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The following descriptions of available benefit 

elections options, are purely informational and 

have been provided to you for illustrative purposes 

only. Payment of benefits will vary from claim to 

claim within a particular benefit option and will be 

paid at the sole discretion of the applicable 

insurance provider for each benefit option. The 

terms and conditions of each applicable policy or 

certificate of coverage will provide specific details 

and will govern in all matters relating to each 

particular benefit option described in this 

summary. In no case will any information in this 

summary amend, modify, expand, enhance, 

improve or otherwise change any term, condition 

or element of the policies or certificates of 

coverage that govern the benefit options described 

in this summary. 
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Change in Status

Generally, you may enroll in the plan, or make 

changes to your benefits, when you are first 

eligible. However, you can make changes/enroll 

during the plan year if you experience a change in 

status. As with a new enrollee, you must submit 

your paperwork within 30 days of the change or 

you will be considered a late enrollee.

Examples of changes in status:

• You get married, divorced or legally separated

• You have a baby or adopt a child

• You or your spouse takes an unpaid leave of 

absence

• You or your spouse has a change in 

employment status

• Your spouse dies

• You become eligible for or lose Medicaid 

coverage

• Significant increase or decrease in plan 

benefits or cost

How to Enroll in the Plans

• To enroll in benefits, go to: 

www.plansource.com/login.

• Login using the username and password 

information that was emailed to your district 

email address.

• If you have any questions, or need any 

assistance, please contact:

Christine Steffen

Human Resources Coordinator Waconia 

Public Schools csteffen@isd110.org

(952) 856-4513

Whom Can You Add to Your Plan?

Eligible:

• Legally married spouse

• Natural or adopted children up to age 26, 

regardless of student and marital status

• Children under your legal guardianship

• Stepchildren

• Children under a qualified medical child 

support order

• Disabled children 19 years or older

• Children placed in your physical custody for 

adoption

Ineligible:

• Divorced or legally separated spouse

• Common law spouse, even if recognized by 

your state 

• Domestic partners, unless your employer 

states otherwise

• Foster children

• Sisters, brothers, parents or in-laws, 

grandchildren, etc.

Offering a comprehensive and competitive benefits package is one way we recognize your 

contribution to the success of the organization and our role in helping you and your family to be 

healthy, feel secure and maintain work/life balance. This enrollment guide has been designed to 

provide you with information about the benefit choices available to you. Remember, open 

enrollment is your only opportunity each year to make changes to your elections, unless you or 

your family members experience an eligible "change in status."

ENROLLMENT AND ELIGIBILITY 

Open Enrollment is the only 

chance to make changes, 

unless you experience a 

“change in status.” 



4

PACKAGE OVERVIEW & CONTACT INFORMATION 

Waconia Public Schools offers eligible employees a comprehensive benefit package 
that provides both financial stability and protection. Our offering provides flexibility 
for employees to design a package to meet their unique needs. 

Effective July 1, 2022:

• Medical benefit plans with BlueCross BlueShield

• Dental benefit plan with Delta Dental

• Vision benefit plan with EyeMed

• Basic Life / AD&D plans with New York Life (formerly Cigna)

• Long term disability plans with New York Life (formerly Cigna)

After you have enrolled in insurance coverage, you will receive additional 
information in the mail from the insurance carriers. This information will contain 
your personal identification cards. In the meantime, you can look up providers for 
your plans on the internet. 

BlueCross BlueShield: https://www.bluecrossmnonline.com/find-a-doctor/landing

Delta Dental: https://www.deltadentalmn.org/find-a-dentist/#/start

EyeMed: https://eyemed.com/

HR contact at Waconia Public Schools: Christine Steffen
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

MEDICAL PLAN - $0, Deductible $20 Co-Pay Plan (Page 1)
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

MEDICAL PLAN - $0, Deductible $20 Co-Pay Plan (Page 2)
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

MEDICAL PLAN - $500 Deductible Plan (Page 1)
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

MEDICAL PLAN - $500 Deductible Plan (Page 2)
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

MEDICAL PLAN - $1750 Deductible Plan with VEBA (Page 1)

Not Available to Teachers
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

MEDICAL PLAN - $1750 Deductible Plan with VEBA (Page 2)

Not Available to Teachers
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HRA/VEBA Non-teacher members enrolled in the $1750 Deductible Plan

Health Reimbursement Arrangements (HRAs) are a great way to save money and budget for 

qualified medical expenses. 

For any questions or concerns with your account, please contact OneBridge:

Phone:  1-888-865-1628 Customer services hours Monday-Friday 8:00 a.m. to 7:00 p.m. (CST) 

Claims may be submitted:

Directly on the One Portal: https://portal.yourwaybenefits.com/

Using your OneBridge debit card

or by Mail to: OneBridge FSA, PO Box 80866, Seattle, WA 98108

WHAT ARE THE BENEFITS OF AN HRA/VEBA?

There are many benefits of using an HRA/VEBAs, including the following:

It saves you money. Your employer contributes to your HRA/VEBA account to help you with out of 

pocket expenses. Please refer to your cost sheet and employment work agreement / terms and 

conditions of employment for District contribution.

It rolls over. Funds rollover from year to year so you don’t have to worry about forfeitures

It can be used for just about anything—HRA/VEBA accounts can be used to pay for out of pocket

expenses for medical, dental and vison. 

The IRS expanded the eligible expenses list due to COVID-19 HRA/VEBA can now be used to 

purchase over-the-counter medical products, including those needed in quarantine and social 

distancing, and feminine hygiene products, without a prescription from a physician. This change 

occurred on March 27, 2020 as part of the Coronavirus Aid, Relief, and Economic Security (CARES) 

Act that Congress passed.

The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  This information is not intended to be exhaustive nor should any discussion or opinions be 

construed as professional advice. 
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FLEXIBLE SPENDING ACCOUNTS (FSA)

Who is Eligible and When

All Full-Time Employees working at least 20 hours each week. Please check with your HR 

representative for specific eligibility requirements. 

Benefits You Receive

FSAs provide you with an important tax advantage that can help you pay health care and 

dependent care expenses on a pretax basis. By anticipating your family’s health care and 

dependent care costs for the next year, you can actually lower your taxable income.

Health Care Reimbursement FSA

This program lets employees pay for certain IRS-approved medical care expenses and 

prescriptions not covered by their insurance plan with pretax dollars. There are limits on 

salary reduction contributions to a health FSA offered under a cafeteria plan and is 

applicable to both grandfathered and non-grandfathered health FSAs. This limit will be 

indexed for cost-of-living adjustments. Some examples of eligible expenses include:

• Hearing services, including hearing aids and batteries

• Vision services, including contact lenses, contact lens solution, eye examinations and 

eyeglasses

• Dental services and orthodontia

• Chiropractic services

• Acupuncture

• Prescription contraceptives

Dependent Care FSA

The Dependent Care FSA lets employees use pretax dollars toward qualified dependent 

care such as caring for children under the age 13 or caring for elders. The annual maximum 

amount you may contribute to the Dependent Care FSA is $5,000 (or $2,500 if married and 

filing separately) per calendar year. Examples include:

• The cost of child or adult dependent care

• The cost for an individual to provide care either in or out of your house

• Nursery schools and preschools (excluding kindergarten)

The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  This information is not intended to be exhaustive nor should any discussion or opinions be 

construed as professional advice. 
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OneBridge

Phone Number: 888-865-1628

$2,850
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

DENTAL PLAN
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The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

VISION PLAN
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BASIC LIFE & DISABILITY INSURANCE

Basic Life Long Term Disability

Carrier Name Cigna

Benefit
66.67% of Monthly 

Covered Earnings

Maximum Monthly 

Benefit

Refer to Employee Work 

Agreements 

Minimum Monthly 

Benefit
$100 per Month

Elimination Period 90 Days

Duration of Benefits

Later of Employees 

Social Security Normal 

Retirement Age or 

Schedule Listed in 

Policies

Pre-Existing Limitation 3 / 12

Definition of Disability

First 24 Months: Unable 

to perform the material 

duties of occupation, or 

unable to earn 80% of 

indexed covered 

earnings

After 24 Months:

Unable to perform the 

material duties of  any 

occupation based on 

education, training or 

experience, or unable to 

earn 80% of indexed 

covered earnings

41% of people with arthritis are forced to limit their physical 

activity, making it the leading cause of disability in the US. 

- Illinois Department of Public Health. “Arthritis and Disability.” 2007. Web Accessed November 10, 2014. 

The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the  benefit  plan information summarized  herein  differs  from  the 

underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  

guide,  the underlying insurance documents will govern in all cases. 

