
2025 Open Enrollment
Employee Benefits Guide

   
                  

BENEFITING YOU

ASCCare.com

Open Enrollment Dates: 
November 4-November 15, 2024

Rev. 1/1/2025



 
 
 

October 1, 2024 
 

First, THANK YOU for all the hard work you put into each & every day. Know that it is recognized and 
greatly appreciated. 

 
Welcome to Open Enrollment! This is your opportunity to review benefit options and make 
changes or new choices for calendar year 2025. 

 
As we plan for 2025, like most other employers, we will face a slight increase in medical costs due to       
varying factors. With this increase, we have had to increase medical premiums for the 2025 plan year. 
There will be no increase for dental and vision premiums. The medical plan will stay with Anthem, 
dental will stay with Delta Dental and vision will stay with VSP through Delta Dental.  Our wish is to 
continue to offer plans that provide great coverage to you and your family, at rates that remain 
competitive with other employers. 

 
Please use this open enrollment period to: 

‒  Confirm your understanding of the benefits that you currently have. 
‒  Learn about the changes for 2025 (see Key Information for 2025). 
‒ Think about whether you have the right insurance protection for your needs; has anything 

changed for you or your family that might require a change in your choices? 
‒ If you are enrolled in one of ASC’s medical plans you will be eligible to participate in Garner 

Health provider services. Read more on page 11 of this guide or on the ASC Employee Benefits 
Portal. 

 
If you are happy with your current group health choices, and you do not want to participate in the 
Flexible Spending Accounts (FSA’s) in 2025, it is not necessary to contact the Enrollment Center or 
enroll online. Your current group health choices (except for FSA’s) will continue next year. 

 
We hope this Guide will help you through the Open Enrollment process (see Step-by-Step Process 
to Enroll). If you have any questions, please see your Payroll/Benefits Coordinator. 

 
There is also information about Open Enrollment on the ASC Employee Benefits Portal at 
ascom.mybenefitsinfo.com. 

 

Thank you for your continued commitment to American Senior Communities and all you do for our 
residents! 

 
Sincerely, 

 

Steve Van Camp 
CEO, American Senior Communities 

 
6900 South Gray Road • Indianapolis, IN 46237 • 317-788-2500 

ASCCare.com 
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Introduction	
	

Open Enrollment is the time for you to drop, change, or enroll in benefits for next year. Choices 
you make during Open Enrollment are effective 1-1-2025 and continue for the calendar year. This 
is the	time to: 

• Learn how the benefits may be different in 2025 
• Review your options 
• Think through what’s best for you and your family for next year 
• Choose your benefits and re-enroll in the Flexible Spending Accounts for 2025 

You are receiving this booklet because you are eligible to participate. That means: 
• You are a Full-Time employee regularly working 30 hours per week, OR 
• You are not classified as Full-Time, but you are averaging 30 hours per week. You are 

eligible for Medical coverage (only) under the Affordable Care Act (ACA). 
The enroller at the Enrollment Call Center will let you know what coverages are available to you. 

 
You are responsible for reading benefit materials, asking questions, and making the choices that 
you think are in your best interests. Information is available in this enrollment book, on posters 
in your building, from your Payroll/ Benefits Coordinator, and through the Enrollment Call 
Center or Enrollment Website. 

 
If	you	don’t	visit	the	Enrollment	Website	or	phone	the	Call	Center,	any	Flexible	Spending	Accounts	will	expire	
on	December	31,	2024.	Your	current	choices	for	Medical,	Dental,	Vision,	or	Voluntary	coverage	will	continue	
in	2025 at	the	new	rates,	if	applicable.	Your	medical,	dental	and	vision	premiums	will	be	deducted	pre-tax	
under	the	Section	125	Plan.	

Check out the prior Navigation Page to help you find the information you want, quickly. 

A Special Message for Recently Hired Employees: 
 

If you were hired as a Full-Time employee from October 4, 2024 through November 3, 2024, 
you are newly eligible for benefits on January 1, 2025. You have until December 30, 2024 to 
enroll. Newly eligible employees must enroll through the Enrollment Call Center at 855-288-
1607. This Open Enrollment period does not apply to you. 

 
If you were hired as a Full-Time employee November 4, 2024 or later, you are eligible for 
benefits February 1, 2025 or after. This Open Enrollment period does not apply to you. Your 
Payroll/Benefits Coordinator can tell you your enrollment deadline. 

                          You can also find   the Benefits Enrollment Chart on the ASC Employee Benefits Portal.
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Key Information for 2025 
 

This Open Enrollment Guide outlines your benefit choices for 2025. Keep these key points in mind as you make 
your benefit decisions: 

• Medical insurance premiums increased for 2025. ASC is sharing in the premium increase to lessen the 
increase to employees. 

• There are two medical plan choices for 2025, the Standard Plan and the Pay Saver Plan. 
o The Standard Plan is outlined in the chart on page 7. This plan offers a lower deductible and out of 

pocket maximum with a higher per pay period premium. 
o The Pay Saver Plan is also outlined in the chart on page 7. This plan offers a lower per pay period 

premium with higher deductibles and out of pocket maximums. 
• Dental insurance is through Delta Dental. Premium rates for dental insurance will not increase in 2025.  
• Vision insurance is through VSP through Delta Dental. Premium rates for vision insurance will not increase 

in 2025.  
• Garner Health: If you are enrolled in one of the medical plans you will have access to Garner Health. 

ASC partnered with Garner Health to assist with finding providers in your area. Using Garner Health can 
result in lowering your costs with reimbursement dollars. To learn more, visit the Employee Benefits Portal. 

• Manage your health risks by establishing a relationship with a Primary Care Physician (PCP). Regular PCP 
visits give you a doctor that is familiar with your medical history and can help you navigate the 
healthcare system if you need more than an office visit. 

o Don’t have a PCP. Contact Garner Health via email at concierge@getgarner.com, online at 
getgarner.com, download the Garner Health mobile app or call 866.761.9586. ASC has partnered 
with Garner Health to assist employees navigating the health care provider system. They will 
assist you with finding a PCP provider in your area. 

• Visits using Live Health Online will only have a $5 co-pay. LiveHealth Online has medical doctors and 
licensed therapists available to you. Both medical plans do cover other telemedicine options, but with 
regular deductibles and co-insurance costs. 

• Wellness visits like annual check-ups, mammograms, or colonoscopy may be fully paid for by each of the 
medical plans. 

• If you or a covered spouse are eligible for Medicare, read the “Your Prescription Drug Coverage and 
Medicare” document included in your legal notice packet. 

• If you do not want to make changes to your benefits and you do not want to participate in Flexible 
Spending Accounts for 2025 then enrolling online or contacting the Enrollment Call Center to enroll is 
not required. Your current benefit choices will roll over to 2025. Flexible Spending Accounts will not 
roll over to 2025. You must enroll or re-enroll in FSA for 2025. 

• It is recommended you verify your beneficiary for your company paid life insurance during open 
enrollment. You can do this online or by calling the Enrollment Call Center. 

• Review the eligibility of your covered dependents. You may cover your legal spouse and qualifying 
dependent children under the age of 26. Spouses who have access to medical coverage through 
their employer cannot be covered under the Medical Plan. Dependent children can include 
biological or adopted children, children for whom you have legal guardianship, and stepchildren. 
You will be asked to confirm a dependent’s eligibility and address during the enrollment process. 

• More Information about 2025 benefits can be found in the ASC Employee Benefits Portal. You can access 
the portal using this link https://ascom.mybenefitsinfo.com/, by typing the URL in your browser 
ascom.mybenfitsinfo.com or by scanning the QR code. 
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Step-by-Step	Process	to	Enroll	
	

Understand Your Choices – Read	this	Guide	
This is the time of year to review your benefits. Make sure you understand what you have now, then review your 
options for change. Many of your questions can be answered in this Guide. If you have more questions: 

— Ask your Payroll/Benefits Coordinator 
— Call the Enrollment Call Center at 855-288-1607 
— Visit the Enrollment Website at ascom.thebeaconselect.com 

Preparing To Enroll 
Have ready the names, birth dates, and social security numbers of any family members you want to insure.	
YOU CANNOT ENROLL THEM WITHOUT THIS INFORMATION. Your dependents’ mailing address will match 
yours unless you inform the Enrollment Call Center otherwise. 
It takes time to review your choices and make selections. Choose a time to enroll when you will not be disturbed 
for at least thirty minutes. Don’t feel rushed. Don’t enroll for a benefit you don’t understand. Ask questions! 
There are two ways to enroll. 

Use the Enrollment Website (faster	and	more	convenient	way	to	enroll!)	
During open enrollment, the Enrollment Website (ascom.thebeaconselect.com) is available 24/7, for all 
eligible employees. The website has helpful videos and informational flyers and is a faster, more convenient 
way to enroll in Open Enrollment. You can create your login credentials at the website. Your username is your 
8-digit UltiPro ID number. Your PIN/password is the last four digits of your social security number + the last	
two	digits	of your birth year. 

— If you have trouble accessing the site, try using a different browser 
— Write down the confirmation number on the confirmation/save page 
— Your online enrollment isn’t complete until you review and electronically sign the confirmation 

statement 
— You need your login PIN to confirm your enrollment (login PIN is last 4 digits of Social Security 

number and last two digits of your birth year, i.e. SSSS75) 

Use the Enrollment Call Center: 855-288-1607 
The Enrollment Call Center is open Monday – Friday, 9 a.m. to 8 p.m. EST. (Closed Holidays) The Call Center may 
be very busy at times. If you are not connected quickly, you can: 

— Hang up and call back later, or 
— Leave your telephone number so an enroller can call you back. 
— Enroll online at ascom.thebeaconselect.com 

Most call-backs are made within 24 hours. Have your voice mail ready to receive a message, if you are not 
available when the enroller calls back. Enrollers will make five attempts to reach you after you have left a 
message. 

DON’T	WAIT	UNTIL	THE	LAST	DAY	OF	OPEN	ENROLLMENT	TO	ENROLL!!!	
If you do not enroll through the Website or the Enrollment Call Center, the group health benefits you currently 
have will continue into 2025, but your current flexible spending account participation will end 12-31-2024. 
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After Open Enrollment 
 
You can review your confirmation by logging on to the enrollment website at ascom.thebeaconselect.com.  
Review this form, even if you did not make changes for 2025, and verify the confirmation reflects your  
2025 choices correctly. See your Payroll Coordinator immediately if there are errors. 

 
Any changes you make to your benefit choices will be effective 1/1/2025. Premium deduction changes 
will take effect on your first paycheck of the new year. Carefully review your first paycheck in January to 
verify your benefit deductions are correct. If you do not identify an error early it may result in additional 
corrective premium payments from you later in the year. 

 
• Medical Cards from Anthem: Medical cards are only mailed to newly enrolled employees, 

employes with dependent changes or employees who change plans during Open Enrollment. 
You can download a copy of your card when you log on to your Anthem account. 

• Dental Cards from Delta Dental: Dental cards will only be mailed to employees who newly 
elect Dental during Open Enrollment. You can download a copy of your card on the Delta 
Dental website.  

• Vision Cards from VSP through Delta Dental: Vision cards are not mailed to enrollees. You 
can go to www.vsp.com to look for a provider.  Enrollees only need to tell their provider they 
have VSP through Delta Dental.  

 

Your Medical, Dental, Vision, and Flexible Spending Account choices will remain in effect for all of 
2025. You can only make limited changes if you experience a qualifying event like a birth, divorce, or 
involuntary loss of coverage. Your eligibility may change if you have a change in your employment 
status. See your Payroll Coordinator immediately if you experience a qualifying event. Qualifying event 
changes must be submitted to the ascbenefitsadministraors@asccare.com email box within 31 days of a 
qualifying event. 

 
You can drop your after tax, Voluntary Benefit choices offered by Lincoln Financial and Aflac at any 
time. Contact the Enrollment Call Center if you would like to drop these voluntary benefits. 

 
Start reviewing your 2025 benefit options on the next page! 
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Medical Insurance with Anthem (Visit anthem.com for provider network information.) 
 
