
 

035-NHP (AZ or NV)  Revised 02/2022 

 

January 2022 

Information Regarding Your New Hire Packet  

(Nevada, Arizona, and Utah) 

 

 Dear New Hire, 

Welcome to the Western Teamsters Welfare Trust.  This new hire packet contains the following 

documents: 

• Participant Data Form (PDF) 

• Summary Plan Description 

• Beneficiary Card 

• VSP Brochure Regarding Vision Benefits 

• Employee Assistance Program Brochure (Anthem Blue Cross) 

• SleepMaster Solutions Notice and Program Information Card 

• Return Envelope For Your Convenience 

 

To ensure that you and your dependents are covered under the Trust once eligibility rules have 

been satisfied, you must complete and submit the following forms in advance to the Trust 

Administrative Office: 

➢ Participant Data Form – Complete the form with your personal information.  If you are 

married and/or have dependents that you wish to be covered by the Trust, you must also 

include their information. 

 

➢ Proof of Dependent Eligibility – To enroll a dependent child, you must submit a photocopy 

of your child’s birth certificate.  If married, you must submit a photocopy of your marriage 

certificate to enroll your spouse.  

 

All forms must be returned to the Trust Administrative Office:  

Western Teamsters Welfare Trust 

Attn: Accounting & Eligibility  

225 South Lake Ave, Suite 1200 

Pasadena, CA  91101 

Fax: (626) 463-6048 

   

Failure to submit the above forms in a timely manner to the Administrative Office may result in a 

delay of claims processing.   

If you have any questions about your eligibility and other benefits, please contact the Administrative 

Office at (800) 872-5439. 

PS:sa 

Enclosures  





Western Teamsters Welfare Trust 

ENROLLMENT AND/OR CHANGE 

PARTICIPANT DATA FORM 

ADMINISTRATIVE USE ONLY 

Date:  

Initials:  

INSTRUCTIONS: 

• Use BLUE or BLACK INK and PRINT all information.

• Participant must complete this in FULL.

• If you are updating information only, please check here 

RETURN COMPLETED FORM TO: 

Northwest Administrators, Inc. 

Attn: Accounting & Eligibility 
225 South Lake Ave Ste 1200 
Pasadena, CA 91101-3019
Fax: (626) 463-6048 

PARTICIPANT DATA 

– –  Male   Female

Social Security Number Date of Birth 

Participant Last Name First Name Middle Initial 

 Single

Address (Mailing)  Married

Date Married 

 Divorced

City State Zip Code Date Divorced 

Employer (Company Name) Date of Hire Union Local No. Home Phone Number 

ELIGIBLE DEPENDENT DATA 

DEFINITION OF ELIGIBLE DEPENDENTS (List eligible dependents below.): 

Your spouse; your children who are: less than 26 years old or age 26 or older if incapable of self-support because of mental or physical 

incapacity beginning prior to age 26.  Eligible children are your Natural, Adopted, Step and Eligible Foster Children.  See your Plan 

booklet for a more complete description of eligible dependents.   

LIST ELIGIBLE DEPENDENTS AS DEFINED ABOVE. 

Middle 

Last First Initial Date of 

Birth 

Relationship 

to Participant Social Security No. Sex 

Does dependent reside 

with participant?  If 

no, complete next 

section. 

— — Male 

Female  
  Yes   No

— — Male 

Female  
  Yes   No

— — Male 

Female  
  Yes   No

— — Male 

Female  
  Yes   No

Proof of dependent eligibility may be requested; i.e., birth certificate, guardianship letters, marriage certificate, divorce papers.  Use bottom of reverse 

side to name additional dependents. 

IF DEPENDENT(S) DO NOT RESIDE WITH PARTICIPANT, COMPLETE BELOW 

Dependent Name Name of person with whom dependent resides Participant’s relationship to dependent 

Address of the above person (mailing) City, State, Zip 

Dependent Name Name of person with whom dependent resides Participant’s relationship to dependent 

Address of the above person (mailing) City, State, Zip 

Dependent Name Name of person with whom dependent resides Participant’s relationship to dependent 

Address of the above person (mailing) City, State, Zip 



OTHER INSURANCE DATA 

If you or any of your dependents have coverage with any other health care plan (coverage through an insurance company, a self-insured plan, a group retiree medical 

plan, including MEDICARE) or this trust, please complete this section. 

