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NON-CERTIFIED EMPLOYEES



That’s why at Carrollton we are committed to a comprehensive employee benefit program 
that helps our employees stay healthy, feel secure, and maintain a work/life balance. 

Stay Healthy 

• Medical Insurance
• Voluntary Dental Insurance
• Voluntary Vision Insurance

Feeling Secure 

• Basic Life & AD&D Insurance
• Voluntary Term Life Insurance
• Employee Assistance Program (EAP)

Our employees are our 
most valuable asset.  



Contact Information 
Refer to this list when you need to contact one of your benefit vendors. For general 
information contact Becky Howard in the District Office.  Additionally, please feel free 
to contact your dedicated Assured Partners Representatives – 
Ashley Peterson @ 618.391.1046 or ashley.peterson@assuredpartners.com 
Kari Unterbrink @ 618.391.1028 or kari.unterbrink@assuredpartners.com 

M  E D  I  C  A L  :
United Healthcare

800.3570978 
www.myuhc.com 

D E N T A L  P L A N S    :
Guardian 

800-541-7846
www.guardiananytime.com

V I S I O N  P L A N S :
Guardian 

800-541-7846
www.guardiananytime.com

B A S I C  L I F E  / V O  L  U  N T  A R  Y  T  E R M  L I F  E  I N S U R A N C E : 
Guardian 

800-541-7846
www.guardiananytime.com

E N R O L L M E N T  I N F O R M A T I O N :

**Medical Plans, Vision, Dental and Life Coverage benefits can be found on the following page 
and are brief summaries only.  This information and all subsequent summaries are presented 
for illustrative purposes and are based on information provided by the employer.  The text 
contained in this summary was taken from various summary plan descriptions and benefit 
information. While every effort was taken to accurately report your benefits, discrepancies, or 
errors are always possible.  In case of discrepancy between the benefits summary and the 
actual plan documents the actual plan documents will prevail. All information is confidential, 
pursuant to the Health Insurance Portability and Accountability Act of 1996.  

mailto:sjr@cornerstoneinsurancegroup.com
http://www.myuhc.com/
http://www.guardiananytime.com/
http://www.guardiananytime.com/
http://www.guardiananytime.com/
http://www.guardiananytime.com/




 

All full time eligible employees are offered the opportunity to enroll in the Carrollton 
School's health insurance plans administered by United Healthcare (UHC).  Three plans 
are offered from which you may choose.  The plans utilize the excellent local and national 
UHC networks, to provide you regional and nationwide physician access.  

Who is Eligible and When: 

• All full time eligible employees
o Coverage begins 1st of the Month following date of hire
o Coverage terms End of the Month

Medical Insurance 





This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or Amendments, those documents govern. Review your COC for an exact
description of the services and supplies that are and are not covered, those which are excluded or limited, and other terms and conditions of
coverage.

UnitedHealthcare | Illinois | Choice Plus | AEZ1 | 2V

Choice Plus plan details, 
all in one place.

Use this benefit summary to learn more about this plan’s benefits,  ways 
you can get help managing costs and how you may get more out of this 
health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care.

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

Tier 1 providers
Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.
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Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network

Annual Medical Deductible

Single Coverage $1,500 $4,500

Family Coverage $4,500 $9,000

No one in the family is eligible for benefits until the family coverage deductible is met.

*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar 
amount - your copay.

Annual Out-of-Pocket Limit

Single Coverage $5,000 $10,000

Family Coverage $6,850 $20,000

If more than one person in a family is covered under the Policy, the single coverage out-of-pocket limit does not apply.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Preventive Care Services

Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by 
the Patient Protection and Affordable Care Act (ACA), with no 
cost-sharing to you. These services are based on your age, 
gender and other health factors. UnitedHealthcare also covers 
other routine services that may require a copay, co-insurance 
or deductible.

Includes services such as Routine Wellness Checkups, 
Immunizations, and Lab and X-ray services for Mammogram, 
Pap Smear, Prostate and Colorectal Cancer screenings.

Office Services - Sickness & Injury

Primary Care Physician 20%* 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Specialist 20%* 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Urgent Care Center Services 20%* 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at the urgent care facility. For 
example, surgery and lab work.

Virtual Care Services 20%* 50%*

Network Benefits are available only when services are 
delivered through a Designated Virtual Network Provider. You 
can find a Designated Virtual Visit Network Provider by 
contacting us at myuhc.com® or the telephone number on 
your ID card. Access to Virtual Visits and prescription services 
may not be available in all states or for all groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance 20%* 20%*

Ground Ambulance 20%* 20%*

Ambulance Services - Non-Emergency Ambulance¹

Air Ambulance 20%* 20%*

Ground Ambulance 20%* 50%*

Dental Services - Accident Only 20%* 20%*

Emergency Health Care Services - Outpatient¹ 20%* 20%*

Inpatient Care

Congenital Heart Disease (CHD) Surgeries¹ 20%* 50%*

Habilitative Services - Inpatient¹ The amount you pay is based on where the covered health care service is provided.

Limit will be the same as, and combined with, those stated 
under Skilled Nursing Facility/Inpatient Rehabilitation Services 
for adults 19 years of age and older. For Dependents under 19 
years of age, no limits apply.

Hospital - Inpatient Stay¹ 20%* 50%*

Skilled Nursing Facility/Inpatient Rehabilitation Facility 
Services¹

20%* 50%*

Limited to 60 days per year.

Outpatient Care

Habilitative Services - Outpatient 20%* 50%*

Limits will be the same as, and combined with those stated 
under Rehabilitation Services - Outpatient Therapy and 
Manipulative Treatment for adults 19 years of age and older. 
For Dependents under 19 years of age, no limits apply.

Visit limits for Treatment for Autism Spectrum Disorders for 
Enrolled Dependents under 21 years of age do not apply.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Home Health Care¹ 20%* 50%*

Limited to 60 visits per year.

One visit equals up to four hours of skilled care services. This 
visit limit does not include any service which is billed only for 
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing¹ 20%* 50%*

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 
Diagnostic Testing¹

20%* 50%*

Major Diagnostic and Imaging - Outpatient¹ 20%* 50%*

You may have to pay an extra copay, deductible or 
coinsurance for physician fees or pharmaceutical products.

Physician Fees for Surgical and Medical Services 20%* 50%*

Rehabilitation Services - Outpatient Therapy and Manipulative 
Treatment

20%* 50%*

Limited to 20 visits of cognitive rehabilitation therapy per year.

Limited to 20 visits of manipulative treatments per year.

Limited to 20 visits of occupational therapy per year.

Limited to 20 visits of physical therapy per year.

Limited to 20 visits of pulmonary rehabilitation therapy per 
year.

Limited to 20 visits of speech therapy per year.

Limited to 30 visits of post-cochlear implant aural therapy per 
year.

Limited to 36 visits of cardiac rehabilitation therapy per year.

Limited to 60 visits of physical therapy for multiple sclerosis 
per year.

Note: The first three network visits for any combination of 
physical therapy and Manipulative Treatment for new low back 
pain are not subject to any copay, co-insurance or deductible 
and subject to the annual visit limits.

Scopic Procedures - Outpatient Diagnostic and Therapeutic 20%* 50%*

Diagnostic/therapeutic scopic procedures include, but are not 
limited to colonoscopy, sigmoidoscopy and endoscopy.

Surgery - Outpatient¹ 20%* 50%*

Therapeutic Treatments - Outpatient¹ 20%* 50%*

Therapeutic treatments include, but are not limited to dialysis, 
intravenous chemotherapy, intravenous infusion, medical 
education services and radiation oncology.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Supplies and Services

Diabetes Self-Management Items¹ The amount you pay is based on where the covered health care service is provided under 
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits 
Section.

Diabetes Self-Management and Training/Diabetic Eye 
Exams/Foot Care¹

The amount you pay is based on where the covered health care service is provided.

Durable Medical Equipment (DME), Orthotics and Supplies¹ 20%* 50%*

Limited to a single purchase of a type of DME every 3 years.

Repair and/or replacement of DME would apply to this limit in 
the same manner as a purchase. This limit does not apply to 
wound vacuums.

Enteral Nutrition 20%* 50%*

Hearing Aids 20%* 50%*

Limited to one hearing instrument per impaired ear every 24 
months. Benefits include repairs and/or replacement of a 
hearing instrument when Medically Necessary.

Ostomy Supplies 20%* 50%*

Limited to $2,500 per year.

Pharmaceutical Products - Outpatient 20%* 50%*

This includes medications given at a doctor's office, or in a 
covered person's home.

Prosthetic Devices¹ 20%* 50%*

Urinary Catheters 20%* 50%*

Pregnancy

Pregnancy - Maternity Services¹ The amount you pay is based on where the covered health care service is provided except that 
an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is 
the same as the mother's length of stay.

Mental Health Care & Substance Related and 
Addictive Disorder Services

Inpatient¹ 20%* 50%*

Outpatient¹ 20%* 50%*

Partial Hospitalization¹ 20%* 50%*

Other Services

Cellular and Gene Therapy¹ The amount you pay is based on where the covered health care service is provided.

For Network Benefits, Cellular or Gene Therapy services must 
be received from a Designated Provider.

Clinical Trials¹ The amount you pay is based on where the covered health care service is provided.

Dental Services – Anesthesia and Facility The amount you pay is based on where the covered health care service is provided.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Examination and Treatment for Sexual Assault No copay No copay

Fertility Preservation for Iatrogenic Infertility¹ 20%* 50%*

Gender Dysphoria¹ The amount you pay is based on where the covered health care service is provided or in the 
Prescription Drug Benefits Section.

Hospice Care¹ 20%* 50%*

Human Breast Milk 20%* 50%*

Infertility Services¹ 20%* 50%*

Benefits for Assisted Reproductive Technology (ART) are 
limited to four oocyte retrievals per plan year; however, if a 
retrieval is followed by a live birth, two additional oocyte 
retrievals will be covered. Following the final oocyte retrieval, 
Benefits will be provided for one subsequent procedure to 
transfer the oocytes or sperm to the Covered Person.

Port Wine Stain¹ The amount you pay is based on where the covered health care service is provided.

Preimplantation Genetic Testing (PGT) and Related Services¹ 20%* 50%*

Limited to $20,000 per Covered Person per lifetime.

Limited to $5,000 for Prescription Drug Products for Infertility 
per Covered Person.

This limit does not include Preimplantation Genetic Testing 
(PGT) for the specific genetic disorder. This limit includes 
Benefits for ovarian stimulation medications provided under 
Outpatient Prescription Drugs.

