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Information about Medicare  

If you and/or your dependents have Medicare or will become eligible  

for Medicare in the next 12 months, a Federal law gives you more  

choices about your prescription drug coverage.  Please see the attached Cred-

itable Coverage Notice for details. 
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The 2020 Guide will give you an overview of the medical benefit plans we sponsor and the cost to participate 

in the plans.   After reviewing the Benefit Guide, you will need to make decisions about the plan you elect.  

What You Need to Do 

Open Enrollment 

During this period you may add, drop, or modify coverage. You will be locked into the plan selections from 

January 1, 2020 through December 31, 2020 unless there is a qualifying event (marriage, divorce, birth, adop-

tion or change in custody of a child, death of a dependent, change in employment status).  

New Hires 

You are eligible for coverage under the Plan on your first day of employment if you are a full-time employee. 

Eligible Employees 

For specific eligibility details, refer to your bargaining unit contract 

Eligible Dependents 

As you become eligible for benefits, so do your eligible dependents.  In general, eligible dependents include 

your legal spouse and children, including natural, adopted, stepchildren, guardianship or children covered under 

a Qualified Medical Child Support Order, until the end of the calendar year in which they attain age 26.  If your 

child is mentally or physically disabled or a full-time student, coverage may continue beyond age 26 once prop-

er documentation is provided.   

This definition will apply to all plans unless the specific insurance carrier or plan definition is more restrictive.  

In that case, the insurance carrier or plan definition will apply to that specific individual benefit. 

Eligibility  

Benefit Enrollment 

Medicaid Expansion  

Medicaid provides health coverage for low income individuals including children, pregnant women, parents of eligible 

children, people with disabilities and the elderly needing nursing home care.  The eligibility rules are different for each state.   

Health care reform expands the Medicaid program to include individuals between the ages of 19 to 65 (parents, and adults 

without dependent children) with incomes up to 138% the Federal Poverty Level.  This is important because people who 

were not previously eligible for Medicaid may now be eligible under the expansion.   

Michigan passed the Medicaid expansion in early 2014.  Depending on your household income you may be better off 

enrolling in Medicaid rather than our medical plan.  To see if your household qualifies for Medicaid, please visit: 

 https://www.healthcare.gov - Find information about all aspects of the Affordable Care act, including links to state 

websites and coverage applications.  

 www.healthcare.gov/do-i-qualify-for-medicaid/ - For information on Medicaid eligibility. 

 https://www.medicaid.gov/ - For more information on Medicaid. 

https://www.healthcare.gov
http://www.healthcare.gov/do-i-qualify-for-medicaid/
https://www.medicaid.gov/
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We sponsor a program that allows you to pay for certain benefits using pre-tax dollars.  With this program, con-

tributions are deducted from your paycheck before federal, state, and Social Security taxes are withheld.  As a 

result, you reduce your taxable income and take home more money.  How much you save in taxes will vary de-

pending on where you live and on your own personal tax situation.  

These programs are regulated by the Internal Revenue Service (IRS).  The IRS requires you to make your pre-tax 

elections before the start of the plan year (January 1—December 31).  The IRS permits you to change your pre-

tax contribution amount mid-year only if you have a change in status, which includes the following:  

 Birth, placement for adoption, or adoption of a child, or being subject to a Qualified Medical Child Support Order 

which orders you to provide medical coverage for a child.  

 Marriage, legal separation, annulment, or divorce. 

 Death of a dependent. 

 A change in employment status that affects eligibility under the plan.  

 A change in election that is on account of, and corresponds with, a change made under another  

employer plan.  

 A dependent satisfying, or ceasing to satisfy, eligibility requirements under the health care plan. 

 Electing coverage under your state’s Marketplace (also known as the Exchange) during annual enrollment or as a 

result of a special enrollment. 

The change you make must be consistent with the change in status.  For example, if you get married, you may 

add your new spouse to your coverage.  If your spouse’s employment terminates and he/she loses employer-

sponsored coverage, you may elect coverage for yourself and your spouse under our program.  However, the 

change must be requested within 30 days of the change in status.  If you do not notify the Benefits Department 

within 30 days, you must wait until the next annual enrollment period to make a change. 

These rules relate to the program allowing you to pay for certain benefits using pre-tax dollars.  Please review 

the medical booklet and other vendor documents for information about when those programs allow you to add 

or drop coverage, add or drop dependents, and make other changes to your benefit coverage, as the rules for 

those programs may differ from the pre-tax program. 

Making Mid-Year Changes 
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Farmington Public Schools offers the following medical plan options: 

 Blue Cross Blue Shield of Michigan — PPO  

 Blue Cross Blue Shield of Michigan — PPO Consumer Driven Health Plan (CDHP) with a Health 

Savings Account (HSA) 

 Blue Care Network — HMO 

 Blue Care Network — HMO Consumer Driven Health Plan (CDHP) with a Health Savings Account  

(HSA) 

 Opt-Out 

The Blue Cross Blue Shield of Michigan and Blue Care Network medical plans are “self-funded”.  This means 

that each medical claim is paid directly by Farmington Public Schools instead of an insurance company.  Blue 

Cross Blue Shield of Michigan (BCBSM) and Blue Care Network (BCN) are paid to manage the administration 

of the plan and your claims. 

By self-funding, Farmington assumes a managed/capped financial risk, but in turn is able to adjust contributions 

and rates according to plan usage.  Therefore, the more favorable our usage is, the more money available to 

keep cost increases to a minimum for our employees.    

About Your Plans 

“PPO” stands for Preferred Provider Organization.  As a BCBSM PPO member, you have access to the 

worldwide network of BCBSM PPO providers.  To find BCBSM PPO providers, visit  www.bcbsm.com. 

You don’t need to choose a Primary Care Physician with a PPO—you can see any provider you want 

to see, even a specialist.  There ’s a lot of freedom with PPO plans.  You can see non-PPO providers, 

but your benefits will be reduced and you’ll pay more out-of-pocket.  

“HMO” stands for Health Maintenance Organization.  Blue Care Network (BCN) HMO is the largest 

HMO provider network in the state of Michigan with many primary care physicians and specialists to 

choose from and most of Michigan’s leading hospitals.  To find a BCN provider, visit www.bcbsm.com. 

When you enroll, you and each person in your family choose a Primary Care Physician, or “PCP”.  The 

PCP is the doctor you see for all of your care.  If you need a specialist, need lab or x -ray work, or 

have to be admitted to the hospital, your PCP will handle it all.  Remember that the first step to 

getting care is to call your PCP.  

If you and your dependents are covered under another group medical and prescription drug plan, you 

may be eligible for the Opt-Out. This taxable bonus is paid annually during the month of December in 

lieu of medical and prescription drug coverage.  You may choose to redirect your cash in lieu amount 

to your TSA account instead of receiving the taxable cash bonus in December.  To be eligible to 

receive this bonus, you must complete the attestation acknowledgement on the Benefit Election Form.   

Medical Plans 

http://www.mibcn.com
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HMO vs. PPO 
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 Medical Plans 
Consumer Driven Health Plans (PPO or HMO) with a Health Savings 

Account 

The Consumer Driven Health Plan (CDHP) works much like our other PPO and HMO Plans.  A 

consumer driven health plan pairs a high-deductible, lower premium health plan with a tax-free Health 

Savings Account (HSA) that reimburses you for current and future medical expenses.  All services, 

including prescriptions and office visits are subject to the annual deductible with the exception of certain 

preventive care services.  Preventive care services are covered at 100% with no deductible when per-

formed by a in-network provider. 

HealthEquity® is the administrator of the Health Savings Account (HSA) with the BCBSM and BCN 

CDHP.  An HSA is an interest bearing account that enables you to pay for current health care expenses 

with tax-free money (such as deductible and coinsurance) or to save for future health care expenses.  It is 

designed to follow you into retirement.  Therefore, money rolls over year after year and earns interest.   

It’s important to note that the annual deductible under the CDHP works differently than the PPO or 

HMO Plans.  Under the CDHP two person or family coverage, benefits for an individual will be payable 

only when the FULL family CDHP deductible has been met.  That means that services for an individual 

are not covered after they have satisfied the individual deductible as they are under the other PPO or 

HMO plans. 

 

How the High Deductible Health Plan Works 

 

 

 

 

 

 

 

 

 

 

1.  The plan provides preventive care at no cost when you 

use an in-network provider. 

2.  You pay the discounted cost for covered services up to 

the annual deductible.  You can use the money in your HSA 

to satisfy the deductible. 

3.  Once you meet the annual deductible, the plan covers 

100% percent of your in-network medical services. You begin 

paying your fixed dollar copays for prescription drugs. 

 

Copays 

 
Annual 

Deductible 

 
Preventive 

4.  You pay the applicable copays until you reach the annual 

out-of-pocket maximums for the year.  Then the plan pays 

100% for covered medical and prescription drugs.  You pay 

nothing. 

Out-of-Pocket 
Maximums 

Health Savings 

Account (HSA) 

A tax advantaged savings 

account that you can 

use to meet your 

deductible, pay copays, 

and reach your out-of-

pocket maximum.  Or 

you can save it for 

future health expenses. 

For more info on HSA, go to www.healthequity.com or direct to the IRS webite for Publication 969 
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 Medical Plans 
Health Savings Account 

 Health Savings Accounts (HSA) are available 

to employees enrolled in the Consumer Driv-
en Health Plan (CDHP).  To be eligible to con-
tribute to an HSA, you cannot be covered by 
another health plan.  This includes a Flexible 

Spending Account, Medicare or any health 
plan that does not qualify as a “consumer 
driven health plan”.  You must not have re-

ceived VA benefits for non-service related 
care, or non-preventive Indian Health Ser-

vices at any time over the past three 

months.  Lastly, you cannot be claimed as a 

tax dependent by anyone else. 

