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The Picture of Health: Putting it Together
The eight steps outlined below can help you put it all together to form a healthier lifestyle and a healthier you

1. Get regular check-ups.

2. Understand Your
Personal Health Risks.

Making a doctor’s appointment when
you’re feeling fine may seem like a waste
of time but the truth is regular check-ups
and screenings can help detect problems
in the early stages when your chances for
treatment and cure are better. Your age,
current health, family history, and lifestyle
choices (what you eat, how active you are,
whether you smoke), and other important
factors will determine how often you need
check-ups and screenings.

3. Pick a PCP.
Pick a network doctor you
trust as your Primary Care
Physician to coordinate
your health care. When you
develop a relationship with
a PCP, your doctor can help
you stay healthy, look out
for signs of potential issues
and make certain all your
medications, treatments—
and other providers—are
on the same page and
watching out for you!

Knowing and understanding your
personal risk factors can help you
and your doctor plan for regular
screenings and lifestyle changes
that can reduce your health risks.
Look to eliminate risky behaviors
such as drinking too much or
driving without wearing a seatbelt.

4. Don’t smoke.

6. Be Physically
Active.
Walk. Dance. Ride a bike (don’t
forget to wear a helmet)!
Rake leaves. Do some extra
housework. All of these
activities count as exercise!
Current guidelines recommend
that the average healthy adult
get 30 minutes of moderate
exercise* 5 days a week to
maintain health and reduce
the risk for chronic disease.

If you don’t smoke,
don’t start. If you do
smoke, quit. And,
if you successfully
complete an
approved smoking
cessation program,
the Healthy
LifestylesSM program
will reimburse you
up to $200.

5. Eat a Healthy Diet.
Eat a variety of foods
including fruit, vegetables,
animal or vegetable protein
such as, meat, chicken, eggs,
beans, lentils, tofu or tempeh.
(Remember, you can speak to
a trained dietician through the
Healthy LifestylesSM program
if you need assistance putting
together a healthy diet.)

7. Stay at a Healthy
Weight.
Exercising and eating a healthy
diet can help. Remember to watch
portion sizes. Talk to your doctor,
or a dietician through the Healthy
LifestylesSM program, about what
and how much to eat. (Don’t
forget that the Healthy LifestylesSM
program will reimburse you up
to $200 per year for program fees
when you complete an approved
weight-loss program, such as
Weight Watchers.)

8. Make Time
for Sleep.
Eight is enough.
Getting enough
sleep is essential
for good health
and mental
and emotional
functioning.

* Moderate physical activity means working hard enough to raise your heart rate and break a sweat, yet still
being able to carry on a conversation. It should be noted that to lose weight or maintain weight loss, 60 to 90
minutes of physical activity may be necessary. Check with your Primary Care Physician before starting
any exercise program.
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About this
Benefits Guide

What’s Inside

All benefits described in
this guide are effective
January 1, 2012. To keep
the benefit explanations
as clear and non-technical
as possible, the benefit
descriptions in this guide
are only brief summaries.
In case of any question
about plan provisions, the
official plan documents
and/or contracts will govern
over this guide. Keep in
mind that the plan terms,
conditions, and benefits
may change in the future.
All benefits are provided
in accordance with the
appropriate collective
bargaining agreements.
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Enrollment Deadline
You must return your completed Phlex Enrollment form to the Fund Office no later than
10 days after you receive the form.

What You Need To Do Now
After you’ve read this guide:

1. C omplete both sides of your Census/Beneficiary card. If adding dependents to the plans, proper
documentation must be provided.

2. Review your enrollment form to see your available options and PhlexPoint costs.
3. Decide which benefit options are right for you.
4. Complete your 36 Phlex Plan Enrollment Form. Be sure to:
•• choose a plan option;
•• choose a level of coverage for medical, dental, vision;
•• sign and date the bottom of your enrollment form.

5. If you are waiving medical coverage:

•• complete and sign the Proof of Other Coverage form and provide proof of other coverage such as a
copy of your other ID card; and
•• return all necessary forms in the enclosed reply envelope.

6. Complete and return the Blue Cross enrollment form (in your Blue Cross enrollment packet,
which you will receive after you complete and return your 36Phlex enrollment form); and

•• choose a PCP (Primary Care Physician) by writing down the PCP code number (not your doctor’s
phone number) on the Blue Cross enrollment form.
Note: If your forms are incomplete, they will be returned to you. If your form is returned, you
must complete the missing information and return it to the Fund Office within 48 hours.

If You Don’t Return Your Enrollment Forms
If you do not return your enrollment forms by the deadline, you will:
•• receive “default” coverage as explained below and you will not be able to change your coverage
until the next Annual Enrollment period in November, unless you have a qualified status change
(see Page 7 for more details). Default coverage is:
–– Employee-only medical coverage under the High Option Plan;
–– Employee-only dental coverage;
–– Employee-only vision coverage under the enhanced plan; and
–– $25,000 of life insurance coverage.

36Phlex Phact!
REMEMBER: You must submit your completed forms to the Fund office no later than 10 days after you
receive the forms.
You must select a PCP and return your Blue Cross enrollment form by the deadline indicated.
1

SEIU & You: A Partnership in Health
SEIU is committed to providing benefits that offer you and your family security, choice and flexibility. As
part of this commitment, we offer programs and resources to support the health and well-being of you and
your family—support that includes a choice of two comprehensive medical plans, 100% coverage for most
in network preventive care, the Mental Health/Substance Abuse Program (through MH Consultants) and a
healthy living program, Healthy Lifestyles, through IBC.
Your health is critically important: it determines your quality of life, impacts your wallet, and
affects the Fund’s ability to offer its benefits programs.
The life style choices you make have a major impact on your health—and they may even save your life as
most leading causes of death today are preventable.
As you probably know healthcare costs in the U.S. continue to rise, but did you know that experts predict
the total cost of healthcare in 2012 will be $3.1 trillion? By 2018 experts predict that figure will grow to $4.4
trillion. Over the last ten years, the overall increases in company-sponsored healthcare program premiums
have grown at 4 times the rate of inflation and wage increases!* Rapidly rising healthcare costs have
made it increasingly challenging for the Fund to provide members with comprehensive healthcare coverage
that is affordable for both you and the Fund.
* Source: National Coalition on Health Care

So Why ARE Healthcare Costs So High?
A number of factors are responsible for the high cost of healthcare. Among them:
•• An aging U.S. population—The good news is that on average people are living longer. The bad news is
that as people age they require more healthcare.
•• Physician and hospital costs—An increase in the number of under-insured and uninsured people using
the care system and the increase in costly high-tech medical devices and treatments have resulted in
higher medical costs.
•• High-cost drugs—More prescriptions are being written, meaning that more people are taking
prescription drugs, often expensive new brand-name drugs, on a regular basis and the cost of specialty
drugs used to treat certain serious conditions is extremely high.

Why Should I Care About The Cost Of Healthcare?
Most members may not realize that the high cost of healthcare has a direct effect on the Fund’s bottom
line. While you share the cost through deductibles, copays and coinsurance, the Fund covers the rest of the
costs. So anything you do to reduce your healthcare costs also reduces the cost to the Fund.
The health decisions you make and how you use your healthcare benefits have a significant
impact on keeping you healthy and the cost of healthcare manageable for both you and the Fund.
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So, What Can I Do?
You can have a positive impact on the high cost of healthcare by taking steps to maintain or improve your
health. It may not be easy, but it’s important. In fact, the most important thing you can do is take care
of yourself. That means taking advantage of the 36Phlex Plan’s preventive care benefits and screenings,
exercising regularly and eating a healthy diet. Following the 8 Steps outlined on Page I is a great way to start
taking better care of yourself.
Think About This:
Your health habits can have a direct effect on whether you develop certain chronic conditions or diseases. If you,
or a family member, get a chronic disease, such as diabetes or heart disease, actively managing that condition can
help improve your condition and/or prevent the development of serious complications.
This Guide not only describes your benefit options, it shows how you can make a difference in
your wallet, your life, and your health by taking some simple steps.

How To Use This Booklet
Read the benefit descriptions in this book and think about your real needs and the needs of your family
before choosing the plans you want to enroll in. Think about any duplicate coverage you might have—or
any gaps in coverage. For example, if your family has medical coverage under your spouse’s plan but
not dental coverage, you can waive medical coverage under the Fund’s plan and enroll for family dental
coverage. That way you can use the PhlexPoints you save to buy extra life insurance to protect your family,
or use the points to enroll in a dependent care account to help pay for some of your child care expenses.

