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BENEFITS ENROLLMENT CHECKLIST  
 
This guide will help you get to know your benefits and your choices for the 2023 plan year. Be sure to 
learn about your options so you can make informed choices for yourself and your eligible dependents.  
 

IN THE FIRST 30 DAYS  

Enroll in these plans or waive coverage:  
 

  Medical  

  HRA & HSA 

  Dental   

  Vision 

  Flexible Spending Account 

  Long Term Disability 

  Short Term Disability 

  Life 

  Voluntary Life 
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MEDICAL PLANS 

 

MEDICAL PLANS WHO IS ELIGIBLE FOR BENEFITS  

You get the most from your benefits when you take the time to 
learn about your options and make decisions that are best for you 
and your family. Berlin Area School District provides eligible 
employees the choice of two medical plans administered by 
Wisconsin Counties Association (WCA) /Group Health Trust (GHT) 
with claims processed by UMR.  
 
You have access to providers participating in the UHC Choice Plus 
network. Find a participating health care provider in your area by 
going to: UMR.com.  
 
Refer to the Summary Plan Descriptions (SPDs) or Summary of 
Benefits Coverage (SBCs) for detailed medical plan coverage 
information.  

o All full-time who work 30 hours 
or more per week.  

 
o Your spouse. 
 
o Your biological children, 

stepchildren, legally adopted 
children (effective from the date 
place for adoption), and foster 
children up to age 26.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TERMS TO KNOW 

Annual Deductible  
The amount you pay out of your pocket each 
year before the plan begins sharing costs for 
most services. Payments to in-network and 
out-of-network providers count toward your 
annual deductible and annual out-of-pocket 
maximum.  
 
Copay  
The dollar amount you must pay for certain 
covered services. Payments count toward 
your annual out-of-pocket maximum but do 
not count toward your deductible.  
 
Annual Out-of-Pocket Maximum  
The most you’ll have to pay out of your 
pocket in a calendar year for covered 
services.  

Coinsurance  
The cost share between you and the plan after you 
meet the calendar year deductible. In other words, 
after you meet your deductible, you share any 
remaining covered expenses with the plan. The 
plan covers the percentage of the expense shown.  
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MEDICAL PLAN HIGHLIGHTS – WCA Plan Options  
 

General Plan Information  

WCA Group Health Plan 

HRA Plan Embedded 

$3,000 / $6,000 

WCA Group Health Plan 

HSA Plan Embedded 

$3,000 / $6,000 

 In-Network Out-Of-Network In-Network Out-Of-Network 

Network UHC Choice Plus N/A UHC Choice Plus N/A 

Deductible – Calendar Year 
Single: $3,000 
Family: $6,000 

N/A 
Single: $3,000 
Family: $6,000 

N/A 

Coinsurance 80/20% N/A 90/10% N/A 

Out-of-Pocket Maximum 
Single: $4,500 
Family: $9,000 

N/A 
Single: $4,500 
Family: $9,000 

N/A 

Dependent Eligibility To Age 26 (End of Month) To Age 26 (End of Month) 

Physician Services 

Office Visits - Primary Care $25 N/A Deductible Applies N/A 

Office Visits - Specialty Care $50 N/A Deductible Applies N/A 

Preventive Care 100% Selected Services N/A 100% Selected Services N/A 

Hospital Services 

Inpatient Deductible Applies N/A Deductible Applies N/A 

Outpatient Deductible Applies N/A Deductible Applies N/A 

Emergency and Urgent Care 

Emergency Room $250 Copay  Deductible Applies 

Urgent Care/Walk-in Clinic $75 Copay Deductible Applies 

Prescription Drugs 

Retail $0 /  $10 / $25 / $60 / $150 Deductible Applies 

Rx Out-of-Pocket Maximum $2,000 / $4,000 Included in Medical OOP Max 
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HEALTH REIMBURSEMENT ACCOUNT (HRA) 
 

HRAs are being implemented by many employers to help manage increasing health care costs and to 
provide employees with an incentive to be better consumers of health care. If you are enrolled in the 
Medical Plan – HRA Plan, Berlin Area School District HRA covers a portion of the deductible as follows: 
 

 Member meets the first $500 single / $1,000 family deductible. 
 The HRA will then cover the next $500 single / $1,000 family. 
 The Member then pays the remaining $2,000 Single / $4,000 Family deductible. 

 
Your employer is working with DBS to manage and administer the HRA. 
 
The program works as follows: 
 

 You and/or your family members utilize your health plan as you normally 
would. When you use your health plan, the insurance company will process 
your claim and send an Explanation of Benefits form (EOB) to you. The EOB 
form shows the date of service, service provided, cost of the service, and the 
amount insurance paid on the claim. 

 

 After you’ve paid your up-front deductible, the HRA will then automatically 
pay the next portion of the eligible deductible. 

 

 The deductible amounts will be paid directly to the vendor/provider based 
on your employer’s HRA reimbursement plan parameters. 

 

 Create your online account with DBS to review claims and payments as they 
are processed. 

 

 There are no claim forms to file for the HRA. (However, if you have dual 
health coverage, you must manually submit EOB forms from the secondary 
insurance carrier along with a signed claim form for reimbursement.) 

 
 The plan follows the health insurance plan year July 1 through June 30. 



5 
 

HEALTH SAVINGS ACCOUNT (HSA) 
 
 

Berlin Area School District offers a medical plan that features an HSA – the High Deductible Health Plan. 
An HSA allows the money to go in tax-free, earns interest tax free and can be spent on qualified health 
care expenses tax-free.  
 

If you are enrolled in the High Deductible Health Plan option, you may open an HSA account with your 
choice between two local banks.  The Berlin Area School District will contribute $500 Single / $1,000 
Family into your HSA. 
 

HOW THE HSA WORKS  
 

MONEY GOES IN 

Pretax contributions* from you, up to a total of:  
o $3,850 for individual coverage  
o $7,750 if you enroll your spouse and/or child(ren).  
o An extra $1,000 if you are age 55 or older  

MONEY GOES OUT 

You pay the full cost of non-preventive care, including non-preventive 
prescription drugs, until you meet the deductible. You receive discounted 
rates in-network.  
 
When you have an eligible health care expense, **you decide whether to 
use your HSA if you’ve accumulated enough money to cover it or pay with 
other resources. Either way, those dollars count toward the medical plans’ 
deductible and out-of-pocket maximum. Any amount you spend on 
qualified medical expenses is also tax-free.  

HAVE MONEY LEFT? 
IT ROLLS OVER! 

Any money left in your account is yours to pay for health care in the 
future. There’s no deadline and no limit on how large your account can 
grow. If you leave Berlin Area School District, you can take it with you.  

 
*If you’re enrolling during the year, you may not be eligible to make a full-year contribution to your HSA. Talk to your tax advisor before signing 
up for pretax deductions. See IRS Publication 969 for more information.  
** The HSA can be used to reimburse you for qualified medical, dental, and vision expenses. See IRS Publication 502 for more information.  

 
You Are Eligible To Open An HSA If…  

o You are enrolled in the High Deductible 
Health Plan.  

o You do not have other non-qualified 
group health coverage.  

o Neither you nor your spouse 
is currently enrolled in 
Medicare or TRICARE  

o You are not claimed as a 
dependent on another 
person’s tax return.  

o You have not received VA 
medical benefits at any time 
during the past three months  
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FLEXIBLE SPENDING ACCOUNTS (FSA) 

 
With an FSA, you can set aside tax-free money to pay for eligible medical and dependent care expenses. 
When you participate in an FSA, you decide how much you want to contribute each plan year (Jan. 1 
through Dec. 31). The money you contribute is deducted from your pay before taxes are taken out. This 
lowers your taxable income, which means lower taxes for you! However, you must use the amounts in 
your account by year-end or lose the balance.  
 
Berlin Area School District offers three types of FSAs administered by DBS.  
 

TRADITIONAL HEALTH CARE FSA  
You can use this FSA to pay any qualified health care expense, including copays and deductibles, dental 
care and vision care. Please see DBS website http://www.dbsbenefits.com for detailed list of qualified 
healthcare expenses. 

 Annual Maximum Healthcare election is $3,050 for 2023. 
 Your FSA plan allows you to carry over unused funds into the following plan year.  You can 

carryover $610 for the 2023 plan year into the 2024 plan year. 
 
You’re not eligible for the Traditional Health Care FSA if you’re enrolled in the HSA  Qualified Plan 
option.  
 