 You can use the money in your HSA to pay 

for medical expenses for yourself, your 
spouse and tax dependents even if they are 

not covered under the CDHP.  With an HSA, 
you do not have to submit a claim with re-

ceipts.  Instead, you simply request a reim-
bursement (just like a bank account) or use 

the debit card to pay for medical expenses. 

 The maximum annual contributions for 

2020 are $3,550 for single coverage and 

$7,100 for family coverage. 

 Individuals age 55 or older (and not enrolled 

in Medicare) may contribute an additional 
amount referred to as a catch-up contribu-

tion.  The maximum annual catch-up contribution is $1,000. 

Prorated HSA Contributions for Mid-Year Changes and Enrollments 

If you are covered by a HDHP for only part of the 2020 calendar year, your contribution limits are prorated ac-

cording to the number of months you are covered by a CDHP on the first day of the month. 

If you are new in a HDHP and your first day in the CDHP is other than January 1, 2020 the IRS still allows you to 
contribute up to the annual maximum contribution for that year.   

However, you must still be covered under the CDHP on December 1st of that same calendar year (2020), as 

well as all 12 months of the following calendar year—2021. 

If you are not enrolled the entire 2020 calendar year, the IRS makes you pay tax on the extra contributions you 
made based upon the months you weren't enrolled in the CDHP, plus a 10% penalty on those excess contribu-
tions. 

Top Reasons to Enroll in an HSA 

 HSAs triple your savings.  

 Contributions are not taxed;  

 Your earnings and growth are not 

taxed; and,  

 Reimbursements to pay for  

medical care are tax free too. 

 The money in your account is accessible.  You 

will receive a debit card, and by swiping the 

card at your doctor’s office or pharmacy, 

you withdraw money from your account. Or 

you can request a disbursement from your 

HSA.  

 There’s no “use it or lose it” rule.  HSAs are 

designed to follow you into retirement.  

Therefore, the money rolls over year after 

year.  

 Like your 401(k), HSAs grow with time. You 

earn interest on the money in your HSA, and 

better yet, can invest amounts over $2,000 in 

mutual funds. 

 You own it. You control it.  No matter where 

you go or what you do, you can take your HSA 

with you. 
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PPO & CDHP Comparison 

**Coinsurance is the percentage of the approved amount you must pay for eligible services once you have met your deductible.   

*Indicates the deductible applies. 

 BCBSM-PPO  BCBSM-CDHP PPO  

 Network Non-Network Network Non-Network 

Calendar Year Deductibles, Coinsurance and Maximums 

Deductible 

No fourth quarter carryover 

provision  

$750 single 

$1,500 family  

$1,500 single 

$3,000 family  

$1,400 single 

$2,800 family 

$2,800 single 

$5,600 family 

The full family deductible must be met under a two-

person or family contract before benefits are paid. 

Coinsurance 80% coverage 60% coverage 100% coverage 80% coverage 

Annual Coinsurance  

Maximum 

$2,000 single 

$4,000 family 

$4,000 single 

$8,000 family Not applicable Not applicable 

Annual Out-of-Pocket  

Maximum (deductibles, 

coinsurance & copays) 

$6,350 single 

$12,700 family 

$12,700 single 

$25,400 family 

$6,350 single 

$12,700 family 

$6,350 single 

$12,700 family 

Prescription Drug Copays 

Pharmacy (30-day supply)  

75% coverage after After deductible, 

After deductible,  

75% coverage after, 

     Generic $5 $5 $10 $10 

     Preferred Brand $40 $40 $40 $40 

     Non-Preferred Brand $80 $80 $40 $40 

Mail Order (90-day supply)  

Not covered  

After deductible, 

Not covered  
     Generic $10 $20 

     Preferred Brand $80 $80 

     Non-Preferred Brand $100 $80 

Preventive Services—Limitations Apply 

Health Maintenance  

Exam 
100% coverage, one per 

calendar year 
Not covered 

100% coverage, one per 

calendar year 
Not covered 

Annual Gynecological 

Exam 

100% coverage, one per 

calendar year 
Not covered 

100% coverage, one per 

calendar year 
Not covered 

Pap Smear Screening (lab 

only) 

100% coverage, one per 

calendar year 
Not covered 

100% coverage, one per 

calendar year 
Not covered 

Well-Baby and Child 

Care 

100% coverage, 

limits apply 
Not covered 

100% coverage, 

limits apply 
Not covered 

Immunizations 100% coverage, 

limits apply 
Not covered 

100% coverage, 

limits apply 
Not covered 

Mammography  

Screening  
100% coverage 

60% coverage 

after deductible 
100% coverage 

80% coverage 

after deductible 

One per calendar year One per calendar year 

Physician Office Services 

Primary Care Office  

Visits  
$20 copay 

60% coverage  

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Online Visits 
$20 copay 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Specialist Office Visits 
$20 copay 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Emergency Medical Care 

Hospital Emergency 

Room 

$50 copay, waived if 

admitted or for an acci-

dental injury 

$50 copay, waived if 

admitted or for an acci-

dental injury 

100% coverage 

after deductible 

100% coverage 

after deductible 

Urgent Care Center 
$20 copay 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Ambulance Services 80% coverage 

after deductible 

80% coverage 

after deductible 

100% coverage 

after deductible 

100% coverage 

after deductible 
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 BCBSM-PPO  BCBSM-CDHP PPO  

 Network Non-Network Network Non-Network 

Diagnostic Services 

Diagnostic Tests, Labs & 

X-Rays 
80% coverage 

after deductible 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Maternity Services Provided by Physician 

Pre-Natal Care 
100% coverage 

60% coverage 

after deductible 
100% coverage 

80% coverage 

after deductible 

Post-Natal Care 
100% coverage 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Delivery & Nursery Care 80% coverage 

after deductible 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Hospital Care 

Physician Care, General 

Nursing, Hospital  

Services & Supplies 

80% coverage 

after deductible 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Surgery & Related  

Surgical Services 
80% coverage 

after deductible 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Alternatives to Hospital Care 

Skilled Nursing Care 

(must be participating skilled 

nursing facility)  

80% coverage 

after deductible 

80% coverage 

after deductible 

100% coverage 

after deductible 

100% coverage 

after deductible 

Limited to combined 120 days per calendar year. Limited to combined 120 days per calendar year. 

Hospice Care (limits apply, 

must be participating pro-

gram) 
100% coverage 100% coverage 

100% coverage 

after deductible 

100% coverage 

 after deductible 

Home Health Care (must 

be participating home health 

care agency) 

80% coverage 

after deductible 

80% coverage 

after deductible 

100% coverage 

after deductible 

100% coverage 

after deductible 

Mental Health Care and Substance Abuse Treatment 

Inpatient Mental Health 

& Substance Abuse 
80% coverage 

after deductible 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Outpatient Mental Health 

& Substance Abuse 
80% coverage 

after deductible 

60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Other Services 

Allergy Testing &  

Therapy 
100% coverage 

80% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Chiropractic Spinal  

Manipulation  $20 copay 
60% coverage 

after deductible 

100% coverage 

after deductible 

80% coverage 

after deductible 

Limited to combined 24 visits per calendar year. Limited to combined 24 visits per calendar year. 

Outpatient Physical, 

Speech, Occupational 

Therapy  

80% coverage 

after deductible 

60% coverage 

after deductible 

100% coverage 

 after deductible 

80% coverage 

after deductible 

Limited to combined 60 visits per calendar year. Limited to combined 60 visits per calendar year. 

Durable Medical  

Equipment (participating 

providers only) 

80% coverage 

after deductible 

80% coverage 

after deductible 

100% coverage 

after deductible 

100% coverage 

after deductible 

 
PPO & CDHP Comparison 
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 BCN—HMO BCN—CDHP HMO 

Calendar Year Deductibles, Coinsurance and Maximums  

Deductible  $1,400 single 

$2,800 family 

$500 single 

$1,000 family  

The full family deductible must be met under 

a two-person or family contract. 

Coinsurance 80% coverage 100% coverage 

Annual Coinsurance Maximum $1,000 single 

$2,000 family 
Not applicable 

Annual Out-of-Pocket Maximum 

(deductibles, coinsurance & copays) 
$6,350 single 

$12,700 family 

$6,350 single 

$12,700 family 

Prescription Drug Copays  

Pharmacy (30-day supply)  After deductible, 

     Generic $5 $10 

     Preferred Brand $20 $40 

     Non-Preferred Brand $30 $40 

Mail Order (90-day supply)  After deductible 

     Generic $10 $20 

     Preferred Brand $40 $80 

     Non-Preferred Brand $60 $80 

Preventive Services—Limitations Apply  

Health Maintenance Exam  

(one per calendar year) 
100% coverage 100% coverage 

Annual Gynecological Exam  

(one per calendar year) 
100% coverage 100% coverage 

Pap Smear Screening (lab only)  

(one per calendar year) 
100% coverage 100% coverage 

Well-Baby and Child Care 100% coverage, limits apply 100% coverage, limits apply 

Immunizations 100% coverage, limits apply 100% coverage, limits apply 

Mammography Screening  

(one per calendar year) 
100% coverage 100% coverage 

Physician Office Services  

Primary Care Office Visits  $20 copay 100% coverage after deductible 

Online Visits $20 copay 100% coverage after deductible 

Specialist Office Visits $20 copay 100% coverage after deductible 

Emergency Medical Care  

Hospital Emergency Room $50 copay after deductible, 

waived if admitted 
100% coverage after deductible 

Urgent Care Center $20 copay 100% coverage after deductible 

Ambulance Services 80% coverage after deductible 100% coverage after deductible 

 
HMO & CDHP Comparison 
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 BCN—HMO BCN—CDHP HMO 

Maternity Services Provided by Physician 

Pre-Natal Care 100% coverage 100% coverage 

Post-Natal Care $20 copay 100% coverage after deductible 

Delivery & Nursery Care 80% coverage after deductible 100% coverage after deductible 

Hospital Care 

Physician Care, General Nursing,  

Hospital Services & Supplies 
80% coverage after deductible 100% coverage after deductible 