Waconia Public Schools 

provides basic life coverage 

for benefit eligible 

employees. Refer to 

Employee Work Agreements 

for benefit coverage 

amounts.
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Carrier Name Cigna

Employee Life and AD&D 

Benefit

Increments of $10,000 to a Max of $500,000 ($100,000 Guaranteed Issue Amount for 

New Hires Only)

Dependent Life and AD&D 

Benefit
Spouse benefit Terms at Age 70

Spouse Life : Increments of $5,000 to a Max of $250,000 Not to Exceed 50% of 

Employee Amount ($50,000 Guaranteed Issue Amount for New Hires Only)

Spouse AD&D Up to Age 70: 60% of Employee Amount if no Children Insured and 50% 

if Children Insured to a Max of $250,000

Child Life: Increments of $1,000 to a Max of $10,000; $500 for Children Less than 6 

Months Old

Child AD&D: 15% of Employee Amount if no Spouse Insured and 10% if Spouse Insured 

to a Max of $10,000

Conversion Privilege Conversion is Included

Waiver of Premium To Age 70 with 6 Months Waiting Period

VOLUNTARY LIFE AND AD&D INSURANCE PLAN

The  benefit  plan  information  shown  in  this  guide  is  illustrative  only.  To  the  extent  the benefit  plan information summarized  herein  differs  from 

the underlying  plan  details  specified   in   the   insurance  documents  that  govern  the  terms  and  conditions  of  the  plans  of  insurance  described  in  this  guide, 

the underlying insurance documents will govern in all cases.
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VOLUNTARY LIFE AND AD&D RATES

Coverage Tier Full Monthly Rate

Voluntary Life
Employee & Spouse*

Rate per $1,000

<20 $0.044

20-24 $0.069

25-29 $0.069

30-34 $0.069

35-39 $0.085

40-44 $0.122

45-49 $0.183

50-54 $0.291

55-59 $0.469

60-64 $0.719

65-69 $1.218

70-74 $2.311

75-79 $4.365

80-84 $8.672

85-89 $15.987

90-94 $26.084

95-99 $39.595

Child Voluntary Life per $1,000 $0.200

Employee Voluntary AD&D per $1,000 $0.025

Family Rate Voluntary AD&D per $1,000 $0.040

The rates shown in this guide are illustrative only. To the extent the rates contained herein differ from those in the insurance documents that govern the terms and 

conditions of the plans of insurance described in this guide, the rates in the underlying insurance documents will govern in all cases.

*Spouse coverage ends at age 70

Please refer to the Term Life and Accident Insurance document for plan design details.
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REQUIRED NOTICES 
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REQUIRED NOTICES 
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CONFIDENTIALITY NOTICE 

Digital Insurance LLC dba OneDigital Health and Benefits does not sell or share any information we learn 

about our clients and understands you may have to answer sensitive questions about your medical history, 

physical condition and personal health habits as required by our insurance carrier partners.

We collect nonpublic personal information from the following sources:

• Information from you, including data provided on applications or other forms, such as name, address, 

telephone number, date of birth and Social Security number

• Information from your transactions with us and/or our partners such as policy coverage, premium, claim, 

and payment history.

OneDigital Health and Benefits recognizes the importance of safeguarding the privacy of our clients and 

prospective clients, and we pledge to protect the confidential nature of your personal information. We 

understand our ability to provide access to affordable health insurance to businesses and individuals can 

only succeed with an environment of complete trust.

In the course of business, we may disclose all or part of your customer information without your permission 

to the following persons or entities for the following reasons:

• To an insurance carrier, agent or credit reporting agency to detect, prevent or prosecute actual or 

potential criminal activity, fraud, misrepresentation, unauthorized transactions, claims or other liabilities 

in connection with an insurance transaction.

• To a medical care institution or medical professional to verify coverage or benefits, to inform you of a 

medical problem of which you may or may not be aware or to conduct an audit that would enable us to 

verify treatment.

• To an insurance regulatory authority, law enforcement or other governmental authority to protect our 

interests in detecting, preventing or prosecuting actual or potential criminal activity, fraud, 

misrepresentation, unauthorized transactions, claims or other liabilities in connection with an insurance 

transaction.

• To a third party, for any other disclosures required or permitted by law. We may disclose all of the 

information that we collect about you, as described above.

Our practices regarding information confidentiality and security: We restrict access to your customer 

information only to those individuals who need it to provide you with products or services, or to otherwise 

service your account. In addition, we have security measures in place to protect against the loss, misuse 

and/or unauthorized alternation of the customer information under our control, including physical, 

electronic and procedural safeguards that meet or exceed applicable federal and state standards.



Glossary of Health Coverage and Medical Terms
• This glossary defines many commonly used terms, but isn’t a full list. These glossary terms and definitions are

intended to be educational and may be different from the terms and definitions in your plan or health insurance
policy.  Some of these terms also might not have exactly the same meaning when used in your policy or plan, and in 
any case, the policy or plan governs. (See your Summary of Benefits and Coverage for information on how to get a 
copy of your policy or plan document.)

• Underlined text indicates a term defined in this Glossary.

• See page 6 for an example showing how deductibles, coinsurance and out-of-pocket limits work together in a real                                                                                                       
life situation.

• Allowed Amount
This is the maximum payment the plan will pay for a 
covered health care service. May also be called 
"eligible expense", "payment allowance", or 
"negotiated rate".

• Copayment

A fixed amount (for example, $15) you pay for a 
covered health care service, usually when you receive
the service. The amount can vary by the type of
covered health care service.

• Balance Billing

When a provider bills you for the balance remaining on 

the bill that your plan doesn’t cover. This amount is 

the difference between the actual billed amount and

the allowed amount. For example, if the provider’s

charge is $200 and the allowed amount is $110, the 

provider may bill you for the remaining $90. This

happens most often when you see an out-of-network

provider (non-preferred provider). A network provider

(preferred provider) may not bill you for covered 

services.

• Cost-sharing Reductions

Discounts that reduce the amount you pay for certain 
services covered by an individual plan you buy 
through the Marketplace. You may get a discount if 
your income is below a certain level, and you choose a 
Silver level health plan or if you're a member of a 
federally- recognized tribe, which includes being a 
shareholder in an Alaska Native Claims Settlement Act 
corporation.

• Coinsurance

Your share of the 
costs of a covered
health care service,
calculated as a 
percentage (for
example, 20%) of the 
allowed amount for 
the service. You 
generally pay 
coinsurance plus

(See page 6 for a detailed example.)

any deductibles you owe. (For example, if the health
insurance or plan’s allowed amount for an office visit 
is$100 and you’ve met your deductible, your
coinsurance payment of 20% would be $20. The
health insurance or plan pays the rest of the allowed
amount.)

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146 Page 1 of 6

Jane 
pays

20%

Her plan 
pays

80%

• Claim
A request for a benefit (including reimbursement of a 
health care expense) made by you or your health care 
provider to your health insurer or plan for items or 
services you think are covered.

• Cost Sharing
Your share of costs for services that a plan covers 
that you must pay out of your own pocket
(sometimes called “out-of-pocket costs”). Some 
examples of cost sharing are copayments, 
deductibles, and coinsurance. Family cost sharing
is the share of cost for deductibles and out- of-
pocket costs you and your spouse and/or 
child(ren)must pay out of your own pocket. Other 
costs, including your premiums, penalties you 
may have to pay, or the cost of care a plan doesn’t 
cover usually aren’t considered cost sharing.

• Appeal
A request that your health insurer or plan review a 
decision that denies a benefit or payment (either in 
whole or in part).

• Complications of Pregnancy
Conditions due to pregnancy, labor, and delivery that 
require medical care to prevent serious harm to the 
health of the mother or the fetus. Morning sickness 
and a non- emergency caesarean section generally 
aren’t complications of pregnancy.

Glossary of Health Coverage and Medical Terms



• Formulary

A list of drugs your plan covers. A formulary may

include how much your share of the cost is for each

drug. Your plan may put drugs in different cost

sharing levels or tiers.  For example, a formulary may 

include generic drug and brand name drug tiers and 

different cost sharing amounts will apply to each tier.

• Habilitation Services

Health care services that help a person keep, learn or 
improve skills and functioning for daily living.
Examples include therapy for a child who isn’t walking
or talking at the expected age. These services may
include physical

and occupational therapy, speech-language

pathology, and other services for people with

disabilities in a variety of inpatient and/ or outpatient

settings.

• Diagnostic Test

Tests to figure out what your health problem is.
For example, an x-ray can be a diagnostic test to
see if you have a broken bone.

