 (after deductible)

$0 (after deductible)

$0

$0

$0

$0 (after deductible)

Not covered

$0 (after deductible)

$0 (after deductible)

$50 (after deductible)

$250 (after deductible)

EMERGENCY SERVICES

Emergency Room (waived if admitted)

Ambulance

$100 (after deductible)

$100 (after deductible)

$100 (after deductible)

$100 (after deductible)

PRESCRIPTION DRUGS5

MEDICARE D

Generic

Brand name

Up to a 30 day supply

Non-Creditable

$10 (after deductible)

$30 (after deductible)

Up to a 30 day supply

Non-Creditable

$10 (after deductible)

$30 (after deductible)

HOSPITAL CARE

Physicians’ services, room, tests,                               

medications, therapies

Skilled nursing facility care  (up to 100 days)

$300 per day (after deductible)

$0 per admission (after deductible)

$450 per day (after deductible)

$0 per admission (after deductible)

MENTAL HEALTH SERVICES

In the medical office

In the hospital

$0 individual (after deductible)

$0 group (after deductible)

$300 per day (after deductible)

$0 individual (after deductible)

$0 group (after deductible)

$450 per day (after deductible)

CHEMICAL DEPENDENCY

In the medical office

In the hospital (detox only)

$0 individual (after deductible)

$300 per day (after deductible)

$0 individual (after deductible)

$450 per day (after deductible)

OTHER

Chiropractic care

Certain durable medical equip (DME)6

Vision exam

Optical7 (every 24 months)

Home health care

    (100 2-hour visits per calendar year)

Hospice care

Not covered

Not covered

$0 (after deductible)

Not covered

$0 (after deductible)

$0 (after deductible)

Not covered

Not covered

$0 (after deductible)

Not covered

$0 (after deductible)

$0 (after deductible)

    These services are not subject to the deductible.
1     The entire family deductible must be met before copayments apply for individual family members ( Aggregate Deductible).
2    Each family member becomes eligible for copayments after meeting his or her individual deductible (Embedded Deductible).
3    The limit to the total amount that an individual or family must pay for certain services in a calendar year. Copayments for most services and deductible payments count toward this                    

    maximum (as discussed in the Evidence of Coverage - EOC).
4    23 months or younger
5    Prescription drugs are covered in accord with our formulary when prescribed by a Plan physician and obtained at Plan pharmacies. A few drugs have different copayments (refer to the EOC).
6    Please refer to the Evidence of Coverage for more information; most DME is not covered.
7    Kaiser Permanente Members enrolled in this benefit are entitled to a 20% discount on eyeglasses and contact lenses purchased at KP optical centers. These discounts may not be                  

    coordinated with any plan vision benefit. The discounts do not apply to any sale, promotional or package eyewear program, contact lenses extended purchase agreement or to                         

    low-vision aids.

This is only a summary and there may be details not included, the Kaiser Permanente Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. Kaiser Permanente’s Evidence of Coverage for these Plans may be requested from your administrator.

KAISER                                                                                                                                                                                             

PLAN COMPARISONS (NON-GRANDFATHERED)                                    Enrollee must live or work in a Kaiser zip code area
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   These services are not subject to the deductible.
1    Each family member becomes eligible for copayments after meeting his or her individual deductible (Embedded Deductible).
2    The limit to the total amount that an individual or family must pay for certain services in a calendar year. Copayments for most services and deductible payments (except prescription drugs)     

    count toward this maximum (as discussed in the Evidence of Coverage).
3    Any non-preventive services received during this exam will be subject to the deductible.
4    23 months or younger
5    Prescription drugs are covered in accord with our formulary when prescribed by a Plan  physician and obtained at Plan  pharmacies. A few drugs have different copayments 

    (refer to the Evidence of Coverage).
6    Please refer to the Evidence of Coverage for more information; most DME is not covered.
7    Kaiser Permanente Members enrolled in this benefit  are entitled to a 20% discount on eyeglasses and contact lenses purchased at KP optical centers. These discounts may not be

coordinated with any plan vision benefit. The discounts do not apply to any sale, promotional or package eyewear program, contact lenses extended purchase agreement or to low-vision aids.

This is only a summary and there may be details not included, the Kaiser Permanente Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. Kaiser Permanente’s Evidence of Coverage for these Plans may be requested from your administrator.

CALENDAR YEAR

BENEFITS
HIGH DEDUCTIBLE

PLAN $30/$1,000
HIGH DEDUCTIBLE

PLAN $30/$1,500
HIGH DEDUCTIBLE

PLAN $40/$2,000
MEDICAL DEDUCTIBLE (calendar year)

(All charges subject to the deductible unless noted)

$1,000 individual

$2,000 family1

$1,500 individual

$3,000 family1

$2,000 individual

$4,000 family1

PHARMACY DEDUCTIBLE

    (calendar year)

$0 $0 $0

OUT-OF POCKET MAXIMUM2

    (calendar year)

$3,500 individual

$7,000 family

$3,500 individual

$7,000 family

$4,500 individual

$9,000 family

IN THE MEDICAL OFFICE

Office visit

Preventative exams3

Maternity/scheduled prenatal care

Well-child preventive care4

Allergy injections

Infertility services

Occupational, physical, & speech therapy

Most labs & imaging

MRI/CT/PET

$30 per visit

$0

$0

$0

$5 (after deductible)

Not covered

$30 (after deductible)

$10 (after deductible)

$50 (after deductible)

$30 per visit

$0

$0

$0

$5 (after deductible)

Not covered

$30 (after deductible)

$10 (after deductible)

$50 (after deductible)

$40 per visit

$0

$0

$0

$5 (after deductible)

Not covered

$40 (after deductible)

$10 (after deductible)

$50 (after deductible)

OUTPATIENT SURGERY
(and certain other outpatient procedures)

$250 (after deductible) $250 (after deductible) 30% (after deductible)

EMERGENCY SERVICES

Emergency Room (waived if admitted)

Ambulance

$100 (after deductible)

$75 (after deductible)

$100 (after deductible)

$75 (after deductible)

30% (after deductible)

$100 (after deductible)

PRESCRIPTION DRUGS5

MEDICARE D

Generic

Brand name

Up to a 30 day supply

Creditable

$10

$30

Up to a 30 day supply

Creditable

$10

$30

Up to a 30 day supply

Creditable

$10

$35

HOSPITAL CARE

Physicians’ services, room, tests,               

medications, therapies

Skilled nursing facility care (up to 60 days)

$500 per day (after deductible)

$50 per day (after deductible)

$500 per day (after deductible)

$50 per day (after deductible)

30% per admission (after ded)

30% per admission (after ded)

MENTAL HEALTH SERVICES

In the medical office

In the hospital 

$30 individual

$15 group

$500 per day (after deductible)

$30 individual

$15 group

$500 per day (after deductible)

$40 individual

$20 group

30% per admission (after ded)

CHEMICAL DEPENDENCY

In the medical office

In the hospital (detox only)

$30 individual

$500 per day (after deductible)

$30 individual

$500 per day (after deductible)

$40 individual

30% per admission (after ded)

OTHER

Chiropractic care

Certain durable medical equip (DME)6

Vision exam

Optical7 (every 24 months)

Home health care

    (100 2-hour visits per calendar year)

Hospice care

Not covered

Not covered

$0

Not covered

$0

$0

Not covered

Not covered

$0

Not covered

$0

$0

Not covered

Not covered

$0

Not covered

$0

$0

Enrollee must live or work in a Kaiser Permanente zip code area                                                                KAISER PERMANENTE
                                                        PLAN COMPARISONS (NON-GRANDFATHERED) 



 Not available to firms with 1 or 2 enrollees in medical.