An Overview of the 36Phlex Plan Benefits Program
The 36Phlex Plan is a benefits program offering basic benefits such as medical, dental, vision and life
insurance coverage, and choice. You can pick and choose from a menu of coverage options and levels of
coverage to ensure that you create a benefits package that meets your specific needs. At the same time, the
36Phlex Plan allows the Fund to better manage constantly increasing healthcare costs.

How the Plan Works
The plan uses a point system, called PhlexPoints. Each benefit is assigned a cost (PhlexPoints).
The Fund gives you 100 PhlexPoints to spend on your benefits. You can use these PhlexPoints to buy any
combination of benefits. See your Enrollment Form for benefit options and PhlexPoint costs.
Make sure you choose the benefits that are right for you.
If the benefits you choose cost less than 100 PhlexPoints, you may use your remaining PhlexPoints to:
•• enroll in a Healthcare Reimbursement Account; and/or
•• enroll in a Dependent Care Reimbursement Account.
If your benefits cost 100 PhlexPoints or more, you will NOT be eligible to participate in the
reimbursement accounts.
If your benefits cost more than 100 PhlexPoints, you will have to contribute towards the cost of your
coverage. See your enrollment form to figure out the amount of your contribution.
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How Your PhlexPoints Work
When it comes to benefits, nobody knows your family’s needs better than you. That’s why the 36Phlex
Plan lets you pick and choose the benefits that are right for you. The 36Phlex Plan offers a variety of benefit
options, so you can choose the combination of benefit coverages that best suits your needs.

Meet Lakita, Hanna, John, and Norm:
Meet Lakita
Lakita, who is single with no children, enrolls in the High Option Plan, the dental
plan and the enhanced vision plan. She elects $25,000 worth of Life Insurance.
Lakita’s PhlexPoint total is 100.
Lakita will:
•• NOT be eligible to participate in the reimbursement accounts
How Lakita Uses the 36Phlex Plan to Support Her Health
Lakita’s mother, who is ill, has recently moved in with her. Lakita is caring for her
and is feeling stressed by the added responsibility.
Lakita called Healthy Lifestyles and ordered their stress management CD which is
teaching her coping strategies. She is also making an effort to practice the stress
reduction techniques she learned.

Meet Hanna
Hanna is married with one child. She and her child are covered under her
husband’s healthcare plan. She chooses to opt out of the Fund’s medical and
dental plans and enrolls in the discount vision plan and elects $10,000 worth of life
insurance.
Hanna will:
•• free up the most benefit $$$ (PhlexPoints)
•• be eligible to participate in the reimbursement accounts
Hanna uses her remaining PhlexPoints to:
•• participate in the Dependent Care reimbursement account

4
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Meet John
John, who is married with three children enrolls, in the High Option Plan, the
dental plan and the enhanced vision plan. He elects $50,000 worth of Life
Insurance.
John’s PhlexPoint total is more than 100.
John will:
•• have to make a contribution towards the cost of his coverage
•• NOT be eligible to participate in the reimbursement accounts
How John and his Family Use the 36Phlex Plan to Support Their Health
John and his family are very active. His twin sons and daughter all play sports
in school and the entire family bikes together. John’s wife Mary, who acts as the
family’s “health manager” took advantage of the Healthy Lifestyles reimbursement
program and got $25 back for each of the 5 helmets she purchased. In addition,
Mary uses the Healthy Living’s Wellness guidelines to keep track of which
preventive care services and immunizations each family member needs.

Meet Norm
Norm is single. He is enrolled in the Basic Plan, the dental plan, the vision plan and
elects $10,000 worth of Life Insurance.
Norm’s PhlexPoint total is less than 100.
Norm will:
• Be eligible to participate in the reimbursement accounts
How Norm Uses the 36 Phlex Plan to Support His Health
Norm is overweight and has recently been diagnosed with diabetes and high
blood pressure. His doctor discovered that both Norm’s blood glucose levels and
blood pressure were higher than normal during a routine physical. His doctor
has explained that getting more exercise and losing weight in conjunction with
following his new medication regimen can help him manage his diabetes. Norm’s
doctor is pretty sure that exercise and weight loss will help lower Norm’s blood
pressure, too. However, he will start Norm on blood pressure medication for now,
and keep a close eye on Norm’s numbers.
Norm has begun a walking routine and will soon start running. His goal is to run in
the Broad Street Run in May 2012.
Because Norm understands that high blood pressure and diabetes can cause
serious health problems including heart disease, blindness and kidney failure, he
called the Fund Office Disease Management Nurse and determined daily steps that
he can take to control his diabetes and high blood pressure.
Now, Norm talks with the nurse weekly to ensure he stays on his prevention plan and is
eating right and exercising more to help control his diabetes and high blood pressure.
Note: These examples are for illustration purposes only. The actual cost of benefits may be different.
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Basic Facts
Who’s Eligible?
You are eligible for the 36Phlex Plan if you are in covered employment, and your employer has been
certified to participate in the 36Phlex Plan and is required to make contributions on your behalf to the Fund.
The specific benefits for which you and your dependents are eligible are shown on your enrollment form.
If, after reading this material, you have questions about your benefits or your eligibility, please
call the Fund Office at 215-568-3262 or 1-800-338-9025 (outside the local calling area).
Because only you know which benefits are right for you, you must enroll to be covered under the
36Phlex Plan.

Eligible Dependents
If you are eligible to participate in the 36Phlex Plan, you may also enroll your eligible dependents for
medical, dental and vision benefits. Your eligible dependents are your spouse and children from birth to age
26. To be eligible, your spouse must not be legally separated from you. Dependent children whose coverage
would otherwise terminate solely due to attainment of age 26 may continue to be considered eligible
dependents while they are incapable of self-sustaining employment by reason of mental impairment or
physical handicap. You must provide evidence of disability within 31 days after your disabled dependent
child reaches age 26. Proof of continuing disability may be required by the Fund periodically.
“Children” are defined as natural children, stepchildren, adopted children (from the date of placement in
your home), and children placed for adoption. Any child for whom you gratuitously assume support will not
be considered an eligible dependent.

36Phlex Phact!
Your eligible dependent newborn is covered from birth, including care for congenital defects, birth
anomalies, prematurity and routine nursery care. However, you must enroll the child within 30 days
after birth for the child to be covered.

Qualified Medical Child Support Order (QMCSO)
If you are required to provide child support and healthcare coverage under a Qualified Medical Child
Support Order (QMCSO) contact the Fund Office for an explanation of the information required. A QMCSO
is any judgement, decree, or order issued by the court requiring you to provide healthcare coverage for
a child.
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Who Pays For Benefits
Your benefit plan and the required contributions are established by a collective bargaining agreement.
Your employer makes monthly contributions on your behalf to the Fund, which pays for all or part of your
health and welfare benefits. You pay a portion of the cost of the healthcare services you receive through
deductibles, copayments, and/or coinsurance.
You may share the cost of medical and dental coverage by paying a portion of the monthly premium cost
through payroll deductions, depending on the benefit option and coverage level you choose.

You May Pay for Coverage on a Before-tax Basis
If you are required to contribute towards the cost of your coverage, your contributions will be deducted
from your paycheck on a before-tax basis. Paying for coverage on a before-tax basis simply means that your
contributions are taken from your pay before Federal and Social Security taxes are deducted. Before-tax
contributions lower your taxable income and, therefore, save you money.
For example, if you earn $24,000 but pay $1,200 a year for coverage, you pay federal taxes on $22,800.
The treatment of state taxes varies. New Jersey state taxes will apply to your contributions. However, your
contributions are not subject to Delaware, Maryland, or Pennsylvania state tax.

Choose Your Benefits Carefully
Please read the information in this enrollment guide carefully. It’s important that you understand your
options because you need to make choices about the benefits you want. In addition, the choices you
make during the enrollment period stay in effect the entire year unless you have a qualified change
in status.