LIMITED HEALTH CARE FSA 
Employees who enroll in the Qualified High Deductible Health Plan with HSA can only enroll in a limited 
FSA plan.  This plan can be used for out of pocket dental and vision expenses only. 

 Annual Maximum Limited Flex Plan election is $3,050 for 2023. 
 Your FSA plan allows you to carry over unused funds into the following plan year.  You can 

carryover $610 for the 2023 plan year into the 2024 plan year. 
 

DEPENDENT CARE FSA 
The Dependent Care FSA covers the eligible day care expenses for your tax-qualified dependent(s). This 
can include a tax-qualified dependent under the age of 13 or an elderly parent or spouse who is 
physically or mentally incapable of self-care and lives with the account owner.  
 
Unmarried individuals and married couples who file a joint tax return can contribute up to a maximum 
of $5,000 per year. Individuals who are married and file taxes separately can contribute up to a 
maximum of $2,500. You can’t contribute more than you or your spouse earned in income for the year. 
If you’re enrolling during the year, you may not be eligible to make the maximum contribution to your 
FSAs. Talk to your tax advisor before signing up for pretax deductions. See IRS Publication 502 for 
more information.  
 

 

http://www.dbsbenefits.com/
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DENTAL PLANS 

 
Berlin Area School District offers two dental plan options through Delta Dental for all eligible employees. 
With one of the nation's largest networks, you're virtually guaranteed to find a choice of pre-screened, 
in-network dentists within minutes of your home or workplace. You can easily find a dentist using our 
web site or mobile app. 
 
But choice of providers is just one reason to go with Delta Dental. You will also enjoy discounts on care; 
and a range of time-saving special features such as the ability to locate an in-network provider via your 
smart phone. 
 
Most importantly, Delta Dental Insurance provides sweeping coverage for the full range of dental 
services – routine checkups, x-rays, cleanings, fillings, dental implants, adult fluoride treatments, and 
oral cancer screenings. 
 
Save Money by Staying in the Network 
You may seek dental care from any provider; however, your out-of-pocket expenses will be greatly 
reduced if care is provided by a dentist in the Delta Dental network. For more details or to find a 
provider in the network, visit www.deltadentalwi.com or call 1-800-236-3712. 
Evidence Based Integrated Care 
Your dental plan includes Evidence-Based Integrated Care Plan, which offers additional cleanings and 
fluoride treatment for certain medical conditions, such as periodontal disease, heart disease, diabetes, 
and cancer-related treatments. You will need to self-register for the benefit by calling Delta Dental’s 
customer service team, or you can register on the member portal. It’s very simple to enroll, and proof of 
condition is not required. 
Check Up Plus  
Your dental plan also includes a feature called Check Up Plus. With Check Up Plus, diagnostic and 
preventive services don’t count against your individual annual maximum! So, you will have more of your 
annual maximum available if you do need basic and/or restorative care. 
 

http://www.deltadentalwi.com/
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DENTAL PLANS 

 

 
For additional information, refer to the Benefit Summaries provided by Delta Dental.  

 

DELTA DENTAL VALUE ADD PROGRAMS 

Vision Care Discount 
Delta Dental of Wisconsin has partnered with EyeMed Vision Care, to offer you savings on optical costs 
(up to 35%), with access to thousands of private practice and retail providers nationwide.* 
 
Amplifon Hearing Discount 
Delta Dental has partnered with Amplifon to provided member with resources for hearing aids, including 
access to an  
Amplifon Hearing Health Care discount card, custom hearing solutions, continuous care, and a risk-free 
60 day trial. * 
 
*Please see attached flyers for more information. 
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VISION PLAN 

 

The Berlin Area School District offers a voluntary vision plan through VSP. 

 

SERVICES IN-NETWORK  

FREQUENCY 
Eye 
Exam 
Lenses 
Frames 
Contact Lenses 

 
Once per 12 months 
Once per 12 months 
Once per 24 months 
Once per 12 months 

VISION BENEFITS 
Vision 
Examination 
Retail Frames 
Retail Frame Discount 

 
$20 copay then 100% 
$20 copay with $150 

allowance 
20% off amount over allowance 

 

*LENS BENEFIT 
Single Vision 
Lined Bifocal 
Lined Trifocal   

$20 Copayment Then 
100% 
100% 
100% 

 

CONTACT LENSES 

Lens 
Fitting/Evaluation 
Lieu of Glasses 

Covered in lieu of lenses & frame 
benefit 

$130 allowance 
 

                                                                    Subject to certain exclusions & limitations  

For additional information, refer to the Benefit Summary provided by Vision Service Plan Ins. Co.   
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PREMIUM CONTRIBUTIONS  
 

MEDICAL PLAN EMPLOYEE PREMIUM CONTRIBTUIONS  

MONTHLY PREMIUM  Traditional HRA Copay Plan  QHDHP w/ HSA Plan 

 
14% w/o Health 

Assessment 
12% with Health 

Assessment 
10% w/o Health 

Assessment 
8% with Health 

Assessment 

Employee Only $137.94 $118.24 $94.30 $75.44 

Family $312.38 $267.75 $213.54 $170.84 

 
 
 

DENTAL PLAN EMPLOYEE PREMIUM CONTRIBTUIONS  

MONTHLY PREMIUM  Low Plan  High Plan 

Employee Only $3.46 $17.12 

Family $10.12 $45.76 

 
 
 

VISION PLAN EMPLOYEE PREMIUM CONTRIBTUIONS  

MONTHLY PREMIUM  VOLUNTARY VISION 

Employee Only  $5.77 

Employee + Spouse  $9.24 

Employee + Child(ren) $9.43 

Family  $15.21 

 



11 
 

THE STANDARD BENEFITS  

 

VOLUNTARY SHORT TERM DISABILITY (STD)  
Short Term Disability (STD) is offered through Standard Insurance Company.  The voluntary STD plan 
pays a percentage of your salary if you become temporarily disabled, meaning that you are not able to 
work for a short period of time due to sickness or injury.  
 
Benefits begin on the 1 day for an injury and on the 4 day for sickness. You have two plan options to 
chose from.   

 Benefit Option 1, the benefit will provide up to 66 2/3% of your weekly earnings to a maximum 
of $500 for up to 60 days.  

 Benefit Option 2, the benefit will provide up to 66 2/3% of your weekly earnings to a maximum 
of $1,000 for up to 60 days.  
 

 

 
LONG TERM DISABILTIY (LTD)  
The Standard Insurance Company Long Term Disability plan benefits help provide you with monthly 
income if you become disabled and are unable to work.  
 
After you have been disabled for 60 days due to sickness or injury, this benefit will provide up to 66 
2/3% of your monthly earnings to a maximum of $10,500. If you are permanently disability, you will 
receive this benefit up to your Social Security Normal Retirement Age (SSNRA). Rates are based on your 
age.   
 
 
NOTE: Both the STD and LTD include pre-existing condition limitations. Please review the plan summaries 
for more details. Earnings for STD and LTD benefits are based on your base annual earnings and do not 
include other income such as bonuses and commissions.  
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THE STANDARD BENEFITS (continued)  

 

BASIC LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT (AD&D)  
Life Insurance provides financial security for the people who depend on you. Your beneficiaries will 
receive a lump payment if you pass away while employed by Berlin Area School District. As an eligible 
employee, you are covered for Basic Life and AD&D insurance at no cost to you.  
 

Berlin Area School District offers a Group Term Life Insurance benefit of 1.5 times your annual earnings 
plus Accidental Death and Dismemberment insurance coverage.  
 

Specific details of the plan are covered in the Employee Life Benefit Plan Certificate.  
 

GROUP TERM LIFE AND AD&D  

Premium Berlin Area School District pays this premium at 100% 

Amount of Life Insurance Benefit 1.5 times your annual earnings 

Amount of AD&D Benefit Equal to term life 

 

SUPPLEMENTAL LIFE INSURANCE  
In addition to the Basic Life and AD&D insurance provided to you by Berlin Area School District, you also 
have the option to purchase Supplemental Life Insurance coverage for yourself. Employees must be 
working at least a minimum number of hours that your employer deems an eligible hourly (30 hours) 
per week.  