 The Silver Network is available in some areas:  The Silver Network is a subset of HealthNet’s Full Network providing the same high quality benefits with a smaller network at a 

lower price.  Ask your Benefits Consultant for details on availability and eligibility.
1   Includes annual preventive physical, newborn & well-child care, well-woman exams, preventive lab & x-ray services.

This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan

descriptions. Health Net’s Evidence of Coverage for these Plans may be requested from your administrator.

CALENDAR YEAR

BENEFITS

VALUE

HMO 30 

VALUE

HMO 40 

LIFETIME MAXIMUM No maximum No maximum

ANNUAL DEDUCTIBLE

    (calendar year)

$0 $0

PRESCRIPTION DRUG DEDUCTIBLE

    (calendar year)

$200 brand name $250 brand name

ANNUAL OUT-OF-POCKET MAXIMUM

    (calendar year)

$3,500 individual

$7,000 family

$4,500 individual

$9,000 family

IN THE MEDICAL OFFICE

Office visit

Preventive Care Services1

Maternity/prenatal care

Allergy injections

    Allergy serum

Infertility services

Physical, speech, occupational, and 

    rehabilitation therapy

Lab & X-ray

    CT/SPECT/MRI/MUGA/PET

$30

$0

$30

$30

$0

50%

$30

$0

$100

$40

$0

$40

$40

$0

50%

$40

$0

$100

EMERGENCY SERVICES

Emergency room (waived if admitted)

Urgent care facility (waived if admitted)

Ambulance

$100

$50

$100

$100

$50

$100

PRESCRIPTION DRUGS

MEDICARE D 

Level I (30 day supply)

Level II (30 day supply)

Level III (30 day supply)

Mail-In-Service (90 days)

$200 brand name deductible

Creditable

$15

$30 

$50

2 co-pays

$250 brand name deductible

Creditable

$15

$30

$50

2 co-pays

HOSPITAL CARE

In-patient

Out-patient facility charges

Out-patient surgery

Skilled nursing facility

30%

30%

30%

$0 (day 1-10)

$25 per day (day 11-100)

40%

40%

40%

$0 (day 1-10)

$25 per day (day 11-100)

NONSEVERE MENTAL HEALTH

Out-patient (20 visits per year)

In-patient (30 days per year)

$35

30%

$40

40%

CHEMICAL DEPENDENCY REHABILITATION 

(Inpatient/outpatient) Not covered Not covered

ACUTE CARE DETOXIFICATION

(Detoxification) 30% 40%

OTHER

Chiropractic care

Diabetic equipment

Durable medical equipment

    DME calendar year max

Vision exam

Optical eyewear

Home health services

Hospice care

Not covered

20%

50% 

$2,000

$30

Not covered

$30 (100 visits max)

$0

Not covered

20%

50% 

$2,000

$40

Not covered

$40 (100 visits max)

$0
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HEALTH NET HMO                        THESE PLANS ARE NOT AVAILABLE TO FIRMS WITH 1 OR 2 MEDICAL ENROLLEES

PLAN COMPARISONS (NON-GRANDFATHERED)            Enrollees must select a Primary Care Physician in their area
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CALENDAR YEAR

BENEFITS

ADVANTAGE

HMO 25 

ADVANTAGE

HMO 35 

ADVANTAGE

HMO 45 

LIFETIME MAXIMUM No maximum No maximum No maximum

ANNUAL DEDUCTIBLE

    (calendar year)

$0 $0 $0

PRESCRIPTION DRUG DEDUCTIBLE

    (calendar year)

$200 brand name $250 brand name $300 brand name

ANNUAL OUT-OF-POCKET MAXIMUM

    (calendar year)

$3,000 individual

$6,000 family

$4,000 individual

$8,000 family

$5,000 individual

$10,000 family

IN THE MEDICAL OFFICE

Office visit

Preventive Care Services1

Maternity/prenatal care

Allergy injections

    Allergy serum

Infertility services

Physical, speech, occupational, and                  

rehabilitation therapy

Lab & X-ray

    CT/SPECT/MRI/MUGA/PET

$25

$0

$25

$25

$0

50%

$25

$0

$100

$35

$0

$35

$35

$0

50%

$35

$0

$100

$45

$0

$45

$45

$0

50%

$45

$0

$100

EMERGENCY SERVICES

Emergency room (waived if admitted)

Urgent care facility (waived if admitted)

Ambulance

$100

$50

$100

$100

$50

$100

$100

$50

$100

PRESCRIPTION DRUGS

MEDICARE D 

Level I (30 day supply)

Level II (30 day supply)

Level III (30 day supply)

Mail-In-Service (90 days)

$200 brand name deductible

Creditable

$15

$40 

$60

2 co-pays

$250 brand name deductible

Creditable

$15

$40 

$60

2 co-pays

$300 brand name deductible

Creditable

$15

$40 

$60

2 co-pays

HOSPITAL CARE

In-patient

Out-patient facility charges

Out-patient surgery

Skilled nursing facility

25%

25 %

25 %

$0 (day 1-10)

$25 per day (day 11-100)

35%

35%

35%

$0 (day 1-10)

$25 per day (day 11-100)

45%

45%

45%

$0 (day 1-10)

$25 per day (day 11-100)

NONSEVERE MENTAL HEALTH

Out-patient (20 visits per year)

In-patient (30 days per year)

$25

25%

$35

35%

$45

45%

CHEMICAL DEPENDENCY REHABILITATION 

(Inpatient/outpatient) Not covered Not covered Not covered

ACUTE CARE DETOXIFICATION

(Detoxification) 25% 35% 45%

OTHER

Chiropractic care

Diabetic equipment

Durable medical equipment

    DME calendar year max

Vision exam

Optical eyewear

Home health services

Hospice care

Not covered

20%

50% 

$2,000

$30

Not covered

$30 (100 visits max)

$0

Not covered

20%

50% 

$2,000

$40

Not covered

$40 (100 visits max)

$0

Not covered

20%

50% 

$2,000

$40

Not covered

$40 (100 visits max)

$0

THESE PLANS ARE NOT AVAILABLE TO FIRMS WITH 1 OR 2 MEDICAL ENROLLEES           HEALTH NET ADVANTAGE HMO
Enrollees must select a Primary Care Physician in their area                PLAN COMPARISONS (NON-GRANDFATHERED)

 Not available to firms with 1 or 2 enrollees in medical.