Your Elections Stay In Effect For One Year—Qualifying Status Changes
Your 36Phlex Plan benefit decisions take effect on January 1. You may change your Medical, Dental, Vision,
or Reimbursement Accounts elections during the year only if you have a change in status. Qualified changes
in status are:
•• a change in your marital status (such as marriage, divorce, or annulment);
•• a change in the number of your dependents (such as birth, legal adoption of your child, placement of a
child with you for adoption, or death of a dependent);
•• certain changes in employment status that affect benefits eligibility for you, your spouse or children, such
as: termination of employment, a strike or lockout, the start of or return from an unpaid leave of absence,
a change in worksite, a change in work schedule (for example, between full-time and part-time work,
decrease or increase in hours);
•• your child no longer meets the benefit plan’s eligibility requirements;
•• entitlement to Medicare or Medicaid (applies only to the person entitled to Medicare or Medicaid);
•• change to comply with a state domestic relations order pertaining to coverage of your dependent child;
•• your, your spouse’s, or child’s eligibility for COBRA coverage;
•• a significant increase in the cost of coverage or a significant reduction in the benefit coverage under your
or your spouse’s healthcare plan;
•• the addition, elimination, or significant curtailment of a coverage option;
•• a change in your spouse’s or child’s coverage during another employer’s annual enrollment period when
the other plan has a different period of coverage; or
•• a change in dependent care providers or costs if the providers are not relatives of the employee (applies
only for Dependent Care Reimbursement Account).
You must notify the Fund Office in writing of your request for a change in coverage within 31 days of the change in status, and
you must provide proof of the event.
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Making Changes
To keep your coverage up to date as required by plan rules, you should call the Fund Office at 215-568-3262
or 1-800-338-9025 (outside the local calling area) as soon as one of the following occurs:
•• marriage or divorce;
•• birth, placement for adoption, or adoption of an eligible dependent;
•• death of a spouse or covered dependent;
•• your child reaches age 26;
•• you move; or
•• you change employers.

Changing Your Healthcare Coverage—Special Enrollment Event
By law, you, your spouse, or your children may enroll in the healthcare plans at any time during the year if:
•• You waived coverage for yourself or your eligible dependents because you or your dependents had
other healthcare coverage and eligibility for that coverage is lost due to divorce, legal separation, death,
termination of employment, reduction in hours, or exhaustion of the COBRA coverage period under
another plan. In this case, you may enroll yourself and your eligible dependents who lost coverage
provided you enroll within 31 days after the loss of coverage, or
•• You acquire a new dependent through marriage, birth, adoption or placement for adoption. In this case,
you may enroll yourself, your spouse and your newly acquired dependents provided you enroll within 31
days after the event.
•• If you or your dependent lose Medicaid or Children’s Health Insurance Plan (CHIP) coverage because you
or your dependent are no longer eligible for that coverage—or if you or a dependent become eligible
for a premium assistance subsidy under Medicaid or CHIP—you may be able to enroll yourself or your
dependents in this Plan, provided you request enrollment and provide appropriate documentation within
60 days after the event.

Your Medical Plan Options
You have the ability to choose between two very different medical plans and an opt-out option so it is very
important you understand the differences between the options and how each option works.

Make Sure You Understand How YOUR Option Works
Both medical options provide coverage for medically necessary care. Both plans require you to elect a
Primary Care Physician (PCP). If you are in the Basic Plan (HMO), your Primary Care Physician (PCP) must
provide or refer you to care. No benefits will be paid for care or services received outside the Basic
Plan’s network.
The High Option Plan gives you freedom to use the doctors and hospitals of your choice but for certain
services, you get a referral from your PCP. You should know that when you receive care that requires a
referral and you do not get one from your PCP, you will pay more out of your own pocket.
The Medical Plan charts starting on Page 14, describe the benefits for common covered services. The
chart on Page 11 explains the key differences between the two medical options. Review these charts
carefully before you choose a medical plan.
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Your Medical Plan Choices
•• High Option Plan—This is a Point of Service (POS) Plan. When you enroll in this plan, you must choose a
Primary Care Physician (PCP). Certain services require coordination through your PCP. Please refer to your
Blue Cross Benefits Guide for information concerning which services require a referral from your PCP. This
type of care is called “referred care.” If you choose to obtain these services without a referral—this is called
“self-referred care”—benefits will be paid as though you received out-of-network services. If you use
providers outside the network, the Plan pays a lower level of benefits (generally 70% of plan allowance
after you meet the annual deductible). This is called “Self-Referred” care. If you choose the High Option Plan,
you will have less PhlexPoints to spend on other benefits;
•• Basic Plan—This is an HMO Plan. When you enroll in this plan, you must choose a Primary Care Physician
(PCP) and your PCP must provide or coordinate your medical treatment in order for you to
receive benefits under the plan. There is no out-of-network coverage under the Basic Plan. The
plan pays 100% for most services, including a wide range of preventive and routine care (a copay applies
to office visits), with no deductibles, coinsurance or claim forms. If you choose the lower cost Basic Plan, the
Fund will pass the savings onto you through extra PhlexPoints which you may spend on other benefits; and
•• Opt-out…and save—If you have other coverage, for example through another employer or your spouse,
you may choose to opt out of the Fund’s medical plan and spend your PhlexPoints on other benefits. This
option provides the most PhlexPoints, which you may spend on other benefits.

36Phlex Phact!
Both medical plans require you to choose a Primary Care Physician and you must obtain referrals
for certain services. If you do NOT choose a PCP, plan benefits may be limited or not paid at all.
If you change medical plans, confirm that your doctor is accepting new patients and is a
participating (Blue Cross) Physician.

Understand How Your Plan Works
The following pages provide side-by-side comparisons to help you understand the plans. Read these pages
carefully before deciding which plan to enroll in.
Expenses Must Be Medically Necessary
To be covered by the plans, the services or supplies must be medically necessary and appropriate and
covered by the plan. However, some services and supplies are not covered at all, while the benefits for other
services (such as chiropractic care) are limited. In addition, the expense must be incurred while the patient is
covered under the plan, unless specifically provided otherwise.
Emergency Care
A medical emergency is generally defined as a sickness or injury of such a nature that failure to get
immediate treatment could put a person’s life in danger or cause serious harm to bodily functions. Some
examples of medical emergencies include apparent heart attack, severe bleeding, loss of consciousness,
convulsions, and severe or multiple injuries.
If you need immediate emergency medical care for a condition that is life-threatening or potentially
disabling, get the care you need. Payment will be made at 100% for an emergency, after a copayment—
which may be waived if you are admitted. See the summary charts starting on Page 14 for detailed
information on how your option covers emergency care.
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Precertification Requirements
Certain services must be approved as medically necessary before you receive treatment. This is called
precertification. Below is a list of some services that require precertification:
•• ALL non-emergency hospital admissions

•• skilled nursing facility care

•• elective inpatient surgery

•• transplants

•• durable medical equipment over $500

•• obesity surgery

•• prosthetics and orthotics over $500

•• cataract surgery

•• speech therapy

•• hysterectomy

•• home healthcare and home infusion

•• MRI/MRA

•• inpatient hospice care

•• CT/CTA Scan

•• private duty nursing

•• PET Scan

Note: This is not a complete list of services. Please contact Blue Cross Member Services for more information
about which services require precertification.

36Phlex Phact!
It is your responsibility to ensure that your doctor or hospital obtains precertification when necessary.

Some
Important
Terms
10

Annual Copayment Maximum —
Both medical plans protect you
from costly medical expenses by
limiting your annual copayment
costs for care. You pay your
copayments until you reach the
Annual Copayment Maximum. (See
the medical plan charts for your
option for more information.)

Coinsurance—
is the percentage of eligible costs
that you pay for services, after the
deductible has been paid.

Deductible—
is the portion of your covered
expenses that you pay each year
before your medical plan begins to
pay benefits for specified services.

In-network Care—
The High Option Medical Plan
allows you to access a select group
of providers. When you use these
providers, you are receiving
“in-network care.”

Copayment—
the flat dollar amount you pay for
some medical services at the time
care is received.
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Key Differences Between the High Option Plan and the Basic Plan
The chart below summarizes the key differences between the two medical plans. Read the rest of this guide
for detailed descriptions of each plan.