Reconstructive Procedures¹ The amount you pay is based on where the covered health care service is provided.

Telehealth Services The amount you pay is based on where the covered health care service is provided.

Temporomandibular Joint (TMJ) and Craniomandibular 
Disorder (CMD) Services¹

The amount you pay is based on where the covered health care service is provided.

Transplantation Services¹ The amount you pay is based on where the covered health care service is provided.

Network Benefits must be received from a Designated 
Provider.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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Pharmacy Benefits

* After the Annual Medical Deductible has been met.
** Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card for more information. You will be charged a
retail Copayment and/or Coinsurance for 31 days or 2 times for 60 days based on the number of days supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask
your Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply with three refills.
Your Copayment and/or Coinsurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Product. All Prescription Drug Products on the
Prescription Drug List are assigned to Tier 1, Tier 2 or Tier 3.
If you are a member, you can find individualized information on your benefit coverage, determine tier status, check the status of claims and search for network pharmacies by logging into your account on myuhc.com® or
calling the Customer Care number on your ID card. If you are not a member, you can view prescription information at welcometouhc.com > Benefits > Pharmacy Benefits.
For an out-of-network Pharmacy, you may have to pay the difference between the out-of-network reimbursement rate and the pharmacy's usual and customary charge.

Pharmacy Plan Details

Pharmacy Network National

Prescription Drug List Advantage

In Network

Annual Pharmacy Deductible

Individual See the Annual Medical Deductible section

Family See the Annual Medical Deductible section

Annual Deductible - Network and Out-of-Network

The Pharmacy Deductible is the amount you pay for pharmacy 
expenses per year before you begin to receive Pharmacy 
Benefits.

Up to a 31-day supply Up to a 90-day supply

Prescription Drug Product Tier 
Level Retail Network Out-of-Network Pharmacy Mail Order Network 

Pharmacy**

Tier 1
 $ $10* $10* $25*

Tier 2
 $$ $35* $35* $87.50*

Tier 3
 $$$ $60* $60* $150*
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Here’s an example of how the plan’s costs come into play.

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

  . Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

  . Choose  Search for a health plan.

  . Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.
Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

  . Go to welcometouhc.com > Benefits > Pharmacy Benefits.

  . Select Advantage to view the medications that are

     covered under your plan.

Access your plan online.
With myuhc.com®,  you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.
When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.
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Other important information about your benefits.
Medical Exclusions

• Acupuncture
• Bariatric Surgery 
• Cosmetic Surgery
• Dental Care (Adult/Child)
• Glasses
• Long-Term Care
• Non-emergency care when traveling outside the U.S.
• Private-Duty Nursing
• Routine Eye Care (Adult/Child)
• Routine Foot Care
• Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at a retail Network Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The Network Pharmacy’s Usual and Customary Charge for the Prescription Drug Product; and 3)
The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from a mail order Network Pharmacy, you are
responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge for that
Prescription Drug Product.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, a Non-Preferred
Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

Certain Preventative Care Medications may be covered at zero cost share. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by a mail order Network Pharmacy or Preferred 90 Day Retail Network
Pharmacy. The Outpatient Prescription Drug Schedule of Benefits will tell you how mail order Network Pharmacy and Preferred 90 Day Retail
Network Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone number on your ID card to find out if Benefits are
provided for your Prescription Drug Product and for information on how to obtain your Prescription Drug Product through a mail order Network
Pharmacy or Preferred 90 Day Retail Network Pharmacy.
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Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your Pharmacy Rider and SBN for additional exclusions and limitations that may apply.

• A Pharmaceutical Product for which Benefits are provided in your Certificate.
• A Prescription Drug Product with either: an approved biosimilar, a biosimilar and Therapeutically Equivalent to another covered Prescription Drug
Product.
• Any Prescription Drug Product to the extent payment or benefits are provided or available from the local, state or federal government (for
example, Medicare).
• Any product dispensed for the purpose of appetite suppression or weight loss.
• Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, and prescription
medical food products even when used for the treatment of Sickness or Injury. This exclusion does not apply to amino acid-based elemental
formulas, as described in Section 1 of the COC, for the treatment of Eosinophilic Disorders and short bowel syndrome as prescribed by a Physician.
• Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and placed on a tier by our PDL Management
Committee.
• Certain Prescription Drug Products for tobacco cessation.
• Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available.
• Certain Prescription Drug Products that are FDA approved as a package with a device or application, including smart package sensors and/or
embedded drug sensors.
• Certain compounded drugs.
• Diagnostic kits and products, including associated services.
• Drugs available over-the-counter. This exclusion does not apply to over-the-counter FDA-approved contraceptive drugs, devices, and products,
excluding male condoms, as provided for in the comprehensive guidelines supported by the Health Resources and Services Administration and as
required by Illinois law when prescribed by a Network provider for which Benefits are available, without cost sharing, as described under Preventive
Care Services in Section 1 of the COC.
• Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.
• Durable Medical Equipment, including insulin pumps and related supplies for the management and treatment of diabetes, for which Benefits are
provided in your Certificate. Prescribed and non-prescribed outpatient supplies. This does not apply to diabetic supplies and inhaler spacers
specifically stated as covered.
• Experimental or Investigational or Unproven Services and medications. This exclusion does not include a Prescription Drug Product that has been
prescribed for the treatment of a type of cancer for which the Prescription Drug Product has not yet been approved by the (FDA), if the Prescription
Drug Product is recognized for the specific treatment for which it was prescribed.
• General vitamins, except Prenatal vitamins, vitamins with fluoride, and single entity vitamins when accompanied by a Prescription Order or Refill.
• Growth hormone therapy, except when determined necessary by your Physician.
• Medications used for cosmetic purposes.
• Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.
• Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that do not meet the definition of a Covered Health
Care Service.
• Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.
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This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or Amendments, those documents govern. Review your COC for an exact
description of the services and supplies that are and are not covered, those which are excluded or limited, and other terms and conditions of
coverage.

UnitedHealthcare | Illinois | Choice Plus | BT4Y | 2V

Choice Plus plan details, 
all in one place.

Use this benefit summary to learn more about this plan’s benefits,  ways 
you can get help managing costs and how you may get more out of this 
health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care.

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

Tier 1 providers
Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.
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Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network

Annual Medical Deductible

Individual $3,000 $9,000

Family $6,000 $18,000

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.

*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar 
amount - your copay.

Annual Out-of-Pocket Limit

Individual $6,250 $12,500

Family $12,500 $25,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual 
out-of-pocket maximum amount.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Preventive Care Services

Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by 
the Patient Protection and Affordable Care Act (ACA), with no 
cost-sharing to you. These services are based on your age, 
gender and other health factors. UnitedHealthcare also covers 
other routine services that may require a copay, co-insurance 
or deductible.

Includes services such as Routine Wellness Checkups, 
Immunizations, and Lab and X-ray services for Mammogram, 
Pap Smear, Prostate and Colorectal Cancer screenings.

Office Services - Sickness & Injury

Primary Care Physician

All other covered persons $35 copay 50%*

Covered persons less than age 19 No copay 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Specialist $70 copay 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Urgent Care Center Services $50 copay 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at the urgent care facility. For 
example, surgery and lab work.

Virtual Care Services No copay 50%*

Network Benefits are available only when services are 
delivered through a Designated Virtual Network Provider. You 
can find a Designated Virtual Visit Network Provider by 
contacting us at myuhc.com® or the telephone number on 
your ID card. Access to Virtual Visits and prescription services 
may not be available in all states or for all groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance 20%* 20%*

Ground Ambulance 20%* 20%*

Ambulance Services - Non-Emergency Ambulance¹

Air Ambulance 20%* 20%*

Ground Ambulance 20%* 50%*

Dental Services - Accident Only 20%* 20%*

Emergency Health Care Services - Outpatient¹ 20%* 20%*

Inpatient Care

Congenital Heart Disease (CHD) Surgeries¹ 20%* 50%*

Habilitative Services - Inpatient¹ The amount you pay is based on where the covered health care service is provided.

Limit will be the same as, and combined with, those stated 
under Skilled Nursing Facility/Inpatient Rehabilitation Services 
for adults 19 years of age and older. For Dependents under 19 
years of age, no limits apply.

Hospital - Inpatient Stay¹ 20%* 50%*

Skilled Nursing Facility/Inpatient Rehabilitation Facility 
Services¹

20%* 50%*

Limited to 60 days per year.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Outpatient Care

Habilitative Services - Outpatient $35 copay 50%*

Limits will be the same as, and combined with those stated 
under Rehabilitation Services - Outpatient Therapy and 
Manipulative Treatment for adults 19 years of age and older. 
For Dependents under 19 years of age, no limits apply.

Visit limits for Treatment for Autism Spectrum Disorders for 
Enrolled Dependents under 21 years of age do not apply.

Home Health Care¹ 20%* 50%*

Limited to 60 visits per year.

One visit equals up to four hours of skilled care services. This 
visit limit does not include any service which is billed only for 
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing¹ No copay 20%* 50%*

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 
Diagnostic Testing¹

20%* 50%*

Major Diagnostic and Imaging - Outpatient¹ $400 copay 50%*

You may have to pay an extra copay, deductible or 
coinsurance for physician fees or pharmaceutical products.

Physician Fees for Surgical and Medical Services 20%* 50%*

Rehabilitation Services - Outpatient Therapy and Manipulative 
Treatment

$35 copay 50%*

Limited to 20 visits of cognitive rehabilitation therapy per year.

Limited to 20 visits of manipulative treatments per year.

Limited to 20 visits of occupational therapy per year.

Limited to 20 visits of physical therapy per year.

Limited to 20 visits of pulmonary rehabilitation therapy per 
year.

Limited to 20 visits of speech therapy per year.

Limited to 30 visits of post-cochlear implant aural therapy per 
year.

Limited to 36 visits of cardiac rehabilitation therapy per year.

Limited to 60 visits of physical therapy for multiple sclerosis 
per year.

Note: The first three network visits for any combination of 
physical therapy and Manipulative Treatment for new low back 
pain are not subject to any copay, co-insurance or deductible 
and subject to the annual visit limits.

Scopic Procedures - Outpatient Diagnostic and Therapeutic 20%* 50%*

Diagnostic/therapeutic scopic procedures include, but are not 
limited to colonoscopy, sigmoidoscopy and endoscopy.