 

2025 Medical Plan Options Standard Plan Pay Saver Plan 

Per-Pay Premium Deduction from Paycheck 
□ Employee Only 
□ Employee + Spouse* 
□ Employee + 1 or 2 Children* 
□ Employee + 3 or More children* 
□ Family* 

 
$84.36 
$439.00 
$309.00 
$452.00 
$566.24 

 
$23.10 
$312.82 
$227.22 
$338.00 
$415.80 

Deductible 
□ Employee Only 
□ Employee + Dependents 

 
$3,500 
$7,000 

 
$5,500 
$11,000 

Coinsurance 25% In-Network 
50% Out-of-Network 

30% In-Network 
50% Out-of-Network 

Annual In-Network Out-of-Pocket Maximum 
□ Employee Only 
□ Employee + Dependents 

 
$5,500 
$11,000 

 
$6,450 
$12,900 

Office Visit 
□ Anthem LiveHealth Online 

Telemedicine Co-Pay 
□ Primary Care Co-Pay 
□ Specialist Co-Pay 
□ Urgent Care Co-Pay 

 
 

$5 Co-Pay 
$30 Co-Pay 
$30 Co-Pay 
$60 Co-Pay 

 
 

$5 Co-Pay 
$30 Co-Pay 
$60 Co-Pay 
$80 Co-Pay 

Inpatient/Outpatient Hospitalization Deductible then Coinsurance 

Emergency Room $400 Co-Pay then Deductible and Coinsurance 

Preventative Care 
□ Annual Checkups 
□ Wellness Mammograms 
□ Preventative Colonoscopies 

 

Covered at 100% 

Prescriptions — Retail (30 day supply) 
□ Generic 
□ Preferred Brand 
□ Non-Preferred Brand 

 
$15 Co-Pay 
$30 Co-Pay +30% (max. $65) 
$50 Co-Pay +30% (max. $85) 

 
$15 Co-Pay 
$30 Co-Pay +30% (max. $85) 
$50 Co-Pay +30% (max. $110) 

Prescriptions filled at CVS/Walgreens/Rite-Aid 
□ Generic 
□ Preferred Brand 
□ Non-Preferred Brand 

 
$30 Co-Pay 
$60 Co-Pay +30% (max. $130) 
$100 Co-Pay +30% (max. $170) 

 
$30 Co-Pay 
$60 Co-Pay +30% (max. $130) 
$100 Co-Pay +30% (max. $170) 

Prescriptions — Mail Order (90 day supply) 
□ Generic 
□ Preferred Brand 
□ Non-Preferred Brand 

 
$30 Co-Pay 
$70 Co-Pay 
$130 Co-Pay 

 
$30 Co-Pay 
$110 Co-Pay 
$160 Co-Pay 

The pharmacy benefit does not cover specialty drugs. Consult our pharmacy benefit manager, TrueRx, for questions 
about your pharmacy needs: 866-921-4047 or customerservice@TrueRx.com. 

 

*See Definitions section for more information on Eligible Dependents 

See Important Notices About Your Medical Plan Coverage for more detailed information about the Medical plans 
and your rights. 

   Deductibles can be reduced by using the Garner Health Benefit which reimburses deductibles and co-pays for qualifying services.  
       More information about Garner Health can be found in this Guide and on the ASC Employee Benefits Portal. 
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Dental Insurance by Delta Dental (find dental providers at www.deltadentalin.com) 
 
 

Features Delta Dental PPO and Premier  Non-Participating Dentist
 (subject to balance billing)* 

Per-Pay Premium Deduction from Paycheck 
Employee Only 
Employee + Spouse** 
Employee + Children** 
Family** 

 
$4.98 
$11.20 
$13.37 
$27.40 

Deductible 
□ Employee Only 
□ Employee + Dependents 

 
$150 
$450 

 
$150 
$450 

 
Annual Benefit Max. - Classes I, II & III 

 
$1,000 

 
$1,000 

 
Orthodontic Lifetime Max. - Class IV 

 
$1,000 

 
$1,000 

Class I Benefits - Preventative 
(2 cleanings per year) 

□ Diagnostic & Preventive Services 
□ X-rays 

 
Plan Pays 100% 
Deductible Waived 

 
Plan Pays 100% 
Deductible Waived 

Class II Benefits - Basic 
□ Oral Surgery 
□ Minor Restorative Services 
□ Emergency Palliative Treatment 
□ Periodontics & Endodontics 

 

Deductible First then Plan 
Pays 80% 

 

Deductible First then Plan 
Pays 80% 

Class III - Major 
□ Prosthodontics 
□ Major Restorative Services 

Deductible First then Plan 
Pays 50% 

Deductible First then Plan 
Pays 50% 

Class IV - Ortho 
□ Orthodontics - limited to depen- 

dent children under the age of 19 

Plan pays 50% to $1,000 
Lifetime Max 

 
Deductible Waived 

Plan pays 50% to $1,000 
Lifetime Max 

 
Deductible Waived 

 
* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the portion of Delta Dental's 
Nonparticipating Dentist Fee that will be paid for those services. This amount may be less than what the Dentist charges or Delta 
Dental approves, and you are responsible for that difference. 

 
**See Definitions section for more information on Eligible Dependents 
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Vision Insurance by VSP through Delta Dental 
VSP Vision Insurance covers eye exams, prescription lenses and frames, and contact lenses. 
For a complete list of covered services, see the Summary Plan Description. To search 
for providers, you can go to www.vsp.com/eye-doctor or call Customer Service toll free at 
800.877.7195. 

 
 
 
 

Coverage Tier Employee Per-Pay Premium Rate 

□ Employee Only 
□ Employee + Spouse 
□ Employee + Children 
□ Family 

$1.41 
$7.35 
$5.62 

$12.49 

Frequency 
□ Exam 
□ Frames 
□ Lenses and Contact Lenses 

 
12 Months 
24 Months 
12 Months 

Features In-Network Out-of-Network 

 
Eye Exam 

 
$10 copay 

 
Plan pays up to $45 

Contact Lens 
□ Fitting and Follow-up 

 
Up to $60 No discount available for 

out-of-network providers 

 
 
Frames 

Retail $130 allowance, with an 
extra $20 allowance on featured 
designer brands for frames. 
20% savings on any amount 
above the retail allowance. 

 
 
Plan pays up to $70 

Standard Lenses 
Single Vision 
Bifocal (lined) 
Trifocal (lined) 
Lenticular 

 
Single vision, lined bifocal, 
lined trifocal, or lenticular lenses 
are Covered in Full after the 
material co-pay of $10. 
Polycarbonate lenses are 
covered in full for children after 
the material co-pay of $10. 

 
Plan pays up to $30 
Plan pays up to $50 
Plan pays up to $65 
Plan pays up to $100 

Contact Lenses (in lieu of eyeglasses) 

Medically Necessary 

 
$130 Allowance 
 
 
Covered in full after co-pay 

 
Plan pays up to $105 

 
 
Plan pays up to $210 
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Flexible Spending Accounts through WEX Inc. 
A Flexible Spending Account (“FSA”) helps you save money for certain Health Care and Dependent 
Care expenses that occur during the year. An FSA allows you to save money on a pre-tax basis to pay 
for expenses that aren’t eligible for payment under any other benefit plan. American Senior 
Communities offers two options through WEX Inc. : a Health Care FSA and a Dependent Care FSA. All 
2024 FSA’s end on 12-31-2024. You must re-enroll in FSA’s every year; flex accounts do not roll over 
to a new calendar year. Once you enroll, WEX Inc. will send you information on how to use your flex 
account(s). See the Frequently Asked Questions tab on Enrollment Website 
(ascom.thebeaconselect.com) for useful, general information about flexible spending accounts. Go to 
wexinc.com for more information on FSA’s and a calculator to help you estimate how much you might 
want to contribute to your FSA. Please be aware that if you leave employment during 2025, your filing 
deadlines for flex account reimbursement will change. 

This plan does not include a debit card feature. 

Health Care Reimbursement FSA 
With this type of FSA, participants save for eligible health care expenses not covered by your Medical 
Plan – like a deductible or your share of coinsurance. You may participate in our FSA even if you are 
not covered by our Medical, Dental, or Vision plans. If you have any of the following expenses that are 
not covered in full by an insurance plan, you can pay them through the FSA with tax-free money. The 
IRS changes the maximum that you can contribute to a Health Care Flexible Spending annually. Keep 
in mind that at the end of the year you will lose any balance you don’t use. Examples of eligible 
expenses include: 

Note: Certain Over-The-Counter (OTC) medications will only be eligible for FSA reimbursement if you 
have a prescription from your doctor. 

• Medical or Dental plan deductible, coinsurance or co-pays
• Vision services, including contact lenses, contact lens solution, eye examinations and eyeglasses
• Dental services and orthodontia
• Acupuncture
• Hearing aids
• Lasik surgery

Dependent Care FSA 
The Dependent Care FSA lets employees use pre-tax dollars to pay for qualified dependent care 
while you are at work, such as daycare for children under age 13. The annual maximum amount you 
may contribute to the Dependent Care FSA is $5,000 per household and $2,500 if married and filing 
separately per calendar year. 
Keep in mind that you will forfeit any balance left at the end of the 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)

Note: Plan carefully to avoid having a balance left at the end of the plan year, since your account 
does not roll over from one year to the next and refunds are not allowed by law. Always save your 
receipts, even after being reimbursed from your account. Don’t assume all expenses are covered. 

All 2024 FSA’s will end on 12-31-2024. Remember that you must enroll or re-enroll to have 
Flexible Spending Accounts in 2025. FSA’s do not roll over to a new calendar year. Deductions 
for your 2025 FSA’s will begin with your first pay in 2025. 
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Garner Health Benefit 
The Garner Health Benefit is available for employees and their dependents enrolled in one of the American 
Senior Communities medical plans. 

 
Garner is a free innovative employee benefit that uses data analytics to help you find the highest quality doctors in 
the ASC Anthem network and helps cover out-of-pocket eligible medical expenses when you see Garner Top 
Providers. The 2025 maximum reimbursement amount for qualifying expenses is $3,000 for employee only 
coverage and $6,000 for employee plus any number of dependents coverage. 

 
How does this benefit work? 
Create a Garner account at https://app.getgarner.com/sign-in. Once you have an account, use the Garner 
Health app or website to search for the very best doctors in your area. These Top Providers are automatically 
added to your list of approved providers as soon as they are visible on your screen. Once Top Providers are on your 
list of approved providers, you can get reimbursed for qualifying* out-of-pocket costs after your appointment. 

 
*Your out-of-pocket medical costs will qualify for reimbursement if: 

 
• You have created a Garner account and added the provider to your list of approved providers prior to 

the date of service. 
• Your provider is in-network, and the cost was covered by your health insurance plan. (Check your health 

insurance plan.) 
• The type of cost qualifies for reimbursement under your Garner plan. (Check the “Your benefit” page in 

the Garner Health app to learn more.) 
 

Questions? 
Message the Concierge through the Garner Health mobile app, online at getgarner.com, email 
concierge@getgarner.com or call 866.761.9586. 

 
More information about Garner Health and how to create an account can be found on the ASC Employee Benefits 
Portal ascom.mybenefitsinfo.com 

 
Recommendations are based solely on independent analysis, not commissions or fees. Garner has no financial 
relationships with doctors. 
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Voluntary	Benefits	
	

While the Company shares the cost of healthcare coverage with you, you may want additional 
insurance protection. During Open Enrollment, you can speak with the Enrollment Call Center to 
buy Voluntary, employee-paid benefits to round out your financial security plan. There is more 
detailed information on these benefits at the Enrollment Website (ascom.thebeaconselect.com). 
Enrollers have more details about which dependents you can cover with these extra benefits. 
You pay for voluntary benefits with after-tax dollars, and you can drop these benefits any time 
during the year. 

Voluntary Benefits from Lincoln Financial Group 

Supplemental Term Life Insurance 
You can buy voluntary, supplemental term life insurance for yourself and your dependents 
through Lincoln Financial Group. View a short video about supplemental term life insurance at 
ascom.thebeaconselect.com. 

• Coverage can be continued if you leave employment. 
• Purchase coverage for yourself in increments of $10,000. Coverage is available for your 

dependents. During open enrollment, certain levels or increases of coverage may be 
purchased without Evidence of Insurability. If Evidence of Insurability is required, 
Lincoln Financial Group will send the paperwork to your home address after open 
enrollment. 

• Cost depends on age and level of benefit chosen. 

Short-Term Disability Insurance 
The Short-Term Disability plan from Lincoln provides coverage that pays cash benefits directly 
to you if you are suddenly unable to work. View a short video about short-term disability 
insurance at ascom.thebeaconselect.com. 

• Your benefit begins with the 15th day of illness or injury & continues for up to 11 weeks. 
• In some cases, a pre-existing condition limitation may apply, and that can affect 

payment of a claim. Your enroller can explain this provision; make sure you 
understand it. 

• You can apply for a weekly benefit of up to $2,500, not to exceed 60% of salary. 
 

Voluntary Benefits Through 
Aflac 

(Must	be	18	years	of	age	or	older	to	enroll)	

Employees purchasing either Aflac plan can receive free fraud protection and legal/financial guidance. 

Critical Illness Insurance 
If a serious illness strikes, the last thing you need to worry about is how to pay the bills: car 
payments, rent or mortgage, utilities and food. Critical Illness insurance pays a lump sum cash 
benefit if you are diagnosed with a covered illness such as heart attack, stroke, or if you are 
diagnosed with cancer – even if you receive benefits from other insurance. 