Surgery & Related Surgical Services 80% coverage after deductible 100% coverage after deductible 

Alternatives to Hospital Care 

Skilled Nursing Care (must be  

participating skilled nursing facility) 

80% coverage after deductible, 

limited to 730 days per lifetime 

100% coverage after deductible, limited 

to 730 days per lifetime 

Hospice Care (limits apply) 100% coverage after deductible, 

when authorized 
100% coverage after deductible 

Home Health Care (must be participating 

home health care agency) 
$20 copay after deductible 100% coverage after deductible 

Mental Health Care and Substance Abuse Treatment 

Inpatient Mental Health & Substance 

Abuse 
80% coverage after deductible 100% coverage after deductible 

Outpatient Mental Health & Substance 

Abuse 
$20 copay after deductible 100% coverage after deductible 

Other Services 

Allergy Testing & Therapy 100% coverage after deductible 100% coverage after deductible 

Chiropractic Spinal Manipulation (limited 

to 30 visits per calendar year) 
$20 copay after deductible 100% coverage after deductible 

Outpatient Physical, Speech,  

Occupational Therapy (limited to 60 visits 

per medical episode per calendar year) 

$20 copay after deductible 100% coverage after deductible 

Durable Medical Equipment (participating 

providers only) 
100% coverage 100% coverage after deductible 

 
HMO & CDHP Comparison 
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Prior Authorization & Step Therapy 

Some prescription drugs may require Prior Authorization or Step Therapy. If you ’re taking or your phy-

sician writes you a prescription for a drug that requires Prior Authorization or Step Therapy, the pre-

scription may not be dispensed until you obtain that authorization.  The process requires that your 
physician contact the BCBS pharmacy help desk and coordinate the request.  If it is an urgent request, 
your physician should make BCBS aware.  

BCBS will notify both you and your physician in writing, by mail, if the request is approved or denied.   

Preventive Drug Coverage 

Under the Affordable Care Act, most health plans must cover certain preventive services and drugs with no cost-
sharing. These include certain types of contraceptives, certain smoking cessation drugs, and prevention for a 

number of common conditions. For the full list of covered drugs please review the formulary.  

Specialty Prescription Program 

Specialty drugs are prescription medications that require special handling, administration or monitoring. These 

drugs treat complex and chronic conditions, including cancer, chronic kidney failure, multiple sclerosis, organ 

transplants, and rheumatoid arthritis.  

Specialty Mail Order Program 

You can fill prescriptions for specialty drugs at a retail pharmacy, but not all pharmacies will dispense specialty 

drugs. Call your pharmacy in advance to verify that it can fill your prescription.  

Blue Cross Blue Shield of Michigan also offers mail order service and support programs through Walgreens Spe-

cialty Pharmacy, an independent company that provides specialty pharmacy services for Blues members.  

If you have questions about BCBSM’s specialty drug program, please call Walgreens Specialty Pharmacy at 1-866-

515-1355 or visit the website at  WalgreensHealth.com.  

Specialty Drug Guide 

Members can receive specialty drugs through the mail from Walgreens Specialty Pharmacy or get them at a retail 

specialty network pharmacy. They aren’t available through Express Scripts Home Delivery. For the most up-to-
date list, please see the Specialty Drug Guide on bcbsm.com or call the Customer Service number on the back of 

your Blues ID card.  

Quantity Limit Program 

Blue Cross Blue Shield of Michigan set quantity limits based on clinical appropriateness and manufacturer recom-

mended dosing for select drugs. For certain medications, BCBSM limit the quantity or maximum day supply that 

can be dispensed per fill.  

  

Prescription Drugs 



2017 Benefit Guide 

12 

 Online Visits 

Finding time to go to the doctor when you get sick can be a challenge, 

especially when it’s for a routine illness, such as allergies or a cold. Save time 

and money by calling Blue Cross Online Visits! 

How Does It Work? 

What are Blue Cross Online Visits? 

Blue Cross Online Visits provides you and your family members with 24/7 

access to online medical and behavioral health services anywhere in the U.S. 

You’ll talk to a U.S. Board Certified provider via phone or video consultation, 

who will diagnose and treat your issue. You’ll save yourself the hassle and 

higher cost of going to the doctor’s office. Prescriptions can also be called in 

to your pharmacy for added convenience!  

Note: Blue Cross Online Visits are available to all employees enrolled in medical coverage. 

You must register with Blue Cross Online Visits prior to your first consultation.  

Allergies 

Cold 

Flu  

Sinus Infection 

Rashes 

Ear Ache 

Sore Throat 

Anxiety 

Grief 

Depression 

Pink Eye 

Poison Ivy 

Respiratory Infection 

Urinary Tract Infection 

What Can Be Treated By Blue Cross Online Visits? 
Access Blue Cross Online Visits 

STEP 2: REQUEST 
A CONSULTATION 

A physician will review your 
medical history and contact 

STEP 3: TALK WITH 
A PHYSICIAN 

A physician will diagnose 
and prescribe medication, if 

medically necessary, and 

STEP 4: RESOLVE 
THE ISSUE 

The quality care you need 

with the convenience you 

want. Get 24/7 care with 

telemedicine. 

bcbsmonlinevisits.com 

1-844-606-1608 

Sign up via phone, mobile 

STEP 1: CREATE 
YOUR ACCOUNT 
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Our dental plan is self-funded and administered by ADN Administrators Inc., which utilizes two Preferred Pro-

vider Organization (PPO) networks—ADN Dental Network and Dentemax.  Our dental plan allows freedom of 

choice, you may receive treatment from any licensed dentist or dental specialist.  However, utilization of a PPO 

dental provider will substantially reduce your out-of-pocket dental expenses and overall dental benefit costs. 

Participating PPO dentists will adhere to ADN’s processing policies and are prohibited from billing a patient 

above the pre-negotiated fee, accepting billing under these terms as payment in full. 

 Plan A Plan B Plan C 

 
Without Coordinated 

Dental Coverage 

With Coordinated  

Dental Coverage 

With or Without  

Coordinated Dental  

Coverage 

Eligibility FEA, ESP, CMC, FTA, Ad-

ministration, FASA,  

Non-Unit 

FEA, ESP, CMC, FTA, Ad-

ministration, FASA,  

Non-Unit 

Part-Time Food Service, Part

-Time Support Staff 

Type I—Preventive/Diagnostic  

 Preventive & Diagnostic 

 Emergency Palliative 

 Treatment & Radiographs  

100% coverage  50% coverage  50% coverage  

Type II—Basic  

 Oral Surgery, Fillings, 

 Endodontics, Periodontics, 

 Restorative Services 

90% coverage  50% coverage  50% coverage  

Type III—Major Restorative 

 Prosthodontics & Major 

 Restorative Services 
90% coverage 50% coverage 50% coverage 

Annual Benefit Maximum 

     Type I, II & III Services 
$2,000 per person $2,000 per person $500 per person 

Type IV—Orthodontic Services 

     Orthodontics 
90% coverage 90% coverage Not covered 

Lifetime Maximum 

     Orthodontics 
$2,000 $2,000 Not applicable 

The benefit year is based on the calendar year—January 1 to December 31.  The Dental Plan’s Predetermination amount is $250. 

Dental Plan   
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 Vision Plan 
Our vision plan is self-funded and is administered by NVA Vision.  

You will receive maximum benefits when you receive care from a participating network provider.  You may 

receive care from a non-network provider, but you’ll pay more out-of-pocket because non-network providers 

will require that you pay 100% of the cost at the time of service and submit the itemized invoice to NVA for 

refund to obtain the direct reimbursement according to your plan design.    

Your identification cards will list participating providers in your zip code area on the back. If you are not a 

subscriber, you can still search our providers online by selecting the “Find Provider” link on the home page. 

Enter group number 1178156 or the number on the identification card and enter your search parameters. 

At the time of your appointment, simply present your NVA identification card to the provider or indicate that 

your benefit is administered by NVA.  The provider will contact NVA to verify eligibility.  A vision claim form 

is not required at an NVA participating provider.  

To verify your benefit eligibility prior to calling or visiting your eye care provider, please visit the  website at 

www.e-nva.com or contact NVA’s Customer Service Department toll-free at 1.800.672.7723 (TDD line  

1-888-820-2990) or NVA’s Interactive Voice Response (IVR).  Customer Service is available 24 hours a day, 7 

days a week, 365 days a year.  

 

Hearing Aid Discount for NVA Members 

NVA Vision offers a benefit to their members to help save on hearing aids through EPIC Hearing Healthcare.   

Contact an EPIC hearing counselor today.  The hearing counselor can answer any questions you may have about the 

plan and coordinate your referral to a nearby participating provider.  If the provider recommends you obtain hearing 

aids, an EPIC counselor will contact you to coordinate your coverage and payment.   You will receive a 45 day trial 

period with a complimentary extended 3 year product warranty and one year supply of batteries. 