 Employee: up to $500,000 additional life benefit; $80,000 Guarantee Issue 
 Spouse: up to $250,000; $25,000 Guarantee Issue 
 Child(ren): $5,000 benefit 

 
Please see a representative from HR with any questions.  
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EMPLOYEE ASSISTANCE PROGRAM (EAP)* 
You, your dependents (including children to age 26) and all household members can contact master’s- degreed clinicians 24/7 by 

phone, online, live chat, email and text. There’s even a mobile EAP app. Receive referrals to support groups, a network counselor, 

community resources or your health plan. If necessary, you’ll be connected to emergency services. Your program includes up to three 

face-to-face assessment and counseling sessions per issue.  EAP services can help with: 

 Depression, grief, loss and emotional well-being 

 Family, marital and other relationship issues 

 Life improvement and goal-setting 

 Addictions such as alcohol and drug abuse 

 Stress or anxiety with work or family 

 Financial and legal concerns 

 Identity theft and fraud resolution 

 

 
LIFE SERVICES 

Life Services Toolkit website: 

 Estate-planning Assistance: Online tools walk employees through the 
steps to prepare a will and create other documents, such as living wills, 
powers of attorney and healthcare agent forms. 

 Identity Theft Prevention: Online resources help employees learn how to 
thwart identity thieves and resolve issues if identity theft occurs. 

 Financial Planning: Online tools help employees confidently manage debt, 
calculate mortgage and loan payments, and take care of other financial 
matters. 

 Health and Wellness: Timely articles about nutrition, stress 
management and wellness help employees and their families lead 
healthy lives. 

 Funeral Arrangements: Employees can use the website to calculate funeral 
costs, find funeral-related services and make decisions about funeral 
arrangements in advance. 

 
 

TRAVEL ASSISTANCE* 
Travel Assistance is available when you travel more than 100 miles from home or internationally for up to 180 days for business 

or pleasure.  It offers aid before and during your trip. 

*Flyers Attached 
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WHO TO CONTACT 

 

Coverage Carrier Contact Information 

Medical  WCA Group Health Trust   Wcaght.org 866.404.2700 

Prescription Drug CVS  866.818.6911 

Dental   Delta Dental  DeltaDentalWI.com 800.236.3712 

Vision VSP VSP.com 800.877.7195 

FSA & HRA DBS DBSbenefits.com 800.234.1229 

Life and Disability Standard Standard.com 888.937.4783 

Employee Assistance Program Standard www.eapbda.com 888.293.6948 

Travel Assistance Assist America assistamerica.com 800.872.1414 

 
This guide summarizes the key features of the Berlin Area School District benefit plans. This guide is not a plan 
document or summary plan description for any benefit plan, and it does not amend the plan documents or 
summary plan descriptions in any way. Please refer to the plan documents for exact terms and conditions of 
coverage. If any information in this guide conflicts with information in the official plan documents, the terms of the 
plan documents will govern in all cases. Berlin Area School District and its affiliated entities reserve the right to 
change, modify or terminate the benefit plans at any time and for any reason. This guide does not constitute a 
contract of employment between Berlin Area School District and any individual, or an obligation by Berlin Area 
School District to maintain any particular benefit program, practice or policy or make any benefit payment.  
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HIPAA NOTICE OF SPECIAL ENROLLMENT RIGHTS 
 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other 
health insurance or group health plan coverage, you may be able to enroll yourself and your dependents 
in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops 
contributing towards your or your dependents' other coverage). However, you must request enrollment 
within 30 days after your or your dependents' other coverage ends (or after the employer stops 
contributing toward the other coverage). 
 
If you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you 
may be able to enroll yourself and your dependents. However, you must request enrollment within 
[insert “30 days'' or any longer period that applies under the plan] after the marriage, birth, adoption, or 
placement for adoption. 

If you decline enrollment for yourself or for an eligible dependent (including your spouse) while 
Medicaid coverage or coverage under a state children's health insurance program is in effect, you may 
be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for 
that other coverage. However, you must request enrollment within 60 days after your or your 
dependents' coverage ends under Medicaid or a state children's health insurance program. 

If you or your dependents (including your spouse) become eligible for a state premium assistance 
subsidy from Medicaid or through a state children's health insurance program with respect to coverage 
under this plan, you may be able to enroll yourself and your dependents in this plan. However, you must 
request enrollment within 60 days after your or your dependents' determination of eligibility for such 
assistance. 

To request special enrollment or obtain more information, contact Tricia Polakowski. 
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WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998 

 
The Women's Health and Cancer Rights Act of 1998 (WHCRA) is a federal law that provides protections 
to patients who choose to have breast reconstruction in connection with a mastectomy. This law applies 
generally both to persons covered under group health plans and persons with individual health 
insurance coverage. But WHCRA does NOT require health plans or issuers to pay for mastectomies. If a 
group health plan or health insurance issuer chooses to cover mastectomies, then the plan or issuer is 
generally subject to WHCRA requirements. 

If WHCRA applies to you and if you are receiving benefits in connection with a mastectomy and you 
elect breast reconstruction, coverage must be provided for 

o reconstruction of the breast on which the mastectomy has been performed; 
o surgery and reconstruction of the other breast to produce a symmetrical appearance; 
o prostheses (e.g., breast implant); and 
o Treatment for physical complications of the mastectomy, including lymphedema. 

Contact your state's insurance department to find out about whether protections in addition to WHCRA 
will apply to your coverage if you are NOT in a self-insured health plan. 

The WHCRA requires group health plans and health insurance issuers, including insurance companies 
and health maintenance organizations (HMOs), to notify individuals regarding coverage required under 
the law. Notification is required at three separate times 

1. After enactment of WHCRA 
2. Upon enrollment 
3. Annually 

For further information about WHCRA or to ask questions about how it relates to your specific 
circumstances, you can e-mail us at phig@cms.hhs.gov. Or you may call us at 1-877-267-2323, ext. 
61565.  

http://www.cms.hhs.gov/healthinsreformforconsume/06_thewomen%27shealthandcancerrightsact.asp 

 

http://www.cms.hhs.gov/healthinsreformforconsume/06_thewomen%27shealthandcancerrightsact.asp
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Premium Assistance Under Medicaid and the 

Children’s Health Insurance Program (CHIP) 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from 
your employer, your state may have a premium assistance program that can help pay for coverage, 
using funds from their Medicaid or CHIP programs. If you or your children aren’t eligible for Medicaid 
or CHIP, you won’t be eligible for these premium assistance programs but you may be able to buy 
individual insurance coverage through the Health Insurance Marketplace.  For more information, visit 
www.healthcare.gov. 
 
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, 
contact your State Medicaid or CHIP office to find out if premium assistance is available. 
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of 
your dependents might be eligible for either of these programs, contact your State Medicaid or CHIP 
office or dial 1- 877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask 
your state if it has a program that might help you pay the premiums for an employer-sponsored plan. 
 
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible 

under your employer plan, your employer must allow you to enroll in your employer plan if you aren’t 

already enrolled. This is called a “special enrollment” opportunity, and you must request coverage within 

60 days of being determined eligible for premium assistance. If you have questions about enrolling in 

your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA 

(3272). 

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

plan premiums. The following list of states is current as of July 31, 2016. Contact your State for more 

information on eligibility – 

 
U.S. Department of Labor U.S. Department of Health and Human Services  
Employee Benefits Security Administration  
www.dol.gov/ebsa 
1-866-444-EBSA (3272) 

Centers of Medicare & Medicaid Services  
www.cms.hhs.gov  
1-877-267-2323, Menu Option 4, Ext. 61565 

 

 

 

 

 
 
 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://www.dol.gov/ebsa
http://www.cms.hhs.gov/
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ALABAMA – Medicaid INDIANA  – Medicaid 

 
Website: www.myalhipp.com 

Phone:  1-855-692-5447 

Healthy Indiana Plan for low-income adults 19-64: 

Website: www.in.gov/fssa/hip Phone: 1-877-438-4479 

All other Medicaid: 
Website: indianamedicaid.com   Phone 1-800-403-0864 

ALASKA  – Medicaid IOWA – Medicaid 

The AK Health Insurance Premium Payment Program 

Website:  www.myakhipp.com 
Phone: 1-866-251-4861 

Email:  CustomerService@MyAKHIPP.com 

Medicaid Eligibility: 

dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

 
 

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

Phone:  1-888-346-9562 

ARKANSAS  – Medicaid KANSAS  – Medicaid 

Website:  www.myarhipp.com 

Phone: 1-855-MyARHIPP (855-692-7447) 
Website: www.kdheks.gov/hcf 

Phone: 1-785-296-3512 

COLORADO – Health First Colorado & 
Child  Health Plan  Plus (CHP+) 