Surgery - Outpatient¹ 20%* 50%*

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Therapeutic Treatments - Outpatient¹ 20%* 50%*

Therapeutic treatments include, but are not limited to dialysis, 
intravenous chemotherapy, intravenous infusion, medical 
education services and radiation oncology.

Supplies and Services

Diabetes Self-Management Items¹ The amount you pay is based on where the covered health care service is provided under 
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits 
Section.

Diabetes Self-Management and Training/Diabetic Eye 
Exams/Foot Care¹

The amount you pay is based on where the covered health care service is provided.

Durable Medical Equipment (DME), Orthotics and Supplies¹ 20%* 50%*

Limited to a single purchase of a type of DME every 3 years.

Repair and/or replacement of DME would apply to this limit in 
the same manner as a purchase. This limit does not apply to 
wound vacuums.

Enteral Nutrition 20%* 50%*

Hearing Aids 20%* 50%*

Limited to one hearing instrument per impaired ear every 24 
months. Benefits include repairs and/or replacement of a 
hearing instrument when Medically Necessary.

Ostomy Supplies 20%* 50%*

Limited to $2,500 per year.

Pharmaceutical Products - Outpatient 20%* 50%*

This includes medications given at a doctor's office, or in a 
covered person's home.

Prosthetic Devices¹ 20%* 50%*

Urinary Catheters 20%* 50%*

Pregnancy

Pregnancy - Maternity Services¹ The amount you pay is based on where the covered health care service is provided except that 
an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is 
the same as the mother's length of stay.

Mental Health Care & Substance Related and 
Addictive Disorder Services

Inpatient¹ 20%* 50%*

Outpatient¹ $35 copay 50%*

Partial Hospitalization¹ 20%* 50%*

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Other Services

Cellular and Gene Therapy¹ The amount you pay is based on where the covered health care service is provided.

For Network Benefits, Cellular or Gene Therapy services must 
be received from a Designated Provider.

Clinical Trials¹ The amount you pay is based on where the covered health care service is provided.

Dental Services – Anesthesia and Facility The amount you pay is based on where the covered health care service is provided.

Examination and Treatment for Sexual Assault No copay No copay

Fertility Preservation for Iatrogenic Infertility¹ 20%* 50%*

Gender Dysphoria¹ The amount you pay is based on where the covered health care service is provided or in the 
Prescription Drug Benefits Section.

Hospice Care¹ 20%* 50%*

Human Breast Milk 20%* 50%*

Infertility Services¹ 20%* 50%*

Benefits for Assisted Reproductive Technology (ART) are 
limited to four oocyte retrievals per plan year; however, if a 
retrieval is followed by a live birth, two additional oocyte 
retrievals will be covered. Following the final oocyte retrieval, 
Benefits will be provided for one subsequent procedure to 
transfer the oocytes or sperm to the Covered Person.

Port Wine Stain¹ The amount you pay is based on where the covered health care service is provided.

Preimplantation Genetic Testing (PGT) and Related Services¹ 20%* 50%*

Limited to $20,000 per Covered Person per lifetime.

Limited to $5,000 for Prescription Drug Products for Infertility 
per Covered Person.

This limit does not include Preimplantation Genetic Testing 
(PGT) for the specific genetic disorder. This limit includes 
Benefits for ovarian stimulation medications provided under 
Outpatient Prescription Drugs.

Reconstructive Procedures¹ The amount you pay is based on where the covered health care service is provided.

Telehealth Services The amount you pay is based on where the covered health care service is provided.

Temporomandibular Joint (TMJ) and Craniomandibular 
Disorder (CMD) Services¹

The amount you pay is based on where the covered health care service is provided.

Transplantation Services¹ The amount you pay is based on where the covered health care service is provided.

Network Benefits must be received from a Designated 
Provider.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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Pharmacy Benefits

* After the Annual Medical Deductible has been met.
** Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card for more information. You will be charged a
retail Copayment and/or Coinsurance for 31 days or 2 times for 60 days based on the number of days supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask
your Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply with three refills.
Your Copayment and/or Coinsurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Product. All Prescription Drug Products on the
Prescription Drug List are assigned to Tier 1, Tier 2 or Tier 3.
If you are a member, you can find individualized information on your benefit coverage, determine tier status, check the status of claims and search for network pharmacies by logging into your account on myuhc.com® or
calling the Customer Care number on your ID card. If you are not a member, you can view prescription information at welcometouhc.com > Benefits > Pharmacy Benefits.
For an out-of-network Pharmacy, you may have to pay the difference between the out-of-network reimbursement rate and the pharmacy's usual and customary charge.

Pharmacy Plan Details

Pharmacy Network National

Prescription Drug List Advantage

In Network

Annual Pharmacy Deductible

Individual You do not have to pay a pharmacy deductible

Family You do not have to pay a pharmacy deductible

Up to a 31-day supply Up to a 90-day supply

Prescription Drug Product Tier 
Level Retail Network Out-of-Network Pharmacy Mail Order Network 

Pharmacy**

Tier 1
 $ $10 $10 $25

Tier 2
 $$ $35 $35 $87.50

Tier 3
 $$$ $60 $60 $150
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Here’s an example of how the plan’s costs come into play.

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

 . Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

 . Choose  Search for a health plan.

 . Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.
Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

 . Go to welcometouhc.com > Benefits > Pharmacy Benefits.

 . Select Advantage to view the medications that are

 covered under your plan.

Access your plan online.
With myuhc.com®,  you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.
When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.

 8

http://welcometouhc.com
http://welcometouhc.com
http://myuhc.com


Other important information about your benefits.
Medical Exclusions

• Acupuncture
• Bariatric Surgery 
• Cosmetic Surgery
• Dental Care (Adult/Child)
• Glasses
• Long-Term Care
• Non-emergency care when traveling outside the U.S.
• Private-Duty Nursing
• Routine Eye Care (Adult/Child)
• Routine Foot Care
• Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at a retail Network Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The Network Pharmacy’s Usual and Customary Charge for the Prescription Drug Product; and 3)
The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from a mail order Network Pharmacy, you are
responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge for that
Prescription Drug Product.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, a Non-Preferred
Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

Certain Preventative Care Medications may be covered at zero cost share. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by a mail order Network Pharmacy or Preferred 90 Day Retail Network
Pharmacy. The Outpatient Prescription Drug Schedule of Benefits will tell you how mail order Network Pharmacy and Preferred 90 Day Retail
Network Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone number on your ID card to find out if Benefits are
provided for your Prescription Drug Product and for information on how to obtain your Prescription Drug Product through a mail order Network
Pharmacy or Preferred 90 Day Retail Network Pharmacy.
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Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your Pharmacy Rider and SBN for additional exclusions and limitations that may apply.

• A Pharmaceutical Product for which Benefits are provided in your Certificate.
• A Prescription Drug Product with either: an approved biosimilar, a biosimilar and Therapeutically Equivalent to another covered Prescription Drug
Product.
• Any Prescription Drug Product to the extent payment or benefits are provided or available from the local, state or federal government (for
example, Medicare).
• Any product dispensed for the purpose of appetite suppression or weight loss.
• Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, and prescription
medical food products even when used for the treatment of Sickness or Injury. This exclusion does not apply to amino acid-based elemental
formulas, as described in Section 1 of the COC, for the treatment of Eosinophilic Disorders and short bowel syndrome as prescribed by a Physician.
• Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and placed on a tier by our PDL Management
Committee.
• Certain Prescription Drug Products for tobacco cessation.
• Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available.
• Certain Prescription Drug Products that are FDA approved as a package with a device or application, including smart package sensors and/or
embedded drug sensors.
• Certain compounded drugs.
• Diagnostic kits and products, including associated services.
• Drugs available over-the-counter. This exclusion does not apply to over-the-counter FDA-approved contraceptive drugs, devices, and products,
excluding male condoms, as provided for in the comprehensive guidelines supported by the Health Resources and Services Administration and as
required by Illinois law when prescribed by a Network provider for which Benefits are available, without cost sharing, as described under Preventive
Care Services in Section 1 of the COC.
• Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.
• Durable Medical Equipment, including insulin pumps and related supplies for the management and treatment of diabetes, for which Benefits are
provided in your Certificate. Prescribed and non-prescribed outpatient supplies. This does not apply to diabetic supplies and inhaler spacers
specifically stated as covered.
• Experimental or Investigational or Unproven Services and medications. This exclusion does not include a Prescription Drug Product that has been
prescribed for the treatment of a type of cancer for which the Prescription Drug Product has not yet been approved by the (FDA), if the Prescription
Drug Product is recognized for the specific treatment for which it was prescribed.
• General vitamins, except Prenatal vitamins, vitamins with fluoride, and single entity vitamins when accompanied by a Prescription Order or Refill.
• Growth hormone therapy, except when determined necessary by your Physician.
• Medications used for cosmetic purposes.
• Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.
• Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that do not meet the definition of a Covered Health
Care Service.
• Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.
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This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or Amendments, those documents govern. Review your COC for an exact
description of the services and supplies that are and are not covered, those which are excluded or limited, and other terms and conditions of
coverage.

UnitedHealthcare | Illinois | Choice Plus | BT4V | 2V

Choice Plus plan details, 
all in one place.

Use this benefit summary to learn more about this plan’s benefits,  ways 
you can get help managing costs and how you may get more out of this 
health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care.

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

Tier 1 providers
Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.
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Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network

Annual Medical Deductible

Individual $1,500 $4,500

Family $3,000 $9,000

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.

*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar 
amount - your copay.

Annual Out-of-Pocket Limit

Individual $6,250 $12,500

Family $12,500 $25,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual 
out-of-pocket maximum amount.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Preventive Care Services

Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by 
the Patient Protection and Affordable Care Act (ACA), with no 
cost-sharing to you. These services are based on your age, 
gender and other health factors. UnitedHealthcare also covers 
other routine services that may require a copay, co-insurance 
or deductible.

Includes services such as Routine Wellness Checkups, 
Immunizations, and Lab and X-ray services for Mammogram, 
Pap Smear, Prostate and Colorectal Cancer screenings.

Office Services - Sickness & Injury

Primary Care Physician

All other covered persons $35 copay 50%*

Covered persons less than age 19 No copay 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.

 2



What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Specialist $70 copay 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Urgent Care Center Services $50 copay 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at the urgent care facility. For 
example, surgery and lab work.