 The Silver Network is available in some areas:  The Silver Network is a subset of HealthNet’s Full Network providing the same high quality benefits with a smaller network at a 

lower price.  Ask your Benefits Consultant for details on availability and eligibility.
1   Includes annual preventive physical, newborn & well-child care, well-woman exams, preventive lab & x-ray services.

This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan

descriptions. Health Net’s Evidence of Coverage for these Plans may be requested from your administrator.
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CALENDAR YEAR

BENEFITS

VALUE

PPO 30 
VALUE

PPO 40 
IN-NETWORK OUT-OF-NETWORK (LFS)2 IN-NETWORK OUT-OF-NETWORK (LFS)2

LIFETIME MAXIMUM No Maximum No Maximum

ANNUAL DEDUCTIBLE (calendar year)
(All charges subject to the deductible unless noted)

$1,500 individual

$3,000 family

$3,000 individual

$6,000 family

$1,500 individual

$3,000 family

$3,000 individual

$6,000 family

PRESCRIPTION DRUG DEDUCTIBLE

    (per covered individual/calendar year)

$200 brand name $100 deductible all tiers $250 brand name $100 deductible all tiers

ANNUAL OUT-OF-POCKET MAXIMUM  

    (calendar year)

$4,500 individual

$9,000 family3

$9,000 individual

$18,000 family3

$5,000 individual

$10,000 family3

$10,000 individual

$20,000 family3

IN THE MEDICAL OFFICE

Office visit

Preventive Care Services4

Maternity/prenatal care

Allergy injections / serum

$30

$0

30%

$30 / 30%

50%

Not covered

50%

50% / 50%

$40

$0

50%

$40 / 50%

50%

Not covered

50%

50% / 50%

Physical, speech, occupational and

    rehabilitation therapy

30% 50% 50% 50%

12 visits per year combined 12 visits per year combined

Lab & imaging5 30% 50% 50% 50%

EMERGENCY ROOM

Professional services

Emergency facility

$30 (deductible waived)

$100 copay (waived if admitted) + 30%

$40 (deductible waived)

$100 copay (waived if admitted) + 50%

Urgent care center $50 copay (waived if admitted) + 30% $50 copay (waived if admitted) + 50%

Ambulance5 $50 copay + 30% $50 copay + 50% $50 copay + 50%

PRESCRIPTION DRUGS $200 brand name $100 deductible all tiers $250 brand name $100 deductible all tiers

MEDICARE D Creditable Creditable

Level I (30 day supply)

Level II (30 day supply)

Level III (30 day supply)

Mail-In-Service (90 days)

$15

$30

$50

2 co-pays

50%

50%

50%

Not covered

$15

$30

$50

2 co-pays

50%

50%

50%

Not covered

HOSPITAL CARE5

In-patient $250 deductible per year combined6 $500 deductible per year combined6

    Professional services

    Facility charges

30%

30%

50%

50% ($600 per day max)

50%

50%

50% 

50% ($600 per day max)

Out-patient surgery $250 deductible per year combined6 $250 deductible per year combined6

    Surgery & Facility charges 30% 50% 50% 50%

Skilled nursing facility $250 deductible per year combined6 $500 deductible per year combined6

     (60 days max per year) 30% 50% ($250 max per day) 50% 50% ($250 max per day)

NONSEVERE MENTAL HEALTH5

Out-patient (30 visits per year) 30% ($25 per visit max) 50% ($25 per visit max) 50% ($25 per visit max)

In-patient (30 days per year) 30% ($250 max per day) 50% ($250 max per day) 50% ($250 max per day)

CHEMICAL DEPENDENCY5

In-patient (30-days per calendar year) 30% ($250 max per day) 50% ($250 max per day) 50% ($250 max per day)

OTHER

Chiropractic

Acupuncture

$30 (12 visits per year)

Not Covered

Not covered

Not Covered

$40 (12 visits per year)

Not Covered

Not covered

Not Covered

Diabetic equipment

Durable medical equip(DME)5

$30

30%

50%

50%

50%

50%

50%

50%

    DME calendar year max $1,000 per year combined $1,000 per year combined

Vision exam $30 (through age 16) Not covered $40 (through age 16) Not covered

 Not available to firms with 1 or 2 enrollees in medical
1   Subject to restrictions and limitations; contact your Benefits Consultant for plan benefits & rates
2   Out-of network based on a Limited Fee Schedule (LFS), enrollee is responsible for excess of covered services
3   Two family members must satisfy their individual OOPM to satisfy the family OOPM
4   Includes annual preventive physical, newborn & well-child care, well-woman exams, preventive lab & x-ray services.
5   These services require prior certification. If prior certification is not acquired benefits are reduced to 50%. In addition for uncertified Chemical Dependency, a $50 deductible is required for each Out-patient  

    visit and a $250 deductible for In-patient.
6   This deductible is only required for the first in-patient hospital, skilled nursing facility admission, outpatient surgery & first surgery each calendar year. This is in addition to the plan year deductible and          

    applies even after the OOPM has been met.
This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan descriptions. Health

Net’s Evidence of Coverage for these Plans may be requested from your administrator.

HEALTH NET PPO                           THESE PLANS ARE NOT AVAILABLE TO FIRMS WITH 1 OR 2 MEDICAL ENROLLEES

PLAN COMPARISONS (NON-GRANDFATHERED)                  These plans are available to out-of-state employees1
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1   Subject to restrictions and limitations; contact your Benefits Consultant for plan benefits & rates
2   Out-of network based on a Limited Fee Schedule (LFS), enrollee is responsible for excess of covered services
3   The entire family deductible must be met before copayments apply for individual family members ( Aggregate Deductible).
4   When the covered persons have collectively paid the amount equal to the Family Out of Pocket Max (OOPM), the OOPM will be considered to have been met for the entire family.
5   Includes annual preventive physical, newborn & well-child care, well-woman exams, preventive lab & x-ray services.
6   These services require prior certification. If prior certification is not acquired benefits are reduced to 50%. In addition for uncertified Chemical Dependency, a $50 penalty is required for each Out-patient       

    visit and a $250 penalty for In-patient.
7 An additional $100 deductible must be met when an OON Physiciaion writes the RX, or if it is filled at a non-participating pharmacy.
8   This deductible is only required for the first in-patient hospital, skilled nursing facility admission, outpatient surgery & first surgery each calendar year. This is in addition to the plan year deductible and         

    applies even after the OOPM has been met.
This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan descriptions. Health
Net’s Evidence of Coverage for these Plans may be requested from your administrator.