KENTUCKY  – Medicaid 

Health First Colorado Website: www.healthfirstcolorado.com 

Health First Colorado Member Contact Center: 
1-800-221-3943/ State Relay 711 

CHP+:   Colorado.gov/HCPF/Child-Health-Plan-Plus 

CHP+ Customer Service: 1-800-359-1991/ State Relay 711 

 
Website: www.chfs.ky.gov/dms/default.htm 

Phone:  1-800-635-2570 

FLORIDA  – Medicaid LOUISIANA  – Medicaid 

Website: www.flmedicaidtplrecovery.com/hipp/ 

Phone: 1-877-357-3268 

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

Phone:  1-888-695-2447 

GEORGIA  – Medicaid NEW HAMPSHIRE –  Medicaid 

Website:   www.dch.georgia.gov/medicaid 

-Click on Programs, then Medicaid, then Health Insurance 
Premium Payment (HIPP) 
Phone:  404-656-4507 

 
Website: www.dhhs.nh.gov/oii/documents/hippapp.pdf 

Phone: 603-271-5218 

MAINE – Medicaid NEW JERSEY – Medicaid and  CHIP 

Website: 

www.maine.gov/dhhs/ofi/public-assistance/index.html 

Phone:   1-800-442-6003 
TTY: Maine relay 711 

Medicaid Website: 

state.nj.us/humanservices/dmahs/clients/medicaid 

Medicaid Phone: 609-631-2392 

CHIP Website: njfamilycare.org/index.html 

CHIP Phone: 1-800-701-0710 

 
 
 
 
 
 
 
 
 
 
 

http://www.myalhipp.com/
http://www.in.gov/fssa/hip
http://www.myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://www.dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
http://www.myarhipp.com/
http://www.kdheks.gov/hcf
http://www.healthfirstcolorado.com/
http://www.chfs.ky.gov/dms/default.htm
http://www.flmedicaidtplrecovery.com/hipp/
http://www.dch.georgia.gov/medicaid
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
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MASSACHUSETTS  –  Medicaid  and CHIP NEW YORK  – Medicaid 

Website: www.mass.gov/MassHealth 

Phone:   1-800-862-4840 

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

Phone: 1-800-541-2831 

MINNESOTA – Medicaid NORTH  CAROLINA  – Medicaid 

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

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

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

 
Website: dma.ncdhhs.gov 

Phone: 919-855-4100 

MISSOURI – Medicaid NORTH  DAKOTA  – Medicaid 

Website: www.dss.mo.gov/mhd/participants/pages/hipp.htm 

Phone:  573-751-2005 

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

Phone:  1-844-854-4825 

MONTANA – Medicaid OKLAHOMA –  Medicaid  and CHIP 

Website: dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 

Phone:   1-800-694-3084 

Website: www.insureoklahoma.org 

Phone:  1-888-365-3742 

NEBRASKA  – Medicaid OREGON –  Medicaid 

Website: www.ACCESSNebraska.ne.gov 

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

Omaha: (402) 595-1178 

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

www.oregonhealthcare.gov/index-es.html 
Phone: 1-800-699-9075 

NEVADA  – Medicaid PENNSYLVANIA  –  Medicaid 

Medicaid Website: dwss.nv.gov/Medicaid 

Phone:   1-800-992-0900 

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

healthinsurancepremiumpaymenthippprogram/index.htm 

Phone:   1-800-692-7462 

SOUTH  CAROLINA  – Medicaid RHODE  ISLAND  – Medicaid 

Website: http://www.scdhhs.gov 

Phone:  1-888-549-0820 

Website: www.eohhs.ri.gov/ 

Phone:   855-697-4347 

SOUTH DAKOTA - Medicaid VIRGINIA – Medicaid and   CHIP 

 

Website: dss.sd.gov 

Phone:  1-888-828-0059 

Medicaid Website: 

www.coverva.org/ programs_premium_assistance.cfm 

Medicaid Phone: 1-800-432-5924 
CHIP Website: 

www.coverva.org/ programs_premium_assistance.cfm 

CHIP Phone: 1-855-242-8282 

TEXAS  – Medicaid WASHINGTON  – Medicaid 

Website: gethipptexas.com 

Phone: 1-800-440-0493 

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

program-administration/premium-payment-program 

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

UTAH – Medicaid and  CHIP WEST  VIRGINIA  – Medicaid 

Medicaid Website: medicaid.utah.gov 

CHIP: health.utah.gov/chip 
Phone: 1-877-543-7669 

Website: mywvhipp.com 

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

VERMONT– Medicaid WISCONSIN  –  Medicaid  and CHIP 

Website: www.greenmountaincare.org 

Phone:  1-800-250-8427 

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

Phone:   1-800-362-3002 

 WYOMING – Medicaid 

Website: wyequalitycare.acs-inc.com/ 

Phone: 307-777-7531 

 
 

http://www.mass.gov/MassHealth
http://www.health.ny.gov/health_care/medicaid
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.nd.gov/dhs/services/medicalserv/medicaid
http://www.insureoklahoma.org/
http://www.accessnebraska.ne.gov/
http://www.oregonhealthcare.gov/index-es.html
http://www.dhs.pa.gov/provider/medicalassistance/
http://www.scdhhs.gov/
http://www.eohhs.ri.gov/
http://www.coverva.org/
http://www.coverva.org/
http://www.hca.wa.gov/free-or-low-cost-health-care/
http://www.greenmountaincare.org/
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 Group Plan 

 New Hire Enrollment & Change Form UMR 
 Please Print A United-Healthcare Group Company 

E
m

p
lo

y
e
r 

In
fo

rm
a
ti

o
n

 

Employer:         BERLIN AREA SCHOOL DISTRICT                                                      Group Number      76-440246                                                           _ 
 

  NEW ENROLLMENT   CHANGE           Effective Date of Coverage _______________________         Date of Hire: _________________________ 

E
m

p
lo

y
e
e
 

In
fo

rm
a
ti

o
n

 

Last Name                                         First Name                        MI Sex 

 Male 

 Female 

Date of Birth ID No. or Social Security No. 

Street Address                                                                  City                                            State       Zip Code 
 
 

Cell or Home Phone 

 

Marital Status:   Single               Married                           Legally Separated                  Divorced                            Widowed 
 

                                                       Date:________________   Date:____________________  Date:__________________  Date:____________________ 
 

C
o

v
e
ra

g
e
 

T
y

p
e
 

 

I AM ENROLLING IN THE 
FOLLOWING COVERAGES: 
 
MEDICAL (Choose One) 
 
PLAN 1 - HRA      PLAN 2 - HSA 

 Single              Single 

 Family             Family 
 
I hereby apply for coverage & 
authorize deductions from my 
earnings for the amount required, if 
any, to cover any contribution for 
coverage 