Virtual Care Services No copay 50%*

Network Benefits are available only when services are 
delivered through a Designated Virtual Network Provider. You 
can find a Designated Virtual Visit Network Provider by 
contacting us at myuhc.com® or the telephone number on 
your ID card. Access to Virtual Visits and prescription services 
may not be available in all states or for all groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance 20%* 20%*

Ground Ambulance 20%* 20%*

Ambulance Services - Non-Emergency Ambulance¹

Air Ambulance 20%* 20%*

Ground Ambulance 20%* 50%*

Dental Services - Accident Only 20%* 20%*

Emergency Health Care Services - Outpatient¹ 20%* 20%*

Inpatient Care

Congenital Heart Disease (CHD) Surgeries¹ 20%* 50%*

Habilitative Services - Inpatient¹ The amount you pay is based on where the covered health care service is provided.

Limit will be the same as, and combined with, those stated 
under Skilled Nursing Facility/Inpatient Rehabilitation Services 
for adults 19 years of age and older. For Dependents under 19 
years of age, no limits apply.

Hospital - Inpatient Stay¹ 20%* 50%*

Skilled Nursing Facility/Inpatient Rehabilitation Facility 
Services¹

20%* 50%*

Limited to 60 days per year.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Outpatient Care

Habilitative Services - Outpatient $35 copay 50%*

Limits will be the same as, and combined with those stated 
under Rehabilitation Services - Outpatient Therapy and 
Manipulative Treatment for adults 19 years of age and older. 
For Dependents under 19 years of age, no limits apply.

Visit limits for Treatment for Autism Spectrum Disorders for 
Enrolled Dependents under 21 years of age do not apply.

Home Health Care¹ 20%* 50%*

Limited to 60 visits per year.

One visit equals up to four hours of skilled care services. This 
visit limit does not include any service which is billed only for 
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing¹ No copay 20%* 50%*

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 
Diagnostic Testing¹

20%* 50%*

Major Diagnostic and Imaging - Outpatient¹ $400 copay 50%*

You may have to pay an extra copay, deductible or 
coinsurance for physician fees or pharmaceutical products.

Physician Fees for Surgical and Medical Services 20%* 50%*

Rehabilitation Services - Outpatient Therapy and Manipulative 
Treatment

$35 copay 50%*

Limited to 20 visits of cognitive rehabilitation therapy per year.

Limited to 20 visits of manipulative treatments per year.

Limited to 20 visits of occupational therapy per year.

Limited to 20 visits of physical therapy per year.

Limited to 20 visits of pulmonary rehabilitation therapy per 
year.

Limited to 20 visits of speech therapy per year.

Limited to 30 visits of post-cochlear implant aural therapy per 
year.

Limited to 36 visits of cardiac rehabilitation therapy per year.

Limited to 60 visits of physical therapy for multiple sclerosis 
per year.

Note: The first three network visits for any combination of 
physical therapy and Manipulative Treatment for new low back 
pain are not subject to any copay, co-insurance or deductible 
and subject to the annual visit limits.

Scopic Procedures - Outpatient Diagnostic and Therapeutic 20%* 50%*

Diagnostic/therapeutic scopic procedures include, but are not 
limited to colonoscopy, sigmoidoscopy and endoscopy.

Surgery - Outpatient¹ 20%* 50%*

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Therapeutic Treatments - Outpatient¹ 20%* 50%*

Therapeutic treatments include, but are not limited to dialysis, 
intravenous chemotherapy, intravenous infusion, medical 
education services and radiation oncology.

Supplies and Services

Diabetes Self-Management Items¹ The amount you pay is based on where the covered health care service is provided under 
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits 
Section.

Diabetes Self-Management and Training/Diabetic Eye 
Exams/Foot Care¹

The amount you pay is based on where the covered health care service is provided.

Durable Medical Equipment (DME), Orthotics and Supplies¹ 20%* 50%*

Limited to a single purchase of a type of DME every 3 years.

Repair and/or replacement of DME would apply to this limit in 
the same manner as a purchase. This limit does not apply to 
wound vacuums.

Enteral Nutrition 20%* 50%*

Hearing Aids 20%* 50%*

Limited to one hearing instrument per impaired ear every 24 
months. Benefits include repairs and/or replacement of a 
hearing instrument when Medically Necessary.

Ostomy Supplies 20%* 50%*

Limited to $2,500 per year.

Pharmaceutical Products - Outpatient 20%* 50%*

This includes medications given at a doctor's office, or in a 
covered person's home.

Prosthetic Devices¹ 20%* 50%*

Urinary Catheters 20%* 50%*

Pregnancy

Pregnancy - Maternity Services¹ The amount you pay is based on where the covered health care service is provided except that 
an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is 
the same as the mother's length of stay.

Mental Health Care & Substance Related and 
Addictive Disorder Services

Inpatient¹ 20%* 50%*

Outpatient¹ $35 copay 50%*

Partial Hospitalization¹ 20%* 50%*

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Designated Network Network Out-of-Network

Other Services

Cellular and Gene Therapy¹ The amount you pay is based on where the covered health care service is provided.

For Network Benefits, Cellular or Gene Therapy services must 
be received from a Designated Provider.

Clinical Trials¹ The amount you pay is based on where the covered health care service is provided.

Dental Services – Anesthesia and Facility The amount you pay is based on where the covered health care service is provided.

Examination and Treatment for Sexual Assault No copay No copay

Fertility Preservation for Iatrogenic Infertility¹ 20%* 50%*

Gender Dysphoria¹ The amount you pay is based on where the covered health care service is provided or in the 
Prescription Drug Benefits Section.

Hospice Care¹ 20%* 50%*

Human Breast Milk 20%* 50%*

Infertility Services¹ 20%* 50%*

Benefits for Assisted Reproductive Technology (ART) are 
limited to four oocyte retrievals per plan year; however, if a 
retrieval is followed by a live birth, two additional oocyte 
retrievals will be covered. Following the final oocyte retrieval, 
Benefits will be provided for one subsequent procedure to 
transfer the oocytes or sperm to the Covered Person.

Port Wine Stain¹ The amount you pay is based on where the covered health care service is provided.

Preimplantation Genetic Testing (PGT) and Related Services¹ 20%* 50%*

Limited to $20,000 per Covered Person per lifetime.

Limited to $5,000 for Prescription Drug Products for Infertility 
per Covered Person.

This limit does not include Preimplantation Genetic Testing 
(PGT) for the specific genetic disorder. This limit includes 
Benefits for ovarian stimulation medications provided under 
Outpatient Prescription Drugs.

Reconstructive Procedures¹ The amount you pay is based on where the covered health care service is provided.

Telehealth Services The amount you pay is based on where the covered health care service is provided.

Temporomandibular Joint (TMJ) and Craniomandibular 
Disorder (CMD) Services¹

The amount you pay is based on where the covered health care service is provided.

Transplantation Services¹ The amount you pay is based on where the covered health care service is provided.

Network Benefits must be received from a Designated 
Provider.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to COC/SBN.
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Pharmacy Benefits

* After the Annual Medical Deductible has been met.
** Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card for more information. You will be charged a
retail Copayment and/or Coinsurance for 31 days or 2 times for 60 days based on the number of days supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask
your Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply with three refills.
Your Copayment and/or Coinsurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Product. All Prescription Drug Products on the
Prescription Drug List are assigned to Tier 1, Tier 2 or Tier 3.
If you are a member, you can find individualized information on your benefit coverage, determine tier status, check the status of claims and search for network pharmacies by logging into your account on myuhc.com® or
calling the Customer Care number on your ID card. If you are not a member, you can view prescription information at welcometouhc.com > Benefits > Pharmacy Benefits.
For an out-of-network Pharmacy, you may have to pay the difference between the out-of-network reimbursement rate and the pharmacy's usual and customary charge.

Pharmacy Plan Details

Pharmacy Network National

Prescription Drug List Advantage

In Network

Annual Pharmacy Deductible

Individual You do not have to pay a pharmacy deductible

Family You do not have to pay a pharmacy deductible

Up to a 31-day supply Up to a 90-day supply

Prescription Drug Product Tier 
Level Retail Network Out-of-Network Pharmacy Mail Order Network 

Pharmacy**

Tier 1
 $ $10 $10 $25

Tier 2
 $$ $35 $35 $87.50

Tier 3
 $$$ $60 $60 $150
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Here’s an example of how the plan’s costs come into play.

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

  . Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

  . Choose  Search for a health plan.

  . Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.
Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

  . Go to welcometouhc.com > Benefits > Pharmacy Benefits.

  . Select Advantage to view the medications that are

     covered under your plan.

Access your plan online.
With myuhc.com®,  you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.
When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.
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Other important information about your benefits.
Medical Exclusions

• Acupuncture
• Bariatric Surgery 
• Cosmetic Surgery
• Dental Care (Adult/Child)
• Glasses
• Long-Term Care
• Non-emergency care when traveling outside the U.S.
• Private-Duty Nursing
• Routine Eye Care (Adult/Child)
• Routine Foot Care
• Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at a retail Network Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The Network Pharmacy’s Usual and Customary Charge for the Prescription Drug Product; and 3)
The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from a mail order Network Pharmacy, you are
responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge for that
Prescription Drug Product.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, a Non-Preferred
Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

Certain Preventative Care Medications may be covered at zero cost share. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by a mail order Network Pharmacy or Preferred 90 Day Retail Network
Pharmacy. The Outpatient Prescription Drug Schedule of Benefits will tell you how mail order Network Pharmacy and Preferred 90 Day Retail
Network Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone number on your ID card to find out if Benefits are
provided for your Prescription Drug Product and for information on how to obtain your Prescription Drug Product through a mail order Network
Pharmacy or Preferred 90 Day Retail Network Pharmacy.
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Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your Pharmacy Rider and SBN for additional exclusions and limitations that may apply.