Contact NVA Vision at (973) 574-2528 for more information. 
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 Network Non-Network 

Eye Exams—One exam every calendar year  

Optometrist Covered at 100% Maximum benefit of $35 

Ophthalmologist Covered at 100% Maximum benefit of $45 

Eyeglass Lenses (Standard Glass or Plastic)—One pair of lenses, with or without frames, every calendar year  

Lens   

     Single Vision Covered at 100% Maximum benefit of $38 

     Bifocal Covered at 100% Maximum benefit of $60 

     Trifocal Covered at 100% Maximum benefit of $72 

     Lenticular Covered at 100% Maximum benefit of $108 

Solid Tints   

     Single Vision Covered at 100% Maximum benefit of $4 

     Bifocal Covered at 100% Maximum benefit of $10 

     Trifocal Covered at 100% Maximum benefit of $12 

     Lenticular Covered at 100% Maximum benefit of $10 

Fashion Gradient Tints   

     Single Vision Covered at 100% Maximum benefit of $4 

     Bifocal Covered at 100% Maximum benefit of $10 

     Trifocal Covered at 100% Maximum benefit of $12 

     Lenticular Covered at 100% Maximum benefit of $10 

Polarized   

     Single Vision Covered at 100% Maximum benefit of $18 

     Bifocal Covered at 100% Maximum benefit of $30 

     Trifocal Covered at 100% Maximum benefit of $38 

     Lenticular Covered at 100% Maximum benefit of $30 

SV Polycarbonate (under age 19) Covered at 100% Not applicable 

Blended Bifocals Covered at 100% Not applicable 

Glass Photogrey Covered at 100% Not applicable 

Oversized Covered at 100% Not applicable 

Standard Progressives Covered at 100% Not applicable 

Premium Progressives Covered at 100% Not applicable 

Rimless Mounting Covered at 100% Not applicable 

Transitions Covered at 100% Not applicable 

Frame/Rimless Frame—One frame every calendar year 

Standard Frame Maximum benefit of $130 (30% discount off 

balance over the $130 allowance) 

Maximum benefit of $116 

Contact Lenses (In Lieu of Lenses & Frames)—One every calendar year, allowance includes fitting fee and exam 

Medically Necessary Covered at 100% Maximum benefit of $250 

Elective Maximum benefit of $250 (25% discount off 

balance over the $250 allowance) 

Maximum benefit of $165 

Lens options purchased from a participating NVA provider will be provided to the member at the amounts listed in the pricing list 

below: 

$10 Standard Scratch-Resistant Coating 

$12 Ultraviolet Coating 

$40 Standard Anti-Reflective 

$55 High Index 

$25 Polycarbonate (Single Vision) 19 & over 

$30 Polycarbonate (Multi-Focal) 19 & over 

Options not listed will be priced by NVA providers at their R&C retail price less 20%. 

Vision Plan 
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Basic Life and AD&D 
Farmington Schools provides a company paid Basic Life and AD&D benefit at no cost to you. In the event of an 

Accidental Death, your beneficiary will also receive an Accidental Death benefit equal to the amount of your life 

insurance. The policy will pay a percentage of the benefit if you suffer a loss of a limb or eyesight due to acci-

dental causes.   Life and AD&D coverage is insured by Unum. 

Your dependent’s coverage effective dates and increases in coverage will be delayed if they are totally disabled 

or have a life threatening condition on the date their coverage would normally begin, coverage will begin on the 

first of the month coincident with or next following the date they are no longer totally disabled.  Exception: in-

fants are insured from live birth.  “Totally disabled” means that, as a result of an injury, a sickness or a disorder, 

your dependent is confined in a hospital or similar institution; is unable to perform two or more activities of dai-

ly living (ADLs) because of a physical or mental incapacity resulting from an injury or a sickness; is cognitively 

impaired; or has a life threatening condition. 

Review the carrier certificate / benefit booklet for details on these and other important provisions.  

The chart below outlines your benefit amount based on your employee class. 

Employee Class Basic Life/AD&D Amount 

Assistant Superintendent, Executive Directors, Central Office Adminis-

trators 

$200,000 

Directors, FASA $150,000 

Non-Unit A Personnel $100,000 

Non-Unit B Personnel $75,000 

FEA, ESP, CMC,FTA, Headstart Grandfathered $50,000 

Part-Time Support, Part-Time Nutrition $30,000 

All Classes– Age Reduction At age 75 benefits reduce to 50% 

A Note About Imputed Income:  Any employee whose company-paid life insurance amount exceeds 

$50,000 will have the value of the insurance over $50,000 applied as imputed income when calculating 

income taxes.  These amounts are taxable to you and will be withheld as payroll tax and will be reported on 

your W-2.  The monthly rate of imputed income is determined by multiplying the age-banded rate by the 

amount of insurance over $50,000.  These rates are found on Table 1 of IRS Code Section 79.  For more 

information, consult your tax advisor. 
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Optional Life and AD&D  

You have the opportunity to purchase Optional Life and AD&D insurance for yourself, your legal spouse and 

your children through post-tax payroll deductions. In order to purchase coverage for your spouse or 

children, you must first purchase Optional Life and AD&D coverage for yourself. Your election will remain 

inforce for the entire calendar year, unless you have a qualified change in status. 

The amount of insurance on your dependent(s) will not exceed 100% of your election. An employee cannot 

be covered twice under the Optional Life and AD&D plan as an employee and dependent. A dependent child 

cannot be covered twice under the Optional Life and AD&D plan as a dependent of two married employees.   

Optional Life and AD&D 

Notice of Continuation Rights 

In the event your Life and AD&D insurance coverage ends, you have 31 days from that date to apply for continuation of 

that coverage, so you may maintain some level of benefit by paying the premium directly to the carrier.  

Please refer to the Life and AD&D benefit books, for additional information and instructions on how to apply for 

continuation. Depending on your situation, you may not be eligible for all continuation options. It is also possible that 

your premium for coverage continuation will be different from what you pay as an employee of Farmington Schools. 

Individual Optional Life/AD&D Amount 

Employee $10,000 increments up to the lesser of five time your annual earnings or $200,000 

Spouse May elect up to 100% of employee’s election, up to  $40,000, in $5,000 increments 

Child(ren) 

 

6 months to end 

of the calendar 

year in which 

they attain age 

26 

May elect up to 100% employee’s election, up to $10,000, in $2,000 increments 

 

 

 
*Newborns to age 6 months– maximum benefit is $1,000 

Do You Need to Provide Medical Information (Evidence of Insurability) 

No, if you are currently enrolled and are electing to increase or decrease your coverage amount. 

Yes, if you did not elect coverage when initially eligible and later decide to elect coverage. 
 

Coverage does not become effective until your request has been approved by Unum. 

Employee and Spouse elections are subject to age reduction based on the employee’s age.  

When the employee reaches age 75 the benefits reduce to 50% of elected coverage. 
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Optional Short Term Disability 

Our Optional Short Term Disability (STD) plan pays you income if you are disabled from work due to a  

non-work related illness or injury.  Coverage is insured through Unum.   

We offer you the opportunity to purchase Optional Short Term Disability (STD) coverage for yourself 

through post-tax payroll deductions.  Your election will remain inforce for the entire calendar year, unless 

you have a qualified change in status. 

Your coverage effective dates and increases in coverage will be delayed if you are not in active employment 

because of an injury, sickness, temporary layoff, or leave of absence, on the date that insurance would  

otherwise become effective.  Review the carrier certificate / benefit booklet for details on these and other  

important provisions. 

Item Short Term Disability Benefit 

Weekly Benefit $100 increments up to the lesser of 60% of your weekly earnings or $1,000 

Earnings are defined as base weekly salary in effect just prior to you date of  

disability, not including commissions, bonuses, or overtime. 

Elimination Period Benefits begin on the 8th consecutive day for disabilities due to injury or  

sickness. 

Benefit Period Benefits are payable for up to 17 weeks. 

Definition of Disability Disability an disabled mean that you are limited from performing the material 

and substantial duties of your occupation due to sickness or injury and you 

have a 20% or more loss in weekly earnings due to the same sickness or injury. 

Pre-existing Conditions Benefits are not payable for a disability due to pre-existing condition.  A pre-

existing condition means you: 

 received medical treatment, consultation, care or services including di-

agnostic measures, or took prescribed drugs or medicines in the 3 

months just prior to his or her effective date of coverage; and 

 

 the disability begins in the first 12 months after your effective date of 

coverage. 

 

In addition, this plan will not cover an increase in coverage made 

during an annual enrollment period if the employee has a pre-

existing condition. 

Medical Information 

(Evidence of Insurability) 

If you did not elect coverage when initially eligible and later decide to elect  

coverage, you must submit a medical questionnaire (evidence of insurability) to 

Unum.  Coverage may be denied based on your medical condition. 
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Long Term Disability 

We offer a Long Term Disability (LTD) plan to provide income to employees who are disabled for an ex-

tended period of time.  Farmington Schools pays the full cost of coverage and it is insured by Unum. 

Your coverage effective dates and increases in coverage will be delayed if you are not in active employment 

because of an injury, sickness, temporary layoff, or leave of absence, on the date that insurance would oth-

erwise become effective.  Review the carrier certificate / benefit booklet for details on these and other im-

portant provisions. 

Item Long Term Disability Benefit 

Monthly Benefit FASA, Assistant Superintendent, Executive Director, Directors, Non-Unit A & B  

Personnel, Administrators: 66-2/3% of monthly earnings to a maximum of $9,723 

FEA:  66-2/3% of monthly earnings to a maximum of $6,945 

ESP, CMC, FTA: 66-2/3% of monthly earnings to a maximum of $6,111 

Earnings are defined as base monthly income in effect just prior to your date of disability, 

including pre-tax deductions.  It does not include overtime pay, bonuses, commissions, 

and other extra income or income received from sources other than your Employer.  

Your benefit may be reduced by deductible sources of income and disability earnings. 

Elimination  

Period 

Your elimination period is the greater of 120 consecutive calendar days or the end of 

your sick pay.  You must be continuously disabled through your elimination period. 

Benefit Period Benefits are payable up to age 65 or longer in some cases depending on your age at  

disability.  Disabilities which are primarily based on disabilities due to mental/nervous or 

substance abuse conditions, have a limited benefit period up to 24 months. 

Definition of  

Disability 

You are disabled when Unum determines that: 

 you are limited from performing the material and substantial duties of your regu-

lar  

occupation due to your sickness or injury; and 

  

 you have a 20% or more loss in your indexed monthly earnings due to the same  

sickness or injury. 

 

After 24 months of payments, you are disabled when Unum determines that due to 

the same sickness or injury, you are unable to perform the duties of any gainful occu-

pation for which you are reasonably fitted by education, training or experience.  You 

can be totally or partially disabled during the elimination period. 