CALENDAR YEAR

BENEFITS

HSA COMPATIBLE

VALUE HSA 4500
IN-NETWORK OUT-OF-NETWORK (LFS)2

LIFETIME MAXIMUM No Maximum

ANNUAL DEDUCTIBLE (calendar year)3      
(All charges subject to the deductible unless noted)

$4,500 individual / $9,000 family

PRESCRIPTION DRUG DEDUCTIBLE7

    (calendar year)
Subject to annual deductible

ANNUAL OUT-OF-POCKET MAXIMUM4

    (calendar year / includes deductible)
$5,950 individual / $11,900 family $10,000 individual / $20,000 family

IN THE MEDICAL OFFICE

Office visit

Preventive Care Services5

Maternity/prenatal care

Allergy injections / serum

$40 (subject to deductible)

$0 (deductible waived)

50%

$40 / 50%

50%

Not covered

50%

50% / 50% 

Physical, speech, occupational, and                 

    rehabilitation therapy

50% 50%

12 visits per year combined

Lab & imaging6 50% 50%

EMERGENCY ROOM

Professional services $40

Emergency facility $100 copay (waived if admitted) + 50%

Urgent care center $50 copay (waived if admitted) + 50%

Ambulance6 $50 copay + 50% $50 copay + 50%

PRESCRIPTION DRUGS7 Subject to annual deductible

MEDICARE D Non-Creditable

Level I (30 day supply)

Level II (30 day supply)

Level III (30 day supply)

Mail-In-Service (90 days)

$15

$30

$50

2 co-pays

50%

50%

50%

Not covered

HOSPITAL CARE $500 deductible per year combined8

In-patient

    Professional services

    Facility charges

50%

50%

50% 

50% ($600 max per day)

Out-patient Surgery $250 deductible per year combined8

    Out-patient surgery 50% 50%

    Facility charges (other than surgery) 50% 50%

Skilled nursing facility $500 deductible per year combined8

50% ($250 max per day) 50% ($250 max per day)

60 days per year combined

NONSEVERE MENTAL HEALTH6

Out-patient (30 visits per year combined) 50% ($25 per visit max) 50% ($25 per visit max)

In-patient (30 days per year combined) 50% ($250 max per day) 50% ($250 max per day)

CHEMICAL DEPENDENCY

    In-patient (acute care detox)6 50% ($250 max per day) 50% ($250 max per day)

30 days per year combined

OTHER (12 visits per year combined In/OON)

Chiropractic

Acupuncture

$40 (12 visits per year)

50% ($25 per visit max)

Not covered

50% ($25 per visit max)

Diabetic equipment

Durable medical equip(DME)6

50%

50%

50%

50%

    DME calendar year max $1,000 per year combined

Vision exam (through age 16) $40 Not covered

                                                                                                                                                                                HEALTH NET PPO
These plans are available to out-of-state employees1                             PLAN COMPARISONS (NON-GRANDFATHERED)
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 Not available to firms with less than 6 owners/employees enrolling
*   Reimbursement based on PDP (Preferred Dentist Program) fees

**  Reimbursement based on Reasonable & Customary Charges
1   Subject to a 12 month waiting period, which may be waived with proof of prior GROUP dental coverage.
2   Subject to a 12 month waiting period, which may be waived with proof of prior GROUP orthodontic coverage.

EXCLUSIONS

•   TMJ expenses

•   Services not listed and services begun before the enrollee became covered

•   Cosmetic treatment or treatment to correct congenital defects

•   Initial placement of a denture or fixed bridge which includes the replacement of one or more natural teeth, missing before the enrollee                          

          became covered, unless it also replaces a natural tooth extracted while covered

•   Replacement of a crown within five years and replacement of bridges or dentures within ten years

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be requested from your administrator.

To find a MetLife provider, visit www.metlife.com or call (800) 942-0854.

CALENDAR YEAR
BENEFITS

PREMIER + ORTHO  PREMIER STANDARD

PREFERRED
DENTIST*

ANY
DENTIST**

PREFERRED
DENTIST*

ANY
DENTIST**

PREFERRED
DENTIST*

ANY
DENTIST**

ANNUAL MAXIMUM (calendar year) $2,500 $1,500 $2,500 $1,500 $2,000 $1,000

DEDUCTIBLE (calendar year)

Preventive Services

    Individual / Family

Basic & Major Services

    Individual / Family

Waived

Waived

Waived

$50 / $150

Waived

Waived

Waived

$50 / $150

Waived

$50 / $150

Waived

$50 / $150

PREVENTIVE CARE 

Oral evaluations

Cleanings & X-Rays 

    (every 6 months)

Space maintainers

Emergency pain relief treatment 

Topical fluoride applications 

    (child only)

100% 100% 100% 100% 100% 80%

BASIC CARE

Fillings, extractions, anesthesia

Endodontics, oral surgery                       

Periodontics

Repair of bridges & crowns

Injections of antibiotic drugs

90% 80% 90% 80% 80% 80%

MAJOR CARE

(Subject to a 12 month wait)1

Inlays

Crowns

Bridgework

Dentures

60% 50% 60% 50% 50% 50%

ORTHODONTICS

(Subject to a 12 month wait)2

Lifetime Maximum

Co-Insurance

Deductible

$2,000

50%

$0

$1,500

50%

$0

Not covered Not covered Not covered Not covered

MetLife Dental plans are available on a “stand alone” basis as well as a valuable addition to your firms benefit package. The plans
cover the following services when they are provided by a licensed dentist and when necessary and customary, as determined by the
standards of generally accepted dental practices. This chart identifies the primary covered services.  There are over 132,000 participating
dentists.  If your dentist is not in the network, please consider asking him/her to join.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

DENTAL PLANS                                                                                        100% PARTICIPATION FOR FIRMS OF 1 - 5  OWNERS/EMPLOYEES

METLIFE PREMIER & STANDARD PLANS           75% Participation for Firms of 6 +  Owners/Employees
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* Savings Plus is designed to provide significant savings to its members through its extensive network of providers. Any services received by a Non-Provider 

  will be paid at a set reimbursement schedule. Please refer to the MetLife Employee Benefit Plan booklet for this schedule of fees
1  Subject to a 12 month waiting period, which may be waived with proof of prior GROUP dental coverage

EXCLUSIONS

•  TMJ expenses

•  Services not listed and services begun before the enrollee became covered

•  Cosmetic treatment or treatment to correct congenital defects

•  Initial placement of a denture or fixed bridge which includes the replacement of one or more natural teeth, missing before the enrollee became covered, 

         unless it also replaces a natural tooth extracted while covered

•  Replacement of a crown within five years and replacement of bridges or dentures within ten years

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be requested from your administrator.

MetLife Dental plans are available on a “stand alone” basis. The MetLife Savings Plus plan is designed to provide the features of a PPO at a price
comparable to other lower-cost dental benefit programs. The plan covers a full range of services and provides the greatest value when members
receive services from a participating PDP dentist.  There are over 132,000 participating dentists.  If your dentist is not in the network, please consider
asking him/her to join.