• A Pharmaceutical Product for which Benefits are provided in your Certificate.
• A Prescription Drug Product with either: an approved biosimilar, a biosimilar and Therapeutically Equivalent to another covered Prescription Drug
Product.
• Any Prescription Drug Product to the extent payment or benefits are provided or available from the local, state or federal government (for
example, Medicare).
• Any product dispensed for the purpose of appetite suppression or weight loss.
• Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, and prescription
medical food products even when used for the treatment of Sickness or Injury. This exclusion does not apply to amino acid-based elemental
formulas, as described in Section 1 of the COC, for the treatment of Eosinophilic Disorders and short bowel syndrome as prescribed by a Physician.
• Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and placed on a tier by our PDL Management
Committee.
• Certain Prescription Drug Products for tobacco cessation.
• Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available.
• Certain Prescription Drug Products that are FDA approved as a package with a device or application, including smart package sensors and/or
embedded drug sensors.
• Certain compounded drugs.
• Diagnostic kits and products, including associated services.
• Drugs available over-the-counter. This exclusion does not apply to over-the-counter FDA-approved contraceptive drugs, devices, and products,
excluding male condoms, as provided for in the comprehensive guidelines supported by the Health Resources and Services Administration and as
required by Illinois law when prescribed by a Network provider for which Benefits are available, without cost sharing, as described under Preventive
Care Services in Section 1 of the COC.
• Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.
• Durable Medical Equipment, including insulin pumps and related supplies for the management and treatment of diabetes, for which Benefits are
provided in your Certificate. Prescribed and non-prescribed outpatient supplies. This does not apply to diabetic supplies and inhaler spacers
specifically stated as covered.
• Experimental or Investigational or Unproven Services and medications. This exclusion does not include a Prescription Drug Product that has been
prescribed for the treatment of a type of cancer for which the Prescription Drug Product has not yet been approved by the (FDA), if the Prescription
Drug Product is recognized for the specific treatment for which it was prescribed.
• General vitamins, except Prenatal vitamins, vitamins with fluoride, and single entity vitamins when accompanied by a Prescription Order or Refill.
• Growth hormone therapy, except when determined necessary by your Physician.
• Medications used for cosmetic purposes.
• Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.
• Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that do not meet the definition of a Covered Health
Care Service.
• Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.
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The following pages are flyers on Wellness Programs offered through United Healthcare.  
These programs are only available if you are enrolled in Medical coverage. 

• Simply Engaged – heath and wellness activities such as a Fitness Reimbursement 
Program, Real Appeal and Quit for Life (smoking cessation program)

• Apple Fitness+ – 12 months of Apple Fitness+ added to our plan at no additional cost
• Virtual Visits – Access to non-emergent care online via computer/tablet/phone.
• EAP- Employee Assistance Program - free consueling sessions available 24/7

Who is Eligible and When: 
• All full time eligible employees

o Coverage begins 1st of the Month following date of hire
o Coverage terms End of the Month

Medical Insurance 
Wellness Programs 





Earn up to $240* for 
completing health  
and wellness activities. 
With SimplyEngaged, you can get rewarded for  
taking healthier actions. 

Here’s how SimplyEngaged works. 
Through Rally®, you can access the SimplyEngaged® health and wellness activities available to you. For each Health Action 
you complete, you’ll earn Rally Coins,** which you can redeem for rewards. Plus, you can earn fnancial incentives provided 
through a bank account deposit. Rally’s digital experience gives you one place to track your activities and rewards. 

To get started, go to myuhc.com® > Health Resources > Rally. 

Health Actions Reward 

Complete the Health Survey and watch the video. 
The Health Survey takes about 15 minutes and upon completion, you’ll receive personalized 
suggestions to help you set health goals. Pair this with a short Health Actions video to see your 
opportunities to earn rewards. 

Rally Coins 

Complete a Virtual Visit. 
Virtual Visits may be a convenient option when you need care. You can talk to a doctor — 
24/7 — by phone or video for conditions like the fu, allergies, rashes, migraines and many more. 

Rally Coins 

*Earnings are per person and include covered spouse or domestic partner. 

** Rally Coins can be earned under Rally Health. A reward can only be earned once per incentive year per health action, with the exception of 
the Fitness Action, up to the maximum incentive amount. Rally Coins may be used to enter sweepstakes for additional rewards. 

continued 

http:myuhc.com


 
 

     

Health Actions Reward 

Complete a coaching program. 
The results of your Health Survey will provide recommendations for coaching programs that may 
help improve your health and wellness. These programs are available at no additional cost as part 
of your health plan benefts. Complete one of the following programs to earn more rewards: 

Wellness Coaching provides access to expert coaches and digital tools to help you reach your 
health goals. It’s all about getting and staying healthy —your way —anytime. Choose from a variety 
of programs, like sleeping better, eating smarter and getting ft. Rally Coins 
Real Appeal® may help you start living a healthier life with online weight loss tools designed to 
help you achieve lifelong results, one small step at a time. Real Appeal provides the support to help 
you lose weight through online coaching, a Success Kit delivered to your door and a community of 
members to keep you motivated. 

Quit For Life® has helped 4 million enrollees quit smoking or using tobacco.1 It provides the tools,  
1-on-1 support and a personalized plan to help you quit your way.

 

Complete Physical Activity Check-ins. 
Earn a Physical Activity Check-In reward by logging into the Rally Health mobile app or website 
and tracking compatible activity options. Check-in at least 12 days per month with a qualifying 
activity to earn a $20 monthly reward. 

$20/mo. +
Rally Coins 

myuhc.com > Health Resources > Rally 

1  Quit For Life Employer Book of Business Survey results, cumulative from 2006 to 2018. 

Real Appeal is a voluntary weight loss program that is ofered to eligible participants as part of their beneft plan. The information provided under this program is for general informational purposes only and is not 
intended to be nor should be construed as medical and/or nutritional advice. Participants should consult an appropriate health care professional to determine what may be right for them. Any items/tools that are 
provided may be taxable and participants should consult an appropriate tax professional to determine any tax obligations they may have from receiving items/tools under the program. 

Virtual Visits phone and video chat with a doctor are not an insurance product, health care provider or a health plan. Unless otherwise required, benefts are available only when services are delivered through a 
Designated Virtual Network Provider. Virtual Visits are not intended to address emergency or life-threatening medical conditions and should not be used in those circumstances. Services may not be available at all 
times, or in all locations, or for all members. Check your beneft plan to determine if these services are available. 

The Quit For Life Program provides information regarding tobacco cessation methods and related well-being support. Any health information provided by you is kept confdential in accordance with the law. The Quit 
For Life Program does not provide clinical treatment or medical services and should not be considered a substitute for your doctor’s care. Please discuss with your doctor how the information provided is right for you. 
Participation in this program is voluntary. If you have specifc health care needs or questions, consult an appropriate health care professional. This service should not be used for emergency or urgent care needs. In an 
emergency, call 911 or go to the nearest emergency room. 

UnitedHealthcare understands the importance of protecting your privacy. We care about the relationship we have with you. Our business practices are in compliance with the Health Insurance Portability and 
Accountability Act (HIPAA) and other applicable privacy and security requirements. 

Rally Health provides health and well-being information and support as part of your health plan. It does not provide medical advice or other health services, and is not a substitute for your doctor’s care. If you have 
specifc health care needs, consult an appropriate health care professional. Participation in the Health Survey is voluntary. Your responses will be kept confdential in accordance with the law and will only be used to 
provide health and wellness recommendations or conduct other plan activities. 

SimplyEngaged® is a voluntary program. The information provided under this program is for general informational purposes only and is not intended to be nor should be construed as medical advice. You should 
consult with an appropriate health care professional to determine what may be right for you. Rewards may be taxable. You should consult with an appropriate tax professional to determine if you have any tax obligations 
from receiving rewards under this program. If you are unable to meet a standard related to a health factor to obtain a reward under this program, you might qualify for an opportunity to earn the same reward by diferent 
means. Contact us at 1-855-215-0230 and we will work with you (and, if necessary, your doctor) to fnd another way for you to earn the same reward. 

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its afliates. Administrative services provided by United HealthCare Services, Inc. or their afliates. 
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Health Management  |  Apple Fitness+

 
 

 
 

   

 
 

 

 
  

  

  

The first fitness service powered by Apple Watch 

Make your move with Apple Fitness+ 
Now included in your health plan 

UnitedHealthcare is committed to providing a variety of health and wellness 
options, which is why we’ve added 12 months of Apple Fitness+ to your health 
plan—at no additional cost. Get ready for a different type of fitness experience 
with welcoming trainers who work hard to help bring out the best in you. 

Your journey to a healthier body and mind starts here. 
Apple Fitness+ brings to life real-time fitness metrics 
from Apple Watch to your iPhone, iPad and Apple TV— 
and helps keep you motivated with: 

• 11 workout types, ranging from HIIT to core to yoga 
• New workouts added every week, lasting from 

5 to 45 minutes 
• Handpicked music from your favorite artists 

to help keep you going 
• A subscription that can be shared with 

up to 5 family members 

Let’s do this Get started at uhc.com/apple-fitness-plus 

No additional cost 
A $79.99 value* 
(Apple Watch required) 

*$9.99 per month for 12 months. Must be 13+ years of age and covered under applicable health plan. 

Apple Fitness+ requires Apple Watch Series 3 or later with watchOS 7.2 or later and one of the following Apple devices: iPhone 6s or later with iOS 14.3 or later, iPad with iPadOS 14.3 or later, or Apple TV  
with tvOS 14.3 or later. Available to applicable UnitedHealthcare plans for fully insured customers who register for an account with Apple Fitness+. Subject to state legal and regulatory review. 

All trademarks are the property of their respective owners. 

The information provided under this program is for general informational purposes only and is not intended to be nor should be construed as medical advice. You should consult with an appropriate health care 
professional before beginning any exercise program and/or to determine what may be right for you. The value of the application may be taxable. You should consult with an appropriate tax professional to determine  
if you have any tax obligations from having access to this application at no additional cost. All trademarks are the property of their respective owners. 

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. 
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Visit with a doctor 
24/7 — whenever, 
wherever 
With 24/7 Virtual Visits, you can connect to a doctor 
by phone or video1 through myuhc.com® or the 
UnitedHealthcare® app. 

A convenient and faster way to get care 
Doctors can treat a wide range of health conditions — including many of the  
same conditions as an emergency room (ER) or urgent care — and may even 
prescribe medications,2 if needed. With a UnitedHealthcare plan, your cost  
for a 24/7 Virtual Visit is usually $0.3 

Consider 24/7 Virtual Visits for these common conditions: 
• Allergies • Flu • Sore throats
• Bronchitis • Headaches/migraines • Stomachaches
• Eye infections • Rashes • and more

$0 cost
An estimated 25% of ER 
visits could be treated  
with a 24/7 Virtual Visit —  
bringing a potential  
$2,0004 cost down to $0. 