Pre-existing  

Conditions 

Benefits are not payable for a disability due to pre-existing condition.  A pre-existing 

condition means you: 

 received medical treatment, consultation, care or services including diagnostic 

measures, or took prescribed drugs or medicines in the 3 months just prior to his 

or her effective date of coverage; and 

 

 the disability begins in the first 12 months after your effective date of coverage. 
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Flexible Spending Accounts 

Flexible Spending Accounts let you pay for health care 

and day care expenses with tax-free dollars.  They help 

you stretch your money and reduce your federal, state, 

and social security taxes.  How much you save depends 

on how much you pay in income tax. 

There are two types of accounts under this plan: 

 Health Care Flexible Spending Account (HCFSA) 

 Dependent Care Flexible Spending Account (DCFSA)   

Navia Benefits administers the plan for Farmington 

Schools. When you elect an FSA Navia Benefits will mail 

you a debit card that you can use to pay for eligible expenses. 

With an HCFSA or DCFSA, you decide before the start of the year how much to contribute to each ac-

count.  Your contributions are withheld in equal amounts on a pre-tax basis from your paychecks through-

out the year.  The money is set aside to use for out-of-pocket health care and dependent care expenses 

incurred during the plan year. 

These accounts help you save money. 

If you enroll in the BCBSM or BCN CDHP, 

you are not eligible to participate in the 

Health Care Flexible Spending Account.   

However, you are eligible to contribute to an 

HSA and/or Dependent Care Flexible 

Spending Account. 

If you rolled over money in your Health Care 

Flexible Spending Account from 2019 to 2020, 

you are not eligible to make any contributions 

to an HSA. 

FSA 2020 Maximum Annual  

Contribution 

Health Care:  $2,700 

Dependent Care:  $5,000, or $2,500 if married and filing separate tax returns 

How the Accounts Save You Money 

Without a  

HCFSA or DCFSA 

With a HCFSA  

or DCFSA 

Gross Salary $25,000 $25,000 

Less Annual Amount Deposited into HCFSA/DCFSA $0 ($2,000) 

Taxable Income $25,000 $23,000 

Less Annual Taxes (assumed at 25%) ($6,250) ($5,750) 

Net Salary $18,750 $17,250 

Less Out-of-Pocket Health Care and/or Dependent 

Care Expenses for the Year 

($2,000) N/A 

Disposable Income $16,750 $17,250 

Tax Savings None $500 
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 Flexible Spending Accounts 

HCFSA 

The HCFSA helps you pay for medical, dental, and vision expenses that are not covered by insurance, such 

as copays and deductibles.  

 You have immediate access to your entire HCFSA election as of January 1 (or, for new hires, as of your 

benefits eligibility date).  You may be reimbursed up to your entire annual election at any point during 

the plan year, even if you have not yet contributed that amount to your FSA via payroll deductions. 

 You may carry over up to $500 of unused funds remaining in your HCFSA at the end of a plan year. 

This amount may be used for eligible expenses incurred during the entire plan year in which it is carried 

over. Please note that any carry over amount is in addition to the annual maximum contribution that 

you can elect, which is $2,700.  For example, if you carry over $350 from your 2020 HCFSA, those 

funds are available to you throughout 2021, until they are spent. 

 The FSA Debit Card is used to pay for eligible health items and services at the point of sale. It can be 

used only at eligible locations where MasterCard is accepted.  You may be asked by Navia to provide 

substantiation whenever you use the FSA Debit Card.  Please keep all documentation related to your 

FSA claims, such as itemized receipts and Explanations of Benefits.  If you do not respond back to 

Navia’s request in a timely manner, your FSA Debit Card will be suspended from use until you either 

provide substantiation or repay the debited amount.  

 For a complete list of the expenses eligible for reimbursement review Publication 502 on the IRS web-

site.   

DCFSA 

The DCFSA helps you pay for dependent care services, such as preschool, summer day camp, before or 

after school programs, and child or elder daycare.  You can contribute up to $5,000 into the DCFSA 

in 2020.  But if both you and your spouse work, the IRS limits your maximum contribution to a DCFSA. 

 If you file separate income tax returns, the annual contribution amount is limited to $2,500 

each for you and your spouse. 

 If you file a joint tax return and your spouse also contributes to a DCFSA, your family’s com-

bined limit is $5,000. 

 If your spouse is disabled or a full-time student, special limits apply. 

 If you or your spouse earn less than $5,000, the maximum is limited to earnings under $5,000. 

Your dependents must be: 

 Under age 13 or mentally or physically unable to care for themselves. 

 Spending at least 8 hours a day in your home. 

 Eligible to be claimed as a dependent on your federal income tax. 

 Receiving care when you are at work and your spouse (if you are married) is at work or is 

searching for work, is in school full-time, or is mentally or physically disabled and unable to pro-

vide the care. 
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DCFSA, continued 

 You can only be reimbursed for dependent care expenses up to the amount you have already contribut-

ed to your DCFSA via payroll deductions.  The full amount of your DCFSA election is not available on 

the first day of the plan year, January 1 (or, for new hires, as of your benefits eligibility date). If you file a 

claim for more than your balance, you will be reimbursed as new deposits are made. 

 There is no carry over feature for the DCFSA.  IRS regulations state money remaining in DCFSA 

accounts at the end of the plan year must be forfeited.  This is referred to as the “use it or lose it” rule.   

 Eligible dependent care expenses can either be reimbursed through the DCFSA or used to obtain the 

federal tax credit.  You can not use both options to pay for the same expenses.  Usually the DCFSA will 

save more money than the tax credit.  But to find out what is best for you and your family, talk to your 

tax advisor or take a look at Publication 503 on the IRS website. 

 If you contribute to a DCFSA, you must file an IRS Form 2441 with your Federal Income Tax Return.  

Form 2441 is simply an informational form on which you report the amount you pay and who you paid 

for day care.   

For Both HCFSA and DCFSA 

Manual Reimbursement of Claims: 

 Submit a claim form and the itemized receipt or explanation of benefits to Navia via mail or fax.  The 

claim form is available from Human Resources or Navia’s website at www.naviabenefits.com under 

the Tools/Resources Menu section.  

 You may also submit claims online (no forms are required).  If you have an email on file with 

Navia, you will receive a welcome email with instructions on how to register for the Participant Por-

tal, found at www.naviabenefits.com .  You must first register by clicking on “Register” at the top 

right, choose “I’m a participant” and then follow the steps to create a unique User ID and Password.  

Your Employee ID is the unique ID assigned to you by the Company (you can find this on your pay 

stub).  The Employer ID is FAI. 

 Claims are reimbursed weekly on Mondays for claims received during the preceding week.  You may 

also sign up for direct deposit via the Participant Portal by clicking on your Name/Profile at the top 

right of the page and choosing “Update Bank Info”.  This brings up an online page to enter your bank 

account and routing numbers. 

Participant Portal: 

 Visit www.naviabenefits.com and enter your Username and Password  

under the Login section.  You can review balances, account details, claims status and payment history.  

You can also securely file claims online as indicated above. 

 Please review the FSA resources available on the Participant Portal.  There is a video library, a calcu-

lator (including a worksheet to estimate how much you should contribute) and various tools.  You 

will also find a link to IRS Publication 502 under “FSA Forms and Online Resources.” 

Flexible Spending Accounts 

http://www.naviabenefits.com
http://www.naviabenefits.com
http://www.naviabenefits.com
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For Both HCFSA and DCFSA, continued 

Mobile Application: 

 You can get real-time access to your FSA information with Navia’s mobile app.  Download the app 

from the App Store (iPhones) or the Android Marketplace (Android phones).  Enter the same 

Username and Password as you do for the Participant Portal to view your account balances and 

transactions.  You can also upload receipts for debit card transactions or online claims by taking a 

picture with your phone. 

Last Date to Submit FSA Claims for Reimbursement: 

 For the 2019 plan year—Submit claims or pro-

vide debit card substantiation by March 31, 2020.  

Up to $500 remaining in the Health Care FSA after 

this date can be carried over into the 2020 plan 

year. 

 For the 2020 plan year—Submit claims or pro-

vide debit card substantiation by March 31, 2021.  

Up to $500 remaining in the Health Care FSA after 

this date can be carried over into the 2021 plan 

year 

 Dependent Care FSA claims must be incurred by December 31, 2020 for the 2020 plan year.  All 

2020 expenses must be submitted to Navia Benefits by March 31, 2021.   

Flexible Spending Accounts 

Modified “Use It or Lose It” Rule for HCFSA 

Our HCFSA allows a limited carry over of unused account balances of up to $500 from one plan year to the 

next.  The additional funds that are carried over from the 2019 plan year won’t be allocated to your 2020 

account until after the end of the run-out period to submit claims for 2019 (March 31, 2020).  You don’t 

need to be enrolled in the HCFSA the subsequent plan year to be able to have up to $500 of the prior year 

balances allocated to the next plan year’s account.  

For example, if you have $400 remaining in your 2019 HCFSA as of March 31, 2020 (the end of the run-out 

period to submit claims for the 2019 Plan Year), but don’t enroll during the open enrollment period, you will 

automatically have $400 allocated to your 2020 Plan Year HCFSA as of April 1, 2020 to use for expenses 

incurred anytime during the 2020 Plan Year.  
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Farmington Schools is offering an Employee Assistance Program (EAP), through Ulliance.  The Ulliance EAP 

program provides confidential assistance for you and your eligible family members to help you resolve any 

concerns that are affecting your personal or work life. 

Ulliance can provide assistance or referrals for the following issues: 

 Child care resources. 

 Elder care referrals. 

 Family and children problems. 

 Financial concerns. 

 Grief and loss issues. 

 Legal issues. 

 Alcohol or other drug use. 

 Marital and relationship conflicts. 

 Stress or other emotional difficulties. 

Ulliance offers a state-of-the-art interactive website with thousands of available articles and information on  

various work/life topics. 

Ulliance offers confidential assessment, personal coaching, in-person consultation and short-term counseling, 

as well as crisis intervention and referrals.  If you decide that you would like or need services beyond the 

EAP, your Ulliance counselor will assist you in obtaining continued care, utilizing your health care benefits,  

community resources or sliding fee scale treatment provider. 