Please call the phone number listed on the front cover of this booklet for rates and additional information.
IMPORTANT: THE SAVINGS PLUS PLAN PROVIDES VERY LIMITED BENEFITS WHEN NOT USING A PREFERRED PROVIDER.

CALENDAR YEAR
BENEFITS

SAVINGS PLUS PLAN

PREFERRED
DENTIST

ANY
DENTIST*

ANNUAL MAXIMUM

    (calendar year)

$1,000 combined

DEDUCTIBLE (calendar year)

Basic & Major Services

    Individual

    Family

$50

$150

$50

$150

PREVENTIVE CARE 

Oral evaluations

Cleanings & X-Rays 

    (every 6 months)

Space maintainers

Emergency pain relief

    treatment 

Topical fluoride applications 

    (child only)

100%

$10 co-pay for cleaning

Paid at a set Non-Provider

reimbursement schedule*

BASIC CARE

Fillings, extractions, 

    anesthesia

Oral surgery

Repair of bridges & crowns

Injections of antibiotic drugs

70% Paid at a set Non-Provider

reimbursement schedule*

MAJOR CARE

(Subject to a 12 month wait)

Inlays, onlays

Crowns

Periodontics

Endodontics

Bridgework

Dentures

40%1 Paid at a set Non-Provider

reimbursement schedule*1

ORTHODONTICS Not covered Not covered

To find a MetLife provider, visit www.metlife.com or call (800) 942-0854.

100% Participation for Firms of 1-5 Owners/Employees                                                                                                DENTAL PLANS
75% Participation for Firms of 6+ Owners/Employees                                                            METLIFE SAVINGS PLUS PLAN
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1 For a complete summary of benefits, please contact your Benefits Consultant.
2 Reimbursement based on PDP (Preferred Dentist Program) fees.
3 Reimbursement based on Reasonable & Customary Charges.  The plan is designed to provide significant savings to its members through its extensive

network of providers.  You will always receive a higher benefit by choosing a dentist in the network.

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be requested from your administrator.

A MetLife Voluntary Dental plan is available to all active full-time owners and employees. The Voluntary plan is designed to provide
the features of a PPO available to individual members when a company does not have a group plan in place.  Because this plan is
available to individual members, there is a 1-year waiting period before having access to both Major Care and Orthodontia regardless
of prior coverage.  The minimum enrollment period is 12 months.  This is an individual plan, paid 100% by the employee through a
payroll deduction.  There are over 132,000 participating dentists.  If your dentist is not in the network, please consider asking him/her
to join.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

CALENDAR YEAR
BENEFITS1

HIGH OPTION VOLUNTARY PLAN

PREFERRED
DENTIST2

ANY
DENTIST3

ANNUAL MAXIMUM

    (calendar year)

$1,000 combined

DEDUCTIBLE (calendar year)

Basic & Major Services

    Individual

    Family

$50

$150

$75

$225

PREVENTIVE CARE 

    Oral Exams and Cleanings

    X-Rays (Full mouth and bitewing)

    Topical fluoride applications 

       (Children to age 14 only)

100% 100%

BASIC CARE

    Fillings

    Periodontal maintenance 

    Palliative Care

    Pulp Capping/Pulpal Therapy

    Space Maintainers

    Sealants

80% 80%

MAJOR CARE

(Second Year Enrolled)

    Endodontics

    Periodontics

    Crowns

    Bridges/Dentures

    Implants

50% 50%

ORTHODONTICS (Child to age 19)

(Second Year Enrolled)

    Lifetime Maximum

    Coinsurance

$1000

50%

$1000

50%

To find a MetLife provider, visit www.metlife.com or call (800) 942-0854.

DENTAL PLANS                                                                                                                                                                                          

METLIFE VOLUNTARY PLAN                                                        100% Employee Paid
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This is only a summary and there may be details not included, the American Specialty Health Evidence of Coverage document supersedes any omissions

or discrepancies in these plan descriptions. American Specialty’s Evidence of Coverage for these Plans may be requested from your administrator.

American Specialty Health was the first “specialized healthcare service plan” in the nation to offer Chiropractic Benefits (1994) and
Acupuncture Benefits (1997). You must use the chiropractic and acupuncture networks in California. There are over  2,200 chiropractic
providers and over 800 acupuncture providers in the network. Coverage is available for firms with 2 or more enrolled owners and
employees. Enrollment must match the medical enrollment including dependents.

Please call the phone number listed on the front cover of this booklet for rates and additional information.
THESE PLANS COVER THE FOLLOWING SERVICES WHEN THEY ARE PROVIDED BY AN ASH PROVIDER.

CALENDAR YEAR

BENEFITS CHIROPRACTIC
CHIROPRACTIC &
ACUPUNCTURE

OFFICE VISITS

Visits per calendar year

No claim forms, no deductibles

No medical referral required

Initial and subsequent 

examinations

Adjunctive therapy

with or without adjustment

(considered as one visit)

$15

20

Covered

Covered

$15

20 combined Chiropractic/Acupuncture

Covered

Covered

CHIROPRACTIC APPLIANCE

Braces & supports

Orthotics

Cervical collars

$50 per calendar year $50 per calendar year

DIAGNOSTIC SERVICES

Radiology

Clinical laboratory

Covered

Covered

Covered

Covered

ASH PROVIDER Obtains authorization for all 

services based on clinical necessity

Obtains authorization for all

services based on clinical necessity

FLEXIBLE CHOICE Service area includes all California counties

Over 2,200 ASH Chiropractic providers

250 Ancillary radiology 

& clinical laboratory providers

ASH provider chosen at point-of-service

& no pre-designation required

Change ASH provider at any time

Service area includes all California counties

Over 2,200 ASH Chiropractic providers

Over 800 ASH Acupuncture providers

250 Ancillary radiology 

& clinical laboratory providers

ASH provider chosen at point-of-service

& no pre-designation required

Change ASH provider at any time

To find an ASH provider, visit www.ashcompanies.com or call  (800) 848-3555.

100% PARTICIPATION IS REQUIRED                                                   CHIROPRACTIC AND ACUPUNCTURE PLANS
Medical enrollment is required.                                                                              AMERICAN SPECIALTY HEALTH PLANS, (ASH)
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This is only a summary and there may be details not included, the Blue View Vision Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. Blue View Vision’s Evidence of Coverage for these Plans may be requested from your administrator.

Blue View Vision, a division of Anthem Blue Cross, has an extensive nationwide network of private practice doctors and retail optical specialists who provide exceptional
care and eyewear to persons covered under this plan. Many locations are open in the evenings and weekends, so it’s easy for you to schedule appointments outside of
your normal work day at LensCrafters, Target Optical, JCPenney Optical, Sears Optical, & most Pearle Vision locations. The plan is designed to encourage you to
maintain your vision through eye exams and to help with vision care expenses for required glasses or contact lenses. 