Type of Coverage   Medical   Dental   Vision   Other, i.e., Rx, Chiropractic, Mental Health 

Dependent Name Name of Insurance Company Name of Insured Person 

– – 
Insurance Company Address SSN of Insured Person 

City, State, Zip Code Relationship to Dependent 

Effective Date of Coverage Group or Policy Number 

Type of Coverage  Medical  Dental  Vision  Other, i.e., Rx, Chiropractic, Mental Health

Dependent Name Name of Insurance Company Name of Insured Person 

– – 

Insurance Company Address SSN of Insured Person 

City, State, Zip Code Relationship to Dependent 

Effective Date of Coverage Group or Policy Number 

Type of Coverage  Medical  Dental  Vision  Other, i.e., Rx, Chiropractic, Mental Health

Dependent Name Name of Insurance Company Name of Insured Person 

– – 
Insurance Company Address SSN of Insured Person 

City, State, Zip Code Relationship to Dependent 

Effective Date of Coverage Group or Policy Number 

DEPENDENT CHILDREN OF DIVORCED OR SEPARATED PARENTS 

If any dependent(s) added to coverage is covered under another health care plan and the natural parents are divorced or separated, you are required to provide the 

following information.  

Name or Parent with Custody (if parents have dual custody, indicate) Birth Date of Other Parent 

If divorced, did the court establish financial responsibility for the child(ren)’s health care?  No  Yes, if yes, please specify name and

address of the person with responsibility:   

Name Address 

City State Zip Code Phone Number 

ADDITIONAL DEPENDENT DATA 

LIST ELIGIBLE DEPENDENTS AS PREVIOUSLY DEFINED 

Middle 

Last First Initial Date of Birth 

Relationship 

to Participant Social Security No. Sex 

Does dependent reside 
with participant?  If no, 

provide address 

— — Male 

Female 

  Yes   No 

— — Male 

Female 

  Yes   No 

— — Male 

Female 

  Yes   No 

— — Male 

Female 

  Yes   No 

FAILURE TO RETURN A PARTICIPANT DATA FORM TO THE ADMINISTRATIVE OFFICE MAY DELAY THE PROCESSING OF YOUR CLAIMS 

It is a crime to knowingly provide false, incomplete, or misleading information to the Trust Administrative Office for the purpose of defrauding the Trust.  Penalties include 

imprisonment, repayment of all claims paid inappropriately, fines, and denial of insurance benefits.  With my signature, I hereby certify that the information provided on this 

Participant Data Form is true and correct and I authorize any person or institution providing care or services, or any organization in possession of insurance benefit 
information to release any and all information pertaining to the care or benefits provided to me or my dependents to the Western Teamsters Welfare Trust or its designated 

agent. 

× 

Participant’s Signature Date Signed 

FRT-PDF Revised 02/2022



 
 

035-BDC                                                                             Revised 02/2022 

WESTERN TEAMSTERS WELFARE TRUST  
 

HEALTH & WELFARE BENEFICIARY DESIGNATION FORM 

PLEASE TYPE OR PRINT 
 

 

Employee Name:  __________________________________________  Social Security Number:__________________  Male    Female 

 

Address:  ___________________________________________________________________________________________________________ 

 

_____________________________   ___________  _______________________     Telephone Number:  ______________________________

 City      State                Postal Code 

 

Present Employer:  ___________________________________________________________________________________________________ 

 

Local Union Number:  ________________________________________________________________________________________________ 

 

In the space provided below, please indicate the person or persons you wish to designate as beneficiary.  You may designate any person or 

persons, including your estate as beneficiary.  (Please Print all information) 

 

  I request that any Death Benefits be paid in equal shares to the Beneficiaries I have listed below. 

 

  I request that any Death Benefits be paid to the first Beneficiary named below who survives me. 