Use of the EAP is free and confidential.  There are no out-of-pocket expenses for either you or your eligible 

family members to use the EAP.  If extended counseling is needed beyond the EAP, your health care  

insurance plan provisions may apply.   

Employee Assistance Program 



25 

 

Unum contracts with Assist America to provide you with emergency travel assistance.  Whenever you travel 

100 miles or more from home—to another country or just another city—be sure to pack your worldwide 

emergency travel assistance phone number.  Travel assistance helps you locate hospitals, embassies and other 

unexpected travel destinations.  Just one phone call connects you and your family to medical and other im-

portant services 24 hours a day. 

Call travel assistance for access to: 

 

 

 

 

 

 

 

Whether traveling for business or pleasure, one phone call connects you to: 

 Multi-lingual, medically certified crisis management professionals. 

 A state-of-the-art global response operations center. 

 Qualified medical providers around the world. 

With the Assist America Mobile App, you can: 

 

 

 

 

Download and activate the app from the Apple App Store or Google Play, Reference Number: 01-AA-UN-

762490. 

Unum’s travel assistance services are provided by Assistance America, Inc., a leading provider of global emer-

gency assistance services through employee benefit plans.  Assist America’s medically certified personnel are 

available to help 24 hours a day, 365 days a year.   

Travel Assistance 

 Hospital admission assistance. 

 Emergency medical evacuation. 

 Prescription replacement assistance. 

 Transportation for a friend or family mem-

ber to join a hospitalized patient. 

 Care and transport of unattended minor  

children.  

 Assistance with the return of a vehicle. 

 Emergency message services. 

 Critical care monitoring. 

 Emergency trauma counseling. 

 Referrals to Western-trained, English-

speaking medical providers. 

 Legal and interpreter referrals. 

 Passport replacement assistance.   

 Call Assist America’s Operation Center 

from anywhere in the world. 

 Access pre-trip information and country 

guides. 

 Search for local pharmacies (U.S. Only). 

 Download a membership card. 

 View a list of services. 

 Search for the nearest U.S. embassy. 

 Read Assist Alerts. 
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HIPAA Notice of Special Enrollment Rights  

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health  
insurance (including Marketplace coverage) or group health plan coverage, you may be able to enroll yourself and your 
dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops con-
tributing towards your or your dependents’ other coverage).  However, you must request enrollment within 30 days 
after you or your dependents’ other coverage ends (or after the employer stops contributing toward the other cover-

age). 

In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be 
able to enroll yourself and your dependents.  However, you must request enrollment within 30 days after the marriage, 

birth, adoption or placement for adoption.   

To request special enrollment or obtain more information, contact the Benefits Department at (248) 489-3354. 

The Children’s Health Insurance Program Reauthorization Act of 2009 added the following two special  

enrollment opportunities:   

 The employee’s or dependent's Medicaid or CHIP (Children's Health Insurance Program) coverage is terminat-

ed as a result of loss of eligibility; or  

 The employee or dependent becomes eligible for a premium assistance subsidy under Medicaid or CHIP. 

It is your responsibility to notify the Benefits Department within 60 days of the loss of Medicaid or CHIP coverage, or 
within 60 days of when eligibility for premium assistance under Medicaid or CHIP is determined.  More information on 

CHIP is provided later in this document. 

Newborns’ and Mothers’ Health Protection Act Notice 

Group health plans and health insurance issuers may not, under Federal law, restrict benefits for any hospital length of 
stay in connection with childbirth for the mother or newborn child to less than 48 hours following vaginal delivery or 

less than 96 hours following a cesarean section. 

However, Federal law generally does not prohibit the mother's or the newborn's attending provider, after  
consulting with the mother, from discharging the mother or her newborn earlier than 48 hours, or 96 hours as  
applicable.  In any case, plans and insurers may not, under Federal law, require that a provider obtain authorization from 

the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours/96 hours. 

Patient Protection 

Blue Care Network (BCN) generally requires the designation of a primary care provider (PCP).  You have the right to 
designate any PCP who participates in the network and who is available to accept you or your family members.  Until 
you make this designation, BCN designates one for you.  For information on how to select a PCP, contact BCN using 

the customer service number on the back of your identification card.   

For children, you may designate a pediatrician as the primary care provider.   

For obstetric or gynecological care, you do not need prior authorization from BCN or from any other person (including 
a PCP) in order to obtain access to obstetrical or gynecological care from a health care professional in the network who 
specializes in obstetrics or gynecology.  The health care professional, however, may be required to comply with certain 
procedures, including obtaining prior authorization for certain services, following a  
pre-approved treatment plan, or procedures for making referrals.  For a list of participating health care professionals 
who specialize in obstetrics or gynecology, contact BCN using the customer service number on the back of your identi-

fication card. 

Legal Notices 
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Women’s Health and Cancer Rights Act of 1998 

The Women’s Health and Cancer Rights Act (WHCRA) of 1998 is also known as “Janet’s Law.”  This law requires that 

our health plan provide coverage for:  

 All stages of reconstruction of the breast on which the mastectomy has been performed;  

 Surgery and reconstruction of the other breast to produce a symmetrical appearance; and  

 Prostheses and physical complications of mastectomy, including lymphedemas, in a manner determined in con-

sultation with the attending physician and the patient.  

Benefits will be payable on the same basis as any other illness or injury under the health plan, including the  

application of appropriate deductibles, coinsurance and copayment amounts.  Please refer to your benefit plan booklet 

for specific information regarding deductible and coinsurance requirements.  If you need further information about these 

services under the health plan, please contact the Customer Service number on your member  

identification card.  

Protecting Your Privacy 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires employer health plans to maintain the 

privacy of your health information and to provide you with a notice of the Plan’s legal duties and privacy  

practices with respect to your health information.  If you would like a copy of the Plan’s Notice of Privacy Practices, 

please contact the Benefits Department. 

Michelle’s Law  

Effective November 1, 2010, if a full-time student engaged in a postsecondary education loses full-time student  

status due to a severe illness or injury, he/she will maintain dependent status until the earlier of: 

 one year after the first day of a medically necessary leave of absence; or 

 the date on which such coverage would otherwise terminate under the terms of the plan. 

A medically necessary leave of absence or change in enrollment at that institution must be certified by the  

dependent’s attending physician. 

Disclosure about the Benefit Enrollment Communications 

The benefit enrollment communications (the Benefit Guide, etc.) contain a general outline of covered benefits and do 

not include all the benefits, limitations and exclusions of the benefit programs.  If there are any discrepancies between 

the illustrations contained herein and the benefit proposals or official benefit plan documents, the benefit proposals or 

official benefit plan documents prevail.  See the official benefit plan documents for a full list of  

exclusions.  Farmington Public Schools reserves the right to amend, modify or terminate any plan at any time and in any 

manner. 

In addition, please be aware that the information contained in these materials is based on our current  

understanding of the federal health care reform legislation, signed into law in March 2010.  Our interpretation  

of this complex legislation continues to evolve, as additional regulatory guidance is provided by the U.S.  

government.  Therefore, we defer to the actual carrier contracts, processes and the law itself as the governing  

documents.  

Legal Notices 
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Premium Assistance Under Medicaid and the  

Children’s Health Insurance Program (CHIP) 

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

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

children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you may be able to buy 

individual insurance coverage through the Health Insurance Marketplace.  For more information, visit www.healthcare.gov.   

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

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

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

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

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

ums for an employer-sponsored plan.   

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

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

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

have questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-

EBSA (3272). 

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

ums. The following list of states is current as of January 31, 2019. Contact your State for more information on eligi-

bility.  

Legal Notices 

ALABAMA – Medicaid 

Website: http://myalhipp.com/  

Phone: 1-855-692-5447 

ALASKA – Medicaid 

The AK Health Insurance Premium Payment Program 

Website: http://myakhipp.com/  
Phone: 1-866-251-4861 

Email: CustomerService@MyAKHIPP.com  

Medicaid Eligibility: http://dhss.alaska.gov/dpa/Pages/medicaid/

default.aspx 

ARKANSAS – Medicaid  

Website: http://myarhipp.com/  

Phone: 1-855-MyARHIPP (855-692-7447) 

FLORIDA – Medicaid 

Website: http://flmedicaidtplrecovery.com/hipp/  

Phone: 1-877-357-3268  

GEORGIA – Medicaid 

Website: Medicaid www.medicaid.georgia.gov 

Click on Health Insurance Premium Payment (HIPP) 

Phone: 404-656-4507  

INDIANA – Medicaid 

Healthy Indiana Plan for low-income adults 19-64 

Website: http://www.in.gov/fssa/hip/  

Phone: 1-877-438-4479 

All other Medicaid 

Website: http://www.indianamedicaid.com  

Phone 1-800-403-0864 

IOWA – Medicaid 

Website: 

http://dhs.iowa.gov/hawk-i 

Phone: 1-800-257-8563  

KANSAS – Medicaid 

Website: http://www.kdheks.gov/hcf/  

Phone: 1-785-296-3512  

KENTUCKY – Medicaid 

Website: https://chfs.ky.gov   

Phone: 1-800-635-2570 

LOUISIANA – Medicaid 

Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331  

Phone: 1-888-695-2447  

MAINE – Medicaid 

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

index.html  

Phone: 1-800-442-6003 

TTY: Maine relay 711  

MASSACHUSETTS – Medicaid and CHIP 

Website: http://www.mass.gov/eohhs/gov/departments/

masshealth/  

Phone: 1-800-862-4840 

MINNESOTA – Medicaid 
Website:   https://mn.gov/dhs/people-we-serve/seniors/health-

care/health-care-programs/programs-and-services/other-

insurance.jsp 

Phone: 1-800-657-3739 or 651-431-2670 

MISSOURI – Medicaid 

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

hipp.htm 

Phone: 573-751-2005 

http://www.healthcare.gov
http://www.insurekidsnow.gov
http://www.askebsa.dol.gov
http://myalhipp.com/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://myarhipp.com/
http://flmedicaidtplrecovery.com/hipp/
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http://www.in.gov/fssa/hip/
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http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
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MONTANA – Medicaid 