High Option Plan

Basic Plan
You must elect a PCP when you enroll

•• You may use the doctors and hospitals of your
choice. Staying in-network reduces your outof-pocket costs

•• Your PCP must provide your care or refer you
to HMO specialists

•• Deductible applies to out-of-network/
self-referred care services only; your annual
deductible is $250 per person and $500
per family

•• No deductible

•• Most services covered in-network at 100%, no
deductible

•• Most services covered at 100%

•• In-network inpatient hospital services
covered at 100%, no deductible

•• Inpatient hospital services covered
at 100%, after $100 per day copay
(max copay: $500 per admission)

•• You pay a $15 copay for doctors’ office visits

•• You pay a $15 copay for PCP office visits;
$30 for specialist & therapy services

•• For those services which are covered when
provided by an out-of-network provider,
the Plan pays 70% after deductible for most
eligible expenses

•• No out-of-network benefits

•• The out-of-network Out-of-Pocket Maximum
is $750 per person and $1,500
per family

•• Annual Copayment Maximum—
$1,500 per person or $3,000 per family

•• In-network Annual Copayment Maximum is
$1,000 per person or $2,000 per family

Out-of-Network Care
(High Option Plan only)—
Medical care that is received from a
doctor or healthcare provider that
is not part of the select group of
providers under the High Option Plan.
Self-Referred Care
(High Option Plan only)—
This is care you do not receive from
your PCP or care you receive without
a referral from your PCP. This is the
most expensive way to receive care. For
self-referred care, the plan generally
pays 70% of the plan allowance after
you satisfy the annual deductible.

Plan Allowance
(High Option Plan only)—
The amount the plan pays for
a specific medical service in a
geographic area. You are responsible
for the charges above plan allowance
if you do not use a network provider.

Primary Care Physician (PCP)—
Sometimes referred to as a “family
doctor,” this is the doctor who
provides first contact when you
have a health concern. The PCP also
provides continuing care and referrals
to specialists as needed. Blue Cross
has designated certain doctors as
“PCPs”; you must consult your Blue
Cross Physician Directory to select
an eligible PCP.
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Healthy Lifestyles—Working To Support Your Health Every Day!
Most people tend to think about their health and health care benefits only when they’re sick—or once a
year when it’s time for their annual physical. In truth you should think about your health and your health
care benefits every day.
Here’s why. The choices you make every day—the food you choose to eat, wearing a seatbelt, taking your
medication as directed by your doctor—can have a significant impact on your health either positively or
negatively. Independence Blue Cross’ Healthy Lifestyles programs can offer you support and guidance as
you take positive steps to improve your health and your chances of staying well.
From paying you back for the smart lifestyle choices you make to providing customized solutions as
individual as you are, the Healthy Lifestyles program is designed to keep you healthy. Best of all the
programs are free to you and your eligible dependents. You must be enrolled in one of the 36Phlex
medical plans, to be eligible to participate in the Healthy Lifestyles Program.
For more information or to enroll in any of the programs under the Healthy Lifestyles program,
call 1-800-ASK-BLUE Monday through Friday, 8 a.m. to 6 p.m. ET. Select prompt 1 for member
information, then select prompt 4 for Healthy Lifestyles or visit www.ibxpress.com.

36Phlex Phact!
You must enroll in the Healthy Lifestyles Program to be eligible. Special restrictions and guidelines
apply. Call the Healthy Lifestyles Program for more information.

Health Management Nurse Can Answer Your
Health-Related Questions
We’ve explained in previous sections how to take small positive steps to maintain or improve your health.
The SEIU Local 32BJ District 36 Benefit Fund Office now has an on-site Health Management Nurse to provide
guidance for your chronic health issues.
Understanding how difficult it can be to maintain your health when you suffer from a chronic medical
condition, the Fund Office now has an in-house staff nurse to help you take an active role in managing your
condition.

The nurse will be available, by phone or in-person to:
•• Answer your questions
•• Review signs and symptoms of chronic medical conditions
•• Assist you with formulating questions for your doctor
•• Send you helpful information
The nurse will work with you one on one by phone or at the Benefit Fund Office to help you understand
your medical issues and what you can do to stay as healthy as possible. Your conversations with the nurse
about your health issues are confidential.
Stop by the Benefit Fund Office and chat with the nurse. A ten minute conversation could put you on the
path to improved health and overall healthier living.
The nurse is available 9 a.m. to 4:30 p.m. Monday through Friday in-person at the
Fund Office or by phone at (215) 568-2345 or 1-800-338-9025 (outside calling area).
12
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Get Healthy AND Save Money Too!
To encourage your active participation in programs that can support or improve your health, your medical
plan will pay you back when you:
•• Join an approved fitness center. Record your workout each time you go to the gym. Once you
complete 120 workouts during a 365 day program enrollment period, submit a completed reimbursement
form with proof of payment and you’ll receive a reimbursement of up to $150!
•• Sign up for an approved weight loss program, such as Weight Watchers. Once you complete
the program, submit a completed reimbursement form with proof of payment and you’ll receive a
reimbursement of up to $200!
•• Choose a smoking cessation program from IBC’s list of regionally and nationally recognized programs
and sign up to quit! Once you complete the program, submit a completed reimbursement form,
along with a description of the program, proof of enrollment and all program receipts to receive a
reimbursement of up to $200!
The Healthy Lifestyles program gives you access to a number of other programs and resources that can help you:
•• Discover ways to manage stress. Simply request a free stress management CD that will help you
balance your life, manage your stress and learn how to do more in less time. You may also request a
special booklet that describes stress reduction techniques.
•• Get up to $25 back when you take a safety or first aid course through the American Red Cross, the
American Heart Association (AHA) or the American Safety and Health Institute (ASHI).
•• Get up to $25 back when you buy a bicycle helmet that has a sticker that shows it meets the
Consumer Product Safety Commission Standard or that it’s certified by the Snell Memorial Foundation.
•• Learn Wellness Guidelines. One of the best ways to remain healthy is to take advantage of the 36Phlex
Plan’s preventive care benefits, such as routine physicals, immunizations and health screenings. The
Wellness Guidelines can help you keep track of which preventive services you and your family members
should receive and how often.
•• Prepare to welcome your baby. The Baby BluePrints® program can provide you with prenatal resources
and information about each stage of your pregnancy and your baby’s development. In addition, you can
get up to $50 back for attending a parenting class.
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A Snapshot of the High Option Plan Benefits
This chart gives you a quick look at the High Option Medical Plan. Please refer to your Summary Plan
Description for complete information about the High Option Plan’s benefits.
BENEFIT		

IN-NETWORK/REFERRED

OUT-OF-NETWORK/SELF-REFERRED

100% after $15 copay

70% after deductible

Routine GYN Exam/Pap Smear
(1 per calendar year)

100%

70%, no deductible

Mammogram

100%

70% after deductible

Pediatric Immunizations

100%

70% after deductible

Physical, Occupational or Speech
Therapy*
up to 30 visits per calendar year

100% after $15 copay

Not covered

Cardiac or Pulmonary Rehabilitation
up to 36 visits per calendar year

100% after $15 copay

70% after deductible

Chiropractic (Spinal Manipulation)
up to 10 visits per calendar year

100% after $15 copay

70% after deductible

100%

70% after deductible
up to 70 days per calendar year

Doctor’s Office Visits (Primary and
Specialist services)

Hospital Inpatient*
Emergency Room

100%, after $100 copay
(waived if admitted to hospital)

100% after $100 copay
(waived if admitted to hospital)

Outpatient Lab/Pathology

100%

70% after deductible

Dialysis/Radiation/Chemotherapy

100%

70% after deductible

Home Healthcare*
up to 200 visits per calendar year

100%

70% after deductible

Hospice Care*
up to 210 days per lifetime

100%

Not covered

Skilled Nursing Facility*
up to 60 days per calendar year

100%

Not covered

Outpatient Surgery (precertification may
be required for some outpatient surgeries.)