• Emergency Medical Condition

An illness, injury, symptom (including severe pain), or 
condition severe enough to risk serious danger to
your health if you didn’t get medical attention right
away. If you didn’t get immediate medical attention
you could reasonably expect one of the following: 1)
Your health would be put in serious danger; or 2)
You would have serious problems with your bodily
functions; or 3) You would have serious damage to
any part or organ of your body.

• Home Health Care

Health care services and supplies you get in your home 
under your doctor’s orders. Services may be provided
by nurses, therapists, social workers, or other licensed
health care providers. Home health care usually 
doesn’t include help with non-medical tasks, such as
cooking, cleaning, or driving.

• Hospitalization

Care in a hospital that requires admission as an
inpatient and usually requires an overnight stay.
Some plans may consider an overnight stay for 
observation as outpatient care instead of inpatient
care.

• Emergency Room Care / Emergency Services

Services to check for an emergency medical condition

and treat you to keep an emergency medical condition

from getting worse.  These services may be provided 

in a licensed hospital’s emergency room or other place

that provides care for emergency medical conditions.

Glossary of Health Coverage and Medical 
Terms

Page 2 of 6

• Hospital Outpatient Care
Care in a hospital that usually doesn’t require 
an overnight stay.

• Hospice Services
Services to provide comfort and support for persons in 
the last stages of a terminal illness and their families.

• Emergency Medical Transportation
Ambulance services for an emergency medical 
condition. Types of emergency medical 
transportation may include transportation by air, 
land, or sea. Your plan may not cover all types of 
emergency medical transportation, or may pay less 
for certain types.

• Health Insurance
A contract that requires a health insurer to pay some 
or all of your health care costs in exchange for a 
premium. A health insurance contract may also be 
called a “policy” or “plan”.

• Durable Medical Equipment (DME)
Equipment and supplies ordered by a health care
provider for everyday or extended use. DME may
include: oxygen equipment, wheelchairs, and crutches.

• Grievance
A complaint that you communicate to your health 
insure or plan.

• Excluded Services
Health care services that your plan doesn’t pay for 
or cover.

• Deductible
An amount you could 
owe during a coverage 
period (usually one year) 
for covered health care
services before your plan
begins to pay.  An overall 
deductible applies to all 
or almost all covered 
items and services. A 
plan with an overall 
deductible may also have 

Jane pays      Her plan pay
pays

100%               0%
(See page 6 for a 

detailed example.)

separate deductibles that apply to specific services or 
groups of services.  A plan may also have only 
separate deductibles. (For example, if your deductible 
is $1000, your plan won’t pay anything until you’ve 
met your $1000 deductible for covered health care 
services subject to the deductible.)



• Individual Responsibility Requirement

Sometimes called the “individual mandate”, the duty 

you may have to be enrolled in health coverage that 

provides minimum essential coverage.  If you don’t 

have minimum essential coverage, you may have to 

pay a penalty when you file your federal income tax 

return unless you qualify for a health coverage 

exemption.

• Minimum Essential Coverage

Health coverage that will meet the individual

responsibility requirement. Minimum essential 

coverage generally includes plans, health insurance

available through the Marketplace or other 

individual market policies, Medicare, Medicaid, CHIP,

TRICARE, and certain other coverage.

• In-network Coinsurance

Your share (for example, 20%) of the allowed 

amount for covered healthcare services. Your share 

is usually lower for in-network covered services.

• In-network Copayment

A fixed amount (for example, $15) you pay for covered 
health care services to providers who contract with 
your health insurance or plan. In-network copayments 
usually are less than out-of-network copayments.

• Network

The facilities, providers and suppliers your health
insurer or plan has contracted with to provide health
care services.

• Orthotics and Prosthetics

Leg, arm, back and neck braces, artificial legs, arms,
and eyes, and external breast prostheses after a
mastectomy. These services include: adjustment,
repairs, and replacements required because of
breakage, wear, loss, or a change in the patient’s 
physical condition.

• Maximum Out-of-pocket Limit

Yearly amount the federal government sets as the 
most each individual or family can be required to 
pay in cost sharing during the plan year for covered, 
in-network services. Applies to most types of health 
plans and insurance. This amount may be higher 
than the out-of- pocket limits stated for your plan.

• Out-of-network Copayment

A fixed amount (for example, $30) you pay for 

covered health care services from providers who do

not contract with your health insurance or plan.

Out-of-network copayments usually are more than 

in-network copayments.

Glossary of Health Coverage and Medical 

Terms

Page 3 of 6

• Medically Necessary
Health care services or supplies needed to prevent, 
diagnose, or treat an illness, injury, condition, 
disease, or its symptoms, including habilitation, and 
that meet accepted standards of medicine.

• Out-of-network Coinsurance
Your share (for example, 40%) of the allowed
amount for covered health care services to 
providers who don’t contract with your health
insurance or plan. Out-of- network coinsurance 
usually costs you more than in- network
coinsurance.

• Network Provider (Preferred Provider)
A provider who has a contract with your health insurer
or plan who has agreed to provide services to 
members of a plan.  You will pay less if you see a 
provider network. Also called “preferred provider” or
in the “participating provider.”

• Marketplace
A marketplace for health insurance where individuals, 
families and small businesses can learn about their 
plan options; compare plans based on costs, benefits 
and other important features; apply for and receive 
financial help with premiums and cost sharing based 
on income; and choose a plan and enroll in coverage. 
Also known as an “Exchange”. The Marketplace is run 
by the state in some states and by the federal 
government in others.  In some states, the 
Marketplace also helps eligible consumers
enroll in other programs, including Medicaid and the 
Children’s Health Insurance Program (CHIP).  
Available online, by phone, and in-person.

• Minimum Value Standard
A basic standard to measure the percent of permitted 
costs the plan covers. If you’re offered an employer 
plan that pays for at least 60% of the total allowed
costs of benefits, the plan offers minimum value and
you may not qualify for premium tax credits and cost
sharing reductions to buy a plan from the 
Marketplace.



• Premium

The amount that must be paid for your health 

insurance or  plan. You and/ or your employer

usually pay it monthly, quarterly, or yearly.

• Out-of-pocket Limit

The most you could

pay during a coverage
period (usually one 
year) for your share of
the costs of covered

services. After you 

meet this limit the plan

will usually pay
100% of the

• Prescription Drug Coverage

Coverage under a plan that helps pay for prescription
drugs.  If the plan’s formulary uses “tiers” (levels), 
prescription drugs are grouped together by type or 
cost. The amount you'll pay in cost sharing will be 
different for each "tier" of covered prescription drugs.

(See page 6 for a detailed example.)

allowed amount. This limit helps you plan for 

health care costs. This limit never includes your 

premium, balance-billed charges or health care 

your plan doesn’t cover.  Some plans don’t count all 

of your copayments, deductibles, coinsurance

payments, out-of-network payments, or other 

expenses toward this limit.

• Preventive Care (Preventive Service)

Routine health care, including screenings, check-ups,
and patient counseling, to prevent or discover illness,
disease, or other health problems.

• Plan

Health coverage issued to you directly (individual
plan) or through an employer, union or other group
sponsor (employer group plan) that provides 
coverage for certain health care costs. Also called
"health insurance plan", "policy", "health insurance 
policy" or "health
insurance".

• Primary Care Provider

A physician, including an M.D. (Medical Doctor) or 

D.O. (Doctor of Osteopathic Medicine), nurse 

practitioner, clinical nurse specialist, or physician 

assistant, as allowed under state law and the terms of

the plan, who provides, coordinates, or helps you

access a range of health care services.

Glossary of Health Coverage and Medical 

Terms
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• Provider

Some examples of a provider include a doctor, An 

individual or facility that provides health care 

services. chiropractor, physician assistant, hospital, 

surgical center, nurse, skilled nursing facility, and 

rehabilitation center. plan may require the 

provider to be licensed, certified, or

the accredited as required by state law.

• Preauthorization
A decision by your health insurer or plan that a health 
care service, treatment plan, prescription drug or 
durable medical equipment (DME) is medically 
necessary. Sometimes called prior authorization,
prior approval or precertification. Your health
insurance or plan may require preauthorization for
certain services before you receive them, except in
an emergency. Preauthorization isn’t a promise your 
health insurance or plan will cover the cost.

• Primary Care Physician
A physician, including an M.D. (Medical Doctor) or D.O.
(Doctor of Osteopathic Medicine), who provides or 
coordinates a range of health care services for you.

• Physician Services
Health care services a licensed medical physician, 
including an M.D. (Medical Doctor) or D.O. (Doctor of 
Osteopathic Medicine), provides or coordinates.

• Prescription Drugs

Drugs and medications that by law require a 

prescription.