• Benefits are paid directly to the covered insured. You can select up to $30,000 in coverage 
on yourself. Spousal coverage is available up to $15,000. Child coverage has no additional 
cost; each dependent child is covered at 50% of the employee’s benefit selected. 

•  You may receive a benefit of $100 per calendar year for certain health screenings. This 
benefit is in addition to the preventive screenings covered under the Medical plans. 

• Cost depends on level of benefit and who is covered, as well as age at date of coverage. 
See charts, next page, for bi-weekly deduction amounts. 
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Below are the Critical Illness Insurance bi-weekly premiums for 2025: 
 

Employee - Non Tobacco $5,000 $10,000 $15,000 $20,000 $25,000 $30,000 

Age 18-29 $2.21 $3.02 $3.84 $4.65 $5.47 $6.29 

Age 30-39 $2.39 $3.40 $4.40 $5.41 $6.41 $7.42 

Age 40-49 $3.09 $4.79 $6.49 $8.19 $9.88 $11.58 

Age 50-59 $4.91 $8.42 $11.94 $15.45 $18.97 $22.48 

Age 60+ $10.83 $20.26 $29.70 $39.13 $48.57 $58.00 
 

Employee - Tobacco $5,000 $10,000 $15,000 $20,000 $25,000 $30,000 

Age 18-29 $2.49 $3.59 $4.69 $5.79 $6.89 $7.98 

Age 30-39 $2.89 $4.40 $5.90 $7.41 $8.91 $10.42 

Age 40-49 $3.96 $6.54 $9.11 $11.69 $14.26 $16.84 

Age 50-59 $6.86 $12.34 $17.81 $23.28 $28.75 $34.23 

Age 60+ $15.75 $30.12 $44.48 $58.84 $73.21 $87.57 
 

Spouse - Non Tobacco $5,000 $7,500 $10,000 $12,500 $15,000 

Age 18-29 $2.08 $2.42 $2.77 $3.11 $3.46 

Age 30-39 $2.29 $2.74 $3.20 $3.65 $4.10 

Age 40-49 $2.98 $3.77 $4.56 $5.36 $6.15 

Age 50-59 $4.78 $6.47 $8.17 $9.86 $11.55 

Age 60+ $10.70 $15.35 $20.01 $24.66 $29.31 
 

Spouse - Tobacco $5,000 $7,500 $10,000 $12,500 $15,000 

Age 18-29 $2.36 $2.85 $3.33 $3.82 $4.30 

Age 30-39 $2.79 $3.50 $4.20 $4.90 $5.60 

Age 40-49 $3.85 $5.08 $6.31 $7.55 $8.78 

Age 50-59 $6.73 $9.41 $12.08 $14.75 $17.42 

Age 60+ $15.63 $22.74 $29.86 $36.98 $44.10 

Accident Insurance 
Accident Insurance can help protect you and your family from the high costs of an accident. This 
benefit provides on & off-the-job coverage for accidental injuries, helping you pay the costs of 
emergency medical care, long-term rehab, and unexpected expenses along the way. Coverage is 
in addition to your medical plan coverage and can be used multiple times throughout the year. 
You may receive a benefit of $25 per calendar year for certain health screenings. This benefit is in addition to the 
preventive screenings covered under the Medical plans. 
The Enrollment Call Center would be happy to answer any questions you have about 

Voluntary Benefits. Below are the Accident Insurance bi-weekly premiums for 2025: 

Employee Only Employee + Spouse Employee + Child Employee + Family 

$5.46 $8.71 $9.97 $13.22 
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Definitions	of	Important	Benefit	Terminology	
	

Co-Insurance: Co-insurance is both you and the Plan sharing a percentage of the expense. Co-
insurance applies once you meet your deductible; then you and the Plan each pay a percentage 
of the remaining cost. 

 
Co-Pay: Co-pay is a flat dollar amount you pay for certain medical services. The Medical and 
Vision Plans have co-pays. 

 
Deductible: The dollar amount you are responsible to pay before the Plan will pay anything. 
Deductibles apply to both Medical Plans and to the Dental Plan as well. For services that don’t 
use co-pays, you must meet your deductible before the plan begins to pay its share of a bill. 
Compare deductibles in each plan. 

 
Eligible Dependents: You may cover certain family members under the benefit plans. These 
are your eligible dependents for medical, dental, and vision: 1) your legal spouse. Medical	Plan	
coverage	(only)	is	not	available		to	your	spouse	if	your	spouse	works	and	is	eligible	for	medical	coverage	
at	his/her	job. 2) your children – 
your children may include biological children, adopted children, step children, and children 
for whom you have a legal guardianship. Children may be covered up until the end of the 
month they reach age 26, unless they continue to be a dependent due to a disability. “Eligible 
Dependents” may differ under the voluntary, supplemental benefits through Lincoln Financial 
or Aflac. Check with your Enroller for more information. Tell the Enroller if your dependents 
live at a different address than you. 

 
Employee Premium: Insurance companies charge a monthly premium for each covered 
employee. The cost depends on which plan and what level of coverage (single, employee-plus-
child, family) the employee chooses. The Company pays a large percentage of the monthly 
premium, but employees are responsible to pay part of the premium with paycheck deductions. 
The employee’s premium amount is divided evenly among the twenty-six pays each year. 
Employees are responsible for paying any missed premium amounts. 

 
Flexible Spending Accounts: A Flexible Spending Account (“FSA”) lets you save pre-tax money 
for certain Health Care and/or Dependent Care expenses. An FSA allows you to save money to 
pay for expenses that aren’t eligible for payment under any other benefit plan. You must re-enroll 
in FSA’s every year; flex account balances do not roll over to a new calendar year. 

 
Out-of-Pocket: The amount you pay during the year for medical expenses. It includes your co-
pays, deductibles, and co-insurance amounts. Choosing a Medical Plan with a higher premium 
each pay means you are buying a richer plan that should have lower out-of-pocket costs for you 
during the year. 

 
Summary Plan Description: Summary Plan Descriptions (SPD’s) contain more detailed 
information about the plans. 

 
Summary of Benefits and Coverages: The Summary of Benefits and Coverages (SBC) are	located	
at	the	back	of	the	book	starting	on	page	29. The SBC follows the federal guidelines for comparing 
the Company’s two medical plans under similar claim situations, to help you decide which 
plan is best for you. The comparisons are not	cost estimators. 
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2025 Annual Notices 
Important Legal Notice Affecting Your Health Plan Coverage 

 
Important Notice from American Senior Communities, LLC About 

Your Prescription Drug Coverage and Medicare 
 

Please read this notice carefully and keep it where you can find it. This notice has information about your 
current prescription drug coverage with American Senior Communities and about your options under 
Medicare’s prescription drug coverage. This information can help you decide whether you want to join a 
Medicare drug plan. Information about where you can get help to make decisions about your prescription drug 
coverage is at the end of this notice. 

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

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

this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an 
HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard 
level of coverage set by Medicare. Some plans may also offer more coverage for a higher monthly 
premium. 

2. American Senior Communities has determined that the prescription drug coverage offered by the 
American Senior Communities Master Welfare Plan is, on average for all plan participants, NOT expected 
to pay out as much as standard Medicare prescription drug coverage pays. Therefore, your coverage is 
considered Non-Creditable Coverage. This is important because, most likely, you will get more help with 
your drug costs if you join a Medicare drug plan, than if you only have prescription drug coverage from the 
American Senior Communities Master Welfare Plan. This also is important because it may mean that you 
may pay a higher premium (a penalty) if you do not join a Medicare drug plan when you first become 
eligible. 

3. You can keep your current coverage from American Senior Communities Master Welfare Plan. However, 
because your coverage is non-creditable, you have decisions to make about Medicare prescription drug 
coverage that may affect how much you pay for that coverage, depending on if and when you join a drug 
plan. When you make your decision, you should compare your current coverage, including what drugs are 
covered, with the coverage and cost of the plans offering Medicare prescription drug coverage in your 
area. Read this notice carefully - it explains your options. 

 
 

When Can You Join a Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15 
to December 7. 

 
However, if you lose your current prescription drug coverage with American Senior Communities, since it is 
employer-sponsored group coverage, you will be eligible for a two (2) month Special Enrollment Period (SEP) 
to join a Medicare drug plan; however, you also may pay a higher premium (a penalty) because you did not 
have creditable coverage under American Senior Communities Master Welfare Plan. 

 
When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan? 
Since the coverage under American Senior Communities Master Welfare Plan is not creditable, depending on 
how long you go without creditable prescription drug coverage you may pay a penalty to join a Medicare drug 
plan. Starting with the end of the last month that you were first eligible to join a Medicare drug plan but didn’t 
join, if you go 63 continuous days or longer without prescription drug coverage that’s creditable, your monthly 
premium may go up by at least 1% of the Medicare base beneficiary premium per month for every month that 
you did not have that coverage. For example, if you go nineteen months without creditable coverage, your 
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premium may consistently be at least 19% higher than the Medicare base beneficiary premium. You may have 
to pay this higher premium (penalty) as long as you have Medicare prescription drug coverage. In addition, you 
may have to wait until the following October to join. 

 
What Happens to Your Current Coverage if You Decide to Join a Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current American Senior Communities coverage will not be 
affected. 

 

If you do decide to join a Medicare drug plan and drop your current American Senior Communities coverage, 
be aware that you and your dependents will not be able to get this coverage back. 

 
For More Information About This Notice or Your Current Prescription Drug Coverage 
Contact the person listed on the next page. 

 
NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug 
plan and if this coverage through Group Name changes. You also may request a copy of this notice at any 
time. 

 
For More Information About Your Options Under Medicare Prescription Drug Coverage 
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & 
You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be 
contacted directly by Medicare drug plans. For more information about Medicare prescription drug coverage: 

• Visit www.medicare.gov 
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the 

“Medicare & You” handbook for their telephone number) for personalized help. 
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is 
available. For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or 
call them at 1-800-772-1213 (TTY 1-800-325-0778). 

 
 

Date: 10/1/2024 
Name of Entity/Sender: American Senior Communities, LLC. 
Contact--Position/Office: Benefits Office 
Address: 6900 South Gray Road, Indianapolis, IN 46237 
Phone Number: 317-788-2500 

WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998 (WHCRA) 

Enrollment Notice 
 

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and 
Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in 
a manner determined in consultation with the attending physician and the patient, for: 

 
• All stages of reconstruction of the breast on which the mastectomy was performed. 
• Surgery and reconstruction of the other breast to produce a symmetrical appearance. 
• Prostheses. 
• Treatment of physical complications of the mastectomy, including lymphedema. 

 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical 
benefits provided under this plan. 
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If you would like more information on WHCRA benefits, call Anthem at 833-578-4441. 
 

Annual Notice 

Do you know your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides benefits for 
mastectomy-related services, including all stages of reconstruction and surgery to achieve symmetry between the breasts, 
prostheses, and complications resulting from a mastectomy, including lymphedema? Call Anthem at 833-578-4441 for 
more information. 

 
 

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT OF 1996 
 

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a 
vaginal delivery, or less than 96 hours following a cesarean section. However, federal law generally does not prohibit the 
mother's or newborn's attending provider, after consulting with the mother, from discharging the mother or her newborn 
earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under federal law, require that a 
provider obtain authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 
hours). 

 
 

NEW HEALTH AND INSURANCE MARKETPLACE COVERAGE OPTIONS AND YOUR HEALTH COVERAGE 

Beginning in 2014, a new way to buy health insurance was created: the Health Insurance Marketplace. To assist you as 
you evaluate options for yourself and your family, this notice provides some basic information about the Marketplace. 

What is the Health Insurance Marketplace? 

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 
Marketplace offers “one-stop shopping” to find and compare private health insurance options. You may also be eligible for 
a new kind of tax credit that lowers your monthly premium right away. 

Each year, the open enrollment period for health insurance through the Marketplace runs from November 1st through 
December 15th of the previous year. For coverage beginning January 1, 2025, the Marketplace open enrollment period will 
begin on November 1, 2024, and end on December 15, 2024. After December 15th, you can get coverage through the 
Marketplace only if you qualify for a special enrollment period or are applying for Medicaid or the Children’s Health 
Insurance Program (CHIP). 

Can I save money on my health insurance premiums in the Marketplace? 

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 
offers coverage that does not meet certain standards. The savings on your premium that you may be eligible for depends 
on your household income. 

Does employer health coverage affect eligibility for premium savings through the Marketplace? 

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a 
tax credit through the Marketplace and may wish to enroll in your employer’s health plan. However, you may be eligible for 
a tax credit that lowers your monthly premium or a reduction in certain cost-sharing if your employer does not offer 
coverage to you at all or does not offer coverage that meets certain standards. 