100%

70% after deductible

Outpatient X-ray/Radiology

100%

70% after deductible

Durable Medical Equipment*

100%

Not covered

Ambulance
emergency transport
non-emergency transport*

100%
100%

100%, no deductible
70% after deductible

Outpatient Private Duty Nursing*
up to 360 hours per calendar year

90%

70% after deductible

Deductible

N/A

$250/person
$500/family

Annual Copayment Maximum
Out-of-pocket Maximum		

$1,000/person $2,000/family

N/A

None

$750/person
$1,500/family

Mental Health/Substance Abuse Program (coverage for psychiatric care and substance abuse) Mental Health/Substance Abuse
Program is not part of the medical plan and approval is needed. For approval call MH Consultants Inc. at 1-800-255-3081.
Behavioral Health/Substance Abuse
In-patient: up to 30 days per year limited to 2 admissions per lifetime.................................................100%
Intensive Outpatient/Partial Hospital: up to 120 days per lifetime** . ..............................................100%
Outpatient up to 40 visits per year; lifetime maximum: 250 visits...........................................................100%, after $15 copay
No benefits are paid for out-of-network services; MHC must approve and manage all treatment or no benefits will be paid.
*Precertification required for these services. This is not a complete list of services. Please contact Blue Cross Member Services for more
information about which services require precertification.
**Intensive Outpatient/Partial Hospitalization benefits are considered part of your inpatient Behavioral Health/Substance Abuse benefit. Two
intensive outpatient sessions or two partial hospitalizations count as one inpatient day; any intensive outpatient/partial hospitalizations count
toward the lifetime inpatient maximum.

14

2012 36Phlex Benefits Guide

A Snapshot of the Basic Plan Benefits
This chart gives you a quick look at the Basic Medical Plan. Please refer to your Summary Plan Description for
complete information about the Basic Plan’s benefits.
BENEFIT
Doctor’s Office Visits

PCP: 100% after $15 copay
Specialist: 100% after $30 copay

Routine GYN Exam/Pap Smear
1 per calendar year ; no referral needed

100%

Mammogram—no referral needed

100%

Pediatric Immunizations

100%

Physical and Occupational Therapy
up to 30 visits per calendar year

100%, after $30 copay

Cardiac and Pulmonary Rehabilitation
up to 36 visits per calendar year

100%, after $30 copay

Speech Therapy*—up to 20 visits per calendar year

100%, after $30 copay

Chiropractic (Spinal Manipulation)
up to 20 visits per calendar year

100% after $30 copay

Hospital Inpatient*
Emergency Room

100%, after $100 per day copay;
(Max copay: $500 per admission)
100%, after $100 copay (not waived if admitted)

Outpatient Lab/Pathology

100%

Dialysis/Radiation/Chemotherapy

100%

Home Healthcare*

100%

Hospice Care*

100%

Skilled Nursing Facility*
up 120 days per calendar year
Outpatient Surgery
Outpatient X-ray/Radiology

100%, after $50/ per day copay;
(Max copay: $250 per admission)
100%, after $50 Copay
Routine/Diagnostic: 100% after $30 copay
MRI/MRA, CT/CTA Scan, PET Scan: 100% after $60 copay

Durable Medical Equipment & Prosthetics*

70%

Ambulance (non-emergency ambulance services require
precertification)

100%

Outpatient Private Duty Nursing*
up to 360 hours per year

90%

Annual Copayment Maximum

$1,500/person
$3,000/family

Mental Health/Substance Abuse Program (coverage for psychiatric care and substance abuse) Mental Health/Substance Abuse
Program is not part of the medical plan and approval is needed. For approval call MH Consultants Inc. at 1-800-255-3081.
Behavioral Health/Substance Abuse
In-patient: up to 30 days per year limited to 2 admissions per lifetime....................................................................... 100%
Intensive Outpatient/Partial Hospital: up to 120 days per lifetime**................................................................... 100%
Outpatient—up to 40 visits per year; lifetime maximum: 250 visits............................................................................ 100%, after $15 copay
No benefits are paid for out-of-network services; MHC must approve and manage all treatment or no benefits will be paid.
*Precertification required for these services. This is not a complete list of services. Please contact Blue Cross Member Services for more
information about which services require precertification.
**Intensive Outpatient/Partial Hospitalization benefits are considered part of your inpatient Behavioral Health/Substance Abuse benefit. Two
intensive outpatient sessions or two partial hospitalizations count as one inpatient day; any intensive outpatient/partial hospitalizations count
toward the lifetime inpatient maximum.
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Prescription Drug Benefits
Prescription drug coverage is provided automatically when you enroll for medical coverage under one
of the 36Phlex Plan options. These benefits are provided through Express Scripts. When you need to fill a
prescription:
•• go to any participating pharmacy—with a network of over 50,000 pharmacies nationally, there’s sure to
be a participating pharmacy near you—and show your Express Scripts Prescription Drug ID card. You can
receive up to a 30-day supply of medication; or
•• use the Express Scripts Exclusive Home Delivery Program to get up to a 90-day supply of medication you
take for a chronic condition—delivered right to your door!
Note: You will NOT be eligible for prescription drug benefits if you opt-out of the medical plan.

How the Plan Works
The prescription drug plan uses a two-tier closed formulary that divides prescription drugs into two groups:
•• generic drugs; and
•• brand name drugs on the Express Scripts High Performance Formulary.

Your Copays
The amount you pay (your copay) for each prescription or refill will depend on which group your drug
belongs to and whether or not you get your prescription through retail or home delivery.
If your prescription is for a…

Retail
(30-day supply)

Home Delivery
(90-day supply)

You Pay
Generic Drug—A generic drug is basically a copy
of a brand name drug. Generic drugs are chemically
equal to the brand name version and are equal in
effectiveness.

$7

$14

Formulary Brand Name Drug—A formulary is a list
of brand name drugs that are chosen by a panel of
physicians and pharmacists. The drugs on this list are
carefully chosen for their effectiveness, safety, and
cost.

$22

$44

Brand name drugs not included in the formulary are NOT covered under the Prescription
Drug Plan.

36Phlex Phact!
You get the greatest plan benefit when you “stick to the list.” So remember to bring your drug
formulary list with you to your doctor’s visit. Using the Exclusive Home Delivery Program for
maintenance medications will save you even more money. (See Page 17 to find out how.)
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You Should Know…
1.	The plan will not cover any brand-name drugs not on the Express Scripts High Performance Formulary
(“the list”). If your doctor prescribes a medication that is NOT on the 2012 High Performance Formulary,
you will pay the entire cost out of your own pocket.
2.	In addition, the plan has a “mandatory generic feature” which means that if your doctor gives you
a prescription for a formulary brand-name drug and there is a generic version of that drug, you will
receive the generic version. If you request the formulary brand-name drug, you will pay the brand-name
copay PLUS the difference in cost between the formulary brand-name drug and the generic.

36Phlex Phact!
Any prescriptions filled at a retail pharmacy will be limited to a 30-day supply so
make sure your prescriptions are written for a 30-day supply. You may want to
consider using the Exclusive Home Delivery Program for any maintenance prescriptions.

What’s a Formulary?
A formulary is a list of generic and brand name drugs. The formulary was developed by the Express
Scripts Pharmacy and Therapeutics Committee—a panel of physicians and pharmacists. The committee
regularly reviews and updates the formulary based on the latest information available about each drug’s
effectiveness.
Be sure to give a copy of the formulary to your doctor so that he may refer to it whenever he writes a
prescription for you.

A Word About Generic Drugs
Generic drugs are the least costly of all medications but are equally as effective as their more costly brandname versions. When you use generic medications, you pay less out of your pocket and the Fund will save
money too.
That’s why our plan has a “mandatory generic” feature which means that the pharmacist will give you a
generic even if your prescription is written for the brand-name.
If your doctor gives you a prescription for a formulary brand-name drug and writes “dispense as written”
and there is a generic alternative but you choose to receive the brand-name drug you will pay the brandname copay PLUS the difference in cost between the generic and the brand-name.

Save Time & Money…with Home Delivery (Mail Order)
Many of our participants and their dependents need to take certain medications on an ongoing basis (such
as medicine for high blood pressure, and stomach problems). These are often referred to as “maintenance
medications.”
The Exclusive Home Delivery Program feature not only saves you time—prescription drugs are delivered
right to your door—it saves you money! Here’s how:
When you go to the Pharmacy you get a 30-day supply of medicine for a single copay. When you use home
delivery, you get a 90-day supply of medication for two copays. That’s like getting an extra month’s supply
of medicine free! And, Express Scripts discounts the cost of the prescriptions that you order through the
mail, which means that the Fund also saves money on mail order prescriptions.
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36Phlex Phact!
Using the Express Scripts Home Delivery Program saves you and the Fund money.

When to Use The Exclusive Home Delivery Service
If you take medication regularly for a chronic medical condition, such as high blood pressure or asthma,
you should consider using home delivery. You can have your doctor order up to a 90-day supply of eligible
maintenance drugs and refills for up to one year, if appropriate. The following chart shows some common
medical conditions that may require regular medication.