 

````I AM WAIVING 
COVERAGE FOR: 
 
MEDICAL          

 Single         

 Family        
 
If waiving coverage, I 
understand that entrance in 
the plan may be limited if I 
choose to apply for such 
coverage at a later date. 

 

 I AM REQUESTING THE FOLLOWING CHANGES: 
 

 DROP; Reason:  Divorce;  Legal Separation;    Voluntarily Drop 
 

     Address of dropped spouse/dependent: ________________________________ 
 

     ________________________________________________________________ 
 

 Widowed; Date: __________________________________________________ 
 

 ADD; Reason:  Spouse, due to marriage     Newborn     Adoption 
 

    Placed for Adoption   Step Child   Grandchild   Loss of other coverage 
 

 Other __________________________________________________________ 
 

 Date of Event____________________________ 
 

D
e
p

e
n

d
e
n

t 

In
fo

rm
a
ti

o
n

 
 

 

Spouse’s Last Name                                                First Name                                                       MI 
 

 

Sex:  Male 

         Female 

 

Spouse’s Date of Birth 
 

 

Spouse’s Employer (Complete Name & Address) 
 
 

 

Spouse’s Social Security # 
 
 

 

DEPENDENT CHILDREN INFORMATION 
 

Last Name                                    First Name                      Middle Initial Sex Date of Birth Social Security No. Relationship to Employee 

 
 

 
 

 
 

 
 

 
 

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

A
d

d
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1. Are you or any dependent covered under Medicare?    Yes   No;  Person(s) Name(s) ________________________________________________  
  

    Medicare ID No(s) ___________________________________________ Eff Date(s) ____________________________________________________ 
 

2. Do you or any dependents have any other MEDICAL coverage?   Yes   No; Covered Individual(s) ______________________________________ 
 

    Policy No. _______________________  Company Name _______________________________  Policy Holder _______________________________ 
 

 
I hereby certify that all of the above information is true and correct.  I understand that coverage will not be effective until all questions regarding 
eligibility for coverage have been satisfactorily resolved.  I understand that I may not change the coverage elections that I make unless there is a 
qualifying event or until the next open enrollment. 

 
EMPLOYEE SIGNATURE: _______________________________________________     DATE: ________________________ 

 
 

PLEASE RETURN THIS FORM TO YOUR EMPLOYER FOR APPROVAL AND PROCESSING. 



 
 
 
 

Women’s Health and Cancer Rights Act Notice 
 
On October 21, 1998, the federal government passed the Women’s Health and Cancer Rights Act of 1998.  As part of our plan’s 
compliance with this Act, we are required to provide you with this enrollment notice outlining the coverage that this law requires 
our plan to provide. 
 
The WCA Group Health Trust has always provided coverage for medically necessary mastectomies.  This coverage includes 
procedures to reconstruct the breast on which the mastectomy was performed, as well as the cost of necessary prostheses 
(implants, special bras, etc.) and treatment of any physical complications resulting from any stage of the mastectomy.  However, 
as a result of this federal law, the plan now provides coverage for surgery and reconstruction of the other breast to achieve a 
symmetrical appearance with the breast on which the mastectomy is performed. 
 
The following benefits are required to be provided if benefits are provided for a mastectomy: 
 

1. Coverage for reconstruction of the breast on which the mastectomy is performed. 
2. Coverage for surgery and reconstruction of the other breast to produce a symmetrical appearance with the breast on 

which the mastectomy is performed. 
3. Coverage for prostheses and physical complications resulting for any state of the mastectomy, including lymphedemas. 

 
These benefits are subject to the same deductible, copays and coinsurance that apply to mastectomy benefits under this plan. 

 
 

 



EMPLOYER USE ONLY

GROUP NUMBER  ______________________________________________________________          EFFECTIVE DATE  ______________

Delta Dental of Wisconsin

Enrollment/Change/Waiver Form - Dental 
PLEASE NOTE THAT COMPLETING THIS FORM DOES NOT GUARANTEE COVERAGE.

Acceptance of Coverage
I accept the insurance provided by my employer’s group insurance plan. I authorize  
deductions from my earnings for the required contributions toward the cost of 
insurance. (This authorization applies only if employee contributions are required.) 
I understand that by accepting insurance, I am required to remain enrolled as a 
covered employee and cannot make an elective change in the coverage selected 
until the next open enrollment period, if there is one provided for in the Master 
Agreement to Provide Dental Benefits.

Waiver of Coverage
I understand that if I decide not to apply for coverage, or if I apply only for single 
coverage even though I am eligible for family coverage, any subsequent applica-
tion will be subject to the applicable terms and conditions of the Master Agree-
ment to Provide Dental Benefits, which may require additional limitations and 
waiting periods. I also understand that Delta Dental of Wisconsin, Inc. reserves 
the right to reject such an application.

F708I-2104

COMPLETE THIS SECTION IF YOU ARE ACCEPTING, CHANGING, OR TERMINATING COVERAGE 
EMPLOYEE LAST NAME FIRST M.I. SSN OR EMPLOYER-ASSIGNED ID DATE OF BIRTH (M/D/Y) GENDER

                

HOME ADDRESS - STREET CITY STATE ZIP

EMPLOYER NAME EMPLOYER LOCATION                            CITY                                    STATE DATE OF HIRE (M/D/Y)

LIST ALL ELIGIBLE FAMILY MEMBERS TO BE COVERED
SPOUSE LAST NAME (IF DIFFERENT) FIRST M.I. GENDER DATE OF BIRTH (M/D/Y)

CHILD/DEPENDENT LAST NAME (IF DIFFERENT) 

	 NEW ENROLLEE    REHIRE (Date:  _____________________)

  IF THIS IS FOR CHANGE, WHAT IS THE REASON?

	 	Birth/Adoption (Name:________________________)	 ______________

	 	Marriage/   Divorce			   ______________

	 	Add/  Drop Dependent (Name: ________________)	 ______________

	 	Termination of Benefits (Reason: ________________)	 ______________

	 	Loss of Dental Benefits			   ______________

	  	Name Change (Former Name: __________________)	 ______________

	  	Address Change (_____________________________)	 ______________

	  Group Transfer (From __________To _____________)	 ______________

	  	COBRA Application			   ______________

Date Occurred

 ACCEPT COVERAGE    High Plan          Low Plan

    Signature is Required                                     Date

X

REASON FOR SUBMITTING THIS FORM COVERAGE TYPE

WHAT TYPE OF COVERAGE ARE YOU APPLYING FOR?

	Employee Only	 Employee & Spouse 