Jane 
pays
0%

Her plan 
pays

100%

• Premium Tax Credits
Financial help that lowers your taxes to help you 
and your family pay for private health insurance. 
You can get this help if you get health insurance
through the Marketplace and your income is below 
a certain level. Advance payments of the tax credit
can be used right away to lower your monthly 
premium costs.

• Out-of-network Provider (Non-Preferred Provider)
A provider who doesn’t have a contract with your plan to 
provide services. If your plan covers out-of-network 
services, you’ll usually pay more to see an out-of-network 
provider than a preferred provider. Your policy will 
explain what those costs may be. May also be called
“non-preferred” or “non-participating” instead of “out-
of-network provider”.



• Reconstructive Surgery

Surgery and follow-up treatment needed to
correct or improve a part of the body because of
birth defects, accidents, injuries, or medical
conditions.

• Urgent Care

Care for an illness, injury, or condition serious
enough that a reasonable person would seek care 
right away, but not so severe as to require 
emergency room care.

• Rehabilitation Services

Health care services that help a person keep, get

back, or improve skills and functioning for daily living 

that have been lost or impaired because a person was 

sick, hurt, or disabled. These services may include 

physical and occupational therapy, speech-language 

pathology, and psychiatric rehabilitation services in a

variety of inpatient andor outpatient settings.

• Skilled Nursing Care

Services performed or supervised by licensed nurses 
in your home or in a nursing home. Skilled nursing 
care is not the same as “skilled care services”, which
are services performed by therapists or technicians 
(rather than licensed nurses) in your home or in a 
nursing home.

• Specialty Drug

A type of prescription drug that, in general, 

requires special handling or ongoing monitoring 

and assessment by a health care professional, or 

is relatively difficult to dispense. Generally,

specialty drugs are the most expensive drugs on a 

formulary.

Glossary of Health Coverage and Medical 

Terms

Page 5 of 6

• Specialist
A provider focusing on a specific area of medicine or a 
group of patients to diagnose, manage, prevent, or 
treat certain types of symptoms and conditions.

• Screening
A type of preventive care that includes tests or 
exams to detect the presence of something, usually 
performed when you have no symptoms, signs, or 
prevailing medical history of a disease or condition.

• Referral
A written order from your primary care provider for 
you to see a specialist or get certain health care
services. In many health maintenance organizations 
(HMOs), you need to get a referral before you can get
health care services from anyone except your primary 
care provider. If you don’t get a referral first, the plan
may not pay for the services.

• UCR (Usual, Customary and Reasonable)
The amount paid for a medical service in a 
geographic area based on what providers in the 
area usually charge for the same or similar medical
service. The UCR amount sometimes is used to
determine the allowed amount.
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CARRIERS, VENDORS & CONTACTS

Program Vendor Contact Information 

Medical/Rx BlueCross BlueShield
Member Service

866-873-5943

Dental Delta Dental

Customer Service 

1-800-448-3815

651-406-5901

Vision EyeMed
Customer Service

866-800-5457

Basic Life/AD&D
New York Life

Formerly Cigna

Client Guide Team

800-557-7975

ClientGuide@Cigna.com

Long Term Disability 
New York Life

Formerly Cigna

Client Guide Team

800-557-7975

ClientGuide@Cigna.com

EAP Sand Creek EAP 1-888-243-5744

HRA/VEBA & FSA OneBridge 1-888-865-1628

Know Where to Go!



Waconia Public Schools

Additional 

Benefit 

Information
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 07/01/2022 
 

WACONIA INDEPENDENT SCHOOL DISTRICT NO 110 Coverage for: Individual/Family | Plan Type: PPO 
 

 
 

 

 
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmnonline.com or call 1-866-
873-5943. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see 
the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-866-873-5943 to request a copy. 

 

Important Questions Answers Why this Matters: 

What is the overall deductible? 

$0 individual / $0 family medical in-
network 
$200 individual / $600 family medical 
out-of-network 
 
 

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. 
If you have other family members on the plan, each family member must meet their own 
individual deductible until the total amount of deductible expenses paid by all family members 
meets the overall family deductible. 
 

Are there services covered 
before you meet your 
deductible? 

Yes. Well child care, prenatal care 
and in-network preventive care 
services are covered before you meet 
your deductible. 
 

This plan covers some items and services even if you haven’t yet met the deductible amount. 
But a copayment or coinsurance may apply. For example, this plan covers certain preventive 
services without cost-sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other deductibles for 
specific services? No You don’t have to meet deductibles for specific services. 

What is the out-of-pocket limit for 
this plan? 

$750 individual / $1,500 family 
medical in-network 
$1,500 individual / $3,000 family 
medical out-of-network 
$300 individual / $500 family drug 
combined in-network and out-of-
network 
  

The out-of-pocket limit is the most you could pay in a year for covered services. 
If you have other family members in this plan, they have to meet their own out-of-pocket 
limits until the overall family out-of-pocket limit has been met. 
 

What is not included in  
the out-of-pocket limit? 

Premiums, balance-billing charges 
(unless balanced billing is prohibited), 
and health care this plan doesn't 

Even though you pay these expenses, they don't count toward the out-of-pocket limit. 
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cover. 

Will you pay less if you use an in-
network provider? 

Yes. Your network is Aware. See 
https://www.bluecrossmnonline.com/
find-a-doctor/#/home or call 1-866-
873-5943 for a list of in-network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might receive a 
bill from a provider for the difference between the provider’s charge and what your plan pays 
(balance billing). Be aware your in-network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to see a 
specialist? No. You can see the specialist you choose without a referral. 

 

 
All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 

Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury or illness 

$20 copay/office visit; no charge 
for all other services 
 

25% coinsurance 
 

None 
 

Specialist visit $20 copay/office visit, no charge 
for all other services 
 

25% coinsurance 
 

None 
 

Preventive care/screening/ 
immunization No charge 

 

Well child: No charge 
Adult: 25% coinsurance 
 

You may have to pay for services 
that aren’t preventive. Ask your 
provider if the services needed are 
preventive. Then check what your 
plan will pay for. 
 

If you have a test 
Diagnostic test (x-ray, blood 
work) No charge 

 

25% coinsurance 
 None 

 

Imaging (CT/PET scans, MRIs) No charge 
 

25% coinsurance 
 

If you need drugs to treat 
your illness or condition. 
More information about 
prescription drug coverage is 
available at 
www.bluecrossmnonline.com 

Preferred generic drugs 

$15.00 copay/prescription 
(retail) 
$30.00 copay/prescription (mail 
service) 
$30.00 copay/prescription 
(90dayRx retail) 
 

$15.00 copay/prescription 
(retail) 
 

Covers up to a 34-day supply, or 
100 units, whichever is greater 
(retail prescription). 
90-day supply (mail order 
prescription and 90dayRx retail 
prescription). 
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Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

Preferred brand drugs 

$25.00 copay/prescription 
(retail) 
$50.00 copay/prescription (mail 
service) 
$50.00 copay/prescription 
(90dayRx retail) 
 

$25.00 copay/prescription 
(retail) 
 

No coverage for mail order and 
90dayRx retail services from out-of-
network providers. 
Insulin listed on the preferred 
generic/preferred brand prescription 
drug list are covered at zero cost-
sharing. 
 
 

Non-preferred drugs 

Non-preferred generic drugs: 
$40.00 copay/prescription 
(retail) 
$80.00 copay/prescription (mail 
service) 
$80.00 copay/prescription 
(90dayRx retail) 
Non-preferred brand drugs: 
$40.00 copay/prescription 
(retail) 
$80.00 copay/prescription (mail 
service) 
$80.00 copay/prescription 
(90dayRx retail) 
 

Non-preferred generic drugs: 
$40.00 copay/prescription 
(retail) 
Non-preferred brand drugs: 
$40.00 copay/prescription 
(retail) 
 

 Specialty drugs  Refer to applicable prescription 
drug cost sharing 
 

Not covered 
 

Covers up to a 34-day supply 
(participating specialty drug network 
supplier prescription). 
 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 

No charge for outpatient hospital 
facility & ambulatory surgery 
center 
 

25% coinsurance 
 

None 
 

Physician/surgeon fees 
No charge for outpatient hospital 
facility & ambulatory surgery 
center 
 

25% coinsurance 
 
 

None 
 

If you need immediate 
medical attention 

Emergency room care $40 copay/visit 
 

$40 copay/visit 
 

Out-of-network services apply to 
the in-network deductible and out-
of-pocket limit. 
 