Common Conditions That May Require Maintenance Drugs
• anemia

• emphysema

• high blood pressure

• arthritis

• epilepsy

• thyroid or adrenal conditions

• diabetes

• heart disorders

• ulcers

Getting Started With The Exclusive Home Delivery (Mail Order) Program
To receive home delivery medication, ask your doctor to prescribe a 90-day supply of your medication and
up to three refills (one year supply), if needed. Send your prescription, a completed Mail Service Pharmacy
order form and your copayment in the Express Scripts postage-paid envelope or if you prefer, you may
order online by visiting www.express-scripts.com/getstarted. Your order will be processed and mailed
to you via U.S. Postal Service in 10–14 days—at no extra charge—along with reorder instructions for future
prescriptions and/or refills.
So don’t hesitate, get started right away. The home delivery program saves you trips to the pharmacy—and
saves you and the Fund money!

36Phlex Phact!
You should only use the home delivery feature for medications you will be taking on an ongoing basis
(maintenance medications). You should get medicines you will be using for only a short time such as
antibiotics at a retail pharmacy.
If your doctor prescribes a new maintenance medication, ask your doctor to write two prescriptions—one
for a short-term supply (up to 30 days) that you can fill immediately at a retail pharmacy and another for a
90-day supply to send to the Exclusive Home Delivery Program.
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Charges Not Covered
Some prescription drugs and supplies are not covered under this plan. The plan does not cover:
•• contraceptive devices (oral contraceptives are covered);
•• Norplant;
•• Minoxidil (Rogaine);
•• growth hormones;
•• infertility medication;
•• vitamins (single or in combination); only prenatal vitamins are covered (precertification required);
•• needles and syringes (unless for diabetic);
•• over-the-counter drugs;
•• vaccines (oral or injectable), immunological or serological agents;
•• medical appliances, such as back braces, bandages, cervical collars;
•• charges for the administration of any drug; and
•• any drugs NOT on the Express Scripts High Performance Formulary.
Note: This is only a partial list of charges not covered. Please refer to your Summary Plan Description for a
complete list of all exclusions.

Prescription Drug Plan Definitions
Here are some definitions to help you understand the prescription drug plan.
•• Brand Name—The “brand name” of a drug is what the manufacturer calls its product. When a company
manufactures a new drug, it obtains a patent, which lasts 20 or more years. This means only that company
has the exclusive right to manufacture and market the drug during the life of the patent. These drugs are
expensive to develop, test, get approval for, and to promote once approved. All of these expenses are
included in your cost of the drug, making it expensive.
•• Generic—Once a drug patent expires, the drug may be manufactured and sold by other companies
under a different name. The “generic name” is the name of the chemical compound that makes up the
drug. The active ingredient must be the same as the brand name drug. Generic drugs must meet the
same strict Food and Drug Administration standards as brand name drugs. But, because the maker of
the generic drug did not have to pay to develop, test, and market the drug, generic drugs are far less
expensive than brand name drugs.
•• Closed Formulary—A closed formulary is a list of generic and brand name drugs. A medical committee
of pharmacists and physicians chooses which drugs to include on the formulary based on each drug’s
effectiveness, safety and cost.
Drugs that appear on this list are covered by the plan. Drugs that are not included on the list are not
covered under the plan.
Your doctor can use the list to select medications for your healthcare needs, while helping you get the
most from your prescription drug benefit.
•• Non-Formulary Brand Name Drug—A non-formulary drug is a brand name drug that is not included
on the plan’s formulary list and therefore not covered.
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Vision Benefits
The 36Phlex Plan offers you two options for vision coverage:
•• an enhanced vision program—Care is provided through a network of optometrists and
ophthalmologists. You must receive care from participating doctors or optometrists to receive maximum
benefits; and
•• a discount vision program—This program allows you to receive discounted rates for eye exams,
eyeglasses, and contact lenses.
You may enroll yourself or choose coverage for you and your family.

The Enhanced Vision Plan—How the Plan Works
You have the option to receive eye care from an NVA participating provider or any other eye care specialist.
However, you receive maximum benefits when you use a participating doctor or optometrist.
•• When you use a participating provider, you receive maximum benefits because the Plan pays the full
cost or a large portion of the cost for most routine services; some limits apply.
•• When you use a non-participating provider, the plan will reimburse you for exams, eyeglass frames,
and lenses, or contact lenses, according to a schedule. You pay the full cost when you receive services.
Then, you must file a claim to be reimbursed for the Plan’s share of the cost.
What the Plan Pays
When you receive services from an NVA participating vision provider, the plan pays the cost for an
eye exam once every 24 months.
The plan also pays for one pair of new lenses and frames, or contact lenses up to $120 every 24 months.
When you receive services from a non-participating vision provider, the plan will pay up to $30 for an
eye exam once every 24 months.
The plan also pays up to $60 for lenses (single vision, bifocal, or trifocal) and up to $60 for frames, or up to
$120 for contact lenses once every 24 months.
Expenses Not Covered
The Vision Plan does not cover:
•• Fundus photography;
•• medical or surgical treatment of the eyes;
•• services or materials provided as a result of Workers’ Compensation Law or obtained by any governmental
agency or program; or
•• plain or prescription sunglasses.

Discount Vision Program—How the Plan Works
The Discount Vision Care Program is not a “full coverage” plan. If you enroll in this plan, you get a discounted
rate from certain providers for products and services available to the general public. You can realize
significant savings on eye care services and eyewear.
The discount vision program is provided by National Vision Administrators (NVA). NVA has a network of
participating Ophthalmologists, Optometrists, and Opticians to service you. You must use a participating
NVA provider to get the discounted services.
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How to Use The Plan
Here’s how to get the discount at a participating provider:
•• Choose a participating provider by calling NVA at 1-800-672-7723, or the Fund Office;
•• Make your eyewear selection—choose from hundreds of fashionable frames; and
•• Present your NVA ID card and the optical staff will apply the discount—no claim form needed.

36Phlex Phact!
There is no limit to the number of times you may use your ID card to get eye care services or eyewear.
However, you cannot use your card combined with any special offers, such as coupons or special
promotions.
Identification Cards
After you enroll in the plan, you will receive an ID card from NVA. You must show this card to a participating
provider each time you receive services or eyewear.
After you receive your ID card, review it carefully. Report any errors to the Fund Office.
Services Not Covered
The discount vision plan does not cover:
•• medical or surgical treatments of the eyes;
•• drugs or medications;
•• non-prescription lenses;
•• examination or materials not listed as a covered service;
•• services or materials provided by federal, state, local government or Workers’ Compensation; and
•• low vision aids.
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Dental Benefits
Regular, professional dental care is not only essential to good health, but it also can prevent serious or costly
problems. That’s why our Dental Plan, provided through Delta Dental, covers a full range of dental services
including diagnostic and preventive care.
Enrollment in the Dental Plan is optional—enroll in the plan if you (or your dependents) need coverage.
You may enroll in the dental plan even if you waive Medical coverage, and you may enroll for a different
coverage level. For example, you could enroll for employee-only Medical coverage but enroll for family
Dental coverage. Or you may choose to opt-out and use your PhlexPoints elsewhere. The choice is yours.

Chart Of Dental Benefits
Deductible
Annual Maximum Benefit
Preventive and Diagnostic Care

None
$1,000 per person per year
100%

•• Oral exam, cleaning, bitewing x-rays (twice a year); full-mouth
x-rays every 36 months
•• Fluoride treatments up to age 19 (once a year)
•• Sealants or space maintainers up to age 14
Basic Restorative

100%

•• Fillings
Major Restorative

50%

•• Repairs of existing crowns
•• Inlays, onlays, crowns, cast restorations
•• Bridges and dentures
Endodontics

80%

•• Root canal
Periodontics

80%

•• Gum treatment
Orthodontia (Children only)

50%
$1,000 lifetime maximum

How The Dental Plan Works
The Dental Plan allows you to go to any licensed dentist you choose. However, if you use a dentist who
participates in the Delta Dental network (participating dentist), you’ll save money because Delta dentists
have agreed to charge our participants the “contracted rate”—and will not “balance-bill” you. You will only
have to pay your coinsurance where applicable.
If you use a dentist who does not participate in the network, the plan pays the same percentage it would
pay if you used a network dentist. But, the amount paid is based on the plan’s contracted rate, not the
amount the dentist charges. The dentist may then bill you for the difference between what the plan pays
and what he/she charged (“balance-bill”). That means you may have to pay more out of your own pocket.
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How Using A Participating Dentist Can Save You Money
This is an example of how using a Delta network dentist can save you money.