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 

Phone: 1-800-694-3084 

NEBRASKA – Medicaid 

Website: http://www.ACCESSNebraska.ne.gov 

Phone: (855) 632-7633 
Lincoln: (402) 473-7000 

Omaha: (402) 595-1178 

NEVADA – Medicaid  

Medicaid Website: https://dhcfp.nv.gov/ 

Medicaid Phone: 1-800-992-0900  

NEW HAMPSHIRE – Medicaid 

Website:  https://www.dhhs.nh.gov/oii/hipp.htm 

Phone: 1-603-271-5218 

Toll-Free:1-800-852-3345,ext 5218 

NEW JERSEY – Medicaid and CHIP 

Medicaid Website: 

http://www.state.nj.us/humanservices/dmahs/clients/medicaid/ 

Medicaid Phone: 1-609-631-2392 

CHIP Website: http://www.njfamilycare.org/index.html  

CHIP Phone: 1-800-701-0710 

NEW YORK – Medicaid 

Website: https://www.health.ny.gov/health_care/medicaid/ 

Phone: 1-800-541-2831 

NORTH CAROLINA – Medicaid 

Website: https://dma.ncdhhs.gov/  

Phone: 1-919-855-4100 

NORTH DAKOTA – Medicaid 

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/ 

Phone: 1-844-854-4825 

OKLAHOMA – Medicaid and CHIP 

Website: http://www.insureoklahoma.org  

Phone: 1-888-365-3742 

OREGON – Medicaid and CHIP 

Website: http://healthcare.oregon.gov/Pages/index.aspx 

http://www.oregonhealthcare.gov/index-es.html  

Phone: 1-800-699-9075 

PENNSYLVANIA – Medicaid 

Website: https://www.dhs.pa.gov/providers/Providers/
Pages/Medical/HIPP-Program.aspx  

Phone: 1-800-692-7462 

RHODE ISLAND – Medicaid 

Website: http://www.eohhs.ri.gov/ 

Phone: 1-855-697-4347 

SOUTH CAROLINA – Medicaid 

Website: https://www.scdhhs.gov  

Phone: 1-888-549-0820 

SOUTH DAKOTA – Medicaid 

Website: http://dss.sd.gov 

Phone: 1-888-828-0059 

TEXAS – Medicaid 

Website: http://gethipptexas.com/ 

Phone: 1-800-440-0493 

UTAH – Medicaid and CHIP 

Medicaid Website: https://medicaid.utah.gov/ 

CHIP Website: http://health.utah.gov/chip  

Phone: 1-877-543-7669 

VERMONT– Medicaid 

Website: http://www.greenmountaincare.org/ 

Phone: 1-800-250-8427 

VIRGINIA – Medicaid and CHIP 

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

programs_premium_assistance.cfm  

Medicaid Phone: 1-800-432-5924 

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

programs_premium_assistance.cfm 

CHIP Phone: 1-855-242-8282 

WASHINGTON – Medicaid 

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

program-administration/premium-payment-program 

Phone: 1-800-562-3022 ext. 15473 

WEST VIRGINIA – Medicaid 

Website: http://mywvhipp.com/  

Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

WISCONSIN – Medicaid and CHIP 

Website: 

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

Phone: 1-800-362-3002   

WYOMING – Medicaid 

Website: https://health.wyo.gov/healthcarefin/medicaid/ 

Phone: 1-307-777-7531  

To see if any other states have added a premium assistance pro-

gram since January 31, 2019, or for more information on special 

enrollment rights, contact either: 

U.S. Dept. of Labor, Employee Benefits Security Administra-

tion: http://www.dol.gov/agencies/ebsa  

Phone: 1-866-444-EBSA (3272) 

U.S. Dept. of Health and Human Services, Centers for Medicare & 

Medicaid Services: http://www.cms.hhs.gov/   

Phone: 1-877-267-2323, Menu Option 4, Extension 61565  
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Creditable Coverage Notice 

Important Notice from Farmington Public Schools About  

Your Prescription Drug Coverage and Medicare 

IMPORTANT NOTE:  

IF YOU (AND ALL OF YOUR DEPENDENTS) ARE NOT ELIGIBLE FOR 

MEDICARE, YOU MAY DISREGARD THIS NOTICE 

Please read this notice carefully and keep it where you can find it. This notice has information about your cur-

rent prescription drug coverage with Farmington Public Schools and about your options under Medicare’s 

prescription drug coverage.  This information can help you decide whether or not you want to join a Medi-

care drug plan.  If you are considering joining, you should compare your current coverage, including which 

drugs are covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug 

coverage in your area.  Information about where you can get help to make decisions about your prescription 

drug coverage is at the end of this notice. 

There are two important things you need to know about your current coverage and Medicare’s prescription 

drug coverage:  

1.Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this 

coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or 

PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level of 

coverage set by Medicare. Some plans may also offer more coverage for a higher monthly premium.   

2.Farmington Public Schools has determined that the prescription drug coverage offered by the Farmington 

Public Schools is, on average for all plan participants, expected to pay out as much as standard Medicare 

prescription drug coverage pays and is therefore considered Creditable Coverage.  Because your existing 

coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium (a penalty) if you 

later decide to join a Medicare drug plan. 

 

When Can You Join A Medicare Drug Plan? 

You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 

15th through December 7th.   

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you 

will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.   

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? 

If you decide to join a Medicare drug plan, your current Farmington Public Schools coverage may be affected. 

For more information, please refer to the benefit plan’s governing documents. 

If you do decide to join a Medicare drug plan and drop your current Farmington Public Schools coverage, be 

aware that you and your dependents may not be able to get this coverage back.  For more information, 

please refer to the benefit plan’s governing documents. 

 

Legal Notices 
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When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 

You should also know that if you drop or lose your current coverage with Farmington Public Schools and 

don’t join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a 

higher premium (a penalty) to join a Medicare drug plan later.  

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium 

may go up by at least 1% of the Medicare base beneficiary premium per month for every month that you did 

not have that coverage.  For example, if you go nineteen months without creditable coverage, your premium 

may consistently be at least 19% higher than the Medicare base beneficiary premium.  You may have to pay 

this higher premium (a penalty) as long as you have Medicare prescription drug coverage.  In addition, you 

may have to wait until the following October to join.  

For More Information About This Notice Or Your Current Prescription Drug Coverage… 

Contact the person listed below for further information.  NOTE: You’ll get this notice each year.  You will 

also get it before the next period you can join a Medicare drug plan, and if this coverage through Farmington 

Public Schools changes.  You also may request a copy of this notice at any time.  

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

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & 

You” handbook.  You’ll get a copy of the handbook in the mail every year from Medicare.  You may also be 

contacted directly by Medicare drug plans.  For more information about Medicare prescription drug cover-

age: 

 Visit www.medicare.gov  

 Call your state Health Insurance Assistance Program (see the inside back cover of your copy of the 

“Medicare & You” handbook for their telephone number) for personalized help 

 Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is availa-

ble.  For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call 

them at 1-800-772-1213 (TTY 1-800-325-0778). 

Legal Notices 

Remember:  Keep this Creditable Coverage notice.  If you decide to join one of the Medicare drug plans, 

you may be required to provide a copy of this notice when you join to show whether or not you have 

maintained creditable coverage and whether or not you are required to pay a higher  

premium (a penalty). 

Date:   October, 2019 

Name of Entity/Sender:   Farmington Public Schools 

Contact—Position/Office:   Benefits Department 

Address:   32500 Shiawassee, Farmington, MI  48336 

248-489-3354 Phone Number:   

http://www.medicare.gov
http://www.socialsecurity.gov
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MEDICAL 

Approved Amount – The dollar amount BCBSM has agreed to 

pay for health care. Deductibles, copayments, and coinsurance are 

deducted from the approved amount. 

BlueCard® – Program that gives you access to doctors and 

hospitals everywhere you travel. All BCBS  

licensees participate in this program. 

COB – Coordination of benefits, a program that coordinates 

your health benefits when you have coverage under more than 

one group health plan. 

Coinsurance – The percentage of the approved amount you 

must pay for eligible services once you have met your deductible.  

Coinsurance amounts may vary by type of service 

Copayment – Amount you must pay the provider at the time of 

service.  This dollar amount does not accumulate toward your 

deductible.   

Deductible – The calendar year expense you incur  

before the plan or insurance carrier begins paying your covered 

expenses. Renews annually.    

Durable Medical Equipment – Medically necessary equipment 

that can be used repeatedly (for example, wheelchair or respira-

tor) to facilitate treatment and rehabilitation at home. 

Eligible Dependents – A child (until the end of the calendar 

year in which they attain age 26) who is your natural child, adopt-

ed, under your legal guardianship, placed with you for adoption, 

or a stepchild.  

If your child is mentally or physically disabled or a full-time stu-

dent, coverage may continue beyond age 26 once proper docu-

mentation is provided.   

Emergency Medical Condition – An emergency medical con-

dition is an illness, injury or symptom that  

requires immediate medical attention to avoid permanent dam-

age, severe harm or loss of life.  

Emergency Room Care – You are covered for the treatment 

of accidental injuries or a condition that  

occurs suddenly and unexpectedly and that could result in serious 

bodily harm or threaten life unless treated immediately.  

Explanation of Benefits (EOB) – A statement from the insur-

ance carrier that details what services have been paid and what 

may be owed. 

Lifetime Maximum – A specified dollar amount or a set num-

ber of services that the health plan will provide for each member 

on the contract.   

Medically Necessary – A service must be medically necessary 

in order to be payable by your health care coverage. 

 

 

 

 

 

Open Enrollment – A once-a-year opportunity, in the fall, to 

change your benefit elections for the next plan year.  You can add 

or drop eligible dependents from coverage, and re-elect Health 

Care and Dependent Care Flexible Spending Account and Health 

Savings Account. (The only other opportunity you have to make 

changes is when you experience a Qualifying Life Event.) 