Emergency medical 
transportation No charge 

 
No charge 

Urgent care $20 copay/office visit; no charge 
for all other services 
 

25% coinsurance 
 

None 
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Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

If you have a hospital stay Facility fee (e.g., hospital room) No charge 
 

25% coinsurance 
 

None 
 

Physician/surgeon fee No charge 
 

25% coinsurance 
 

None 
 

If you need mental health, 
behavioral health, or 
substance use services 

Outpatient services No charge 
 

25% coinsurance 
 

None 
 

Inpatient services including 
residential adult mental health 
treatment 

No charge 
 

25% coinsurance 
 

If you are pregnant 

Office visits 

Prenatal care: No charge 
Postnatal care: $20 copay/office 
visit; no charge for all other 
services 
 

Prenatal care: No charge 
Postnatal care: 25% 
coinsurance 
 

Cost sharing does not apply for 
preventive services. Depending on 
the type of services, other cost 
sharing may apply. Maternity care 
may include tests and services 
described elsewhere in the SBC 
(e.g., ultrasound). 
 

Childbirth/delivery professional 
services No charge 

 

25% coinsurance 
 

Childbirth/delivery facility 
services No charge 

 

25% coinsurance 
 

If you need help recovering 
or have other special 
health needs 

Home health care No charge 
 

25% coinsurance 
 

None 
 

Rehabilitation services 
No charge for occupational 
therapy, physical therapy, and 
speech therapy 
 

25% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 None 

 

Habilitation services 
No charge for occupational 
therapy, physical therapy, and 
speech therapy 
 

25% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 

Skilled nursing care No charge 
 

25% coinsurance 
 

None 
 

Durable medical equipment No charge 
 

25% coinsurance 
 

None 

Hospice service No charge 
 

Not covered 
 

None 
 

If your child needs dental 
or eye care 

Children’s eye exam No charge 
 

Age 0 through 5: No charge 
Age 6 through 18: 25% 
coinsurance 
 

None 
 

Children’s glasses Not covered 
 
 
 

Not covered 
 
 

No coverage for these services 
 

Children’s dental check-up Not covered Not covered No coverage for these services 
Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
• Acupuncture • Hearing aids (Adult) • Routine foot care 
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• Cosmetic surgery • Long-term care • Weight loss programs 

• Dental care (Adult) (and children) • Non-emergency care when traveling outside the 
U.S. 

 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Bariatric surgery • Infertility treatment • Routine eye care (Adult) 
• Chiropractic care  
 

• Private-duty nursing  
 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is 
Minnesota Department of Commerce at 1 800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform; or, Department of Health and Human Services, Center for Consumer Information, and Insurance Oversight, at 1-877-267-2323 x 61565 or 
www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-873-5943. Other coverage options may be available to you, too, 
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.mnsure.org or call 1-855-
366-7873. 
 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance 
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete 
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Blue 
Cross at 1-866-873-5943; Minnesota Department of Commerce at 1 800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA 
(3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school district, Service Cooperative, or church 
plan, you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789. 
Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
Does this plan meet Minimum Value Standards? Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-855-903-2583. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720. 
Chinese (中文): 如果需要中文的帮助, 请拨打这个号码1-855-315-4017. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583. 
 

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information 
collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather data needed, and complete and 
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-
26-05, Baltimore, Maryland 21244-1850. 
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About these Coverage Examples: 

 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts 
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage. 

 
 

Peg is Having a Baby 
(9 months of in-network prenatal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition) 

 Mia’s Simple Fracture 
(in-network emergency room visit and follow up 

care) 
 

The plan’s overall deductible 
Specialist copay 
Hospital (facility) coinsurance 
Other coinsurance 

$0 
$20  
0% 
0% 

 The plan’s overall deductible 
Specialist copay 
Hospital (facility) coinsurance 
Other coinsurance 

$0 
$20  
0% 
0% 

 The plan’s overall deductible 
Specialist copay 
Hospital (facility) coinsurance 
Other coinsurance 

$0 
$20  
0% 
0% 

     

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/delivery professional services 
Childbirth/delivery facility services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

 This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

 This EXAMPLE event includes services like: 
Emergency room care (including medical supplies) 
Diagnostic tests (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

     

Total Example Cost $12,700  Total Example Cost $5,600  Total Example Cost $2,800 
In this example, Peg would pay:  In this example, Joe would pay:  In this example, Mia would pay: 

Cost Sharing  Cost Sharing  Cost Sharing 
Deductibles $0  Deductibles $0  Deductibles $0 
Copayments $10  Copayments $300  Copayments $100 
Coinsurance $0  Coinsurance $0  Coinsurance $0 

What isn’t covered  What isn’t covered  What isn’t covered 
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0 
The total Peg would pay is $70  The total Joe would pay is $320  The total Mia would pay is $100 

 

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Notice of Nondiscrimination Practices 
Effective July 18, 2016 
 

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or gender.  
 

Blue Cross provides resources to access information in alternative formats and languages: 
• Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities to assist 

in communicating with us.  
• Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not English.  
If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.  
 

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or gender, you 
can file a grievance with the Nondiscrimination Civil Rights Coordinator  
• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator 

Blue Cross and Blue Shield of Minnesota and Blue Plus - M495 
PO Box 64560  
Eagan, MN 55164-0560 

• or by telephone at: 1-800-509-5312 
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your member 
identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.  
 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights  
• electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  
• by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD) 
• or by mail at: U.S. Department of Health and Human Services 

200 Independence Avenue SW 
Room 509F, HHH Building  
Washington, DC 20201  

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

https://www.healthcare.gov/sbc-glossary/#plan
mailto:Civil.Rights.Coord@bluecrossmn.com?subject=Grievance
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#grievance
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html


 

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmnonline.com Page 8 of 8 

Language Access Services: 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 07/01/2022 
 

WACONIA INDEPENDENT SCHOOL DISTRICT NO 110 Coverage for: Individual/Family | Plan Type: PPO 
 

 
 

 

 
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmnonline.com or call 1-866-
873-5943. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see 
the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-866-873-5943 to request a copy. 

 

Important Questions Answers Why this Matters: 

What is the overall deductible? 
$500 individual / $1,000 family 
medical combined in-network and out-
of-network 
 

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. 
If you have other family members on the plan, each family member must meet their own 
individual deductible until the total amount of deductible expenses paid by all family members 
meets the overall family deductible. 
 

Are there services covered 
before you meet your 
deductible? 

Yes. Well child care, prenatal care 
and in-network preventive care 
services are covered before you meet 
your deductible. 
 

This plan covers some items and services even if you haven’t yet met the deductible amount. 
But a copayment or coinsurance may apply. For example, this plan covers certain preventive 
services without cost-sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other deductibles for 
specific services? No You don’t have to meet deductibles for specific services. 

What is the out-of-pocket limit for 
this plan? 

$750 individual / $1,500 family 
medical combined in-network and out-
of-network 
$300 individual / $500 family drug 
combined in-network and out-of-
network 
 

The out-of-pocket limit is the most you could pay in a year for covered services. 
If you have other family members in this plan, they have to meet their own out-of-pocket 
limits until the overall family out-of-pocket limit has been met. 
 

What is not included in  
the out-of-pocket limit? 

Premiums, balance-billing charges 
(unless balanced billing is prohibited), 
and health care this plan doesn't 
cover. 

Even though you pay these expenses, they don't count toward the out-of-pocket limit. 
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Will you pay less if you use an in-
network provider? 

Yes. Your network is Aware. See 
https://www.bluecrossmnonline.com/
find-a-doctor/#/home or call 1-866-
873-5943 for a list of in-network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might receive a 
bill from a provider for the difference between the provider’s charge and what your plan pays 
(balance billing). Be aware your in-network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to see a 
specialist? No. You can see the specialist you choose without a referral. 

 

 
All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 

Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury or illness 20% coinsurance 

 

20% coinsurance 
 

None 
 

Specialist visit 20% coinsurance 
 

20% coinsurance 
 

None 
 

Preventive care/screening/ 
immunization No charge 

 

Well child: No charge 
Adult: 0% coinsurance; 
deductible does not apply 
 

You may have to pay for services 
that aren’t preventive. Ask your 
provider if the services needed are 
preventive. Then check what your 
plan will pay for. 
 