If the cost of a plan from your employer that would cover you (and not any other members of your family) is more than 
9.5% (as adjusted annually, after 2014) of your household income for the year, or if the coverage your employer provides 
does not meet the “minimum value” standard set by the Affordable Care Act, you may be eligible for a tax credit. (An 
employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs 
covered by the plan is no less than 60% of such costs.) 

NOTE: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 
employer, then you may also lose the employer contribution (if any) to the employer-offered coverage. Also, this 
employer’s contribution – as well as your employee contribution to employer-offered coverage – is often excluded from 
income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on an 
after-tax basis. 
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How can I get more information? 

For more information about coverage offered by your employer, please check your Summary Plan Description or contact 
the Benefits Office at 317-788-2500. 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 
Marketplace and its cost. Please visit www.healthcare.gov for more information, as well as an online application for 
Marketplace health insurance coverage and contact information for a Health Insurance Marketplace in your area. 

 
 
 

SPECIAL ENROLLMENT ANNUAL NOTICE 
 

This notice is being provided to make certain that you understand your right to apply for group health coverage. You 
should read this notice even if you plan to waive health coverage at this time. 

Loss of Other Coverage 

If you are declining coverage 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 toward your or your dependents’ 
other coverage). However, you must request enrollment within 31 days after your or your dependents’ other coverage 
ends (or after the employer stops contributing toward the other coverage). 

Example: You waived coverage under this Plan because you were covered under a plan offered by your spouse's 
employer. Your spouse terminates employment. If you notify your employer within 31 days of the date coverage 
ends, you and your eligible dependents may apply for coverage under this Plan. 

Marriage, Birth or Adoption 
If you have a new dependent because of marriage, birth, adoption, or placement for adoption, you may be able to enroll 
yourself and your dependents. However, you must request enrollment within 31 days after the marriage, birth, or 
placement for adoption. 

Example: When you were hired, you were single and chose not to elect health insurance benefits. One year later, 
you marry. You and your eligible dependents are entitled to enroll in this Plan. However, you must apply within 30 
days of the date of your marriage. 

Medicaid or CHIP 
If you or your dependents lose eligibility for coverage under Medicaid or the Children’s Health Insurance Program (CHIP) 
or become eligible for a premium assistance subsidy under Medicaid or CHIP, you may be able to enroll yourself and your 
dependents. You must request enrollment within 60 days of the loss of Medicaid or CHIP coverage or the determination of 
eligibility for a premium assistance subsidy. 

Example: When you were hired, your children received health coverage under CHIP, and you did not enroll them in this 
Plan. Because of changes in your income, your children are no longer eligible for CHIP coverage. You may enroll them in 
this Plan if you apply within 60 days of the date of their loss of CHIP coverage. 

 
For More Information or Assistance 

To request special enrollment or obtain more information, please contact the Benefits Office at 317-788-2500. 
 
 
 

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 
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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, 2023. Contact your State for more information on 
eligibility – 

 
ALABAMA – Medicaid CALIFORNIA – Medicaid 

Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

Health Insurance Premium Payment (HIPP) Program 
Website: 
http://dhcs.ca.gov/hipp 
Phone: 916-445-8322 
Fax: 916-440-5676 
Email: hipp@dhcs.ca.gov 

ALASKA – Medicaid COLORADO – Health First Colorado 
(Colorado’s Medicaid Program) & Child 

Health Plan Plus (CHP+) 
The AK Health Insurance Premium Payment Program 
Website: http://myakhipp.com/ 
Phone: 1-866-251-4861 
Email: CustomerService@MyAKHIPP.com 
Medicaid Eligibility: 
https://health.alaska.gov/dpa/Pages/default.aspx 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/ 
Health First Colorado Member Contact Center: 
1-800-221-3943/ State Relay 711 
CHP+: https://hcpf.colorado.gov/child-health-plan-plus 
CHP+ Customer Service: 1-800-359-1991/ State Relay 711 
Health Insurance Buy-In Program (HIBI): 
https://www..mycohibi.com  
HIBI Customer Service: 1-855-692-6442 

ARKANSAS – Medicaid FLORIDA – Medicaid 
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Website: 
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecove 
ry.com/hipp/index.html 
Phone: 1-877-357-3268 

 
GEORGIA – Medicaid MASSACHUSETTS – Medicaid and CHIP 

GA HIPP Website: https://medicaid.georgia.gov/health- 
insurance-premium-payment-program-hipp 
Phone: 678-564-1162, Press 1 
GA CHIPRA Website: 
https://medicaid.georgia.gov/programs/third-party- 
liability/childrens-health-insurance-program- 
reauthorization-act-2009-chipra 
Phone: (678) 564-1162, Press 2 

Website: https://www.mass.gov/masshealth/pa 
Phone: 1-800-862-4840 
TTY: 711 
Email: masspremassistance@accenture.com 

INDIANA – Medicaid MINNESOTA – Medicaid 
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Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: https://www.in.gov/medicaid/ 
Phone 1-800-457-4584 

Website: 
https://mn.gov/dhs/people-we-serve/children-and- 
families/health-care/health-care-programs/programs-and- 
services/other-insurance.jsp 
Phone: 1-800-657-3739 

IOWA – Medicaid and CHIP (Hawki) MISSOURI – Medicaid 
Medicaid Website: 
https://dhs.iowa.gov/ime/members 
Medicaid Phone: 1-800-338-8366 
Hawki Website: 
http://dhs.iowa.gov/Hawki 
Hawki Phone: 1-800-257-8563 
HIPP Website: 
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp 
HIPP Phone: 1-888-346-9562 

Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
Phone: 573-751-2005 

KANSAS – Medicaid MONTANA – Medicaid 
Website: https://www.kancare.ks.gov/ Website: 
Phone: 1-800-792-4884 http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
HIPP Phone: 1-800-967-4660 Phone: 1-800-694-3084 

 Email: HHSHIPPProgram@mt.gov 

KENTUCKY – Medicaid NEBRASKA – Medicaid 
Kentucky Integrated Health Insurance Premium Payment 
Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.asp 
x 
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov 

Website: http://www.ACCESSNebraska.ne.gov 
Phone: 1-855-632-7633 
Lincoln: 402-473-7000 
Omaha: 402-595-1178 

KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx 
Phone: 1-877-524-4718 

 

Kentucky Medicaid Website: https://chfs.ky.gov  

LOUISIANA – Medicaid NEVADA – Medicaid 
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp 
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618- 
5488 (LaHIPP) 

Medicaid Website: http://dhcfp.nv.gov 
Medicaid Phone: 1-800-992-0900 

MAINE – Medicaid NEW HAMPSHIRE – Medicaid 
Enrollment Website: Website: https://www.dhhs.nh.gov/programs- 
https: services/medicaid/health-insurance-premium-program 
www.mymaineconnection.gov/benefits/s?language=enUS Phone: 603-271-5218 
Phone: 1-800-442-6003 Toll free number for the HIPP program: 1-800-852-3345, 
TTY: Maine relay 711 ext. 5218 
Private Health Insurance Premium Webpage:  
https://www.maine.gov/dhhs/ofi/applications-forms  
Phone: -800-977-6740.  

TTY: Maine relay 711  

NEW JERSEY – Medicaid and CHIP SOUTH DAKOTA - Medicaid 
Medicaid Website: 
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/ 
Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 

Website: http://dss.sd.gov 
Phone: 1-888-828-0059 

NEW YORK – Medicaid TEXAS – Medicaid 
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Website: https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

Website:  Health Insurance Premium Payment (HIPP) 
Program | Texas Health and Human Services 
Phone: 1-800-440-0493 

NORTH CAROLINA – Medicaid UTAH – Medicaid and CHIP 
Website: https://medicaid.ncdhhs.gov/ 
Phone: 919-855-4100 

Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip 
Phone: 1-877-543-7669 

NORTH DAKOTA – Medicaid VERMONT– Medicaid 
Website: 
https://www.hhs.nd.gov/healthcare 
Phone: 1-844-854-4825 

Website: http://www.greenmountaincare.org/ 
Phone: 1-800-250-8427 

OKLAHOMA – Medicaid and CHIP VIRGINIA – Medicaid and CHIP 
Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

Website: https://coverva.dmas.virginia.gov/learn/premium- 
assistance/famis-select 

 
https://www.coverva.dmas.virginia.gov/learn/premium- 
assistance/health-insuranc-premium-payment-hipp-programs 

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

OREGON – Medicaid WASHINGTON – Medicaid 
Website: http://healthcare.oregon.gov/Pages/index.aspx 
Phone: 1-800-699-9075 

Website: https://www.hca.wa.gov/ 
Phone: 1-800-562-3022 

PENNSYLVANIA – Medicaid and CHIP WEST VIRGINIA – Medicaid and CHIP 
Website: 
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP- 
Program.aspx 
Phone: 1-800-692-7462 
CHIP Website: Children’s Health Insurance Program 
(CHIP) (pa.gov 
CHIP Phone: 1-800-986-KIDS (5437) 

Website: https://dhhr.wv.gov/bms/ 
http://mywvhipp.com/ 

Medicaid Phone: 304-558-1700 
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

RHODE ISLAND – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 
Website: http://www.eohhs.ri.gov/ 
Phone: 1-855-697-4347, or 401-462-0311 (Direct RIte 
Share Line) 

Website: 
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm 
Phone: 1-800-362-3002 

SOUTH CAROLINA – Medicaid WYOMING – Medicaid 
Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

Website: 
https://health.wyo.gov/healthcarefin/medicaid/programs-and- 
eligibility/ 
Phone: 1-800-251-1269 

 

To see if any other states have added a premium assistance program since July 31, 2023, or for more information on 
special enrollment rights, contact either: 

 
U.S. Department of Labor U.S. Department of Health and Human Services 
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/agencies/ebsa www.cms.hhs.gov 
1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565 

 
Paperwork Reduction Act Statement 
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According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of 
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes 
that a federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and displays 
a currently valid OMB control number, and the public is not required to respond to a collection of information unless it displays a 
currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be 
subject to penalty for failing to comply with a collection of information if the collection of information does not display a currently 
valid OMB control number. See 44 U.S.C. 3512. 

 
The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent. 
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information, 
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office 
of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or 
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

 
 

HIPAA Model Privacy Notice 

Your Information. Your Rights. Our Responsibilities. 

This notice describes how medical information about you may be used and disclosed and how you can get access to this 
information. Please review it carefully. 

Your Rights 

When it comes to your health information you have certain rights. This section explains your rights and some of our 
responsibilities to help you. 

 

Get a copy of health and claims 
records 

• You can ask to see or get a copy of your health and claims records and 
other health information we have about you. Ask us how to do this. 

• We will provide a copy or a summary of your health and claims records, 
usually within 30 days of your request. We may charge a reasonable, cost- 
based fee to provide this information. 

Ask us to correct health and 
claims records 

• You can ask us to correct your health and claims records if you think they 
are incorrect or incomplete. Ask us how to do this. 

• We may say “no” to your request, but we will tell you why in writing within 
60 days. 

Request confidential 
communications 

• You can ask us to contact you in a specific way (ex: home or office phone) 
or to send mail to a different address. 

• We will consider all reasonable requests, and must say “yes” if you tell us 
you would be in danger if we do not. 

Ask us to limit what we use or 
share 

• You can ask us not to use or share certain health information for treatment, 
payment, or our operations. 

• We are not required to agree to your request, and we may say “no” if it 
would affect your care. 

Get a list of those with whom we 
have shared information 

• You can ask for a list (accounting) of the times we have shared your health 
information for six (6) prior years to the date you ask, who we shared it with, 
and why. 

• We will include all disclosures except for those about treatment, payment, 
and health care operations, and certain other disclosures (such as any you 
asked us to make). We will provide one (1) accounting a year for free but 
will charge a reasonable, cost-based fee if you ask for another one within 
12 months. 

Get a copy of this privacy notice • You can ask for a paper copy of this notice at any time, even if you have 
agreed to receive the notice electronically. We will provide you with a paper 
copy promptly. 

Choose someone to act for you • If you have given someone medical power of attorney or if someone is your 
legal guardian, that person can exercise your rights and make choices 
about your health information. 

• We will make sure the person has this authority and can act for you before 
we take any action. 
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File a complaint if you feel your 
rights have been violated 

• You can complain if you feel we have violated your rights by contacting as 
at American Senior Communities Benefit Department at 6900 South Gray 
Road, Indianapolis, IN 46237. 

• You can file a complaint with the US Department of Health & Human 
Services Office for Civil Rights by any of the following methods. 

o Send a letter to: US Dept. of Health & Human Services Office of 
Civil Rights, 200 Independence Avenue, SW, Washington DC 
20201. 

o Call: 1.877.696.6775. 
o Visit: www.hhs.gov/ocr/privacy/hipaa/complaints. 

• We will not retaliate against you for filing a complaint. 

 
 
 
 
 
 

Your Choices 

For certain health information, you can tell us your choices about what we share. If you have a clear preference for how 
we share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow 
your instructions. 