Blue View Vision is available as a “stand alone” plan with 100% participation or in conjunction with medical plan coverage. If written in conjunction with medical
coverage, the vision enrollment must match the medical enrollment, including dependents, regardless of the medical plan chosen.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

The Voluntary Blue View Vision plan is available for all active full-time owners and employees. The minimum enrollment period is 12 months. The
benefits are the same as the group plan but the rates are higher. This is a voluntary individual plan, paid 100% by the employee through a payroll
deduction.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

BENEFITS CO-PAY FREQUENCY
OUT-OF-NETWORK
REIMBURSEMENT

ROUTINE EYE EXAM $10 Once every 12 months                        Up to $45

LENSES1

Standard Single Vision Lenses, or

Standard Plastic Bifocal Lenses, or

Standard Plastic Trifocal Lenses

Standard Progressive Lenses

Premium Progressive Lenses

$25, then covered in full

$25, then covered in full

$25, then covered in full

$25 + $65

$116 to $128 depending on lens

Once every 12 months

                       Up to $45

                       Up to $65

                       Up to $85

Discounts on progressives are not

available out of network.

1  All lenses include a $25 material co-pay that is applied once per service year toward your lenses or contacts.

FRAME No co-pay applies Once every 24 months                        Up to $47

Frame of your choice covered up to $120. Plus, 20% off any out-of-pocket costs.

CONTACTS

(in lieu of frame and lens benefit)

Non-Elective Contact Lenses, or

Elective Conventional Lenses, or

Elective Disposable Lenses

No co-pay applies

$120; then 15% discount

$120; no additional discount

Once every 12 months

                                

Up to $250

Up to $105

Up to $105

Contacts may be chosen instead of prescription glasses. An allowance of $120 will be provided towards the cost of your contact lens.  Fitting, evaluation,

materials and two follow-up visits are $55.  Premium contact lenses have a fitting benefit of a 10% discount. Any costs exceeding the allowance are the

responsibility of the patient.

Contact lens frequency is the same as lenses. Under this plan, if you choose, you will be eligible for a frame 24 months after the last date of obtaining contacts.

EXTRA EYEGLASSES

CONVENTIONAL CONTACT LENSES

EYEWEAR ACCESSORIES

Includes certain non-prescription sunglasses, lens cleaning supplies, 

contact lens solutions, eyeglass cases, etc.

40% off retail

15% off retail (applied to materials only)

20% off retail

LENSES FOR CHILDREN UNDER THE AGE OF 19

In addition to the standard lens allowance, Blue View Vision covers polycarbonate lenses for children under the age of 19. 

Polycarbonate lenses are now becoming the industry standard for children due to safety reasons.  “Transitions” lenses are also included for children under 19.

SERVICES FROM A BLUE VIEW NETWORK DOCTOR OR RETAIL SPECIALIST

Blue View Vision offers you additional savings of up to 40% on extra eyewear, certain non-prescription sunglasses and other popular accessories. There is no limit

to the number of purchases you can make using this great savings opportunity - even after you’ve exhausted your covered vision benefits.

LASER VISION CORRECTION SURGERY

Blue View members pay a discounted amount per eye for LASIK Vision correction.  For more information, go to SpecialOffers at anthem.com and select vision care.

To find a Blue View Vision provider, visit www.anthem.com/ca/ or call (866) 723-0515.

VISION PLAN                                                                                                    100% PARTICIPATION AS A “STAND ALONE” PLAN OR

BLUE VIEW VISION                                                                                                                    Vision Enrollment matches Medical

VOLUNTARY VISION PLAN                                                                                                                                         

BLUE VIEW VISION                                                                                                                                           100% Employee Paid
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*From last date of service

This is only a summary and there may be details not included, the Vision Service Plan Evidence of Coverage document supersedes any omissions

or discrepancies in these plan descriptions. Vision Service Plan’s Evidence of Coverage for these Plans may be requested from your administrator.

Vision Service Plan has an extensive nationwide network of private practice doctors who provide exceptional care and eyewear to
persons covered under this plan. The plan is designed to encourage you to maintain your vision through eye exams and to help with
vision care expenses for required glasses or contact lenses. Once enrolled, VSP has an exceptional interactive website to help enrollees
determine when and if they are eligible for benefits. 

VSP coverage is available as a “stand alone” plan with 100% participation or in conjunction with medical plan coverage. If written
in conjunction with medical coverage, the vision enrollment must match the medical enrollment, including dependents, regardless of
the medical plan chosen.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

LENSES FOR CHILDREN UNDER THE AGE OF 18

In addition to the standard lens allowance, VSP covers polycarbonate lenses for children under the age of 18. 

Polycarbonate lenses are now becoming the industry standard for children due to safety reasons.

SERVICES FROM A VSP NETWORK DOCTOR

When you select a doctor from the VSP network, members will receive a 20 percent discount on additional pairs of prescription and 

non-prescription glasses, including sunglasses.

To find a VSP provider, visit www.vsp.com or call (800) 877-7195.

100% PARTICIPATION AS A “STAND ALONE” PLAN OR                                                                                                               VISION PLAN
Vision Enrollment matches Medical                                                                                     VISION SERVICE PLAN (VSP)

BENEFITS CO-PAY FREQUENCY
NON-VSP DOCTOR
REIMBURSEMENT

ROUTINE EYE EXAM $10 Once every 12 months *                        Up to $45

LENSES1

Single Vision Lenses

Lined Bifocal Lenses

Lined Trifocal Lenses

$25 Once every 12 months *

                       Up to $45

                       Up to $65

                       Up to $85

                               

1   The $25 copay is a one-time per period materials (lenses and frame) copay. (12 mo. from the date of last service).

FRAME No co-pay applies Once every 24 months *                        Up to $47

Frame of your choice covered up to $120. Plus, 20% off the amount exceeding their retail costs

CONTACTS

(in lieu of frame and lens benefit)

No co-pay applies Once every 12 months *                        Up to $105

Contacts may be chosen instead of prescription glasses. An allowance of $120 will be provided towards the cost of your contact lens fitting, evaluation and

materials. Any costs exceeding the allowance are the responsibility of the patient.

Contact lens frequency is the same as lenses.



PLAN I
All Owners

& Employees

PLAN II
All Owners

& Employees

PLAN III
All Owners

& Employees

PLAN IV
All Owners

& Employees2

PLAN V
Scheduled1, 2

BENEFIT LEVEL $  5,000 $  10,000 $  25,000 $  50,000 $  10,000

$  25,000

$  50,000

1  “Scheduled” allows for different amounts based on position, title, salary or other non-discriminatory elections. When offering the scheduled plan, at least one

  owner/employee must be in each of the three levels
2  Only available for member firms with 6 or more enrolled owners/employees
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MetLife Insurance Company provides a basic term life and AD&D plan that is available as a “stand alone” plan or in conjunction with
health plan coverage. Insured participants must be actively at work to participate in the plan.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or discrepancies in
these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be requested from your administrator.