 Employee & Child(ren)	 Entire Family      

YOUR MARITAL STATUS	 Single        Married 

If you are not accepting coverage for your spouse or 
dependents,  are they covered by another dental plan?    	
   Yes       No

COMPLETE THIS SECTION ONLY IF YOU ARE WAIVING COVERAGE
EMPLOYEE LAST NAME FIRST M.I. SSN OR EMPLOYER-ASSIGNED ID   PLEASE CHECK ONE: 

       I have coverage through my spouse	

      I have other dental coverage 

      I do not have other dental coverage

              
EMPLOYER NAME EMPLOYER LOCATION                            CITY                                    STATE

    Signature is Required                                       Date

X WAIVE COVERAGE    

F M U

F M U



 

Enrollment Form with Dependent Data 

 

 

 Name of group (employer):  ________________________________________________ 

 Employee last name, first name, middle initial:  ________________________________________________ 

 Social Security Number:  ________________________________________________ 

Gender:   male        female  Date of birth (month/date/year):  ___________________ 

 Effective Date of Coverage: ___________________________ 

 Type of coverage selected:   employee only  

   employee and one dependent 

   employee and child(ren) 

   employee and family 

   waive coverage 

 

* Dependent Relationship: S=spouse, C=child, H=handicapped child, T=student 

dependent last name dependent first name gender * Dependent Relationship 
date of birth 
mm/dd/yyyy 

   S  C  H  T     /     /        

   S  C  H  T     /     /        

   S  C  H  T     /     /        

   S  C  H  T     /     /        

   S  C  H  T     /     /        

   S  C  H  T     /     /        

   S  C  H  T     /     /        

Employee Signature: ______________________________________________ 

Please return this form to your benefits administrator. Do not return to VSP. 
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Employee Life Monthly Premiums

Coverage
Amount

Employee’s Age as of July 1
< 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74* 75-79* 80+*

$10,000 0.70 0.80 1.00 1.50 2.50 4.10 6.40 9.80 13.20 21.65 14.99 9.99
$20,000 1.40 1.60 2.00 3.00 5.00 8.20 12.80 19.60 26.40 43.29 29.97 19.98
$30,000 2.10 2.40 3.00 4.50 7.50 12.30 19.20 29.40 39.60 64.94 44.96 29.97
$40,000 2.80 3.20 4.00 6.00 10.00 16.40 25.60 39.20 52.80 86.58 59.94 39.96
$50,000 3.50 4.00 5.00 7.50 12.50 20.50 32.00 49.00 66.00 108.23 74.93 49.95
$60,000 4.20 4.80 6.00 9.00 15.00 24.60 38.40 58.80 79.20 129.87 89.91 59.94
$70,000 4.90 5.60 7.00 10.50 17.50 28.70 44.80 68.60 92.40 151.52 104.90 69.93
$80,000 5.60 6.40 8.00 12.00 20.00 32.80 51.20 78.40 105.60 173.16 119.88 79.92
$90,000 6.30 7.20 9.00 13.50 22.50 36.90 57.60 88.20 118.80 194.81 134.87 89.91

$100,000 7.00 8.00 10.00 15.00 25.00 41.00 64.00 98.00 132.00 216.45 149.85 99.90
$110,000 7.70 8.80 11.00 16.50 27.50 45.10 70.40 107.80 145.20 238.10 164.84 109.89
$120,000 8.40 9.60 12.00 18.00 30.00 49.20 76.80 117.60 158.40 259.74 179.82 119.88
$130,000 9.10 10.40 13.00 19.50 32.50 53.30 83.20 127.40 171.60 281.39 194.81 129.87
$140,000 9.80 11.20 14.00 21.00 35.00 57.40 89.60 137.20 184.80 303.03 209.79 139.86
$150,000 10.50 12.00 15.00 22.50 37.50 61.50 96.00 147.00 198.00 324.68 224.78 149.85
$160,000 11.20 12.80 16.00 24.00 40.00 65.60 102.40 156.80 211.20 346.32 239.76 159.84
$170,000 11.90 13.60 17.00 25.50 42.50 69.70 108.80 166.60 224.40 367.97 254.75 169.83
$180,000 12.60 14.40 18.00 27.00 45.00 73.80 115.20 176.40 237.60 389.61 269.73 179.82
$190,000 13.30 15.20 19.00 28.50 47.50 77.90 121.60 186.20 250.80 411.26 284.72 189.81
$200,000 14.00 16.00 20.00 30.00 50.00 82.00 128.00 196.00 264.00 432.90 299.70 199.80
$210,000 14.70 16.80 21.00 31.50 52.50 86.10 134.40 205.80 277.20 454.55 314.69 209.79
$220,000 15.40 17.60 22.00 33.00 55.00 90.20 140.80 215.60 290.40 476.19 329.67 219.78
$230,000 16.10 18.40 23.00 34.50 57.50 94.30 147.20 225.40 303.60 497.84 344.66 229.77
$240,000 16.80 19.20 24.00 36.00 60.00 98.40 153.60 235.20 316.80 519.48 359.64 239.76
$250,000 17.50 20.00 25.00 37.50 62.50 102.50 160.00 245.00 330.00 541.13 374.63 249.75
$260,000 18.20 20.80 26.00 39.00 65.00 106.60 166.40 254.80 343.20 562.77 389.61 259.74
$270,000 18.90 21.60 27.00 40.50 67.50 110.70 172.80 264.60 356.40 584.42 404.60 269.73
$280,000 19.60 22.40 28.00 42.00 70.00 114.80 179.20 274.40 369.60 606.06 419.58 279.72
$290,000 20.30 23.20 29.00 43.50 72.50 118.90 185.60 284.20 382.80 627.71 434.57 289.71
$300,000 21.00 24.00 30.00 45.00 75.00 123.00 192.00 294.00 396.00 649.35 449.55 299.70
$310,000 21.70 24.80 31.00 46.50 77.50 127.10 198.40 303.80 409.20 671.00 464.54 309.69
$320,000 22.40 25.60 32.00 48.00 80.00 131.20 204.80 313.60 422.40 692.64 479.52 319.68
$330,000 23.10 26.40 33.00 49.50 82.50 135.30 211.20 323.40 435.60 714.29 494.51 329.67
$340,000 23.80 27.20 34.00 51.00 85.00 139.40 217.60 333.20 448.80 735.93 509.49 339.66
$350,000 24.50 28.00 35.00 52.50 87.50 143.50 224.00 343.00 462.00 757.58 524.48 349.65
$360,000 25.20 28.80 36.00 54.00 90.00 147.60 230.40 352.80 475.20 779.22 539.46 359.64
$370,000 25.90 29.60 37.00 55.50 92.50 151.70 236.80 362.60 488.40 800.87 554.45 369.63
$380,000 26.60 30.40 38.00 57.00 95.00 155.80 243.20 372.40 501.60 822.51 569.43 379.62
$390,000 27.30 31.20 39.00 58.50 97.50 159.90 249.60 382.20 514.80 844.16 584.42 389.61
$400,000 28.00 32.00 40.00 60.00 100.00 164.00 256.00 392.00 528.00 865.80 599.40 399.60
$410,000 28.70 32.80 41.00 61.50 102.50 168.10 262.40 401.80 541.20 887.45 614.39 409.59
$420,000 29.40 33.60 42.00 63.00 105.00 172.20 268.80 411.60 554.40 909.09 629.37 419.58
$430,000 30.10 34.40 43.00 64.50 107.50 176.30 275.20 421.40 567.60 930.74 644.36 429.57
$440,000 30.80 35.20 44.00 66.00 110.00 180.40 281.60 431.20 580.80 952.38 659.34 439.56
$450,000 31.50 36.00 45.00 67.50 112.50 184.50 288.00 441.00 594.00 974.03 674.33 449.55
$460,000 32.20 36.80 46.00 69.00 115.00 188.60 294.40 450.80 607.20 995.67 689.31 459.54
$470,000 32.90 37.60 47.00 70.50 117.50 192.70 300.80 460.60 620.40 1,017.32 704.30 469.53
$480,000 33.60 38.40 48.00 72.00 120.00 196.80 307.20 470.40 633.60 1,038.96 719.28 479.52
$490,000 34.30 39.20 49.00 73.50 122.50 200.90 313.60 480.20 646.80 1,060.61 734.27 489.51
$500,000 35.00 40.00 50.00 75.00 125.00 205.00 320.00 490.00 660.00 1,082.25 749.25 499.50

 Coverage amounts for ages 70 and over reduce due to age reduction (see Life Insurance Age Reductions section).
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Employee Life with AD&D Monthly Premiums

Coverage
Amount

Employee’s Age as of July 1
< 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74* 75-79* 80+*

$10,000 0.90 1.00 1.20 1.70 2.70 4.30 6.60 10.00 13.40 21.78 15.08 10.05
$20,000 1.80 2.00 2.40 3.40 5.40 8.60 13.20 20.00 26.80 43.55 30.15 20.10