 
In these cases, you have both 
the right and choice to tell us to 

• Share information with your family, close friends, or others involved in 
payment for your care. 

• Share information in a disaster relief situation. 
• Contact you for fundraising efforts. 

 
If you are not able to tell us your preference, for example if you are 
unconscious, we may go ahead and share your information if we believe it is in 
your best interest. We may also share your information when needed to lessen 
a serious and imminent threat to health or safety. 

In these cases, we never share 
your information unless you give 
us written permission: 

• Marketing purposes. 
• Sale of your information. 

 
Other Uses and Disclosures 

How do we typically use or share your health information? We typically use or share your health information in the 
following ways. 

 

Help manage the health care 
treatment you receive 

• We can use your health information and share it with professionals who are 
treating you. 

 
Example: A doctor sends us information about your diagnosis and 
treatment plan so we can arrange additional services. 

Run our organization • We can use and disclose your information to run our organization and 
contact you when necessary. 

• We are not allowed to use generic information to decide whether we 
will give you coverage and the price of that coverage. This does not 
apply to long-term care plans. 

 
Example: We use health information about you to develop better services 
for you. 

Pay for your health services • We can use and disclose your health information as we pay for your health 
services. 

 
Example: We share information about you with your dental plan to 
coordinate payment for your dental work. 
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Administer your plan • We may disclose your health information to your health plan sponsor for 
plan administration. 

 
Example: Your company contracts with us to provide a health plan and we 
provide your company with certain statistics to explain the premiums we 
charge. 

 
How else can we use or share your health information? We are allowed or required to share your information in other 
ways – usually in ways that contribute to the public good, such as public health and research. We must meet many 
conditions in the law before we can share your information for these purposes. For more information visit: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 

 
 

Help with public health and 
safety issues 

• We can share health information about you for certain situations such as: 
o Preventing disease 
o Helping with product recalls 
o Reporting adverse reactions to medications 
o Reporting suspected abuse, neglect, or domestic violence 
o Preventing or reducing a serious threat to anyone’s health or safety 

Do research • We can use or share your information for health research. 
Comply with the law • We will share information about you if state or federal laws require it, 

including with the Department of Health & Human Services if it wants to see 
that we are complying with federal privacy law. 

Respond to organ and tissue 
donation requests and work with 
a medical examiner or funeral 
director 

• We can share health information about you with organ procurement 
organizations. 

• We can share health information with a coroner, medical examiner, or 
funeral director when an individual dies. 

Address workers’ compensation, 
law enforcement, and other 
government request 

• We can use or share health information about you: 
o For workers’ compensation claims 
o For law enforcement purposes or with a law enforcement official 
o With health oversight agencies for activities authorized by law 
o For special government functions such as military, national 

security, and presential protective services 
Respond to lawsuits and legal 
actions 

• We can share health information about you in response to a court or 
administrative order, or in response to a subpoena. 

 
Our Responsibilities 

• We are required by law to maintain the privacy and security of your protected health information. 
• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your 

information. 
• We must follow the duties and privacy practices described in this notice and give you a copy of it. 
• We will not use or share your information other than as described here unless you tell us we can in writing. If you 

tell us we can, you may change your mind at any time by notifying us in writing that you have changed your mind. 

For more information see: www.hhs/gov/ocr/privacy/hipaa/understanding/consumers/noticeapp.html. 

Changes to the Terms of this Notice 

We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice 
will be available upon request, and we will mail a copy to you. 
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Your Rights and Protections Against Surprise Medical Bills 
 
 

 

What is “balance billing” (sometimes called “surprise billing”)? 
 

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a 
copayment, coinsurance, and/or a deductible. You may have other costs or must pay the entire bill if you see a 
provider or visit a health care facility that isn’t in your health plan’s network. 

 
“Out-of-network” describes providers and facilities that haven’t signed a contract with your health plan. Out- 
of-network providers may be permitted to bill you for the difference between what your plan agreed to pay 
and the full amount charged for a service. This is called “balance billing.” This amount is likely more than in- 
network costs for the same service and might not count toward your annual out-of-pocket limit. 

 
“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in your 
care—like when you have an emergency or when you schedule a visit at an in-network facility but are 
unexpectedly treated by an out-of-network provider. 

 
You are protected from balance billing for: 

 
Emergency services 
If you have an emergency medical condition and get emergency services from an out-of-network provider or 
facility, the most the provider or facility may bill you is your plan’s in-network cost-sharing amount (such as 
copayments and coinsurance). You can’t be balance billed for these emergency services. This includes services 
you may get after you’re in stable condition unless you give written consent and give up your protections not 
to be balanced billed for these post-stabilization services. 

 
Certain services at an in-network hospital or ambulatory surgical center 
When you get services from an in-network hospital or ambulatory surgical center, certain providers there may 
be out-of-network. In these cases, the most those providers may bill you is your plan’s in-network cost-sharing 
amount. This applies to emergency medicine, anesthesia, pathology, radiology, laboratory, neonatology, 
assistant surgeon, hospitalist, or intensivist services. These providers can’t balance bill you and may not ask 
you to give up your protections not to be balance billed. 

 
If you get other services at these in-network facilities, out-of-network providers can’t balance bill you, unless 
you give written consent and give up your protections. 

 
You’re never required to give up your protection from balance billing. You also aren’t 
required to get care out-of-network. You can choose a provider or facility in your plan’s 
network. 
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When you get emergency care or get treated by an out-of-network provider at an in-network 
hospital or ambulatory surgical center, you are protected from surprise billing or balance 
billing. 



When balance billing isn’t allowed, you also have the following protections: 
 

• You are only responsible for paying your share of the cost (like the copayments, coinsurance, and 
deductibles that you would pay if the provider or facility was in-network). Your health plan will pay out-of- 
network providers and facilities directly. 

 
• Your health plan generally must: 

o Cover emergency services without requiring you to get approval for services in advance (prior 
authorization). 

 
o Cover emergency services by out-of-network providers. 

 
o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network 

provider or facility and show that amount in your explanation of benefits. 
 

o Count any amount you pay for emergency services or out-of-network services toward your 
deductible and out-of-pocket limit. 
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Discrimination is Against the Law 

American Senior Communities complies with applicable Federal civil rights laws and does not discriminate on 
the basis of race, color, national origin, age, disability, or sex (consistent with the scope of sex discrimination 
described at 45 CFR § 92.101(a)(2)). 

American Senior Communities does not exclude people or treat them less favorably because of race, color, 
national origin, age, disability, or sex. 

American Senior Communities: 
• Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and

services to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other

formats).

• Provides free language assistance services to people whose primary language is not English,
which may include:

• 
o Qualified interpreters
o Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, 
contact your community’s Executive Director or General Manager. 

If you believe your community has failed to provide these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:  

American Senior Communities Compliance Department 
6900 South Gray Road 
Indianapolis, IN 46237 
317-788-2500
Compliance@ASCCare.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the American 
Senior Communities Compliance Department is available to help you. If you would like to report your 
grievances anonymously, the American Senior Communities Hotline can be reached at 1-888-788-2502 or 
www.ASCHotline.com.  

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, or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201  
1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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This notice is available at American Senior Communities’ website: www.ASCCare.com 

Notice of Availability of Language Assistance Services and Auxiliary Aids and 
Services 

Language 

ATTENTION: If you speak English, free language assistance services are available to 
you. Appropriate auxiliary aids and services to provide information in accessible formats 

are also available free of charge. Call 1-888-788-2502 (TTY: 1-800-877-8339) or speak to 
your provider. 

1 Spanish/Español 

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia 
lingüística. También están disponibles de forma gratuita ayuda y servicios auxiliares 
apropiados para proporcionar información en formatos accesibles. Llame al 1-888-788-
2502 (TTY: 1-800-877-8339) o hable con su proveedor. 

2 Chinese/中文 

注意：如果您说[中文]，我们将免费为您提供语言协助服务。我们还免费提供适当
的辅助工具和服务，以无障碍格式提供信息。致电 1-888-788-2502（文本电话：1-
800-877-8339）或咨询您的服务提供商。

3 German/Deutsch 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste 
zur Verfügung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von 
Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfügung. Rufen 
Sie 1-888-788-2502 (TTY: 1-800-877-8339) an oder sprechen Sie mit Ihrem Provider. 

4 Pennsylvanian 
Dutch/Deitsch 

Wann du Druwwel hoscht fer Englisch verschtehe, kenne mer epper beigriege fer dich 
helfe unni as es dich ennich eppes koschte zeelt. Mir kenne dich helfe aa wann du 
Druwwel hoscht fer heere odder sehne. Mir kenne Schtofft lauder mache odder iesier fer 
lese un sell koscht dich aa nix. Ruf 1-888-788-2502 (TTY: 800-877-8339) uff odder 
schwetz mit dei Provider. 

5 Burmese/ြမနမ်ာ

သတြိပ*ရန-် သငက် ြမနမ်ာဘာသာစကား ေြပာဆိ3ပါက၊ အခမဲ ့ဘာသာစကားအက:အညီ

ဝနေ်ဆာငမ်>များကိ3 ရ@ိ3ငပ်ါသည။် အသံ3းြပ*@ိ3ငေ်သာ ေဖာ်မတမ်ျားြဖင့ ်အချကအ်လကမ်ျား

ေဖာ်ြပေပးရန ်သင့ေ်လျာ်ေသာ အရနအ်က:အညမီျား@Eင့ ်ဝနေ်ဆာငမ်>များကိ3လညး် အခမဲ့

ရFEိ@ိ3ငပ်ါသည။် 1-888-788-2502 (TTY: 1-800-877-8339) သိ3ဖ့3နး်ေခGပါ သိ3မ့ဟ3တ ်သင၏်

ေဆာငရွ်ကေ်ပးသ:@Eင့ ်စကားေြပာပါ။

6 Arabic/ ةیبرعلا
لئاسو رفوتت امك .ةیناجملا ةیوغللا ةدعاسملا تامدخ كل رفوتتسف ،ةیبرعلا ةغللا ثدحتت تنك اذإ  :ھیبنت 

مقرلا ىلع لصتا -1-888 .اناجم اھیلإ لوصولا نكمی تاقیسنتب تامولعملا ریفوتل ةبسانم تامدخو ةدعاسم 
."ةمدخلا مدقم ىلإ ثدحت وأ ) 1-800-877-8339) 788-2502 
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7 Korean/한국어 

주의: [한국어]를 사용하시는 경우 무료 언어 지원 서비스를 이용하실 수 있습니다. 

이용 가능한 형식으로 정보를 제공하는 적절한 보조 기구 및 서비스도 무료로 

제공됩니다. 1-888-788-2502 (TTY: 1-800-877-8339)번으로 전화하거나 서비스 

제공업체에 문의하십시오.  

8 Vietnamese/ 
Việt 

LƯU Ý: Nếu bạn nói tiếng Việt, chúng tôi cung cấp miễn phí các dịch vụ hỗ trợ ngôn ngữ. 
Các hỗ trợ dịch vụ phù hợp để cung cấp thông tin theo các định dạng dễ tiếp cận cũng 
được cung cấp miễn phí. Vui lòng gọi theo số 1-888-788-2502 (Người khuyết tật: 1-800-
877-8339) hoặc trao đổi với người cung cấp dịch vụ của bạn.

9 French/Français 

ATTENTION : Si vous parlez Français, des services d'assistance linguistique gratuits sont 
à votre disposition. Des aides et services auxiliaires appropriés pour fournir des 
informations dans des formats accessibles sont également disponibles gratuitement. 
Appelez le 1-888-788-2502 (TTY : 1-800-877-8339) ou parlez à votre fournisseur.  

10 Japanese/日本
語

注：日本語を話される場合、無料の言語支援サービスをご利用いただけます。ア

クセシブル（誰もが利用できるよう配慮された）な形式で情報を提供するための

適切な補助支援やサービスも無料でご利用いただけます。1-888-788-2502（TTY
：1-800-877-8339）までお電話ください。または、ご利用の事業者にご相談くだ
さい。

11 Dutch/ 
Nederlands 

LET OP: als je Nederlands spreekt, zijn er gratis taalhulpdiensten voor je beschikbaar. 
Passende hulpmiddelen en diensten om informatie in toegankelijke formaten te 
verstrekken, zijn ook gratis beschikbaar. Bel 1-888-788-2502 (tty: 1-800-877-8339) of 
spreek met je provider. 

12 Tagalog 

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong 
tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at 
serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-
888-788-2502 (TTY: 1-800-877-8339) o makipag-usap sa iyong provider.

13 Russian/ 
РУССКИЙ 

ВНИМАНИЕ: Если вы говорите на русский, вам доступны бесплатные услуги 
языковой поддержки. Соответствующие вспомогательные средства и услуги по 
предоставлению информации в доступных форматах также предоставляются 
бесплатно. Позвоните по телефону 1-888-788-2502 (TTY: 1-800-877-8339) или 
обратитесь к своему поставщику услуг. 