Procedure: Crown
Dentist’s fee
Delta’s contracted rate
(eligible expense)
Plan pays (50% of contracted
rate)
You pay

If you use a
participating dentist

If you use a
non-participating dentist

$900
$700

$900
$700

$350

$350

$350

$550
(difference between Delta’s
contracted rate and the
dentist’s $900 fee)

If you use a Delta dentist, he or she will accept the contracted rate as payment in full; you will not
have to pay the difference between Delta’s contracted rate and your dentist’s fee.
As you can see, you save $200 just by using a Delta participating dentist—plus you won’t have to file a claim form.

Predetermine Benefits for Treatment Over $300
If your treatment is expected to cost $300 or more, ask your dentist to “predetermine benefits” with Delta
Dental before treatment starts (this means evaluating whether the suggested treatment is appropriate and
determining how much the Plan will pay for the care). With predetermination, you know exactly how much
the Plan will pay—and how much you will pay. That way, you can make financial arrangements before the
treatment begins.
To predetermine benefits, your dentist needs to send a claim form to Delta Dental describing the proposed
treatment and the estimated charges. Delta Dental will send you a statement showing the services that will
be covered and how much the Plan will pay. You can review the treatment plan with your dentist and agree
on the services to be performed. After treatment is completed, return the original statement, with dates of
services and necessary signatures, to Delta Dental for payment.

Orthodontia Benefit for Eligible Dependent Children
The dental plan covers orthodontic services for eligible dependent children. The plan will pay up to
a lifetime maximum benefit of $1,000 for each covered dependent child.

36Phlex Phact!
For orthodontia benefits to be paid, your eligible dependent children must be covered by the Plan when
treatment begins and throughout the course of treatment.
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Non-Covered Dental Services
The dental plan does not cover all services. Below is a partial list of services that are not covered.
•

general anesthesia, except with oral surgery;

•

implants and related services;

•

temporomandibular joint syndrome;

•

dietary planning, plaque control, or oral hygiene instructions; or

•

replacement of a device or appliance which is lost, stolen, or missing.

Please review your Summary Plan Description for a complete list of dental limitations and
exclusions.

36Phlex Phact!
Using a participating dentist lowers your out-of-pocket costs.
Participating dentists charge you a reduced amount for services so you generally pay less than you would
when using a non-participating dentist. Also, if you use a non-participating dentist, you are responsible
for paying any amounts above the contracted rate.

Life Insurance and Accidental Death & Dismemberment (AD&D)
Insurance
Today Life Insurance is more than a “peace of mind benefit”—it is one of life’s necessities. Life Insurance is
designed to offer protection to your family, or anyone who counts on your income, if you die. Accidental
Death and Dismemberment (AD&D) insurance pays a benefit to you if you suffer an accidental loss of a limb
or your eyesight, and pays a benefit to your beneficiary(ies) if you die as the result of a covered accident.
Providing financial security for your loved ones if you die, is important. The Fund pays the full cost of $10,000
of life insurance and $10,000 in AD&D coverage for you. You may choose to buy a larger amount of life and
AD&D insurance as explained below.
Dependents are not eligible for life and AD&D insurance coverage.

Amount of Life Insurance
Because the amount of coverage that’s right for each person varies, the 36Phlex Plan offers you three
coverage amounts:
•• $10,000—includes additional $10,000 in AD&D insurance;
•• $25,000—includes additional $25,000 in AD&D insurance; and
•• $50,000—includes additional $50,000 in AD&D insurance.
See your enrollment form for the amount of PhlexPoints you need to buy life and AD&D insurance
coverage.

Accelerated Benefit Option (ABO) Pays a Benefit When You May Need It Most
A special feature of our life insurance plan—the Accelerated Benefit Option (ABO)—allows you to receive a
portion of your life insurance benefit if you are terminally ill with a life expectancy of six months or less (as
certified by a doctor).
Under this feature, 80% of your life insurance benefit amount, to the maximum amount shown in the
schedule of benefits, would be payable to you while you are still living.
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The amount of any Accelerated Benefit Option benefit paid would be subtracted from your life insurance
coverage and the balance of the benefit would be paid to your beneficiary(ies) when you die.
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Don’t Forget—Your Beneficiary
To make sure any benefits are paid to the person you want, you must name your beneficiary—and keep
your beneficiary designations up to date as your life changes. If you are newly eligible, or have changes in
your dependent status, complete a Census/Beneficiary Card. Contact the Fund Office if you need a new
census card. Return the card to the Fund Office.

36Phlex Phact!
This Life Insurance benefit is generally only payable if you die while in active covered employment.
Any AD&D benefit payable as a result of your accidental death is equal to the amount of your life
insurance and is paid in addition to your life insurance benefit.
The amount of AD&D benefit depends on the type of accidental loss. See your Summary Plan Description,
or call the Fund Office for details.
Exclusions and certain limitations may apply. See your Summary Plan Description for a complete list of
exclusions and limitations.

Disability Income Benefits
If you are a full time employee and your employer makes an additional contribution to the Fund for disability
benefits, you are eligible for disability income benefits. Disability income benefits protect you and your family
from your loss of pay if you become disabled and cannot work due to a non-work-related illness or injury.
The plan pays benefits for up to a maximum of 26 weeks. The specific time allowance is determined by
the diagnosis and established disability guidelines. To become eligible for disability income benefits, you
must provide documentation from a legally qualified doctor certifying that you are disabled and unable to
perform your normal work duties.

36Phlex Phact!
The physician certifying your disability must be a network physician.
If you’re eligible, you’ll receive a weekly benefit equal to a percentage of your regular pay, up to a weekly
maximum, while you are disabled and remain under the direct regular care of a legally qualified doctor or
your care is being managed by the Mental Health/Substance Abuse Program, MH Consultants.

36Phlex Phact!
“Legally qualified physician” includes Medical Doctors (MD), Doctors of Osteopathy (DO), Doctors of
Dental Surgery (DDS), Doctors of Dental Medicine (DMD), or Doctors of Podiatric Medicine (DPM).
Your disability claim begins on the 4th working day after you visit your doctor as a result of your disability.
Disability Income Benefits will not be paid for any period in which you missed work before you visited
your doctor.

36Phlex Phact!
Any claim for disability must be filed with the Fund Office within 60 days from the initial date of
your disability. Be sure that all sections are completed and signed by you , your employer and your
attending physician before submitting to the Fund Office.
For more information about Disability Income Benefits, see your Summary Plan Description or call the Fund Office
at 215-568-3262 (1-800-338-9025 outside the local calling area).
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Reimbursement Accounts
Depending on the benefit choices you make, you may be eligible to participate in the Fund’s
Reimbursement Accounts.

Two Separate Accounts
There are two separate accounts—a Healthcare Reimbursement Account and a Dependent Care
Reimbursement Account. You may choose to participate in one or both accounts. If you choose to
participate in both accounts, you can’t transfer money from one account to the other—or use the money in
the Healthcare Account to pay for dependent care expenses or vice versa.
It’s important that you estimate your expenses carefully before contributing your PhlexPoints to these
accounts, because you will lose any balance remaining in this account after April 15. You may find it
helpful to use the Reimbursement Account Worksheets on Page 27 and Page 30 to estimate your expenses.
See Use It or Lose It Deadline for details.

36Phlex Phact!
You must enroll or re-enroll for these accounts because participation does not automatically continue
from year to year.

Who’s Eligible

You’re eligible to participate in the Reimbursement Accounts if your PhlexPoint total is less than 100. If
your benefits cost less than 100 PhlexPoints, you may choose to deposit the remaining PhlexPoints into
one or both of the reimbursement accounts. Each PhlexPoint you deposit into a reimbursement account
has a value of $5. For example, if the cost of the benefits you choose is 81 PhlexPoints, you will have 19
PhlexPoints available to deposit into a Reimbursement Account. That means you will have $95 each month
(19 PhlexPoints times $5) to deposit into your account.
Reminder: Over-the-counter drugs without a physician’s prescription are not eligible
for reimbursement.