BASIC LIFE                                                                          100% PARTICIPATION REQUIRED

METLIFE GROUP LIFE AND AD&D PLANS                                   100% Employer Paid

BENEFITS
LIFE BENEFIT Payable to the beneficiary named by the insured. If multiple beneficiaries are named, benefit will be paid in equal shares to

all. The insured may change the beneficiary at any time by providing written notice.

AGE REDUCTION

ADEA graded age

reductions apply for

insureds over age 65

Age

65-69

70-74

75-79

% of pre-age 65 benefit paid

60% 

35% 

25% 

Age

80-84

85-89

90 +

% of pre-age 65 benefit paid

15%

10%

5%

12-MONTH CONTINUANCE Allows a Policyholder to elect to continue insurance with continued premium payments for up to 12 months for employees

who cease Active Work due to disability.

CONVERSION PRIVILEGE Within 31 days upon termination of employment, an insured may convert this coverage, without a medical examination, to

any Individual Life insurance policy offered by MetLife Insurance Company.

ACCIDENTAL DEATH &

DISMEMBERMENT

(AD&D)

Benefits are payable for a loss due to occupational or non-occupational accident, within 12 months of the accident, as

follows:

One-half the full benefit amount for loss of one hand,

one foot, or sight of one eye.

Full benefit amount for loss of any combination of

hands, feet, eye sight or the loss of life.

AD&D COMMON 

CARRIER BENEFIT

This benefit covers accidental loss of life due to riding in a public conveyance as a fare-paying passenger.

This benefit pays an additional 100% of the face amount.

AD&D EXCLUSIONS AD&D benefits are not payable for loss resulting from:

   Medical, surgical or dental treatment

 Poisons, drugs, medicines, sedatives or gas

 Air travel as crew or for training & military

 War, riot or military service

 Disease or illness

 Driving while intoxicated

 Commission of a crime

 Intentionally self-inflicted             
    injury while sane or insane
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1 Dependent children are eligible if they are between the ages of 15 days and 25 years. However, children must be attending an accredited college or university on a  
 full-time basis from ages 21 - 25 and be wholly dependent on the owner/employee for support in order to remain eligible for this coverage.

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or discrepancies in
these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be requested from your administrator.

The Optional Group Term Life Insurance Plan is available for all active full-time owners and active full-time employees, under the
age of 70, working 20 hours or more per week. Coverage is also available to the spouse and dependent children of an approved and
covered owner/employee. This coverage is subject to medical underwriting and is a 100% employee paid benefit.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

BENEFITS

LIFE BENEFIT
Payable to the beneficiary named by the insured. If multiple beneficiaries are named,

benefit will be paid in equal shares to all. The insured may change the beneficiary at

any time by providing written notice.

EMPLOYEE
An owner/employee may apply for insurance in $ 10,000 units up to a maximum of

$ 300,000 not to exceed 5 times the owner/employee’s basic annual earnings. When

Optional Life is approved, the applicant is automatically enrolled in Optional

Accidental Death and Dismemberment (AD&D) benefits equal to the amount of

Optional Life benefits elected.

SPOUSE
An owner/employee’s spouse may apply for insurance in $ 10,000 units up to a

maximum of $ 100,000 not to exceed 50% of the owner/employee’s approved

coverage amount. When Optional Life is approved, an owner/employee’s spouse is

automatically enrolled in Dependent Accidental Death and Dismemberment (AD&D)

benefits equal to the amount of Dependent Life benefits elected. The owner/employee

must be insured in order for the spouse to be eligible for coverage. Insurance benefits

will terminate at age 70.

CHILDREN1

Dependent children can be insured for $ 2,500 units up to a maximum of $ 10,000.

When Optional Life is approved, a dependent child is automatically enrolled in

Dependent Accidental Death (AD&D) benefits equal to the amount of Dependent Life

benefits elected. The owner/employee must be insured in order for dependent

children to be eligible for coverage. Insurance benefits will terminate at age 19, when

the dependent is no longer an eligible student, or reaches a maximum age of 26.

EVIDENCE OF 

INSURABILITY

REQUIREMENTS

An owner/employee must complete the Medical Questionnaire on all amounts. If the

response is “yes” to any of the questions or if this is not the Initial Offering of optional

life coverage by the company to the owners/employees, MetLife requires a full

statement of health approval before coverage can take effect. An owner/employee’s

spouse must submit a Statement of Health form to MetLife, and MetLife must approve

it before a spouse can be covered.

CONVERSION PRIVILEGE

(PORTABILITY) Should your employment terminate for any reason, you can continue your optional

life insurance coverage without a medical examination. Competitive rates apply,

but the premium may differ. MetLife will bill you directly.

EXCLUSIONS
Suicide is excluded during the first two years of coverage.

SUBJECT TO MEDICAL UNDERWRITING                                                                                                          OPTIONAL LIFE
100% Employee Paid                                   METLIFE OPTIONAL TERM LIFE AND AD&D PLAN
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CAL-COBRA - The Continuation of Benefits Replacement Act is a  California
state law that allows employees and/or dependents, who were covered under a
group health plan to continue their health coverage (at their own expense) when
they lose that coverage under certain circumstances. Cal-COBRA applies to
employers with 2 to 19 employees more than 50% of the prior calendar year.

CALENDAR YEAR - Insurance carrier contracts calculate deductibles and
out-of-pocket maximums on a calendar year basis, January 1 - December 31.

CARRIER - An insurance risk taker such as MetLife, or a Health Maintenance
Organization (HMO) such as Kaiser Permanente and Health Net. The carriers
insure the programs offered under the plan.

COBRA - The Consolidated Omnibus Budget Reconciliation Act of 1985, as
amended, a federal law that allows employees and/or dependents, who were
covered under a group health plan to continue their health coverage (at their own
expense) when they lose that coverage under certain circumstances; for example,
when they leave their jobs, either voluntarily or involuntarily. COBRA applies to
employers with 20 or more employees more than 50% of the prior calendar year.

CO-INSURANCE - Generally, the amount shared by the insured and the insurer.
For example, PPO (70%) / Non-PPO (50%), the carrier pays 70% and the insured
(each individual) pays 30% for in-network PPO-covered services; and the carrier
pays 50% and the insured pays 50% for out-of-network PPO-covered services
plus the excess of covered expenses exceeding the Customary and Reasonable or
Limited Fee Schedule.  This is calculated on a calendar year basis. Refer to the
applicable Evidence of Coverage for further explanation.

CO-PAYMENTS - Generally, the amount the insured must pay for medical
services, such as doctor visits, prescription drugs and hospitalization. Usually
stated in dollars: i.e., a $20 office visit co-pay or a $20 prescription co-pay. Refer
to the applicable Evidence of Coverage for further explanation.

CONTRACT YEAR - The 2011 NBBE contract period will be from April 1 -
December 31, 2011.  This contract period accommodates the NBBE program
having future contracts coinciding with the calendar year renewals for deductibles
and co-insurance.

DEDUCTIBLE - Generally, the amount the insured must pay for services before
benefits are payable under a particular program or specific benefits. This is
calculated on a calendar year basis. Refer to the applicable Evidence of Coverage
for further explanation.