14 Panjabi/ਪੰਜਾਬੀ

ਿਧਆਨ ਿਦਓ: ਜੇ ਤੁਸ1 ਪੰਜਾਬੀ ਬੋਲਦੇ ਹੋ, ਤ5 ਤੁਹਾਡੇ ਲਈ ਮੁਫ਼ਤ ਭਾਸ਼ਾ ਸਹਾਇਤਾ ਸੇਵਾਵ5 ਉਪਲਬਧ ਹੰੁਦੀਆਂ

ਹਨ। ਪਹੰੁਚਯੋਗ ਫਾਰਮੈਟ5 ਿਵੱਚ ਜਾਣਕਾਰੀ ਪKਦਾਨ ਕਰਨ ਲਈ ਢੁਕਵM ਪੂਰਕ ਸਹਾਇਕ ਸਾਧਨ ਅਤੇ ਸੇਵਾਵ5 ਵੀ

ਮੁਫ਼ਤ ਿਵੱਚ ਉਪਲਬਧ ਹੰੁਦੀਆਂ ਹਨ। 1-888-788-2502 (TTY: 1-800-877-8339) ‘ਤੇ ਕਾਲ ਕਰੋ ਜ5

ਆਪਣੇ ਪKਦਾਤਾ ਨਾਲ ਗੱਲ ਕਰੋ।

15 Hindi/िहंदी 
&ान द) : यिद आप िहंदी बोलते ह2, तो आपके िलए िनः शु8 भाषा सहायता सेवाएं उपल> होती ह2। 
सुलभ @ाAपो ंम) जानकारी @दान करने के िलए उपयुE सहायक साधन और सेवाएँ भी िनः शु8 
उपल> ह2। 1-888-788-2502 (TTY: 1-800-877-8339) पर कॉल कर)  या अपने @दाता से बात 
कर)। 



 
 
 
 
 
 
 
 
 

American	Senior	Communities	Summary	of	
Benefits	and	Coverage	(SBC)	
Standard	Plan	and	Pay	Saver	Plan	

This section is called the Summary of Benefits and Coverage (SBC). It helps you compare the coverage 
and benefits among the medical plan options. These are examples, not cost estimators. 

Please read the complete example to make sure you fully understand how the plans work. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025 
 Coverage for: Individual + Family | Plan Type: PPO 
American Senior Communities: Standard Plan 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, https://eoc.anthem.com/eocdps/aso. 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 www.healthcare.gov/sbc-glossary/ or call (844) 
344-7409 to request a copy. 

 

Important Questions Answers Why This Matters: 
What is the overall 
deductible? 

$3,500/person or $7,000/family 
for In-Network Providers. 
$7,000/person or $14,000/family 
for Non-Network Providers. 

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. Primary Care. Specialist 
Visit. Preventive Care. Vision. 
For more information see below. 

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? 

$5,500/person or $11,000/family 
for In-Network Providers. 
$11,000/person or 
$22,000/family for Non-Network 
Providers.  

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, and health care this plan 
doesn't cover.  

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

Will you pay less if 
you use a network 
provider? 

Yes. See 
www.anthem.com/find-
care/?alphaprefix=AJS  
or call (844) 344-7409 for a list of 
network providers. Costs may 
vary by site of service and how 
the provider bills. 

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 network provider might use an out-of-network provider 
for some services (such as lab work). Check with your provider before you get services. 

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/aso. 
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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) 
Non-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 

$30/visit deductible does not 
apply 50% coinsurance Virtual visits (Telehealth) 

benefits available. 

Specialist visit $30/visit deductible does not 
apply 50% coinsurance Virtual visits (Telehealth) 

benefits available. 

Preventive care/screening/ 
immunization No charge 50% 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) 25% coinsurance 50% coinsurance Costs may vary by site of service 

Imaging (CT/PET scans, MRIs) 25% coinsurance 50% coinsurance Costs may vary by site of service 

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

Typically Generic (Tier 1) Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

Carved out to True Rx. 

Typically Preferred Brand & 
Non-Preferred Generic Drugs 
(Tier 2) 

Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

Typically Non-Preferred Brand 
and Generic drugs (Tier 3) 

Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

Typically Preferred Specialty 
(brand and generic) (Tier 4) 

Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

If you have 
outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 25% coinsurance 50% coinsurance --------none-------- 

Physician/surgeon fees 25% coinsurance 50% coinsurance --------none-------- 

If you need 
immediate 
medical attention 

Emergency room care $400/visit then 25% 
coinsurance Covered as In-Network --------none-------- 

Emergency medical 
transportation 25% coinsurance Covered as In-Network --------none-------- 



 

Common  
Medical Event Services You May Need 

What You Will Pay Limitations, Exceptions, & 
Other Important Information In-Network Provider 

(You will pay the least) 
Non-Network Provider 
(You will pay the most) 

Urgent care $60/visit deductible does not 
apply 50% coinsurance --------none-------- 

If you have a 
hospital stay 

Facility fee (e.g., hospital room) 25% coinsurance 50% coinsurance 

120 days/benefit period for 
Inpatient physical medicine, 
rehabilitation including day 
rehabilitation programs and 
skilled nursing services 
combined 

Physician/surgeon fees 25% coinsurance 50% coinsurance --------none-------- 

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

Outpatient services 

Office Visit 
$30/visit deductible does not 

apply 
Other Outpatient 
25% coinsurance 

Office Visit 
50% coinsurance 
Other Outpatient 
50% coinsurance 

Office Visit 
Virtual visits (Telehealth) 
benefits available. 
Other Outpatient 
--------none-------- 

Inpatient services 25% coinsurance 50% coinsurance --------none-------- 

If you are 
pregnant 

Office visits 
 $30/pregnancy for the first 1 

visit deductible does not 
apply, then 0% coinsurance 

 50% coinsurance One copayment per pregnancy 
for office visits services. 
Maternity care may include tests 
and services described elsewhere 
in the SBC (i.e., ultrasound). 

Childbirth/delivery professional 
services 25% coinsurance 50% coinsurance 

Childbirth/delivery facility 
services 25% coinsurance 50% coinsurance 

If you need help 
recovering or 
have other special 
health needs 

Home health care 25% coinsurance 50% coinsurance 
90 visits/benefit period for 
Home Health and Private Duty 
Nursing combined. 

Rehabilitation services 25% coinsurance 50% coinsurance *See Therapy Services section.  
Costs may vary by site of service. Habilitation services 25% coinsurance 50% coinsurance 

Skilled nursing care 25% coinsurance 50% coinsurance 

120 days/benefit period for 
Inpatient physical medicine, 
rehabilitation including day 
rehabilitation programs and 
skilled nursing services 
combined 

Durable medical equipment 25% coinsurance 50% coinsurance *See Durable Medical 
Equipment Section 

Hospice services 25% coinsurance 50% coinsurance --------none-------- 
Children’s eye exam Not covered Not covered --------none-------- 

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/aso. 
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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) 
Non-Network Provider 
(You will pay the most) 

If your child 
needs dental or 
eye care 

Children’s glasses Not covered Not covered 

Children’s dental check-up Not covered Not covered --------none-------- 
 
 

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 
• Cosmetic surgery 
• Infertility treatment  
• Weight loss programs 

• Bariatric surgery 
• Dental care (Adult) 
• Long-term care  
• Routine eye care (Adult) 

• Children’s dental check-up 
• Glasses for a child 
• Routine foot care unless medically 

necessary 
 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)    
• Chiropractic care 25 visits/benefit period 
• Private-duty nursing 90 visits/benefit period 

combined with Home Health 

• Hearing aids $2,000 maximum/ear/lifetime. 
 

• Most coverage provided outside the United 
States. See www.bcbsglobalcore.com 

 
  

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: State of Indiana Department of Insurance, 311 W. Washington Street, Suite 300, Indianapolis, Indiana 46204, (800) 622-4461, (317) 232-2395, 
www.in.gov/idoi/3008.htm, Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, or 
contact Anthem at the number on the back of your ID card. 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.HealthCare.gov or call 1-800-318-2596. 
 
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: 

ATTN: Grievances and Appeals, P.O. Box 105568, Atlanta GA 30348-5568 
 
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform 

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 
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premium tax credit. 

Does this plan meet the 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. 
 

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
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Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 
 

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

follow up care) 
 

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

controlled condition)  

 
 
 

 
 

 
 

 
 
 
 
 
 
n The plan’s overall deductible $2,500 
n Specialist copayment $30 
n Hospital (facility) coinsurance 25% 
n Other coinsurance 25% 
 
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)  
 

Total Example Cost $12,700 
  
In this example, Peg would pay: 

Cost Sharing 
Deductibles $3,500 
Copayments $0 
Coinsurance $2,300 

What isn’t covered 
Limits or exclusions $70 
The total Peg would pay is $5,870 

 
 
 
 
 

 
n The plan’s overall deductible $2,500 
n Specialist copayment $30 
n Hospital (facility) coinsurance 25% 
n Other coinsurance 25% 
 
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)  
 

Total Example Cost $5,600 
  
In this example, Joe would pay: 

Cost Sharing 
Deductibles $100 
Copayments $300 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $4,300 
The total Joe would pay is $4,700 

 
 
 
 
  
  
n The plan’s overall deductible $2,500 
n Specialist copayment $30 
n Hospital (facility) coinsurance 25% 
n Other coinsurance 25% 
 
This EXAMPLE event includes services 
like:  
Emergency room care (including medical supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 
 

Total Example Cost $2,800 
  
In this example, Mia would pay: 

Cost Sharing 
Deductibles $2,100 
Copayments $90 
Coinsurance $100 

What isn’t covered 
Limits or exclusions $10 
The total Mia would pay is $2,300 

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.    

 



 

 
 
 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025 
 Coverage for: Individual + Family | Plan Type: PPO 
American Senior Communities: Pay Saver Plan 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, https://eoc.anthem.com/eocdps/aso. 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 www.healthcare.gov/sbc-glossary/ or call (844) 
344-7409 to request a copy. 

 

Important Questions Answers Why This Matters: 
What is the overall 
deductible? 

$5,500/person or $11,000/family 
for In-Network Providers. 
$11,000/person or 
$22,000/family for Non-Network 
Providers. 

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. Primary Care. Specialist 
Visit. Preventive Care. Vision. 
For more information see below. 

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? 

$6,450/person or $12,900/family 
for In-Network Providers. 
$12,900/person or 
$25,800/family for Non-Network 
Providers.  

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, and health care this plan 
doesn't cover.  

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

Will you pay less if 
you use a network 
provider? 

Yes. See 
www.anthem.com/find-
care/?alphaprefix=AJS  
or call (844) 344-7409 for a list of 
network providers. Costs may 
vary by site of service and how 

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 network provider might use an out-of-network provider 
for some services (such as lab work). Check with your provider before you get services. 

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/aso. 
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the provider bills. 
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) 
Non-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 

$30/visit deductible does not 
apply 50% coinsurance Virtual visits (Telehealth) 

benefits available. 

Specialist visit $60/visit deductible does not 
apply 50% coinsurance Virtual visits (Telehealth) 

benefits available. 

Preventive care/screening/ 
immunization No charge 50% 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) 30% coinsurance 50% coinsurance Costs may vary by site of service 

Imaging (CT/PET scans, MRIs) 30% coinsurance 50% coinsurance Costs may vary by site of service 

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

Typically Generic (Tier 1) Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

Carved out to True Rx. 

Typically Preferred Brand & 
Non-Preferred Generic Drugs 
(Tier 2) 

Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

Typically Non-Preferred Brand 
and Generic drugs (Tier 3) 

Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

Typically Preferred Specialty 
(brand and generic) (Tier 4) 

Not covered (retail and home 
delivery) 

Not covered (retail and home 
delivery) 

If you have 
outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 30% coinsurance 50% coinsurance --------none-------- 

Physician/surgeon fees 30% coinsurance 50% coinsurance --------none-------- 

If you need 
immediate 
medical attention 

Emergency room care $400/visit then 30% 
coinsurance Covered as In-Network --------none-------- 

Emergency medical 
transportation 30% coinsurance Covered as In-Network --------none-------- 



 

Common  
Medical Event Services You May Need 

What You Will Pay Limitations, Exceptions, & 
Other Important Information In-Network Provider 

(You will pay the least) 
Non-Network Provider 
(You will pay the most) 

Urgent care $80/visit deductible does not 
apply 50% coinsurance --------none-------- 

If you have a 
hospital stay 

Facility fee (e.g., hospital room) 30% coinsurance 50% coinsurance 

120 days/benefit period for 
Inpatient physical medicine, 
rehabilitation including day 
rehabilitation programs and 
skilled nursing services 
combined 

Physician/surgeon fees 30% coinsurance 50% coinsurance --------none-------- 

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

Outpatient services 

Office Visit 
$30/visit deductible does not 

apply 
Other Outpatient 
30% coinsurance 

Office Visit 
50% coinsurance 
Other Outpatient 
50% coinsurance 

Office Visit 
Virtual visits (Telehealth) 
benefits available. 
Other Outpatient 
--------none-------- 

Inpatient services 30% coinsurance 50% coinsurance --------none-------- 

If you are 
pregnant 

Office visits 
 $30/pregnancy for the first 1 

visit deductible does not 
apply, then 0% coinsurance 

50% coinsurance One copayment per pregnancy 
for office visits services. 
Maternity care may include tests 
and services described elsewhere 
in the SBC (i.e., ultrasound). 