If you have a test 
Diagnostic test (x-ray, blood 
work) 20% coinsurance 

 

20% coinsurance 
 None 

 

Imaging (CT/PET scans, MRIs) 20% coinsurance 
 

20% coinsurance 
 

If you need drugs to treat 
your illness or condition. 
More information about 
prescription drug coverage is 
available at 
www.bluecrossmnonline.com 

Preferred generic drugs 

$15.00 copay/prescription 
(retail) 
$30.00 copay/prescription (mail 
service) 
$30.00 copay/prescription 
(90dayRx retail) 
 

$15.00 copay/prescription 
(retail) 
 

Covers up to a 34-day supply, or 
100 units, whichever is greater 
(retail prescription). 
90-day supply (mail order 
prescription and 90dayRx retail 
prescription). 
No coverage for mail order and 
90dayRx retail services from out-of-
network providers. 
Insulin listed on the preferred 
generic/preferred brand prescription 
drug list are covered at zero cost-
sharing. 
 
 

Preferred brand drugs 

$25.00 copay/prescription 
(retail) 
$50.00 copay/prescription (mail 
service) 
$50.00 copay/prescription 
(90dayRx retail) 
 

$25.00 copay/prescription 
(retail) 
 

Non-preferred drugs Non-preferred generic drugs: Non-preferred generic drugs: 
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Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

$40.00 copay/prescription 
(retail) 
$80.00 copay/prescription (mail 
service) 
$80.00 copay/prescription 
(90dayRx retail) 
Non-preferred brand drugs: 
$40.00 copay/prescription 
(retail) 
$80.00 copay/prescription (mail 
service) 
$80.00 copay/prescription 
(90dayRx retail) 
 

$40.00 copay/prescription 
(retail) 
Non-preferred brand drugs: 
$40.00 copay/prescription 
(retail) 
 

 Specialty drugs  Refer to applicable prescription 
drug cost sharing 
 

Not covered 
 

Covers up to a 34-day supply 
(participating specialty drug network 
supplier prescription). 
 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 

20% coinsurance for outpatient 
hospital facility & ambulatory 
surgery center 
 

20% coinsurance 
 

None 
 

Physician/surgeon fees 
20% coinsurance for outpatient 
hospital facility & ambulatory 
surgery center 
 

20% coinsurance 
 
 

None 
 

If you need immediate 
medical attention 

Emergency room care 20% coinsurance 
 

20% coinsurance 
 

Out-of-network services apply to the 
in-network deductible and out-of-
pocket limit. 
 

Emergency medical 
transportation 20% coinsurance 

 

20% coinsurance 
 

Urgent care 20% coinsurance 
 

20% coinsurance 
 

None 
 

If you have a hospital stay Facility fee (e.g., hospital room) 20% coinsurance 
 

20% coinsurance 
 

None 
 

Physician/surgeon fee 20% coinsurance 
 

20% coinsurance 
 

None 
 

If you need mental health, 
behavioral health, or 
substance use services 

Outpatient services 20% coinsurance 
 

20% coinsurance 
 

None 
 

Inpatient services including 
residential adult mental health 
treatment 

20% coinsurance 
 

20% coinsurance 
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Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

If you are pregnant 

Office visits 
Prenatal care: No charge 
Postnatal care: 20% 
coinsurance 
 

Prenatal care: No charge 
Postnatal care: 20% 
coinsurance 
 

Cost sharing does not apply for 
preventive services. Depending on 
the type of services, other cost 
sharing may apply. Maternity care 
may include tests and services 
described elsewhere in the SBC 
(e.g., ultrasound). 
 

Childbirth/delivery professional 
services 20% coinsurance 

 

20% coinsurance 
 

Childbirth/delivery facility 
services 20% coinsurance 

 

20% coinsurance 
 

If you need help recovering 
or have other special 
health needs 

Home health care 20% coinsurance 
 

20% coinsurance 
 

None 
 

Rehabilitation services 
20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 

20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 None 

 

Habilitation services 
20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 

20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 

Skilled nursing care 20% coinsurance 
 

20% coinsurance 
 

Combined 120 days per person per 
benefit period. 
 

Durable medical equipment 20% coinsurance 
 

20% coinsurance 
 

None 

Hospice service 20% coinsurance 
 

Not covered 
 

None 
 

If your child needs dental 
or eye care 

Children’s eye exam No charge 
 

Age 0 through 5: No charge 
Age 6 through 18: No charge 
 

None 
 

Children’s glasses Not covered 
 
 
 

Not covered 
 
 

No coverage for these services 
 

Children’s dental check-up Not covered Not covered No coverage for these services 
Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
• Acupuncture • Hearing aids (Adult) • Routine foot care 
• Cosmetic surgery • Long-term care • Weight loss programs 

• Dental care (Adult) (and children) • Non-emergency care when traveling outside the 
U.S. 

 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Bariatric surgery • Infertility treatment • Routine eye care (Adult) 
• Chiropractic care  
 

• Private-duty nursing  
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is 
Minnesota Department of Commerce at 1 800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform; or, Department of Health and Human Services, Center for Consumer Information, and Insurance Oversight, at 1-877-267-2323 x 61565 or 
www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-873-5943. Other coverage options may be available to you, too, 
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.mnsure.org or call 1-855-
366-7873. 
 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance 
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete 
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Blue 
Cross at 1-866-873-5943; Minnesota Department of Commerce at 1 800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA 
(3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school district, Service Cooperative, or church 
plan, you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789. 
Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
Does this plan meet Minimum Value Standards? Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-855-903-2583. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720. 
Chinese (中文): 如果需要中文的帮助, 请拨打这个号码1-855-315-4017. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583. 
 

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information 
collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather data needed, and complete and 
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-
26-05, Baltimore, Maryland 21244-1850. 
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About these Coverage Examples: 

 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts 
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage. 

 
 

Peg is Having a Baby 
(9 months of in-network prenatal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition) 

 Mia’s Simple Fracture 
(in-network emergency room visit and follow up 

care) 
 

The plan’s overall deductible 
Specialist coinsurance 
Hospital (facility) coinsurance 
Other coinsurance 

$500 
20%  
20% 
20% 

 The plan’s overall deductible 
Specialist coinsurance 
Hospital (facility) coinsurance 
Other coinsurance 

$500 
20%  
20% 
20% 

 The plan’s overall deductible 
Specialist coinsurance 
Hospital (facility) coinsurance 
Other coinsurance 

$500 
20%  
20% 
20% 

     

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/delivery professional services 
Childbirth/delivery facility services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

 This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

 This EXAMPLE event includes services like: 
Emergency room care (including medical supplies) 
Diagnostic tests (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

     

Total Example Cost $12,700  Total Example Cost $5,600  Total Example Cost $2,800 
In this example, Peg would pay:  In this example, Joe would pay:  In this example, Mia would pay: 

Cost Sharing  Cost Sharing  Cost Sharing 
Deductibles $500  Deductibles $500  Deductibles $500 
Copayments $10  Copayments $100  Copayments $0 
Coinsurance $200  Coinsurance $300  Coinsurance $400 

What isn’t covered  What isn’t covered  What isn’t covered 
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0 
The total Peg would pay is $770  The total Joe would pay is $920  The total Mia would pay is $900 

 

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Notice of Nondiscrimination Practices 
Effective July 18, 2016 
 

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or gender.  
 

Blue Cross provides resources to access information in alternative formats and languages: 
• Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities to assist 

in communicating with us.  
• Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not English.  
If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.  
 

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or gender, you 
can file a grievance with the Nondiscrimination Civil Rights Coordinator  
• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator 

Blue Cross and Blue Shield of Minnesota and Blue Plus - M495 
PO Box 64560  
Eagan, MN 55164-0560 

• or by telephone at: 1-800-509-5312 
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your member 
identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.  
 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights  
• electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  
• by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD) 
• or by mail at: U.S. Department of Health and Human Services 

200 Independence Avenue SW 
Room 509F, HHH Building  
Washington, DC 20201  

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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Language Access Services: 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 07/01/2022 
 

WACONIA INDEPENDENT SCHOOL DISTRICT NO 110 Coverage for: Individual/Family | Plan Type: PPO 
 

 
 

 

 
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmnonline.com or call 1-866-
873-5943. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see 
the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-866-873-5943 to request a copy. 

 

Important Questions Answers Why this Matters: 

What is the overall deductible? 
$1,750 individual / $3,500 family 
medical combined in-network and out-
of-network 
 

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. 
If you have other family members on the plan, each family member must meet their own 
individual deductible until the total amount of deductible expenses paid by all family members 
meets the overall family deductible. 
 

Are there services covered 
before you meet your 
deductible? 

Yes. Well child care, prenatal care 
and in-network preventive care 
services are covered before you meet 
your deductible. 
 

This plan covers some items and services even if you haven’t yet met the deductible amount. 
But a copayment or coinsurance may apply. For example, this plan covers certain preventive 
services without cost-sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other deductibles for 
specific services? No You don’t have to meet deductibles for specific services. 

What is the out-of-pocket limit for 
this plan? 