DEPENDENT - Eligible dependents include a legally married spouse,
domestic partner, and unmarried children up to age 26.  If a child under the
age of 26 previously aged out, he/she may re-enroll effective April 1 under
the PPACA law.

ENROLLEE - The eligible owner or employee who enrolls in the plan, also
referred to as “subscriber” or “member”.

ERISA - The Employee Retirement Income Security Act of 1974, as amended.

EVIDENCE OF COVERAGE (EOC) - The member booklet prepared by the
carrier of a particular program that describes the benefits, limitations, restrictions
and other terms and conditions of coverage under the plan. Please call your carrier
or your plan administrator to receive an EOC as they are not sent automatically.

EXPERIENCE RATING - A projection of future losses by a carrier using the
firm’s past claims history. Each firm’s experience rate directly impacts the amount
of premium the firm will be charged.

GRANDFATHERED PLANS - All group health plans are required to provide
coverage for preventative services as defined in the new law, and are prohibited
from imposing cost-sharing requirements on such items or services. 

HEALTHNET’S SILVER NETWORK - The Silver Network is a select subset
of the regular HMO network to include the most cost-efficient providers.  It is
available in all or parts of Kern, Los Angeles, Orange, Riverside, San Bernardino,
San Diego, San Francisco, Santa Clara, Stanislaus and Ventura counties.

HSA (HEALTH SAVINGS ACCOUNT) - Individually owned savings account
used to pay for qualified health care costs on a tax-preferred (FICA or FUDA)
basis. Employee must be enrolled in an HSA-compatible insurance plan.

LAYOFF - Group coverage may not continue when an employee is laid off and
no longer “Actively at Work”. See “Layoff” under Enrollee Requirements or call
your plan administrator for details.

LEAVE OF ABSENCE - Sponsored carriers’ policies will be administered for:
FMLA, non-workers comp related disability, military leave and workers comp
leave. Other scenarios may be considered.

MEMBER FIRM - A member in good standing of the Exchange or Association.

MEMBERSHIP ACTIVATION DATE - The date that the
Exchange/Association allows full membership rights. This is the date used to
begin the applicable waiting period before becoming eligible to join the Health
Program if that membership category qualifies for Health plan participation.

MENTAL HEALTH PARITY and ADDICTION EQUITY ACT (2008) -
When purchasing or renewing health plans, MHPAEA requires employers,
averaging 51+ employees during the prior calendar year, to include mental health
and substance use disorder benefit terms and conditions in the plans that are equal
to or better than the benefit terms and conditions for other health care and surgery
services.

NBBE - North Bay Builders Exchanges, Inc., a group of Exchanges and
Associations gathered together to offer this employee benefit program.

NON-GRANDFATHERED PLANS - Plans in existence on March 23, 2010 may
be grandfathered from complying with certain requirements,
such as preventative care services.

OPEN ENROLLMENT - An annual “sign-up” period during which eligible
employees, along with dependents, can enroll in a group health program offered
by their employer. In addition, employees already participating are allowed to
change carriers or enroll dependents not previously covered. Our 2011 Open
Enrollment is held during the month of February with an effective date of April
1, 2011.  Open Enrollment will change to be the months of November/December
with a January 1 effective date going forward in 2012.

OUT-OF-NETWORK (OON) - Medical providers who are NOT contracted with
a particular carrier. Usage results in greater out-of-pocket costs to the insured.
Additional limitations, terms and conditions of coverage may apply. Refer to the
applicable Evidence of Coverage for further explanation.

OUT-OF-POCKET MAXIMUM (OOP) - Limit on expenses borne by the
insured. Limitations and restrictions, especially with out-of-network providers,
makes this limit very difficult to determine. This is calculated on a calendar year
basis. Check carrier’s “Evidence of Coverage” booklet.

PLAN YEAR - The NBBE contract year with all carriers for benefits and rates.
This plan period is from April 1 to December 31, 2011.  It will change as of
January 1, 2012 to run from January 1 to December 31 each year after to coincide
with the carrier’s benefit year.

QUALIFYING EVENT - Life events defined by law that allow employees to
add or change coverage. See section under “Employer’s Statement” on the group’s
Participation Agreement at www.qaim.com.

REHIRE - Employees who are not on payroll for a period longer than 90 days
will require re-enrollment by meeting stated waiting period. 

TIER(S) - Insurance carrier pricing methodologies using number of enrollments
and percentages to manage utilization experience.

WAITING PERIOD - The length of full time continuous employment required
by a participating employer (as set forth in that Employer’s Participation
Agreement) in order for an employee who otherwise meets the eligibility
requirements to obtain coverage.

GLOSSARY OF TERMS



 
 

 
 

 

 
 
 
 

North Coast Builders Exchange 
 
 

Additional Member Services 
A Weekly Building News Newspaper 

Advertising Opportunities 
On-Site & Electronic Plan Rooms 
Daily Job & Addendum Updates 

Overnight Plan Check Out 
Educational Seminars 

Reference Library 
Industry Forms & Publications 

Plan Copier Service 
Conference Space Available 

Scholarship Program 
Social Networking Events 

Safety Services 
 
 
 

Additional Group Programs 
NCBE Workers’ Comp Group Program  

Provided by State Compensation Insurance Fund 
 

Group Legal Program 
Provided by Shapiro, Galvin, Shapiro & Moran 

 
Project Up-Date Plus 
Provided by Project Data 

 
 

 
Please visit us online at www.ncbeonline.com. 

 
 



Freedom of Choice
Employer may choose a selection of plans based upon group size and carrier
participation requirements.

Single Billing
One monthly bill for all plans selected.

Stand Alone Products
All plans are offered on a “stand alone” basis except chiropractic/acupuncture.

Guaranteed Issue and Guaranteed Rates
Initial rates are guaranteed from April 1, 2011 through December 31, 2011. Medical
rates for new and existing member firms enrolling 6 or more employees are
determined by carrier underwriting. Optional Life Insurance is underwritten by
MetLife.

Extensive Doctor, Hospital and Medical Provider Listings
Three HMO networks and one PPO network offer an extensive selection of providers.

Dedicated Service
Your Plan Administrator, Q&A Insurance Marketing and Carrier special service teams
provide the ultimate customer service.

Your Dedicated Benefits Consultant will assist current and prospective
members at your place of business, at the Exchange/Association, by
appointment or by phone. We can assist your firm in the following areas:
       •  Auditing, review and analysis of your insurance plans
       •  Development of long range plans and objectives
       •  Enrollment and claims assistance

Prepared by
Q&A Insurance Marketing, Inc.
(800) 585-2392  •  Lic # 0B17048  •  www.qaim.com

North Coast Builders Exchange: (707) 542-9502
Kelly Ann Doherty McBride, Insurance Marketing Director and Benefits Consultant:
(707) 542-9502  •  Email: kelly@ncbeonline.com