$30,000 2.70 3.00 3.60 5.10 8.10 12.90 19.80 30.00 40.20 65.33 45.23 30.15
$40,000 3.60 4.00 4.80 6.80 10.80 17.20 26.40 40.00 53.60 87.10 60.30 40.20
$50,000 4.50 5.00 6.00 8.50 13.50 21.50 33.00 50.00 67.00 108.88 75.38 50.25
$60,000 5.40 6.00 7.20 10.20 16.20 25.80 39.60 60.00 80.40 130.65 90.45 60.30
$70,000 6.30 7.00 8.40 11.90 18.90 30.10 46.20 70.00 93.80 152.43 105.53 70.35
$80,000 7.20 8.00 9.60 13.60 21.60 34.40 52.80 80.00 107.20 174.20 120.60 80.40
$90,000 8.10 9.00 10.80 15.30 24.30 38.70 59.40 90.00 120.60 195.98 135.68 90.45

$100,000 9.00 10.00 12.00 17.00 27.00 43.00 66.00 100.00 134.00 217.75 150.75 100.50
$110,000 9.90 11.00 13.20 18.70 29.70 47.30 72.60 110.00 147.40 239.53 165.83 110.55
$120,000 10.80 12.00 14.40 20.40 32.40 51.60 79.20 120.00 160.80 261.30 180.90 120.60
$130,000 11.70 13.00 15.60 22.10 35.10 55.90 85.80 130.00 174.20 283.08 195.98 130.65
$140,000 12.60 14.00 16.80 23.80 37.80 60.20 92.40 140.00 187.60 304.85 211.05 140.70
$150,000 13.50 15.00 18.00 25.50 40.50 64.50 99.00 150.00 201.00 326.63 226.13 150.75
$160,000 14.40 16.00 19.20 27.20 43.20 68.80 105.60 160.00 214.40 348.40 241.20 160.80
$170,000 15.30 17.00 20.40 28.90 45.90 73.10 112.20 170.00 227.80 370.18 256.28 170.85
$180,000 16.20 18.00 21.60 30.60 48.60 77.40 118.80 180.00 241.20 391.95 271.35 180.90
$190,000 17.10 19.00 22.80 32.30 51.30 81.70 125.40 190.00 254.60 413.73 286.43 190.95
$200,000 18.00 20.00 24.00 34.00 54.00 86.00 132.00 200.00 268.00 435.50 301.50 201.00
$210,000 18.90 21.00 25.20 35.70 56.70 90.30 138.60 210.00 281.40 457.28 316.58 211.05
$220,000 19.80 22.00 26.40 37.40 59.40 94.60 145.20 220.00 294.80 479.05 331.65 221.10
$230,000 20.70 23.00 27.60 39.10 62.10 98.90 151.80 230.00 308.20 500.83 346.73 231.15
$240,000 21.60 24.00 28.80 40.80 64.80 103.20 158.40 240.00 321.60 522.60 361.80 241.20
$250,000 22.50 25.00 30.00 42.50 67.50 107.50 165.00 250.00 335.00 544.38 376.88 251.25
$260,000 23.40 26.00 31.20 44.20 70.20 111.80 171.60 260.00 348.40 566.15 391.95 261.30
$270,000 24.30 27.00 32.40 45.90 72.90 116.10 178.20 270.00 361.80 587.93 407.03 271.35
$280,000 25.20 28.00 33.60 47.60 75.60 120.40 184.80 280.00 375.20 609.70 422.10 281.40
$290,000 26.10 29.00 34.80 49.30 78.30 124.70 191.40 290.00 388.60 631.48 437.18 291.45
$300,000 27.00 30.00 36.00 51.00 81.00 129.00 198.00 300.00 402.00 653.25 452.25 301.50
$310,000 27.90 31.00 37.20 52.70 83.70 133.30 204.60 310.00 415.40 675.03 467.33 311.55
$320,000 28.80 32.00 38.40 54.40 86.40 137.60 211.20 320.00 428.80 696.80 482.40 321.60
$330,000 29.70 33.00 39.60 56.10 89.10 141.90 217.80 330.00 442.20 718.58 497.48 331.65
$340,000 30.60 34.00 40.80 57.80 91.80 146.20 224.40 340.00 455.60 740.35 512.55 341.70
$350,000 31.50 35.00 42.00 59.50 94.50 150.50 231.00 350.00 469.00 762.13 527.63 351.75
$360,000 32.40 36.00 43.20 61.20 97.20 154.80 237.60 360.00 482.40 783.90 542.70 361.80
$370,000 33.30 37.00 44.40 62.90 99.90 159.10 244.20 370.00 495.80 805.68 557.78 371.85
$380,000 34.20 38.00 45.60 64.60 102.60 163.40 250.80 380.00 509.20 827.45 572.85 381.90
$390,000 35.10 39.00 46.80 66.30 105.30 167.70 257.40 390.00 522.60 849.23 587.93 391.95
$400,000 36.00 40.00 48.00 68.00 108.00 172.00 264.00 400.00 536.00 871.00 603.00 402.00
$410,000 36.90 41.00 49.20 69.70 110.70 176.30 270.60 410.00 549.40 892.78 618.08 412.05
$420,000 37.80 42.00 50.40 71.40 113.40 180.60 277.20 420.00 562.80 914.55 633.15 422.10
$430,000 38.70 43.00 51.60 73.10 116.10 184.90 283.80 430.00 576.20 936.33 648.23 432.15
$440,000 39.60 44.00 52.80 74.80 118.80 189.20 290.40 440.00 589.60 958.10 663.30 442.20
$450,000 40.50 45.00 54.00 76.50 121.50 193.50 297.00 450.00 603.00 979.88 678.38 452.25
$460,000 41.40 46.00 55.20 78.20 124.20 197.80 303.60 460.00 616.40 1,001.65 693.45 462.30
$470,000 42.30 47.00 56.40 79.90 126.90 202.10 310.20 470.00 629.80 1,023.43 708.53 472.35
$480,000 43.20 48.00 57.60 81.60 129.60 206.40 316.80 480.00 643.20 1,045.20 723.60 482.40
$490,000 44.10 49.00 58.80 83.30 132.30 210.70 323.40 490.00 656.60 1,066.98 738.68 492.45
$500,000 45.00 50.00 60.00 85.00 135.00 215.00 330.00 500.00 670.00 1,088.75 753.75 502.50

 Coverage amounts for ages 70 and over reduce due to age reduction (see Life Insurance Age Reductions section).
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Spouse Life Monthly Premiums

Coverage
Amount

Spouse’s Age as of July 1
< 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74* 75-79* 80+*

$5,000 0.35 0.40 0.50 0.75 1.25 2.05 3.20 4.90 6.60 10.82 7.49 5.00
$10,000 0.70 0.80 1.00 1.50 2.50 4.10 6.40 9.80 13.20 21.65 14.99 9.99
$15,000 1.05 1.20 1.50 2.25 3.75 6.15 9.60 14.70 19.80 32.47 22.48 14.99
$20,000 1.40 1.60 2.00 3.00 5.00 8.20 12.80 19.60 26.40 43.29 29.97 19.98
$25,000 1.75 2.00 2.50 3.75 6.25 10.25 16.00 24.50 33.00 54.11 37.46 24.98
$30,000 2.10 2.40 3.00 4.50 7.50 12.30 19.20 29.40 39.60 64.94 44.96 29.97
$35,000 2.45 2.80 3.50 5.25 8.75 14.35 22.40 34.30 46.20 75.76 52.45 34.97
$40,000 2.80 3.20 4.00 6.00 10.00 16.40 25.60 39.20 52.80 86.58 59.94 39.96
$45,000 3.15 3.60 4.50 6.75 11.25 18.45 28.80 44.10 59.40 97.40 67.43 44.96
$50,000 3.50 4.00 5.00 7.50 12.50 20.50 32.00 49.00 66.00 108.23 74.93 49.95
$55,000 3.85 4.40 5.50 8.25 13.75 22.55 35.20 53.90 72.60 119.05 82.42 54.95
$60,000 4.20 4.80 6.00 9.00 15.00 24.60 38.40 58.80 79.20 129.87 89.91 59.94
$65,000 4.55 5.20 6.50 9.75 16.25 26.65 41.60 63.70 85.80 140.69 97.40 64.94
$70,000 4.90 5.60 7.00 10.50 17.50 28.70 44.80 68.60 92.40 151.52 104.90 69.93
$75,000 5.25 6.00 7.50 11.25 18.75 30.75 48.00 73.50 99.00 162.34 112.39 74.93
$80,000 5.60 6.40 8.00 12.00 20.00 32.80 51.20 78.40 105.60 173.16 119.88 79.92
$85,000 5.95 6.80 8.50 12.75 21.25 34.85 54.40 83.30 112.20 183.98 127.37 84.92
$90,000 6.30 7.20 9.00 13.50 22.50 36.90 57.60 88.20 118.80 194.81 134.87 89.91
$95,000 6.65 7.60 9.50 14.25 23.75 38.95 60.80 93.10 125.40 205.63 142.36 94.91

$100,000 7.00 8.00 10.00 15.00 25.00 41.00 64.00 98.00 132.00 216.45 149.85 99.90
$105,000 7.35 8.40 10.50 15.75 26.25 43.05 67.20 102.90 138.60 227.27 157.34 104.90
$110,000 7.70 8.80 11.00 16.50 27.50 45.10 70.40 107.80 145.20 238.10 164.84 109.89
$115,000 8.05 9.20 11.50 17.25 28.75 47.15 73.60 112.70 151.80 248.92 172.33 114.89
$120,000 8.40 9.60 12.00 18.00 30.00 49.20 76.80 117.60 158.40 259.74 179.82 119.88
$125,000 8.75 10.00 12.50 18.75 31.25 51.25 80.00 122.50 165.00 270.56 187.31 124.88
$130,000 9.10 10.40 13.00 19.50 32.50 53.30 83.20 127.40 171.60 281.39 194.81 129.87
$135,000 9.45 10.80 13.50 20.25 33.75 55.35 86.40 132.30 178.20 292.21 202.30 134.87
$140,000 9.80 11.20 14.00 21.00 35.00 57.40 89.60 137.20 184.80 303.03 209.79 139.86
$145,000 10.15 11.60 14.50 21.75 36.25 59.45 92.80 142.10 191.40 313.85 217.28 144.86
$150,000 10.50 12.00 15.00 22.50 37.50 61.50 96.00 147.00 198.00 324.68 224.78 149.85