Get started Sign in at myuhc.com/virtualvisits  |  Call 1-855-615-8335 
Download the UnitedHealthcare app 

1 Data rates may apply. 
2 Certain prescriptions may not be available, and other restrictions may apply. 
3 The Designated Virtual Visit Provider’s reduced rate for a 24/7 Virtual Visit is subject to change at any time. 
4 Average allowed amounts charged by UnitedHealthcare Network Providers are not tied to a specific condition or treatment. Actual payments may vary depending upon benefit coverage. Estimated Urgent Care 

savings are based on the difference between average Urgent Care visit cost of $180 and Virtual Visit cost of $0; $2,000.00 difference between the average Emergency Room visit and the average urgent care visit. 
The information and estimates provided are for general informational and illustrative purposes only and is not intended to be nor should be construed as medical advice or a substitute for your doctor’s care. You 
should consult with an appropriate health care professional to determine what may be right for you. In an emergency, call 911 or go to the nearest emergency room. 

The UnitedHealthcare® app is available for download for iPhone® or Android®. iPhone is a registered trademark of Apple, Inc. Android is a registered trademark of Google LLC. 

24/7 Virtual Visits phone and video chat with a doctor are not an insurance product, health care provider or a health plan. Unless otherwise required, benefts are available only when services are delivered through a 
Designated Virtual Network Provider. 24/7 Virtual Visits are not intended to address emergency or life-threatening medical conditions and should not be used in those circumstances. Services may not be available at all 
times, or in all locations, or for all members. Check your beneft plan to determine if these services are available. 

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its afliates. Administrative services provided by United HealthCare Services, Inc. or their afliates. Health Plan coverage provided by or through 
a UnitedHealthcare company. 
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Visit with a doctor 
24/7 — whenever, 
wherever 
With 24/7 Virtual Visits, you can connect to a  
doctor by phone or video1 through myuhc.com®  
or the UnitedHealthcare® app. 

A convenient and faster way to get care 
Doctors can treat a wide range of health conditions — including many of the  
same conditions as an emergency room (ER) or urgent care —and may even 
prescribe medications,2 if needed. With a UnitedHealthcare plan, your cost  
for a 24/7 Virtual Visit is usually $49 or less.3 

Consider 24/7 Virtual Visits for these common conditions: 
• Allergies • Flu • Sore throats
• Bronchitis • Headaches/migraines • Stomachaches
• Eye infections • Rashes • and more

$49 cost
An estimated 25% of ER 
visits could be treated  
with a 24/7 Virtual Visit —  
bringing a potential  
$2,0004 cost down to $49. 

Get started Sign in at myuhc.com/virtualvisits  |  Call 1-855-615-8335 
Download the UnitedHealthcare app 

1 Data rates may apply. 
2 Certain prescriptions may not be available, and other restrictions may apply. 
3 The Designated Virtual Visit Provider’s reduced rate for a 24/7 Virtual Visit is subject to change at any time. 
4 Average allowed amounts charged by UnitedHealthcare Network Providers are not tied to a specific condition or treatment. Actual payments may vary depending upon benefit coverage. Estimated Urgent Care 

savings are based on $131 difference between average Urgent Care visit cost of $180 and Virtual Visit cost of $49; $2,000.00 difference between the average Emergency Room visit and the average urgent care 
visit. The information and estimates provided are for general informational and illustrative purposes only and is not intended to be nor should be construed as medical advice or a substitute for your doctor’s care. You 
should consult with an appropriate health care professional to determine what may be right for you. In an emergency, call 911 or go to the nearest emergency room. 

The UnitedHealthcare® app is available for download for iPhone® or Android®. iPhone is a registered trademark of Apple, Inc. Android is a registered trademark of Google LLC. 

24/7 Virtual Visits phone and video chat with a doctor are not an insurance product, health care provider or a health plan. Unless otherwise required, benefts are available only when services are delivered through a 
Designated Virtual Network Provider. 24/7 Virtual Visits are not intended to address emergency or life-threatening medical conditions and should not be used in those circumstances. Services may not be available at all 
times, or in all locations, or for all members. Check your beneft plan to determine if these services are available. 

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its afliates. Administrative services provided by United HealthCare Services, Inc. or their afliates. Health Plan coverage provided by or through 
a UnitedHealthcare company. 
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When life gets challenging,  
you’ve got caring, confidential help 

Your Employee Assistance Program (EAP) provides support 
and resources to help you, and your family, with a range of 
issues, including: 

• Managing stress, anxiety and depression

• Improving relationships at home or work

• Getting guidance on legal and financial concerns

• Coping with occupational stress and burnout support

• Addressing substance use issues

This service is provided to you at no additional cost. 

Get started – call EAP 24/7 at 1-888-887-4114 

Call today for access 
to EAP resources at 
no additional cost 
EAP provides coverage for  
3 free counseling sessions  
per incident, per year. 

Services are completely 
confidential and will not be 
shared with your employer. 

The material provided through this program is for informational purposes only. EAP staff cannot diagnose problems or suggest treatment. EAP is not a substitute for your doctor’s care. Employees are encouraged to 
discuss with their doctor how the information provided may be right for them. Your health information is kept confidential in accordance with the law. EAP is not an insurance program and may be discontinued at any time. 
Due to the potential for a conflict of interest, legal consultation will not be provided on issues that may involve legal action against UnitedHealthcare or its affiliates, or any entity through which the caller is receiving these 
services directly or indirectly (e.g., employer or health plan). This program and its components may not be available in all states or for all group sizes and is subject to change. Coverage exclusions and limitations may apply. 

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. Administrative services provided by United HealthCare Services, Inc. or their affiliates. 
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All full time eligible employees are offered the opportunity to enroll in the Carrollton's 
Employer Paid Basic Life/AD&D plan offered by Guardian.   The plan offers $20,000 of Basic 
Term Life coverage for all employees.    See the summary that follows for more details.  

All full time eligible employees are also offered the opportunity to enroll in the Carrollton's 
Voluntary Plans through Guardian.  The plans include Voluntary Dental, Voluntary Vision and 
Voluntary Life.  As stated, election of these coverages is voluntary and paid in full by you.   
The plans and rates are detailed on the following pages.     

Who is Eligible and When: 

• All full time eligible employees
o Coverage begins 1st of the Month following date of hire
o Coverage terms End of the Month

Basic Life and Voluntary Insurance 
Plans through Guardian 





































 
 
 

NOTE:  It is very important that you complete and submit your enrollment forms within the required 
timeframe.  If you do not complete your enrollment forms by the deadline, you will, by default, waive 
your rights to the company group benefits. 

Eligibility 

If you are a new hire, you will become eligible for coverage the 1st of the month following your date of hire. 

This will be the date on which your coverage becomes available.  You may complete your enrollment 
forms/applications any time before this date, but you must complete the forms within 31 days of the effective 
date.  If you do not submit your enrollment forms within the time frame above, you must wait until the next 
annual open enrollment to make your benefit elections. 

Who can be added to your plan: 
• Legally married spouse
• Natural or adopted children under 26 years old
• Children under your legal guardianship / Stepchildren
• Children under a qualified medical child support order and disabled children 26 years or older
• Children placed in your physical custody for adoption

NOTE:   After your initial eligibility period, you cannot make changes to your coverage until the next 
 open enrollment period, unless you experience a qualifying event, such as: 

• Loss or gain of coverage through your spouse
• Loss of eligibility of a covered dependent
• Death of your covered spouse or child
• Birth or adoption of a child
• Marriage, divorce, or legal separation
• Switch from part-time to full-time

 You have 30 days from a change in family status to make changes to your current coverage. 

www.assuredpartners.com 

Ashley Peterson  

ashley.peterson@assuredpartners.com    618.391.1046

Enrollment Forms 

http://www.cornerstoneinsurancegroup.com/




Group Medical Insurance Waiver 

Carrollton CUSD #1 

I acknowledge that I have been given the opportunity to apply for group coverage available to me and my 
dependents through my employer. 

I understand and agree: 
If I am declining coverage for myself, my spouse/domestic partner, or my dependent child(ren) 

because of other coverage, I may in the future be able to enroll myself, my spouse/domestic partner, or my 
dependent child(ren) provided that I request enrollment within 31 days after the other coverage ends.

If I have a new spouse/domestic partner or child as a result of marriage, birth, adoption, or 
placement for adoption, I may be able to enroll myself and my new spouse/domestic partner or child 
provided that I request enrollment within 31 days after the marriage, birth, adoption, or placement of 
adoption. 

If I decide to request coverage in the future, for a reason other than the termination of other 
coverage or the addition of a new spouse/domestic partner or child. I may be considered a late enrollee, if 
applicable, or I may have to wait until the plan’s next open enrollment period. I also understand that as a 
late enrollee, coverage for preexisting conditions may be excluded for up to a period of 18 months. This 
period may be offset by the time I, my spouse/domestic partner, or my dependent child(ren) was covered 
under a qualified health plan. 

I certify that I was not pressured, forced, or unfairly induced by my employer, the agent, or the insurer(s) 
into waiving or declining the group coverage. 

I certify that I understand Carrollton CUSD #1 group medical plan meets all minimum standards of the 
Affordable Care Act. By waiving coverage I acknowledge that I may not be eligible for a subsidy on any 
exchange.

I ____________________________________DO NOT WANT, AND HERBY WAIVE MEDICAL COVERAGE. 
PRINT NAME 

SIGNATURE: _________________________________________________ DATE:___________________





 

 

Dental & Vision Insurance – Guardian 
I elect the following insurance coverage: MONTHLY COST   
 

DENTAL PLAN - BASE 
  Employee only - $22.81 
  Employee + 1 - $41.88  
  Family - $79.38 

        WAIVE – I decline Dental (BASE) Coverage 

DENTAL PLAN – BUY-UP 
  Employee only - $51.26 
  Employee + 1 - $94.12  
  Family - $136.73 

        WAIVE – I decline Dental (BUY-UP) Coverage 
 

 
VISION PLAN (VSP) 

  Employee only - $9.51  
  Employee + 1 - $13.61  
  Family - $24.65 

VISION PLAN (DAVIS) 
  Employee only - $9.51 
  Employee + 1 - $13.61  
  Family - $24.65 

  WAIVE – I decline Vision Coverage 

 

Life Insurance – Guardian 
 

 
BASIC LIFE & AD&D 
 

  $20,000 Policy Provided 
by the District at no cost 
NOTE: 
For employees that work 
30 or more hours per 
week. 
 
 

This life insurance is optional and will be a deduction pending on which 
option(s) are selected.  See Rate Sheet 
 
VOLUNTARY LIFE INSURANCE – Rates based on Employee Age See Guardian Chart 
 
 
        WAIVE – NO COVERAGE 
              I decline all voluntary life coverage.  I understand that I may be 
                required to complete a health statement to enroll at a later time.   