Childbirth/delivery professional 
services 30% coinsurance 50% coinsurance 

Childbirth/delivery facility 
services 30% coinsurance 50% coinsurance 

If you need help 
recovering or 
have other special 
health needs 

Home health care 30% coinsurance 50% coinsurance 
90 visits/benefit period for 
Home Health and Private Duty 
Nursing combined. 

Rehabilitation services 30% coinsurance 50% coinsurance *See Therapy Services section.  
Costs may vary by site of service. Habilitation services 30% coinsurance 50% coinsurance 

Skilled nursing care 30% coinsurance 50% coinsurance 

120 days/benefit period for 
Inpatient physical medicine, 
rehabilitation including day 
rehabilitation programs and 
skilled nursing services 
combined 

Durable medical equipment 30% coinsurance 50% coinsurance *See Durable Medical 
Equipment Section 

Hospice services 30% coinsurance 50% coinsurance --------none-------- 
Children’s eye exam Not covered Not covered --------none-------- 

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/aso. 
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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) 
Non-Network Provider 
(You will pay the most) 

If your child 
needs dental or 
eye care 

Children’s glasses Not covered Not covered 

Children’s dental check-up Not covered Not covered --------none-------- 
 
 

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 
• Cosmetic surgery 
• Infertility treatment  
• Weight loss programs 

• Bariatric surgery 
• Dental care (Adult) 
• Long-term care  
• Routine eye care (Adult) 

• Children’s dental check-up 
• Glasses for a child 
• Routine foot care unless medically 

necessary 
 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)    
• Chiropractic care 25 visits/benefit period 
• Private-duty nursing 90 visits/benefit period 

combined with Home Health 

• Hearing aids $2,000 maximum/ear/lifetime 
 

• Most coverage provided outside the United 
States. See www.bcbsglobalcore.com 

 
  

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: State of Indiana Department of Insurance, 311 W. Washington Street, Suite 300, Indianapolis, Indiana 46204, (800) 622-4461, (317) 232-2395, 
www.in.gov/idoi/3008.htm, Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, or 
contact Anthem at the number on the back of your ID card. 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.HealthCare.gov or call 1-800-318-2596. 
 
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: 

ATTN: Grievances and Appeals, P.O. Box 105568, Atlanta GA 30348-5568 
 
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform 

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 
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premium tax credit. 

Does this plan meet the 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. 
 

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
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Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 
 

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

follow up care) 
 

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

controlled condition)  

 
 
 

 
 

 
 

 
 
 
 
 
 
n The plan’s overall deductible $5,250 
n Specialist copayment $60 
n Hospital (facility) coinsurance 30% 
n Other coinsurance 30% 
 
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)  
 

Total Example Cost $12,700 
  
In this example, Peg would pay: 

Cost Sharing 
Deductibles $5,500 
Copayments $0 
Coinsurance $1,200 

What isn’t covered 
Limits or exclusions $70 
The total Peg would pay is $6,570 

 
 
 
 
 

 
n The plan’s overall deductible $5,250 
n Specialist copayment $60 
n Hospital (facility) coinsurance 30% 
n Other coinsurance 30% 
 
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)  
 

Total Example Cost $5,600 
  
In this example, Joe would pay: 

Cost Sharing 
Deductibles $100 
Copayments $400 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $4,300 
The total Joe would pay is $4,800 

 
 
 
 
  
  
n The plan’s overall deductible $5,250 
n Specialist copayment $60 
n Hospital (facility) coinsurance 30% 
n Other coinsurance 30% 
 
This EXAMPLE event includes services 
like:  
Emergency room care (including medical supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 
 

Total Example Cost $2,800 
  
In this example, Mia would pay: 

Cost Sharing 
Deductibles $2,100 
Copayments $200 
Coinsurance $100 

What isn’t covered 
Limits or exclusions $10 
The total Mia would pay is $2,410 

 

 

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.    

 



 

 

Language Access Services: 
(TTY/TDD: 711) 

Albanian (Shqip): Nëse keni pyetje në lidhje me këtë dokument, keni të drejtë të merrni falas ndihmë dhe informacion në gjuhën tuaj. Për të kontaktuar me 
një përkthyes, telefononi (844) 344-7409 
 
Amharic (አማርኛ): ስለዚህ ሰነድ ማንኛውም ጥያቄ ካለዎት በራስዎ ቋንቋ እርዳታ እና ይህን መረጃ በነጻ የማግኘት መብት አለዎት። አስተርጓሚ ለማናገር (844) 344-
7409 ይደውሉ። 
 
 

. (844) 344-7409   
 
Armenian (հայերեն). Եթե այս փաստաթղթի հետ կապված հարցեր ունեք, դուք իրավունք ունեք անվճար ստանալ օգնություն և 
տեղեկատվություն ձեր լեզվով: Թարգմանչի հետ խոսելու համար զանգահարեք հետևյալ հեռախոսահամարով՝ (844) 344-7409: 
 
 
 

 
  (844) 344-7409. 

 
 

 
  (844) 344-7409  
 
 

 

  (844) 344-7409  
 
Chinese (中文)：如果您對本文件有任何疑問，您有權使用您的語言免費獲得協助和資訊。如需與譯員通話，請致電(844) 344-7409。 
 
 

 
 (844) 344-7409. 

 
Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken, 
belt u (844) 344-7409. 
 

 
  (844) 344-7409  

   
French (Français) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement à ces informations et à une aide dans votre 
langue. Pour parler à un interprète, appelez le (844) 344-7409.              



 

 

Language Access Services: 
German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Ihrer Sprache. Um mit 
einem Dolmetscher zu sprechen, bitte wählen Sie (844) 344-7409. 
 
Greek (Ελληνικά) Αν έχετε τυχόν απορίες σχετικά με το παρόν έγγραφο, έχετε το δικαίωμα να λάβετε βοήθεια και πληροφορίες στη γλώσσα σας δωρεάν. Για να 
μιλήσετε με κάποιον διερμηνέα, τηλεφωνήστε στο (844) 344-7409. 
 
Gujarati (ગજુરાતી):  જો આ દ%તાવેજ અંગે આપન ેકોઈપણ 23ો હોય તો, કોઈપણ ખચ8 વગર આપની ભાષામાં મદદ અને માિહતી મેળવવાનો તમને 

અિધકાર છે. દુભાિષયા સાથે વાત કરવા માટે, કોલ કરો (844) 344-7409. 
 
Haitian Creole (Kreyòl Ayisyen): Si ou gen nenpòt kesyon sou dokiman sa a, ou gen dwa pou jwenn èd ak enfòmasyon nan lang ou gratis. Pou pale ak yon 
entèprèt, rele (844) 344-7409.  
 
 

 
 

(844) 344-7409  
 
Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus qhia hais ua koj hom lus yam 
tsim xam tus nqi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (844) 344-7409. 
 
Igbo (Igbo): Ọ bụr ụ na ị nwere ajụjụ ọ bụla gbasara akwụkwọ a, ị nwere ikike ịnweta enyemaka na ozi n'asụsụ gị na akwụghị ụgwọ ọ bụla. Ka gị na ọkọwa 
okwu kwuo okwu, kpọọ (844) 344-7409. 
 
Ilokano  (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti 
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (844) 344-7409. 
 
Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi 
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (844) 344-7409. 
 
Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo 
aggiuntivo. Per parlare con un interprete, chiami il numero (844) 344-7409   
 
 

 
  (844) 344-7409  

 
 
 
 



 

 

Language Access Services: 
 
 
 

 

 (844) 344-7409  
 
Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe 
umusemuzi, akura (844) 344-7409. 
 
Korean (한국어): 본 문서에 대해 어떠한 문의사항이라도 있을 경우, 귀하에게는 귀하가 사용하는 언어로 무료 도움 및 정보를 얻을 권리가 

있습니다. 통역사와 이야기하려면(844) 344-7409 로 문의하십시오. 
 
 

 
  (844) 344-7409.  

 
 

 
 (844) 344-7409.  

 
 

 

 (844) 344-7409  
 
Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo qabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf 
mirgaa qabdaa. Turjumaana dubaachuuf, (844) 344-7409 bilbilla. 
 
Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch 
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (844) 344-7409 aa. 
 
Polish (polski): W przypadku jakichkolwiek pytań związanych z niniejszym dokumentem masz prawo do bezpłatnego uzyskania pomocy oraz informacji w 
swoim języku. Aby porozmawiać z tłumaczem, zadzwoń pod numer (844) 344-7409.  
 
Portuguese (Português): Se tiver quaisquer dúvidas acerca deste documento, tem o direito de solicitar ajuda e informações no seu idioma, sem qualquer 
custo. Para falar com um intérprete, ligue para (844) 344-7409.  
 
 

 

 (844) 344-7409  
 



 

 

 
Language Access Services: 
 
 

 
 (844) 344-7409. 

 
 

 
 (844) 344-7409. 

 
Samoan (Samoa): Afai e iai ni ou fesili e uiga i lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia 
talanoa i se tagata faaliliu, vili (844) 344-7409.  
 
Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomoć i informacije na vašem jeziku bez ikakvih 
troškova. Za razgovor sa prevodiocem, pozovite (844) 344-7409. 
 
Spanish (Español): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e información en su idioma, sin costos. Para hablar con un 
intérprete, llame al (844) 344-7409. 
 
Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan  kang humingi ng tulong at impormasyon sa 
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (844) 344-7409. 
 
Thai (ไทย): หากทา่นมคํีาถามใดๆ เกี1ยวกบัเอกสารฉบบันี: ทา่นมสีทิธิ=ที1จะไดรั้บความชว่ยเหลอืและขอ้มลูในภาษาของทา่นโดยไมม่คีา่ใชจ้า่ย โดยโทร  
(844) 344-7409 เพื1อพดูคยุกบัลา่ม 
 
 

 
 (844) 344-7409.  

 
 

 
   (844) 344-7409  

 
Vietnamese (Tiếng Việt): Nếu quý vị có bất kỳ thắc mắc nào về tài liệu này, quý vị có quyền nhận sự trợ giúp và thông tin bằng ngôn ngữ của quý vị hoàn 
toàn miễn phí. Để trao đổi với một thông dịch viên, hãy gọi (844) 344-7409. 
 
 

 
. (844) 344-7409     

 
 

 (844) 344-7409.  
 
Language Access Services: 



 

 

Language Access Services: 
 

It’s important we treat you fairly 

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the 
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t 
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services 
number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age, 
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance 
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA  23279. Or you can file a complaint with the U.S. Department of Health and 
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 

 
True Rx: American Senior Communities LLC: Coverage Period: 1/1/2025-12/31/2025 
Summary of Rx Benefits                                                                          Coverage for: Individual + Family | Plan Type:  Standard Plan 

 
 
 

This is only a summary. If you want more details about your Rx coverage and costs, contact True Rx Health Strategists at: 1-866-921-4047. 
 

 
 

Rx Plan 
Parameters 

Your cost if you use an  
Limitations & Exceptions In-network Out-of-network 

 
 
 
Generic Drugs 

30 Day Supply: $15 
90 Day Supply: $30 

 
 
 

Not Covered 

If you use a Non-Network Pharmacy, you are responsible 
for payment upfront. You may be reimbursed based on 
the lowest contracted amount, minus any applicable 
deductible or copayment amount. 

 

CVS/Walgreens/RiteAid 
30 Day Supply: $30 
90 Day Supply: $60 

 
 
 
Preferred Brand Drugs 

30 Day Supply: $30 + 30% ($65 Max)  
 
 

Not Covered 

90 Day Supply: $70 
 

CVS/Walgreens/RiteAid 
30 Day Supply: $60 + 30% ($130 Max) 

90 Day Supply: $140 
 30 Day Supply: $50 + 30% ($85 Max)  

 
 

Not Covered 

 90 Day Supply: $130 
Non-Preferred Brand  
Drugs CVS/Walgreens/RiteAid 

 30 Day Supply: $100 + 30% ($170 Max) 
 90 Day Supply: $260 
 
Specialty Drugs 

 
Not Covered 

 
Not Covered 

 
Additional resources are available through an external vendor 

 
 
 
 
 
 
 
 
 
 
 

Questions: Call 1-866-921-4047.                                                                                                                       True RX SBC Standard Plan Page 1 of 1



 

  

True Rx: American Senior Communities LLC: Coverage Period: 1/1/2025-12/31/2025 
 
Summary of Rx Benefits                                                                        Coverage for: Individual + Family | Plan Type:  Pay Saver Plan 

 
 
 

This is only a summary. If you want more details about your Rx coverage and costs, contact True Rx Health Strategists at: 1-866-921-4047. 
 