 

Full Name:_______________________________________________________ Relationship__________________  Date of Birth___________ 

 

Address____________________________________________________________________________________________________________ 

 

Phone Number________________________________________________ Social Security Number: ______________________________ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

Full Name:_______________________________________________________ Relationship__________________  Date of Birth__________ 

 

Address____________________________________________________________________________________________________________ 

 

Phone Number________________________________________________ Social Security Number:  ______________________________ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

Full Name:_______________________________________________________ Relationship__________________  Date of Birth__________ 

 

Address____________________________________________________________________________________________________________ 

 

Phone Number_______________________________________________________________________________________________________ 

 

I understand that this Beneficiary Designation cancels any prior Beneficiary Designation made by me for this death benefit. 

 

 

______________________________________________________________ ___________________________________________________ 

   Employee’s Signature     Date Signed 

 
 

 

Witnessed By:  _________________________________________________ ___________________________________________________ 

   Witness Signature      Date Signed 

 

Please fill out the above information and mail or personally return to: 
 
 

Western Teamsters Welfare Trust 

Attn: Accounting & Eligibility  

225 South Lake Ave, Suite 1200 

Pasadena, CA  91101 

FAX: (626) 463-6048 
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E
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o

u
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st o
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is p

lan
 (called

 th
e p

rem
iu

m
) w

ill b
e p
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vid

ed
 sep

arately. 
T

h
is is o

n
ly a su

m
m

ary. F
or m

ore inform
ation about your coverage, or to get a copy of the com

plete term
s of covera

ge, visit w
w

w
.nw

adm
in.com

.  F
or 

general definitions of com
m

on term
s, such as allow

ed am
ount, balance billing, coinsurance, copaym

ent, deductible, provider, or other underlined term
s see the 

G
lossary.  Y

ou can view
 the G

lossary at w
w

w
.dol.gov/ebsa/healthreform

 or call 1-800-872-5439 to request a copy. 
 

 

Im
p

o
rtan

t Q
u

estio
n

s 
A

n
sw

ers 
W

h
y T

h
is M

atters: 

W
hat is the overall 

d
ed

u
ctib

le? 

N
o deductible in-netw

ork 

$1,500 per person / $3,000 fam
ily out-of-netw

ork 

G
enerally, you m

ust pay all of the costs from
 providers up to the deductible 

am
ount before this plan begins to pay. If you have other fam

ily m
em

bers on the 
plan, each fam

ily m
em

ber m
ust m

eet their ow
n individual deductible until the 

total am
ount of deductible expenses paid by all fam

ily m
em

bers m
eets the 

overall fam
ily deductible. 

A
re th

ere services 
co

vered
 b

efo
re yo

u
 m

eet 
yo

u
r d

ed
u

ctib
le?

 

Y
es. H

om
e health care, hospice care, and 

prescription drugs are covered (additional copays 
m

ay apply) before the overall deductible is m
et. 

T
his plan covers som

e item
s and services even if you haven’t m

et the deductible 
am

ount. B
ut a copaym

ent or coinsurance m
ay apply. 

A
re th

ere o
th

er 
d

ed
u

ctib
les fo

r sp
ecific 

services?
 

Y
es. $75 for em

ergency room
 visits.  

Y
ou m

ust pay all of the costs for these services up to the specific deductible 
am

ount before this plan begins to pay for these services. 

W
h

at is th
e o

u
t-o

f-p
o

cket 
lim

it fo
r th

is p
lan

?
 

N
o m

axim
um

 in-netw
ork 

$4,500 individual / $9
,000 fam

ily out-of-netw
ork 

T
he out-of-pocket lim

it is the m
ost you could pay in a year for covered services. If 

you have other fam
ily m

em
bers in this plan, they have to m

eet their ow
n out-of-

pocket lim
its until the overall fam

ily out-of-pocket lim
it has been m

et. 

W
h

at is n
o

t in
clu

d
ed

 in
 

th
e o

u
t-o

f-p
o

cket lim
it?

 
P

rem
ium

s, balance-billed charges, and health care 
that this plan does not cover. 

E
ven though you pay these expenses, they don’t count tow

ard the out-of-pocket 
lim

it. 

W
ill yo

u
 p

ay less if yo
u

 
u

se a n
etw

o
rk p

ro
vid

er?
 

Y
es. S

ee w
w

w
.anthem

.com
/ca or w

w
w

.bcbs.com
 

or call 1-800-810-2583 for a list of netw
ork 

providers. 