Healthcare Reimbursement Account
With any benefit plan, there are some items that are not covered such as plan deductibles and copayments.
By depositing all or a portion of your PhlexPoints into your Healthcare Reimbursement Account, you can
set aside money to pay for healthcare—medical, prescription drug, dental and vision care—expenses that
are not reimbursed by any plan. When you submit the required documentation for eligible expenses, you’re
paid tax-free from your account.

How The Healthcare Reimbursement Account Works
You decide how many of your PhlexPoints you want to contribute based on your estimated expenses for the
coming year. You may contribute up to the total amount of your PhlexPoints.

36Phlex Phact!
Proper documentation must be included with the appropriate claim form. Submit the request for
reimbursement to the Benefit Fund Office.
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Healthcare Reimbursement Account Worksheet
Healthcare

Estimated Expenses

Deductibles........................................................................................................................................... $______________
Your share of covered expenses (copayments and/or coinsurance)................................. $______________
Items not covered, or partially covered by Fund benefits.................................................... $______________
Medical and/or dental expenses over plan limits.................................................................... $______________
Medical and/or dental expenses over UCR charges............................................................... $______________
Other expenses not covered by Fund benefits, but which can be deducted
on your income tax return............................................................................................................... $______________
TOTAL Annual Expenses................................................................................. $_ _____________

Eligible Healthcare Expenses
Only certain healthcare expenses are eligible for reimbursement. Eligible expenses include:
•• deductibles, copayments, and coinsurance amounts;
•• prescription drugs purchased in the United States;
•• expenses that are not covered, or are partially covered under your medical, dental, or vision plan; and
•• expenses beyond maximum medical and/or dental benefit limits, and/or above usual, customary and
reasonable (UCR) charges or plan allowances.

Healthcare Expenses Not Eligible For Reimbursement
You cannot use your healthcare account to reimburse:
•• expenses reimbursed by any other medical/dental/vision plans;
•• non-prescription items to maintain general health, such as vitamins, cosmetics, and shampoos;
•• health club, spa, or exercise class fees;
•• weight loss or smoking cessation programs without a doctor’s prescription;
•• cosmetic surgery (unless performed to correct a congenital deformity, or deformity resulting from injury
or disease);
•• contributions or premiums for healthcare coverage, for you, your spouse, and/or your children; and
•• over-the-counter medicines unless prescribed by your physician.

Use It Or Lose It Deadline
IRS regulations allow you to use the Reimbursement Accounts (if you’re eligible) to reimburse yourself
for eligible expenses incurred until March 15 of the year following the year in which you made the
contribution; any dollars not spent by that date are forfeited. That means any money remaining in your
Reimbursement Account(s) on December 31 may be used to reimburse expenses you incur through March
15 of the following year.
Note: You must submit expenses incurred during the grace period by April 15th of the following year. That
means you must submit your reimbursement form and receipts to the Fund Office no later than April 15.
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36Phlex Phact!
Over-the counter drugs are not eligible for reimbursement unless prescribed by your doctor (receipt must be
accompanied by a prescription.)

Dependent Care Reimbursement Account
If you must pay someone to care for dependents so that you (and your spouse, if you’re married) can work,
consider setting up a Dependent Care Account to pay yourself back for eligible dependent care expenses.
These expenses include the cost of a day care or elder care center or the cost of a caregiver. You cannot use
the Dependent Care Reimbursement Account for health-related expenses for dependents (the Healthcare
Reimbursement Account covers those expenses).

Who Qualifies as a Dependent
The expenses must be for “qualified dependents” which include:
•• Your dependent children under age 13 at the time the expense is incurred if you claim them as a
dependent on your federal tax return; and
•• Other dependents, such as your spouse, elderly parent, or an older child, if they are physically or mentally
disabled, unable to care for themselves, and you claim them as dependents for tax purposes.

36Phlex Phact!
You may use the Dependent Care Spending Account if you are responsible for caring for an eligible
dependent—and you must pay someone else to provide this care so that you can work. If you’re married,
you may use this account only if you both work, or if your spouse is a full-time student or disabled and
unable to care for himself or herself. In other words, if one of you stays home to care for the dependents,
or attends school part-time, you can’t use the account.

Eligible Dependent Care Expenses
Here are some of the expenses for which you can use the Dependent Care Account (provided the expenses
are necessary for you and your spouse to work):
•• Care in your home (the care provider cannot be your dependent or your child under age 19);
•• Licensed preschool or kindergarten (only the cost of care is an eligible expense if it can be separated from
the cost of schooling);
•• Qualified day care or family care center that requires a fee for service; it must also meet state and federal
regulations if it cares for more than 6 non-resident people at a time;
•• Before-school and after-school programs; and
•• Summer day camp (not overnight camp).
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Dependent Care Expenses That Are Not Eligible
You cannot use your Dependent Care Reimbursement Account to reimburse:
•• Care not related to employment (such as a baby-sitter during your non-working hours);
•• Expenses the IRS would not consider eligible for a federal tax deduction;
•• Expenses paid by another policy or plan (including health insurance, Medicare, or other federal or state
program);
•• Expenses for any period other than the calendar year in which you set up the account, or expenses
incurred while you were not a participant in this plan;
•• Nursing homes; and
•• Overnight camp.

Proof of Expense
When you file your claim for reimbursement, you must complete a claim form and provide an itemized bill
or proof that the expense is eligible to the Fund. Your request for payment must include the care provider’s
taxpayer identification number (TIN). For individual providers, the TIN is usually that person’s Social Security
number. If the person works in your home, you are responsible for filing an employer’s return with the IRS
and for paying Social Security tax on wages paid to that employee.

Federal Tax Credit or Dependent Care Account?
There are actually two tax-favorable options available when paying for day care—this Dependent Care
Reimbursement Account or the government’s Federal Child Care Tax Credit. You cannot claim the same
expenses under both the Dependent Care Reimbursement Account and the federal tax credit, but you may:
•• use the Dependent Care Account; or
•• use the federal tax credit (Depending on your adjusted gross income, you may take a tax credit for 20% to
35% of your dependent care expenses; the maximum amount that can be used to determine the tax credit
is $3,000 for one child and $6,000 for two or more children). So, if your credit is 20%, the maximum credit
for one child is $600 (20% of $3,000).
The expenses you reimburse through the Dependent Care Reimbursement Account directly offset dollar for
dollar the expenses you can submit for a federal tax credit. For example, if you have one child and receive
a $3,000 reimbursement from your Dependent Care Account, you have exhausted the available expenses
($3,000) you could claim for one child as a tax credit.
Whether the tax credit or the Dependent Care Reimbursement Account is the better method in your case
depends on your gross income and filing status. To get more information about which option best meets
your needs, you should check with your personal tax advisor.

Planning Your Dependent Care Account “Deposit”
You may find it helpful to use the worksheet on the following page to estimate your dependent care
expenses for next year. When calculating your total expenses for the year, consider changes that may occur.
For example:
•• Will you be adding to your family?
•• Will your dependent turn age 13 during the year?
•• Does your spouse intend to stop working this year?
Remember, you “lose what you don’t use”— so estimate carefully.
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Dependent Care Reimbursement Account Worksheet
Dependent care

Estimated Expenses

Day care, baby-sitting........................................................................................................................ $______________
Licensed pre-school or kindergarten........................................................................................... $______________
Before-school and after-school day care programs................................................................ $______________
Summer day camp.............................................................................................................................. $______________
Household services related to dependent care....................................................................... $______________
Social Security (FICA) tax for care provider................................................................................ $______________
Other eligible household services................................................................................................. $______________
Total Annual Estimated Cost.......................................................................... $_ _____________

Other Important Benefit Plan Information
Women’s Health And Cancer Rights Act
The Women’s Health and Cancer Rights Act requires group health plans to provide coverage for the
following services to any person receiving plan benefits in connection with a mastectomy:
•• Reconstruction of the breast on which the mastectomy has been performed;
•• Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
•• Prostheses and the treatment of physical complications for all stages of a mastectomy, including
lymphedemas (swelling associated with the removal of lymph nodes).
If you receive benefits from the Medical Plan for a mastectomy and you elect to have reconstructive surgery,
then the group health plan must provide coverage in a manner determined in consultation with the attending
physician and the patient. The Plan’s benefit for breast reconstruction and related services will be the same as
the benefit that applies to other services covered by your Medical Plan. While the law requires that we provide
this notice, it is important to note that the Fund’s Medical Plans already cover these expenses.
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