$155,000 10.85 12.40 15.50 23.25 38.75 63.55 99.20 151.90 204.60 335.50 232.27 154.85
$160,000 11.20 12.80 16.00 24.00 40.00 65.60 102.40 156.80 211.20 346.32 239.76 159.84
$165,000 11.55 13.20 16.50 24.75 41.25 67.65 105.60 161.70 217.80 357.14 247.25 164.84
$170,000 11.90 13.60 17.00 25.50 42.50 69.70 108.80 166.60 224.40 367.97 254.75 169.83
$175,000 12.25 14.00 17.50 26.25 43.75 71.75 112.00 171.50 231.00 378.79 262.24 174.83
$180,000 12.60 14.40 18.00 27.00 45.00 73.80 115.20 176.40 237.60 389.61 269.73 179.82
$185,000 12.95 14.80 18.50 27.75 46.25 75.85 118.40 181.30 244.20 400.43 277.22 184.82
$190,000 13.30 15.20 19.00 28.50 47.50 77.90 121.60 186.20 250.80 411.26 284.72 189.81
$195,000 13.65 15.60 19.50 29.25 48.75 79.95 124.80 191.10 257.40 422.08 292.21 194.81
$200,000 14.00 16.00 20.00 30.00 50.00 82.00 128.00 196.00 264.00 432.90 299.70 199.80
$205,000 14.35 16.40 20.50 30.75 51.25 84.05 131.20 200.90 270.60 443.72 307.19 204.80
$210,000 14.70 16.80 21.00 31.50 52.50 86.10 134.40 205.80 277.20 454.55 314.69 209.79
$215,000 15.05 17.20 21.50 32.25 53.75 88.15 137.60 210.70 283.80 465.37 322.18 214.79
$220,000 15.40 17.60 22.00 33.00 55.00 90.20 140.80 215.60 290.40 476.19 329.67 219.78
$225,000 15.75 18.00 22.50 33.75 56.25 92.25 144.00 220.50 297.00 487.01 337.16 224.78
$230,000 16.10 18.40 23.00 34.50 57.50 94.30 147.20 225.40 303.60 497.84 344.66 229.77
$235,000 16.45 18.80 23.50 35.25 58.75 96.35 150.40 230.30 310.20 508.66 352.15 234.77
$240,000 16.80 19.20 24.00 36.00 60.00 98.40 153.60 235.20 316.80 519.48 359.64 239.76
$245,000 17.15 19.60 24.50 36.75 61.25 100.45 156.80 240.10 323.40 530.30 367.13 244.76
$250,000 17.50 20.00 25.00 37.50 62.50 102.50 160.00 245.00 330.00 541.13 374.63 249.75

 Coverage amounts for ages 70 and over reduce due to age reduction (see Life Insurance Age Reductions section).

 

G  ecnarusnI D&DA dna efiL lanoitiddA puor

S  ynapmoC ecnarusnI dradnat

 00

KCIFNFLFNGMA  

KLFCLGNJGELA  

  KMCCGECEOAAA

 00

KCIFNFLFNGMA  

KLFCLGNJGELA  

  KMCCGECEOAAA

1  1

 00

KCIFNFLFNGMA  

KLFCLGNJGELA  

  KMCCGECEOAAA

 00

KCIFNFLFNGMA  

KLFCLGNJGELA  

  KMCCGECEOAAA



Spouse Life with AD&D Monthly Premiums

Coverage
Amount

Spouse’s Age as of July 1
< 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74* 75-79* 80+*

$5,000 0.45 0.50 0.60 0.85 1.35 2.15 3.30 5.00 6.70 10.89 7.54 5.03
$10,000 0.90 1.00 1.20 1.70 2.70 4.30 6.60 10.00 13.40 21.78 15.08 10.05
$15,000 1.35 1.50 1.80 2.55 4.05 6.45 9.90 15.00 20.10 32.66 22.61 15.08
$20,000 1.80 2.00 2.40 3.40 5.40 8.60 13.20 20.00 26.80 43.55 30.15 20.10
$25,000 2.25 2.50 3.00 4.25 6.75 10.75 16.50 25.00 33.50 54.44 37.69 25.13
$30,000 2.70 3.00 3.60 5.10 8.10 12.90 19.80 30.00 40.20 65.33 45.23 30.15
$35,000 3.15 3.50 4.20 5.95 9.45 15.05 23.10 35.00 46.90 76.21 52.76 35.18
$40,000 3.60 4.00 4.80 6.80 10.80 17.20 26.40 40.00 53.60 87.10 60.30 40.20
$45,000 4.05 4.50 5.40 7.65 12.15 19.35 29.70 45.00 60.30 97.99 67.84 45.23
$50,000 4.50 5.00 6.00 8.50 13.50 21.50 33.00 50.00 67.00 108.88 75.38 50.25
$55,000 4.95 5.50 6.60 9.35 14.85 23.65 36.30 55.00 73.70 119.76 82.91 55.28
$60,000 5.40 6.00 7.20 10.20 16.20 25.80 39.60 60.00 80.40 130.65 90.45 60.30
$65,000 5.85 6.50 7.80 11.05 17.55 27.95 42.90 65.00 87.10 141.54 97.99 65.33
$70,000 6.30 7.00 8.40 11.90 18.90 30.10 46.20 70.00 93.80 152.43 105.53 70.35
$75,000 6.75 7.50 9.00 12.75 20.25 32.25 49.50 75.00 100.50 163.31 113.06 75.38
$80,000 7.20 8.00 9.60 13.60 21.60 34.40 52.80 80.00 107.20 174.20 120.60 80.40
$85,000 7.65 8.50 10.20 14.45 22.95 36.55 56.10 85.00 113.90 185.09 128.14 85.43
$90,000 8.10 9.00 10.80 15.30 24.30 38.70 59.40 90.00 120.60 195.98 135.68 90.45
$95,000 8.55 9.50 11.40 16.15 25.65 40.85 62.70 95.00 127.30 206.86 143.21 95.48

$100,000 9.00 10.00 12.00 17.00 27.00 43.00 66.00 100.00 134.00 217.75 150.75 100.50
$105,000 9.45 10.50 12.60 17.85 28.35 45.15 69.30 105.00 140.70 228.64 158.29 105.53
$110,000 9.90 11.00 13.20 18.70 29.70 47.30 72.60 110.00 147.40 239.53 165.83 110.55
$115,000 10.35 11.50 13.80 19.55 31.05 49.45 75.90 115.00 154.10 250.41 173.36 115.58
$120,000 10.80 12.00 14.40 20.40 32.40 51.60 79.20 120.00 160.80 261.30 180.90 120.60
$125,000 11.25 12.50 15.00 21.25 33.75 53.75 82.50 125.00 167.50 272.19 188.44 125.63
$130,000 11.70 13.00 15.60 22.10 35.10 55.90 85.80 130.00 174.20 283.08 195.98 130.65
$135,000 12.15 13.50 16.20 22.95 36.45 58.05 89.10 135.00 180.90 293.96 203.51 135.68
$140,000 12.60 14.00 16.80 23.80 37.80 60.20 92.40 140.00 187.60 304.85 211.05 140.70
$145,000 13.05 14.50 17.40 24.65 39.15 62.35 95.70 145.00 194.30 315.74 218.59 145.73
$150,000 13.50 15.00 18.00 25.50 40.50 64.50 99.00 150.00 201.00 326.63 226.13 150.75
$155,000 13.95 15.50 18.60 26.35 41.85 66.65 102.30 155.00 207.70 337.51 233.66 155.78
$160,000 14.40 16.00 19.20 27.20 43.20 68.80 105.60 160.00 214.40 348.40 241.20 160.80
$165,000 14.85 16.50 19.80 28.05 44.55 70.95 108.90 165.00 221.10 359.29 248.74 165.83
$170,000 15.30 17.00 20.40 28.90 45.90 73.10 112.20 170.00 227.80 370.18 256.28 170.85
$175,000 15.75 17.50 21.00 29.75 47.25 75.25 115.50 175.00 234.50 381.06 263.81 175.88
$180,000 16.20 18.00 21.60 30.60 48.60 77.40 118.80 180.00 241.20 391.95 271.35 180.90
$185,000 16.65 18.50 22.20 31.45 49.95 79.55 122.10 185.00 247.90 402.84 278.89 185.93
$190,000 17.10 19.00 22.80 32.30 51.30 81.70 125.40 190.00 254.60 413.73 286.43 190.95
$195,000 17.55 19.50 23.40 33.15 52.65 83.85 128.70 195.00 261.30 424.61 293.96 195.98
$200,000 18.00 20.00 24.00 34.00 54.00 86.00 132.00 200.00 268.00 435.50 301.50 201.00
$205,000 18.45 20.50 24.60 34.85 55.35 88.15 135.30 205.00 274.70 446.39 309.04 206.03
$210,000 18.90 21.00 25.20 35.70 56.70 90.30 138.60 210.00 281.40 457.28 316.58 211.05
$215,000 19.35 21.50 25.80 36.55 58.05 92.45 141.90 215.00 288.10 468.16 324.11 216.08
$220,000 19.80 22.00 26.40 37.40 59.40 94.60 145.20 220.00 294.80 479.05 331.65 221.10
$225,000 20.25 22.50 27.00 38.25 60.75 96.75 148.50 225.00 301.50 489.94 339.19 226.13
$230,000 20.70 23.00 27.60 39.10 62.10 98.90 151.80 230.00 308.20 500.83 346.73 231.15
$235,000 21.15 23.50 28.20 39.95 63.45 101.05 155.10 235.00 314.90 511.71 354.26 236.18
$240,000 21.60 24.00 28.80 40.80 64.80 103.20 158.40 240.00 321.60 522.60 361.80 241.20
$245,000 22.05 24.50 29.40 41.65 66.15 105.35 161.70 245.00 328.30 533.49 369.34 246.23
$250,000 22.50 25.00 30.00 42.50 67.50 107.50 165.00 250.00 335.00 544.38 376.88 251.25

 Coverage amounts for ages 70 and over reduce due to age reduction (see Life Insurance Age Reductions section).
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Child Life Monthly Premium

Coverage
Amount Premium

$5,000 0.83

Child Life with AD&D Monthly Premium

Coverage
Amount Premium

$5,000 1.03
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