$3,000 individual / $6,000 family 
medical and drug combined in-
network and out-of-network 
 

The out-of-pocket limit is the most you could pay in a year for covered services. 
If you have other family members in this plan, they have to meet their own out-of-pocket 
limits until the overall family out-of-pocket limit has been met. 
 

What is not included in  
the out-of-pocket limit? 

Premiums, balance-billing charges 
(unless balanced billing is prohibited), 
and health care this plan doesn't 
cover. 

Even though you pay these expenses, they don't count toward the out-of-pocket limit. 
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Will you pay less if you use an in-
network provider? 

Yes. Your network is Aware. See 
https://www.bluecrossmnonline.com/
find-a-doctor/#/home or call 1-866-
873-5943 for a list of in-network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
network. You will pay the most if you use an out-of-network provider, and you might receive a 
bill from a provider for the difference between the provider’s charge and what your plan pays 
(balance billing). Be aware your in-network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to see a 
specialist? No. You can see the specialist you choose without a referral. 

 

 
All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 

Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury or illness 20% coinsurance 

 

20% coinsurance 
 

None 
 

Specialist visit 20% coinsurance 
 

20% coinsurance 
 

None 
 

Preventive care/screening/ 
immunization No charge 

 

Well child: No charge 
Adult: 0% coinsurance; 
deductible does not apply 
 

You may have to pay for services 
that aren’t preventive. Ask your 
provider if the services needed are 
preventive. Then check what your 
plan will pay for. 
 

If you have a test 
Diagnostic test (x-ray, blood 
work) 20% coinsurance 

 

20% coinsurance 
 None 

 

Imaging (CT/PET scans, MRIs) 20% coinsurance 
 

20% coinsurance 
 

If you need drugs to treat 
your illness or condition. 
More information about 
prescription drug coverage is 
available at 
www.bluecrossmnonline.com 

Preferred generic drugs 

$20.00 copay/prescription 
(retail) 
$40.00 copay/prescription (mail 
service) 
$40.00 copay/prescription 
(90dayRx retail) 
 

$20.00 copay/prescription 
(retail) 
 

Covers up to a 34-day supply, or 
100 units, whichever is greater 
(retail prescription). 
90-day supply (mail order 
prescription and 90dayRx retail 
prescription). 
No coverage for mail order and 
90dayRx retail services from out-of-
network providers. 
Insulin listed on the preferred 
generic/preferred brand prescription 
drug list are covered at zero cost-
sharing. 
 
 

Preferred brand drugs 

$35.00 copay/prescription 
(retail) 
$70.00 copay/prescription (mail 
service) 
$70.00 copay/prescription 
(90dayRx retail) 
 

$35.00 copay/prescription 
(retail) 
 

Non-preferred drugs Non-preferred generic drugs: Non-preferred generic drugs: 
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Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

$50.00 copay/prescription 
(retail) 
$100.00 copay/prescription (mail 
service) 
$100.00 copay/prescription 
(90dayRx retail) 
Non-preferred brand drugs: 
$50.00 copay/prescription 
(retail) 
$100.00 copay/prescription (mail 
service) 
$100.00 copay/prescription 
(90dayRx retail) 
 

$50.00 copay/prescription 
(retail) 
Non-preferred brand drugs: 
$50.00 copay/prescription 
(retail) 
 

 Specialty drugs  Refer to applicable prescription 
drug cost sharing 
 

Not covered 
 

Covers up to a 34-day supply 
(participating specialty drug network 
supplier prescription). 
 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 

20% coinsurance for outpatient 
hospital facility & ambulatory 
surgery center 
 

20% coinsurance 
 

None 
 

Physician/surgeon fees 
20% coinsurance for outpatient 
hospital facility & ambulatory 
surgery center 
 

20% coinsurance 
 
 

None 
 

If you need immediate 
medical attention 

Emergency room care 20% coinsurance 
 

20% coinsurance 
 

Out-of-network services apply to 
the in-network deductible and out-
of-pocket limit. 
 

Emergency medical 
transportation 20% coinsurance 

 

20% coinsurance 
 

Urgent care 20% coinsurance 
 

20% coinsurance 
 

None 
 

If you have a hospital stay Facility fee (e.g., hospital room) 20% coinsurance 
 

20% coinsurance 
 

None 
 

Physician/surgeon fee 20% coinsurance 
 

20% coinsurance 
 

None 
 

If you need mental health, 
behavioral health, or 
substance use services 

Outpatient services 20% coinsurance 
 

20% coinsurance 
 

None 
 

Inpatient services including 
residential adult mental health 
treatment 

20% coinsurance 
 

20% coinsurance 
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Common Medical Event Services You May Need 
What you Will Pay 

Limitations, Exceptions, & Other 
Important Information In-Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most) 

If you are pregnant 

Office visits 
Prenatal care: No charge 
Postnatal care: 20% 
coinsurance 
 

Prenatal care: No charge 
Postnatal care: 20% 
coinsurance 
 

Cost sharing does not apply for 
preventive services. Depending on 
the type of services, other cost 
sharing may apply. Maternity care 
may include tests and services 
described elsewhere in the SBC 
(e.g., ultrasound). 
 

Childbirth/delivery professional 
services 20% coinsurance 

 

20% coinsurance 
 

Childbirth/delivery facility 
services 20% coinsurance 

 

20% coinsurance 
 

If you need help recovering 
or have other special 
health needs 

Home health care 20% coinsurance 
 

20% coinsurance 
 

None 
 

Rehabilitation services 
20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 

20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 None 

 

Habilitation services 
20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 

20% coinsurance for 
occupational therapy, physical 
therapy, and speech therapy 
 

Skilled nursing care 20% coinsurance 
 

20% coinsurance 
 

Combined 120 days per person per 
benefit period. 
 

Durable medical equipment 20% coinsurance 
 

20% coinsurance 
 

None 

Hospice service 20% coinsurance 
 

Not covered 
 

None 
 

If your child needs dental 
or eye care 

Children’s eye exam No charge 
 

Age 0 through 5: No charge 
Age 6 through 18: No charge 
 

None 
 

Children’s glasses Not covered 
 
 
 

Not covered 
 
 

No coverage for these services 
 

Children’s dental check-up Not covered Not covered No coverage for these services 
Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
• Acupuncture • Hearing aids (Adult) • Routine foot care 
• Cosmetic surgery • Long-term care • Weight loss programs 

• Dental care (Adult) (and children) • Non-emergency care when traveling outside the 
U.S. 

 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Bariatric surgery • Infertility treatment • Routine eye care (Adult) 
• Chiropractic care  
 

• Private-duty nursing  
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is 
Minnesota Department of Commerce at 1 800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform; or, Department of Health and Human Services, Center for Consumer Information, and Insurance Oversight, at 1-877-267-2323 x 61565 or 
www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-873-5943. Other coverage options may be available to you, too, 
including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.mnsure.org or call 1-855-
366-7873. 
 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance 
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete 
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Blue 
Cross at 1-866-873-5943; Minnesota Department of Commerce at 1 800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA 
(3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school district, Service Cooperative, or church 
plan, you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789. 
Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
Does this plan meet Minimum Value Standards? Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-855-903-2583. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720. 
Chinese (中文): 如果需要中文的帮助, 请拨打这个号码1-855-315-4017. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583. 
 

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information 
collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather data needed, and complete and 
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-
26-05, Baltimore, Maryland 21244-1850. 
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About these Coverage Examples: 

 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts 
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage. 

 
 

Peg is Having a Baby 
(9 months of in-network prenatal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition) 

 Mia’s Simple Fracture 
(in-network emergency room visit and follow up 

care) 
 

The plan’s overall deductible 
Specialist coinsurance 
Hospital (facility) coinsurance 
Other coinsurance 

$1,750 
20%  
20% 
20% 

 The plan’s overall deductible 
Specialist coinsurance 
Hospital (facility) coinsurance 
Other coinsurance 

$1,750 
20%  
20% 
20% 

 The plan’s overall deductible 
Specialist coinsurance 
Hospital (facility) coinsurance 
Other coinsurance 

$1,750 
20%  
20% 
20% 

     

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/delivery professional services 
Childbirth/delivery facility services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

 This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

 This EXAMPLE event includes services like: 
Emergency room care (including medical supplies) 
Diagnostic tests (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

     

Total Example Cost $12,700  Total Example Cost $5,600  Total Example Cost $2,800 
In this example, Peg would pay:  In this example, Joe would pay:  In this example, Mia would pay: 

Cost Sharing  Cost Sharing  Cost Sharing 
Deductibles $1,750  Deductibles $1,750  Deductibles $1,750 
Copayments $10  Copayments $100  Copayments $0 
Coinsurance $1,200  Coinsurance $40  Coinsurance $100 

What isn’t covered  What isn’t covered  What isn’t covered 
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0 
The total Peg would pay is $3,020  The total Joe would pay is $1,910  The total Mia would pay is $1,850 

 

The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Notice of Nondiscrimination Practices 
Effective July 18, 2016 
 

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or gender.  
 