 
Acknowledgement & Signature: I understand the coverage I have elected is effective 1st of the month following date of hire 

 

Date ____________ Signature _________________________________________ 

Carrollton CUSD #1 
Benefits Election Form – Enrollment – NON CERTIFIED EMPLOYEES 

 

Employee Name (please print)____________________________________________________ 
 

Medical Insurance – United Healthcare (UHC) 
 I elect the following insurance coverage: MONTHLY COST 
 

Plan 1 – H.S.A Plan $1,500 deductible   
  Employee only - $56.66  
  Employee & Spouse - $804.60 
  Employee & Child(ren) - $658.38 
  Family - $1,406.32 

Plan 2 – Traditional PPO $3,000 deductible  
  Employee only - $87.13 
  Employee & Spouse - $876.47 
  Employee & Child(ren) - $722.15 
  Family - $1,511.49 

 
Plan 3 – Traditional PPO $1,500 deductible 

  Employee only - $120.12 
  Employee & Spouse - $954.29  
  Employee & Child(ren) - $791.21  
  Family - $1,625.38 

   Waive – NO MEDICAL COVERAGE   
I acknowledge I was offered an employer sponsored group health 
plan that meets the Affordable Care Act’s affordability and 
minimum value requirements, but I choose not to participate in 
the medical plan.  By waiving I acknowledge that I may not be 
eligible for a subsidy on any private exchange plan. 

 



 

CARROLLTON CUSD #1   -   2022/2023 SCHOOL YEAR  
MEDICAL PLANS COMPARISON - UNITED HEALTHCARE 

    PLAN 1 PLAN 2  PLAN 3 
   AEZ1 - H.S.A / 2V BT4Y (Balanced) / 2V BT4V (Balanced) / 2V 
   H.S.A PPO PPO 
DEDUCTIBLE (SINGLE / FAMILY)   $1,500 / $4,500 $3,000 / $6,000 $1,500 / $3,000 
COINSURANCE   80% 80% 80% 
MEDICAL OUT OF POCKET LIMIT (S/F)   $5,000 / $6,850 $6,250 / $12,500 $6,250 / $12,500 
OUT OF POCKET LIMIT   OOP - INCLUDES ALL DED, COINS, COPAYS 
PREVENTATIVE SERVICES (NO DEDUCTIBLE) 100% 100% 100% 
COPAYS         
PRIMARY DOCTOR   Ded/Coins $35 , <19 $0 $35 , <19 $0 
SPECIALIST    Ded/Coins  $70  $70 
VIRTUAL VISIT (PPO Plans Only)   Ded/Coins $0 $0 
Major Diagnostics (PET scan, MRI,)   Ded/Coins $400 copay $400 Copay 
EMERGENCY ROOM   Ded/Coins Ded/Coins Ded/Coins 
URGENT CARE   Ded/Coins $50 $50 
PRESCRIPTION COPAYS   (After Deductible is met)     
TIER 1   $10  $10  $10 
TIER 2   $35  $35  $35 
TIER 3   $60  $60  $60 

        
         

DENTAL PLANS COMPARISON - GUARDIAN   
        
 BASE PLAN BUY-UP PLAN   
DEDUCTIBLE (SINGLE / FAMILY)   $50/$150 $50/$150   
Waived for   Preventative Preventative   

Charges covered for you (co-insurance) In-Network 
Out-of-

Network In-Network 
Out-of-

Network   
Preventative Care   80% 80% 100% 100%   
Basic Care   70% 70% 80% 80%   
Major  Care  0% 0% 50% 50%   
   - - 50% 50%   
Annual Maximum Benefit  $750  $1,500    
Lifetime Orthodontia Maximum    - $1,000    
        
 
         

VISION PLANS COMPARISON - GUARDIAN           
 VSP DAVIS   
Exam Copay   $10 $10   
Materials Copay   $20 $20   
Service Frequencies             
Exams   Every Calendar Year Every Calendar Year   
Lenses (glasses or contacts)   Every Calendar Year Every Calendar Year   

Frames   
Every two Calendar 

Years 
Every two Calendar 

Years   
 



Last Name First Name MI Social Security Number

Address Apt # City State Zip Code Home/Cell Phone

Date of Birth Sex Marital Status Work Phone
/ / �� M    �� F �� Single   �� Divorced  �� Married   �� Widowed

Email Address Race – Check all that apply (Optional)2

�� American Indian/Alaska Native    �� Asian    �� Black/African-American
Language Preference, if not English �� Hispanic/Latino      �� Native Hawaiian/Pacific Islander    �� White

�� Other–Please specify ___________________________________

Primary Physician1 Primary Dentist1

Physician First & Last Name __________________________________ Dentist First & Last Name __________________________________
ID # ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - ___ ___ ___ ___ ID# ___________________________________________________
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A. Employee Information

Enrollment Application/Change/Cancellation Request 
Illinois

�� Address Change
�� Name Change
Date of Change____ /___ /____

�� Enroll
�� Cancel  
�� ChangeTo Be Completed By Employer

ATTENTION EMPLOYER REPRESENTATIVE: To ensure accurate processing of application,   1) please review all sections and confirm the
employee completed the appropriate information,   2) complete the information in this section and     3) provide your signature and
today’s date. If the employee is waiving coverage, do not submit the application but retain it for your records.
Company Name Group # Department #

Plan Variation Reporting Code Benefit Level/Class Code, if applicable
Medical ______ Vision ______ Medical ______ Vision ______ Life/AD&D ______ Suppl. Life ______
Dental ______ Life ______ Dental ______ Life ______ Spouse Life ______ Suppl. AD&D ______

�� New Enrollment/Additions: (Check one)
Date of Hire ___ /___ /___      Requested Date of Coverage ___ /___ /___
�� New Hire �� Status Change  (PT to FT)
�� Return from Leave/Layoff
�� Birth �� Marriage �� Adoption
�� Court ordered dependent
�� Other (describe) ________________________

�� COBRA/State Continuation  start date _______ stop date________
�� Annual Open Enrollment   Requested Effective Date of Enrollment ___ /__ /___

�� Cancellations:  Last Date of Employment ___ /___ /___
Requested Effective Date of Cancellation ___ /___ /___
�� Cancel all coverage
�� Cancel all listed below – Section B
Reason: (check one)
�� Death �� Employee Terminated    �� Divorce
�� Moved out of service area
�� Dependent reached dependent max age
�� Other (describe)____________________________

Signature ________________________________________________  Date ___________________

Employer Position_____________________________  Phone Number________________________

Employee Type �� Union �� Salaried �� Active     �� COBRA/State Cont.  #Hours worked per week _________
�� Non-union �� Hourly �� Retire Date ___________

Coverage Provided by “UnitedHealthcare and Affiliates”:
Medical coverage provided by UnitedHealthcare Insurance Company, UnitedHealthcare Insurance Company of Illinois, UnitedHealthcare of
Illinois, Inc., UnitedHealthcare Insurance Company of the River Valley, or UnitedHealthcare Plan of the River Valley, Inc.
Dental coverage provided by UnitedHealthcare Insurance Company or Dental Benefit Providers of Illinois, Inc.
Life, Short-Term Disability (STD), Long-Term Disability (LTD)  Insurance coverage provided by UnitedHealthcare Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company

LG.EE.16.IL 4/15 230-11122  2/16

1IMPORTANT: Please see employer representative as some plans require a Primary Physician (Primary Care) and/or a Primary Care Dentist
(PCD) selection.

2Data collected will be used only to help communicate with enrollees and inform them of specific programs to enhance their well-being and not
for eligibility or claim payment determination.

�� UnitedHealthcare Insurance Company
�� UnitedHealthcare Insurance Company of Illinois
�� UnitedHealthcare of Illinois, Inc.
�� UnitedHealthcare Insurance Company of the River Valley
�� UnitedHealthcare Plan of the River Valley, Inc.
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List All Enrolling/Changing/Cancelling  (Attach sheet if necessary)  
Relationship2 Last Name               First Name             MI   Sex Date of Birth

�� M  �� F _____ /_____ /_______

Social Security Number Primary Physician1

Name:_________________________________________ 
ID# ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - ___ ___ ___ ___
Primary Care Dentist1

Name:_________________________________________ 
ID#___________________________________________

Relationship2 Last Name               First Name             MI   Sex Date of Birth
�� M  �� F _____ /_____ /_______

Social Security Number Primary Physician1

Name:_________________________________________ 
ID# ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - ___ ___ ___ ___
Primary Care Dentist1

Name:_________________________________________ 
ID#___________________________________________

Relationship2 Last Name               First Name             MI   Sex Date of Birth
�� M  �� F _____ /_____ /_______

Social Security Number Primary Physician1

Name:_________________________________________ 
ID# ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - ___ ___ ___ ___
Primary Care Dentist1

Name:_________________________________________ 
ID#___________________________________________

Relationship2 Last Name               First Name             MI   Sex Date of Birth
�� M  �� F _____ /_____ /_______

Social Security Number Primary Physician1

Name:_________________________________________ 
ID# ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - ___ ___ ___ ___
Primary Care Dentist1

Name:_________________________________________ 
ID#___________________________________________

B. Family Information
Check
appropriate
box

�� Enroll
�� Cancel
�� Change

Please check the box for each coverage in which you or your dependents are enrolling.  
If your employer offers a choice of plans, indicate which plan you are selecting. Indicate the dollar amount
selected for the Life and Accidental Death & Dismemberment (AD&D), Supplemental Life, Short-Term Disability
(STD), and Long-Term Disability (LTD) plans.  Benefit offerings are dependent upon employer selection.

Person Medical Dental Vision Basic Life/AD&D Supp Life/AD&D       Voluntary AD&D   

Employee ��  ___________ ��  ___________ �� ��  $__________ ��  $___________     ��  $___________                       
Spouse/Domestic Partner ��  ___________ ��  _____________ ��  ��  $__________ ��  $___________     ��  $___________
Dependent ��  ___________   ��  _____________ ��  ��  $__________   ��  $___________     ��  $___________

Person STD LTD STD Buy Up LTD Buy Up Salary $ _________ Required only if 

Employee ��  ��  ��  ��  Life, STD, or LTD based on salary
Life Insurance Beneficiary Full Name and Address (if applying for Life Insurance with UnitedHealthcare) Relationship

Primary

Secondary

C. Product Selection

1IMPORTANT: Please see employer representative as some plans require a Primary Physician (Primary Care) and/or a Primary Care 
Dentist (PCD) selection. 