Out-of-Pocket Maximum – The maximum amount you would 

pay in a calendar year for eligible medical  

expenses. Included in the amount are deductibles, co-insurance 

and co-pays (office visits and prescriptions). 

Office Visit – A visit to a physician’s office or outpatient clinic 

for the examination, diagnosis and treatment of a general medical 

conditions. Services include medical care, consultations, medica-

tion and injections. 

Primary Care Visit – (Non-Specialist) Visits include  

services of an internist, general physician, family practitioner or 

pediatrician for diagnosis and treatment of an illness or injury.   

Routine and Preventive Visits –Office visits for Wellness and 

Routine Physical (services include Well Child Care, Immunization, 

Routine Gynecological Exam and Pap Smear, Mammogram, PSA 

Test and Related tests.   

Specialist Office Visit – Office visits to physicians who are not 

family practitioners or primary care physicians and have a special-

ty, such as dermatology or podiatry.   

Plan Year – January 1 through December 31. Each fall, you will 

make your selections for the following year.  

Preapproval/Precertification – A process that allows you or 

your health care provider to know if BCBSM will cover proposed 

services before you receive them. If preapproval is not obtained 

before you receive certain services, they will not be covered. 

Preferred Provider Organizations (PPO) – An  

organization of participating providers who have agreed to pro-

vide their services at negotiated discount fees in  

exchange for prompt payment and increased patient volume.  

Enrollees may receive services outside the network, but at high-
er costs.  The additional costs are usually in the form of higher 

deductibles and  

co-insurance. 

 

Glossary of Terms 
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Provider – A person (such as a physician) or a facility (such as a 

hospital) that provides services or supplies related to medical 

care. 

In-Network Participating Providers – Hospitals, physi-

cians and other licensed facilities or health care professionals 

who have contracted with BCBSM to provide services to 

members enrolled in a PPO health care plan. Network provid-

ers have agreed to accept the BCBSM approved amount as 

payment in full for covered services.   

Out-of-Network Participating Provider – This means a 

doctor or facility is not part of the PPO network, but agree to 

accept the BCBSM approved amount as payment.  These pro-

viders will be covered at a lower coinsurance than in-network 

providers.   

Out-of-Network Nonparticipating Providers – This 

means a doctor or facility is not part of the PPO  

network and services will not be covered or will be covered 

at a lower coinsurance than if your doctor were in the net-

work.  These providers do not agree to accept the BCBSM 

approved amounts and you may be responsible for the differ-

ence between the amount billed by the provider  and the 

BCBSM approved amount.    

Qualifying Life Event – Allows employees to make  

midyear election changes to their benefits when a change in status 

occurs.  Events include change in  

marital status, change in number of eligible dependents, and 

change in employment status by you or your  

dependents.   

Subscriber – The employee of Farmington Schools who is the 

primary policy holder. 

Summary of Benefits and Coverage (SBC) – A  

standardized benefit summary required by Health Care  

Reform which outlines the medical and prescription drug cover-

age provided by an individual or group health plan.  This summary 

allows for comparison of coverage across different types of health 

plans. 

Urgent Care Centers – A center that focuses on diagnosing 

and treating conditions that aren’t life-threatening yet they need 

to be taken care of right away.  They offer quality care on a walk-

in basis and have extended  

evening and weekend hours.   

 

 

 

 

 

 

 

PRESCRIPTION DRUGS 

Generic Drugs – Drugs whose active ingredients, safety, dosage, 

quality and strength are identical to that of its brand counterpart. 

These medications are covered at the generic copayment and 

typically cost less than brand drugs.   

Preferred Drug List – A continually updated list of FDA-

approved medications that represent each therapeutic class. The 

drugs on the list are chosen by the Blue Cross Blue Shield of 

Michigan Pharmacy and Therapeutics Committee for their effec-

tiveness, safety, uniqueness and cost efficiency. The goal of the 

formulary is to provide members with the greatest therapeutic 

value at the lowest possible cost. 

Preferred Brand Drugs – Drugs which generally have no 

generic equivalent. These medications are covered at the brand 

copayment under the plan.   

Non-Preferred Brand Drugs – Drugs which generally have 

equally effective and less costly generic equivalents and/or have 

one or more preferred-brand options. A BCBSM member or his/

her provider may decide that a medication in this category is best. 

These medications are usually covered at the highest copay.  

Mail Order – A program that allows you to order a 90 day sup-

ply of your  maintenance medications through the mail or online 

and have them mailed directly to you.   

Prior Authorization – A cost-saving feature that helps ensure 

the appropriate use of selected prescription drugs.  This program 

is designed to prevent improper prescribing or use of certain 

drugs that may not be the best choice for a health condition. 

Retail 90 – Is an alternative to mail order that allows you to get 

a three-month supply of maintenance drugs from a retail pharma-

cy that participates in the retail 90 program.   

Specialty Drugs – Drugs used to treat complex  

conditions that require special handling, administrator or moni-

toring.  These drugs treat complex and chronic  

conditions, including:  

 Cancer  

 Chronic kidney failure  

 Multiple sclerosis  

 Organ transplants  

 Rheumatoid Arthritis 

Step Therapy – In pharmaceuticals, process of treating a patient 

with the least intrusive medication or therapy  

initially, then graduating to more complex medications or thera-

pies, if required. 

Glossary of Terms 
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DENTAL 

Basic Services – These services include restorations (fillings), 

oral surgery (extractions), endodontics (root  

canals), and periodontal treatment (root planing). 

Calendar Year Maximum - A specified dollar amount that the 

dental plan will provide for each member on the  

contract per calendar year.  

Diagnostic & Preventive – Services and procedure to  

determine your dental health or to prevent or reduce dental 

disease.  These services include examinations, evaluations, 

prophylaxes (cleanings), x-rays, space maintainers and fluoride 

treatments.  

EOB – See Medical. 

Major Services – Artificial devices to restore natural teeth or 

treat diseases of the gum and tissues around the teeth.   

Pre-Treatment Estimate of Benefits – When the charges 

from a dentist for a proposed course of treatment are  

expected to be over $250, a pre-treatment estimate of benefits is 

strongly recommended before any services are performed.  

You or your dentist can mail information to carrier for a  

pre-treatment estimate of benefits. The carrier will provide infor-

mation on the portion of the charges that will be  

covered. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FLEXIBLE SPENDING ACCOUNTS 

(FSA) 

An FSA Account is a great option for reducing your taxes as well 

as setting aside funds to cover health and dependent care expens-

es. With this account, you contribute money from your paycheck 

each period, before taxes, and you can use that money to pay for 

certain health care and daycare costs. 

Health Care Reimbursement Account (HCRA) –  

Allows the use of pre-tax dollars to pay out-of-pocket health 

care expenses not covered by your medical, dental and vision 

plans. 

Dependent Care Reimbursement Account (DCRA) - 

Allows the use of pre-tax dollars to pay dependent care ex-

penses including the costs for a daycare center, a baby-sitter 

or other caregiver for a dependent or a disabled spouse or 

parent. 

FSA Debit Card – Provides participants easy access to their 

Flexible Spending Accounts through an electronic payment op-

tion.  At the time of purchase, transactions using the FSA debit 

card are charged against your personal FSA balance.  

Eligible Dependent Care Expenses – Payments for  

daycare in your home or at  a daycare facility that complies with 

all licensing requirements or is exempt from such  

requirements. 

Preschool care, before and after school care and day camp during 

school vacations.  A complete list is available in the IRS Publica-

tion 503. 

Eligible Health Care Expenses – Payments include those that 

would qualify for a deduction on your federal income tax return.  

A complete list is available in the IRS Publication 502. 

Use-it-or-Lose-it – Any balance in the Health Care or  

Dependent Care Spending Accounts that is not used for eligible 

expenses within the plan year will be forfeited. 

Substantiate – The Internal Revenue Service requires substanti-

ation of purchases by presenting supporting documentation (e.g. 

receipt, EOB)  when the eligibility of the purchase cannot other-

wise be verified.  The process is very simple.  Most claims will 

require substantiation.   

Glossary of Terms 
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Contact Information 

Provider/Benefit Contact Information  

Blue Cross Blue Shield of Michigan 

(BCBSM) 

Medical PPOs 

Member Services 

Locate Providers 

Pharmacy 

(800) 637-2227 

(800) 810-2583 

(800) 437-3803 

www.bcbsm.com 

Blue Care Network (BCN) 

Medical HMOs 

Member Services (800) 662-6667 

www.bcbsm.com 

Blue Cross Blue Shield of Michigan 

and Blue Care Network 

Online Visits (844) 606-1608 

www.bcbsmonlinevisits.com 

HealthEquity 

Health Savings Account 

General Information (866) 346-5800 

www.healthequity.com 

ADN Administrators, Inc. 

Dental 

General Information (248) 901-3705 

(888) 236-1100 

www.adndental.com 

NVA Vision 

Vision 

General Information (800) 672-7723 

www.e-nva.com 

Unum 

Basic Life/AD&D, Optional Life/AD&D, Op-

tional Short Term Disability, Long Term 

Disability 

General Information (800) 421-0344 

www.unum.com 

Navia Benefits Group 

Flexible Spending Accounts 

General Information (866) 329-4333 

www.naviabenefits.com 

Ulliance 

Employee Assistance Plan (EAP) 

Member Services (866) 648-8326 

www.ulliance.com 

Assist America through Unum 

Travel Assistance 

General Information (800) 872-1414 

(609) 986-1234 

(U.S. access code) 

www.unum.com/travelassistance 

http://www.bcbsm.com
http://www.bcbsm.com
http://www.bcbsm.com
http://www.healthequity.com
http://www.adndental.com
http://www.e-nva.com
http://www.unum.com
http://www.arcadiabenefits.com
http://www.ulliance.com
http://www.unum.com/travelassistance