 
 

Rx Plan 
Parameters 

Your cost if you use an  
Limitations & Exceptions In-network Out-of-network 

 
 
 
Generic Drugs 

30 Day Supply: $15 
90 Day Supply: $30 

 
 
 

Not Covered 

If you use a Non-Network Pharmacy, you are responsible 
for payment upfront. You may be reimbursed based on 
the lowest contracted amount, minus any applicable 
deductible or copayment amount. 

 

CVS/Walgreens/Rite-Aid 
30 Day Supply: $30 
90 Day Supply: $60 

 
 
 
Preferred Brand Drugs 

30 Day Supply: $30 + 30% (max $85)  
 
 

Not Covered 

90 Day Supply: $110 
 

CVS/Walgreens/Rite-Aid 
30 Day Supply: $60 + 30% (max $130) 

90 Day Supply: $220 
 30 Day Supply: $50 + 30% (max $110)  

 
 

Not Covered 

 90 Day Supply: $160 
Non-Preferred Brand  
Drugs CVS/Walgreens/Rite-Aid 

 30 Day Supply: $100 + 30% (max $170) 
 90 Day Supply: $320 
 
Specialty Drugs 

 
Not Covered 

 
Not Covered 

 
Additional resources are available through an external vendor 

 
 
 
 
 
 
 
 
Questions: Call 1-866-921-4047.                                                                                                                             True RX SBC Pay Saver Plan  Page 1 of 1      
         



 

  

 
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: January 1, 2025–December 31, 2025 
American Senior Communities HRA Plan (Garner Health as Administrator) Plan Type: HRA (Integrated with Major Medical Plans:) 
                        Coverage for: Individual or Family 

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, contact your employer or call Garner Health at 1-866-

761-9586. 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 1-866-761-9586 to request a copy. 

 
Important Questions Answers Why This Matters: 

What is the overall 
deductible? $0 

Although this HRA does not itself have a deductible, it is integrated with an employer-sponsored major 
medical group health plan which may have an overall deductible. (See the SBC or the group health 
plan).  

Are there services covered 
before you meet your 
deductible? 

Not applicable. 
 

This HRA Plan is not subject to a deductible. The HRA Plan reimburses medical expenses you incur for 
medical care by health care providers that are recommended or approved through Garner Health’s 
website, smart phone application, or concierge service, up to the balance of your HRA amount. It does 
not reimburse medical expenses you incur for medical care by health care providers that are not 
recommended or approved by Garner. 

Are there other 
deductibles for specific 
services? 

No. The HRA Plan is integrated with an employer-sponsored group health plan which may have a 
deductible, including other deductibles for specific services.  

What is the out-of-pocket 
limit for this plan? Not applicable. The HRA Plan can only reimburse you up to the amount in your HRA account. 

What is not included in the 
out-of-pocket limit? Not applicable. The HRA Plan can only reimburse you up to the amount in your HRA account.  

Will you pay less if you use 
a network provider? It depends.  

The HRA Plan will only reimburse medical expenses you incur from a network provider that is 
recommended or approved through Garner Health’s website, smart phone application or concierge 
service, up to the balance of your HRA account. Out-of-network providers are not recommended or 
approved by Garner Health and no reimbursement will be available from your HRA account. 

Do you need a referral to 
see a specialist? It depends.   

This HRA Plan is integrated with an employer-sponsored group health plan. If the employer-sponsored 
group health plan requires a referral to see a specialist, then in order to be reimbursed up to the balance 
of your HRA account, you will need to (1) obtain a referral, and (2) select a specialist that is 
recommended or approved through Garner Health’s website, smart phone application, or concierge 
service.  
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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* 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 0-100%  N/A  

This HRA Plan is integrated with an employer-
sponsored group health plan. If this service is 
covered by the group health plan, you may be 
reimbursed up to the balance of your HRA 
account for eligible out-of-pocket deductible, 
copay, and coinsurance expenses. To be eligible 
for reimbursement for this type of medical 
expense, you must use the Garner Health’s 
website, smart-phone application, or concierge 
service to receive an in-network doctor 
recommendation or approval before you incur the 
out-of-pocket expenses with that doctor.  

Specialist visit Same as above. Same as above. Same as above. 
Preventive care/screening/ 
immunization Same as above. Same as above. Same as above. 

If you have a test Diagnostic test (x-ray, blood 
work) Same as above. Same as above. 

This HRA Plan is integrated with an employer-
sponsored group health plan. If this service is 
covered by the group health plan, you may be 
reimbursed up to the balance of your HRA 
account for eligible out-of-pocket  deductible, 
copay, and coinsurance expenses. To be eligible 
for reimbursement for this type of medical 
expense, you must use the Garner Health’s 
website, smart-phone application, or concierge 
service to receive an in-network doctor 
recommendation or approval before you incur the 
out-of-pocket expenses with that doctor. If a 
diagnostic test or imaging is non-invasive, then 
the eligible out-of-pocket expenses will qualify for 
reimbursement by the HRA if the test or imaging 
was ordered by a Garner-recommended or 
Garner-approved provider. If the test or imaging 
is invasive, then any out-of-pocket expenses will 
only qualify for reimbursement if the provider of 
the test is recommended to you by Garner, or 
approved by Garner, prior to the date of service. 
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Common Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 
Information* Network Provider 

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

If you have questions about what types of tests 
qualify as invasive or non-invasive, please 
contact the Garner Health concierge service via 
online chat using the Garner Health website or 
smartphone app, or by phone at (866) 761-9586.  

Imaging (CT/PET scans, MRIs) Same as above. Same as above. Same as above. 
If you need drugs to treat 
your illness or condition 
 
 
 
 
 
 
 
 

Generic drugs 
N/A. No coverage is 
available from your HRA 
account for this type of 
medical event  

N/A. No coverage is 
available from your HRA 
account for this type of 
medical event  

This HRA Plan is integrated with an employer-
sponsored group health plan, which may cover 
some of the out-of-pocket expenses related to 
drugs.  However, no coverage is available from 
your HRA account for this type of medical event.  

Preferred brand drugs Same as above Same as above Same as above. 

Non-preferred brand drugs Same as above Same as above Same as above. 

Specialty drugs Same as above Same as above Same as above. 

If you have outpatient 
surgery 

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

(Same as if you visit a 
health care provider’s office 
or clinic.) 

(Same as if you visit a 
health care provider’s office 
or clinic.) 

This HRA Plan is integrated with an employer-
sponsored group health plan. If this service is 
covered by the group health plan, you may be 
reimbursed up to the balance of your HRA 
account for eligible out-of-pocket deductible, 
copay, and coinsurance  expenses. To be eligible 
for reimbursement for this type of medical 
expense, you must use the Garner Health’s 
website, smart-phone application, or concierge 
service to receive an in-network doctor 
recommendation or approval before you incur the 
out-of-pocket expenses with that doctor.  

Physician/surgeon fees Same as above. Same as above. Same as above. 

If you need immediate 
medical attention Emergency room care  N/A  N/A 

 This HRA Plan is integrated with an employer-
sponsored group health plan, which may cover 
some of the out-of-pocket expenses related to 
immediate medical attention. However, no 
coverage is available from your HRA account for 
this type of medical event. 
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Common Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 
Information* Network Provider 

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

Emergency medical 
transportation Same as above. Same as above. Same as above. 

Urgent care Same as above. Same as above. Same as above. 

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

(Same as if you visit a 
health care provider’s office 
or clinic.) 

(Same as if you visit a 
health care provider’s office 
or clinic.) 

This HRA Plan is integrated with an employer-
sponsored group health plan.  If this service is 
covered by the group health plan, you may be 
reimbursed up to the balance of your HRA 
account for eligible out-of-pocket  deductible, 
copay, and coinsurance expenses. To be eligible 
for reimbursement for this type of medical 
expense, you must use the Garner Health’s 
website, smart-phone application, or concierge 
service to receive an in-network doctor 
recommendation or approval before you incur the 
out-of-pocket expenses with that doctor.  

Physician/surgeon fees Same as above. Same as above. Same as above. 

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

Outpatient services Same as above. Same as above. Same as above. 

Inpatient services  Same as above. Same as above. Same as above. 

If you are pregnant 

Office visits Same as above. Same as above. Same as above. 

Childbirth/delivery professional 
services 

Same as above. 
 Same as above. Same as above. 

Childbirth/delivery facility 
services Same as above. Same as above. Same as above. 

If you need help 
recovering or have other 
special health needs 

Home health care Same as above. Same as above. Same as above. 
Rehabilitation services Same as above. Same as above. Same as above. 
Habilitation services Same as above. Same as above. Same as above. 
Skilled nursing care Same as above. Same as above. Same as above. 
Durable medical equipment Same as above. Same as above. Same as above. 
Hospice services Same as above. Same as above. Same as above. 

If your child needs dental 
or eye care Children’s eye exam 

N/A. No coverage is 
available from your HRA 
account for this type of 
medical event. 

N/A. No coverage is 
available from your HRA 
account for this type of 
medical event. 

This HRA Plan is integrated with an employer-
sponsored group health plan, which may cover 
some of the out-of-pocket costs related to this 
type of medical event. However, no coverage is 
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Common Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 
Information* Network Provider 

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

available from your HRA account for this type of 
medical event. 

Children’s glasses Same as above. Same as above. Same as above. 
Children’s dental check-up Same as above. Same as above. Same as above. 

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.) 

● Any expense payable through another source 
(such as your employer’s group medical plan plan). 

● Any service or procedure your employer’s group 
medical plan does NOT cover.  

● Any service or procedure your employer’s group 
medical plan does NOT cover. 

● Any services or supplies beyond the amount in the 
HRA Account or services or supplies that are not 
reimbursable (even if they meet the definition of 
medical care) under the Internal Revenue Code 
Section 213. 

 

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

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: Department of 
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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.HealthCare.gov or call 1-800-318- 2596. 
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: [insert applicable contact information from 
instructions]. 
Does this plan provide Minimum Essential Coverage? No, however, this plan is integrated with a group health plan that may provide minimum essential coverage. 
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 the Minimum Value Standards? No, however, this plan is integrated with a group health plan that may meet the minimum value standards. 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. 

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 
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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 the 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 pre-natal care and a hospital 
delivery) 
■ The plan’s overall deductible $0 
■ Specialist [cost sharing] N/A 
■ Hospital (facility) [cost sharing] N/A 
■ Other [cost sharing] N/A 
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) 

 
Total Example Cost $12,700 
In this example, Peg would pay: 
Cost Sharing 
Deductibles N/A 
Copayments N/A 
Coinsurance N/A 
What isn’t covered 
Limits or exclusions N/A 
The total Peg would pay is N/A 

 

 
Managing Joe’s Type 2 Diabetes  
(a year of routine in-network care of a well- controlled 
condition) 
■ The plan’s overall deductible $0 
■ Specialist [cost sharing] N/A 
■ Hospital (facility) [cost sharing] N/A 
■ Other [cost sharing] N/A 
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) 

 
Total Example Cost $5,600 
In this example, Joe would pay: 
Cost Sharing 
Deductibles N/A 
Copayments N/A 
Coinsurance N/A 
What isn’t covered 
Limits or exclusions N/A 
The total Joe would pay is N/A 

 

 
Mia’s Simple Fracture 
(in-network emergency room visit and follow up care) 
 
■ The plan’s overall deductible $0 
■ Specialist [cost sharing] N/A 
■ Hospital (facility) [cost sharing] N/A 
■ Other [cost sharing] N/A 
This EXAMPLE event includes services like: 
Emergency room care (including medical supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

 
 

Total Example Cost $2,800 
In this example, Mia would pay: 
Cost Sharing 
Deductibles N/A 
Copayments N/A 
Coinsurance N/A 
What isn’t covered 
Limits or exclusions N/A 
The total Mia would pay is N/A 

 

 
** This HRA plan does not cover specific services the way a major medical health plan does. Instead, it reimburses eligible out-of-pocket deductible, copay, and 
coinsurance expenses that are incurred pursuant to your employer-sponsored major medical group health plan, and that are considered eligible for reimbursement under 
Section 213 of the Internal Revenue Code, up to the amount available in the HRA, and pursuant to the requirements described in the plan document. The employer’s group 
health plan (integrated with the HRA plan) would be responsible for the other costs of these EXAMPLE cover 
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