Blue Cross provides resources to access information in alternative formats and languages: 
• Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities to assist 

in communicating with us.  
• Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not English.  
If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.  
 

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or gender, you 
can file a grievance with the Nondiscrimination Civil Rights Coordinator  
• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator 

Blue Cross and Blue Shield of Minnesota and Blue Plus - M495 
PO Box 64560  
Eagan, MN 55164-0560 

• or by telephone at: 1-800-509-5312 
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your member 
identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.  
 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights  
• electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  
• by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD) 
• or by mail at: U.S. Department of Health and Human Services 

200 Independence Avenue SW 
Room 509F, HHH Building  
Washington, DC 20201  

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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Language Access Services: 
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Blue Cross and Blue Shield of Minnesota (Blue Cross) 
2022 X21028-R6 Large Group Certificate Amendment 

Effective July 1, 2022 

The following change is hereby incorporated into the benefit booklet to which this amendment is 
attached: 

The following travel benefits on the Benefit Overview section in the General Provisions chart are hereby 
added: 

General Provisions 

Medical Benefits In-Network Providers I Out-of-Network Providers 

Lifetime maximum (per member) 
• If you live more than 100 miles 

from a provider eligible to perform 
a termination of pregnancy, there 
may be a benefit available for 
travel expenses directly related to 
covered plan benefits for the 
procedure 

• If you live more than 50 miles from 
a BDCT provider, there may be a 
benefit available for travel 
expenses directly related to a 
preauthorized transplant. 

• If you live more than 50 miles from 
a pre-approved provider, there 
may be a benefit available for 
travel expenses directly related to 
a pre-authorized gene therapy 
treatment 

$2,500 

$5,000 

$5,000 

For more information about how your benefits for travel expenses work, call Customer Service at the telephone 
number on the back of your ID card. 

General Provisions 

Medical Benefits Enhanced In- I Standard In- I Out-of-Network 
Network Providers Network Providers Providers 

Lifetime maximum (per member) 

• If you live more than 100 miles $2,500 
from a provider eligible to perform 
a termination of pregnancy, there 
may be a benefit available for 
travel expenses directly related to 

X21208-R6A 2022 BC LG Amendment 



g 'g) Suecress 
g/ BlueShield 

Minnesota 

covered plan benefits for the 
procedure 

• If you live more than 50 miles from $5,000 
a BDCT provider, there may be a 
benefit available for travel 
expenses directly related to a 
preauthorized transplant. 

• If you live more than 50 miles from 
a pre-approved provider, there $5,000 

may be a benefit available for 
travel expenses directly related to 
a pre-authorized gene therapy 
treatment 

For more information about how your benefits for travel expenses work, call Customer Service at the telephone 
number on the back of your ID card. 

8tu Cross and Btua Shield' of Minnesota and luo Ptus are nonprofit 
tndependent license0s t the Blue Cross and Btue Shield Association 

The following travel benefit on the Maternity Care chart page is hereby added: 

Maternity Care - Notes 

X. If you live more than 100 miles from a provider eligible to perform a termination of pregnancy, there may be 
a benefit available for travel expenses directly related to covered plan benefits for the procedure. 

The following exclusion on the General Exclusions page is hereby updated: 

13. Travel, transportation, or living expenses, whether or not recommended by a physician, except for travel 
expenses and ambulance transportation listed as covered in the benefit charts and "Benefit Overview." 

X21208-R6A 2022 BC LG Amendment 
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NOTICE OF NONDISCRIMINATION PRACTICES 
Effective July 18, 2016 

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable 
Federal civil rights laws and does not discriminate on the basis of race, color, national origin, 
age, disability, or gender. Blue Cross does not exclude people or treat them differently because 
of race, color, national origin, age, disability, or gender. 

Blue Cross provides resources to access information in alternative formats and languages: 
• Auxiliary aids and services, such as qualified interpreters and written information 

available in other formats, are available free of charge to people with disabilities to assist 
in communicating with us. 

• Language services, such as qualified interpreters and information written in other 
languages, are available free of charge to people whose primary language is not English. 

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on 
the back of your member identification card. TTY users call 711. 

If you believe that Blue Cross has failed to provide these services or discriminated in another 
way on the basis of race, color, national origin, age, disability, or gender, you can file a 
grievance with the Nondiscrimination Civil Rights Coordinator 

• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator 

Blue Cross and Blue Shield of Minnesota and Blue Plus 
M495 
PO Box 64560 
Eagan, MN 55164-0560 

• or by phone at: 1-800-509-5312 
Grievance forms are available by contacting us at the contacts listed above, by calling 
1-800-382-2000 or by using the telephone number on the back of your member identification 
card. TTY users call 711.If you need help filing a grievance, assistance is available by 
contacting us at the numbers listed above. 

You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights 

• electronically through the Office for Civil Rights Complaint Portal, available at: 
https:/ /ocrporta I. hhs .gov/ocr/porta I/lobby. jsf 

• by phone at: 
1-800-368-1019 or 1-800-537-7697 (TDD) 

• or by mail at: 
U.S. Department of Health and Human Services 
200 Independence Avenue SW 
Room 509F 
HHH Building 
Washington, DC 20201 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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This information is available in other languages. Free language assistance services are available by 
calling the toll free number below. For TTY, call 711. 

Si habla espa~ol, tiene a su disposici~n servicios gratuitos de asistencia con el idioma. Llame al 
1-855-903-2583. Para TTY, llame al 711. 

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. 
Rau TTY, hu rau 711. 

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo luqad lacag la'aan ah. 
Wac 1-866-251-6736. Markay tahay dad maqalku ku adag yahay (TTY), wac 711. 

sf,86868:, 0of0po8poooono&0os3. 8: 1-866-251-6744 » TTY 
a586. 88: 711 050i. 

,=ill -4lgll .1-866-569-9123 4 l dail .4i -ad 3ill Seal -loss ell i5» ll "iii5 cs$ Ti) 
.7114 l d" 

N~u quy vi n~i Ti~ng Vi~t, c~ s~n c~c dich vu h~ try ng~n ng~ mi~n phi cho quy vi. Gi s~ 
1-855-315-4015. Ng~i dung TTY xin g9i 711. 

Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 
1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa. 

10 R 8#2 #5, 12//1 6J L H, @98 St 9 #9 489 # a t3 SD) NI J5. ## ##J 1-855-315-4017. MI# 
(TTY), ###MT 711 

ECn Bi rOBOpTe nO-pyCCK, BI MOKeTe BOCnOIIL30BaTc 6ecna THIM yCnyraM 
nepeBO/4Ka. 3BOHTe 1-855-315-4028. [] cnon3oaHu TenebponHoro annapara c 
TeKCTOBBIM BBIXO[OM 3BOHTe 711. 

Si vous parlez fran~ais, des services d'assistance linguistique sont disponibles gratuitement. 
Appelez le +1-855-315-4029. Pour les personnes malentendantes, appelez le 711. 

Wac' a);7 hr'i: ix g kl XC Al: 0 1-855-315-4030 00·0 TTY 0 711+ 

8H=;OIg }g6EE Z39, ?YO /! kB]7} JI23 ELI}. 1-855-904-2583 2l 
13}6} II. TTY }8XE= 711e !S6}I. 
c6~oaool6, m~3jooc@oo20icu3. 620 1-866-366-2423 

55o. Tr, Zn0 711. 
Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga 
serbisyo sa wika. Tumawag sa 1-866-537-7720. Para sa TTY, tumawag sa 711. 

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterst~tzung zur Verf~gung. 
Wahlen Sie 1-866-289-7402. Fur TTY w~hlen Sie 711. 

tu@sir~tntmmnarus nmsmnnswmntgtmmnninf~pis + gt~nun8 1-855-906-25831 
lj , t o kw @i d 

UTBt5 TTY BUG1Im1U9 711¥ L » » i 

Din~ k'ehj~ y~nilt'i'go saad bee y~t'i' ~i t'~j~~k'e bee nik~'a'doowolgo ~~ n~'ahoot'i'. Kojj ~ b~~sh 
bee hod~ilnih 1-855-902-2583. TTY biniiy~go ~i 71I ji' b~~sh bee hod~ilnih. 