2For some cases, such as Qualified Medical Child Support, additional documentation may be required. Please see employer representative 
for more information. 

3Data collected will be used only to help communicate with enrollees and inform them of specific programs to enhance their well-being 
and not for eligibility or claim payment determination.

Race – Check
all that apply
(Optional)3

�� American Indian/Alaska Native  �� Asian  �� Black/African-American   
�� Hispanic/Latino  �� Native Hawaiian/Pacific Islander    �� White    
�� Other–Please specify ___________________________________

Spouse
/Domestic
Partner

Check
appropriate
box

�� Enroll
�� Cancel
�� Change

Race – Check
all that apply
(Optional)3

�� American Indian/Alaska Native  �� Asian  �� Black/African-American   
�� Hispanic/Latino  �� Native Hawaiian/Pacific Islander    �� White    
�� Other–Please specify ___________________________________

Dependent

Check
appropriate
box

�� Enroll
�� Cancel
�� Change

Race – Check
all that apply
(Optional)3

�� American Indian/Alaska Native  �� Asian  �� Black/African-American   
�� Hispanic/Latino  �� Native Hawaiian/Pacific Islander    �� White    
�� Other–Please specify ___________________________________

Dependent

Check
appropriate
box

�� Enroll
�� Cancel
�� Change

Race – Check
all that apply
(Optional)3

�� American Indian/Alaska Native  �� Asian  �� Black/African-American   
�� Hispanic/Latino  �� Native Hawaiian/Pacific Islander    �� White    
�� Other–Please specify ___________________________________

Dependent



F. Signature Your enrollment in the plan is expressly conditioned upon your acceptance of all terms and conditions
contained in this enrollment application. If you do not agree to the following terms and conditions, you may not complete your enrollment.
TERMS AND CONDITIONS
As a condition of my and/or my dependents’ participation in the plan, and in consideration for the privileges that come from participation in the
plan, I hereby agree for myself and/or for my dependents as follows:
I recognize and understand that the plan contracts with physicians and other providers that make up the plan network.  I recognize that all
physicians and other providers that participate in the plan network are subject to credentialing under applicable State regulations and pursuant
to the plan’s network credentialing process.  I understand that such credentialing includes a review of provider education, training and
licensure.  However, by participating in the plan I hereby acknowledge and accept that the plan is not a provider of medical services, and I am
aware that obtaining or not obtaining medical care involves significant risks such as serious injury and even death.  I acknowledge that the
credentialing of physicians and other providers does not in any way reduce this risk.  I agree to assume all risks and responsibility for, and hold
the plan harmless from, any and all claims for damages, including personal injury or death, medical expenses, disability, lost wages, and loss of
earning capacity which may be incurred or associated with medical treatment obtained through a participating physician or other provider.  I
recognize that all physicians and other providers that participate in the plan network are independent contractors and not the plan’s employees
or agents and are solely responsible for any malpractice, adverse outcomes, or any other claims arising from medical treatment rendered to me
and my dependents.  I HEREBY AGREE THAT THE PLAN IS NOT RESPONSIBLE NOR LIABLE FOR ANY ADVICE, COURSE OF TREATMENT,
DIAGNOSIS OR ANY OTHER INFORMATION, SERVICES OR PRODUCTS THAT I OR MY DEPENDENTS OBTAIN THROUGH A PARTICIPATING
NETWORK PHYSICIAN OR OTHER PROVIDER.

Medicare – Employee Information: If enrolled in Medicare, please attach a copy of your Medicare ID card.
�� Enrolled in Part A: Effective Date _____________  �� Ineligible for Part A* �� Not Enrolled in Part A (chose not to enroll)
�� Enrolled in Part B: Effective Date _____________  �� Ineligible for Part B* �� Not Enrolled in Part B (chose not to enroll)
�� Enrolled in Part D: Effective Date _____________  �� Ineligible for Part D* �� Not Enrolled in Part D (chose not to enroll)
Reason for Medicare eligibility:  �� Over 65 �� Kidney Disease     �� Disabled �� Disabled but actively at work

Medicare – Spouse/Dependent Name: ____________________________________________
�� Enrolled in Part A: Effective Date _____________  �� Ineligible for Part A* �� Not Enrolled in Part A (chose not to enroll)
�� Enrolled in Part B: Effective Date _____________  �� Ineligible for Part B* �� Not Enrolled in Part B (chose not to enroll)
�� Enrolled in Part D: Effective Date _____________  �� Ineligible for Part D* �� Not Enrolled in Part D (chose not to enroll)
Reason for Medicare eligibility:  �� Over 65 �� Kidney Disease     �� Disabled �� Disabled but actively at work
*Only check “Ineligible” if you have received documentation from your Social Security benefits that indicate that you are not eligible for Medicare.

E. Waiver of Coverage
I decline coverage for:
�� Myself 
�� Spouse
�� Dependent Children
�� Myself and all dependents

Declining coverage due to existence of other coverage:
�� Spouse’s Employer’s Plan �� Individual Plan
�� Covered by Medicare �� Medicaid
�� COBRA from Prior Employer �� VA Eligibility
�� Tri-Care
�� I (we) have no other coverage at this time
�� Other ____________________________________

I understand that by waiving coverage at this time, 
I will not be allowed to participate unless I qualify at 
a special enrollment period or as a late enrollee, if
applicable, or at the next open enrollment period. 
I acknowledge that I have received the “Important
Information” statement
which is included
with this form.

Employee Initials   Date

On the day this coverage begins, will you, your spouse or any of your dependents be covered under any other medical health plan or policy,
including another UnitedHealthcare plan or Medicare?   �� YES (continue completing this section)  �� NO (skip the rest of this section) 

Name of other carrier ______________________________________________________ 

Other Group Medical Coverage Information Type Effective Date End Date Name and date of birth of policyholder 
(only list those covered by other plan) (B/S/F)* for other coverage

Spouse Name:

Dependent Name:

Dependent Name:

Dependent Name:

*B.Enter ‘B’ when this dependent is covered under both you and your spouse’s insurance plan (married)
S.Enter ‘S’ if you are the parent awarded custody of this dependent and no other individual is required to pay for this dependent’s medical expenses.
F. Enter ‘F’ if this dependent is covered by another individual (not a member of your household) required to pay for this dependent’s medical expenses.

D. Other Medical Coverage Information     This section must be completed. (Attach sheet if necessary.)
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IMPORTANT INFORMATION

In order to make choices about your health care coverage and treatment, we believe that it is important for you to understand how your plan
operates and how it may affect you. In an ever-changing environment, the information can never be complete and we urge you to contact us if,
after enrollment, your Certificate of Coverage or other materials do not answer your questions. Further information is available at
www.myuhc.com or at the toll-free Customer Care number located on the back of your identification card or on other plan materials.
1. We do not provide health care services or make treatment decisions. We help finance and/or administer the health benefit plan in which

you are enrolled. That means:
•   We make decisions about whether the health benefit plan you chose will reimburse you for care that you may receive.
•   We do not decide what care you need or will receive. You and your provider make those decisions.

2. We may enter into arrangements where another entity carries out some of our duties, but those entities must operate consistently with our
commitment to your plan.

3. We may use individually identifiable information about you to identify for you (and you alone) procedures, products, and services that you
may find valuable.

4. We contract with networks of physicians and other providers. Our credentialing process confirms public information about the providers’
licenses and other credentials, but does not assure the quality of the services provided.

5. Physicians and other providers in our networks are independent contractors and are not our employees or agents. We do not control nor
do we have a right to control your provider’s treatment or plan.

6. We may enter into agreements with your physician or other provider to share in the cost savings that our approach may generate. We
encourage providers in our network to disclose the nature of those arrangements with you. If they do not, we encourage you to talk to
your provider about these arrangements.

7. We encourage physicians and other providers to talk with you about care you or your provider think might be valuable.
8. We will use individually identifiable information about you as permitted by law, including in our operations and in our research. We will use

anonymous data for commercial purposes including research.

I (we) request the indicated group coverage for myself and, if the plan provides, for my dependents. I authorize any required premium
contributions to be deducted from earnings.
I (we) authorize all providers of health services or supplies and any of their representatives to give the following to the HMO/insurance
company(ies): any available information about the health history, condition, or treatment of any persons named in this request. I (we)
authorize the HMO/insurance company(ies) to use this information to determine eligibility for health coverage and eligibility for benefits under
an existing policy.
I (we) also authorize the HMO/insurance company(ies) to give this information to its (their) representatives or to any other organization for the
reason notified above. I (we) agree that this authorization is valid for 30 months from the date below. I (we) know that I (we) have the right to
ask for and to receive a copy of this authorization.
I understand that the Certificate of Coverage and other documents, notices, and communications regarding my health benefit plan may be
transmitted electronically.
I (we) have not given the agent or any other persons any health information not included on the Request for Coverage. I (we) understand that
the HMO/insurance company(ies) is not bound by any statements I (we) have made to any agent or to any other persons, if those statements
are not written or printed on this Request for Coverage and any attachments.

Statement of affirmation and authorization to obtain and disclose information in connection with eligibility for coverage.
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F. Signature (Continued)

Date Employee Signature for all applying and waiving Spouse Signature (if applying for coverage)

I recognize and understand that the plan does not recommend, endorse or make any representation about the appropriateness or suitability of
any specific tests, products, procedures, treatments, services, or opinions.  I recognize that the plan, plan documents, and any health and
wellness information provided by the plan, are not intended or implied to be a substitute for professional medical advice, diagnosis or
treatment.  I agree to confirm any medical information obtained from or through the plan with other sources, and will review all information
regarding any medical condition or treatment with my physician.  I HEREBY AGREE TO NEVER DISREGARD PROFESSIONAL MEDICAL ADVICE
OR DELAY SEEKING MEDICAL TREATMENT BECAUSE OF SOMETHING I HAVE READ OR ACCESSED THROUGH THE PLAN.
I confirm that the information I have provided on this form is complete and accurate.  
I understand that the health benefit plan that I have selected provides reimbursement for certain medical costs, which are more fully described
in the current Certificate of Coverage.  I understand there may be instances where treatment decisions made by my physician or me or medical
expenses which I have incurred may not be covered by my health benefit plan.
I understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health
products or services that might be valuable to me and otherwise as permitted by law.  I understand that you may combine that information with
other information so that it is no longer individually identifiable and use it for commercial and other purposes. 
I acknowledge that I have received the “Important Information” statement which is included at the end of this form.
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