T
his plan uses a provider netw

ork. Y
ou w

ill pay less if you use a provider in the 
plan’s netw

ork. Y
ou w

ill pay the m
ost if you use an out-of-netw

ork provider, and 
you m

ight receive a bill from
 a provider for the difference betw

een the provider’s 
charge and w

hat your plan pays (balance billing). B
e aw

are, your netw
ork 

provider m
ight use an out-of-netw

ork provider for som
e services (such as lab 

w
ork). C

heck w
ith your provider before you get services. 

D
o

 yo
u

 n
eed

 a referral to
 

see a sp
ecialist?

 
N

o.  
Y

ou can see the specialist you choose w
ithout a referral. 

   

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
http://www.dol.gov/ebsa/healthreform%20or%20call%201-800-872-5439
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#network-provider
http://www.anthem.com/ca
http://www.bcbs.com/
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
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N
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e least) 

O
u

t-o
f-N

etw
o

rk P
ro

vid
er 

(Y
o

u
 w

ill p
ay th

e m
o

st)  

If yo
u

 visit a h
ealth

 
care p

ro
vid

er’s o
ffice 

o
r clin

ic 

P
rim

ary care visit to treat an 
injury or illness 

$15 copay 
50%

 coinsurance 
–––––––––––none––––––––––– 

S
pecialist visit 

$15 copay 
50%

 coinsurance 
–––––––––––none––––––––––– 

P
reventive care/screening/ 

im
m

unization 
N

o charge 
50%

 coinsurance 
–––––––––––none––––––––––– 

If yo
u

 h
ave a test 

D
iagnostic test (x-ray, blood 

w
ork) 

N
o charge 

50%
 coinsurance 

B
enefits for out-of-netw

ork laboratory claim
s 

lim
ited to $300 per date of service. 

Im
aging (C

T
/P

E
T

 scans, M
R

Is)  
N

o charge 
50%

 coinsurance 
–––––––––––none––––––––––– 

If yo
u

 n
eed

 d
ru

g
s to

 
treat yo

u
r illn

ess o
r 

co
n

d
itio

n
 

M
ore inform

ation about 
p

rescrip
tio

n
 d

ru
g

 
co

verag
e is available at 

w
w

w
.express-

scripts.com
 

G
eneric drugs 

R
etail: $5.00 copay 

M
ail: $0.00 copay 

N
ot C

overed 
–––––––––––none––––––––––– 

P
referred brand drugs 

R
etail: $10 copay 

M
ail: $25.00 copay 

N
ot C

overed 
–––––––––––none––––––––––– 

N
on-preferred brand drugs 

R
etail: $10 copay 

M
ail: $25.00 copay 

N
ot C

overed 
–––––––––––none––––––––––– 

S
pecialty drugs  

S
ee above. 

N
ot C

overed 
–––––––––––none––––––––––– 

If yo
u

 h
ave o

u
tp

atien
t 

su
rg

ery 

F
acility fee (e.g., am

bulatory 
surgery center) 

$125 copay 
50%

 coinsurance 
Lim

ited to $1,000 per day at out-of-netw
ork 

am
bulatory surgical centers 

P
hysician/surgeon fees 

N
o charge 

50%
 coinsurance 

–––––––––––none––––––––––– 

If yo
u

 n
eed

 im
m

ed
iate 

m
ed

ical atten
tio

n
 

E
m

ergency room
 care 

$75 copay 
$75 copay 

–––––––––––none––––––––––– 

E
m

ergency m
edical 

transportation 
N

o charge 
N

o charge. 
–––––––––––none––––––––––– 

U
rgent care 

$35 copay 
50%

 coinsurance 
–––––––––––none––––––––––– 

If yo
u

 h
ave a h

o
sp

ital 
stay 

F
acility fee (e.g., hospital room

) 
$250 copay 

50%
 coinsurance 

P
reauthorization required. 

P
hysician/surgeon fees 

N
o charge 

50%
 coinsurance 

https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care
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O
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o
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If yo
u

 n
eed

 m
en

tal 
h

ealth
, b

eh
avio

ral 
h

ealth
, o

r su
b

stan
ce 

ab
u

se services 

O
utpatient services 

$15 copay 
50%

 coinsurance 
–––––––––––none––––––––––– 

Inpatient services 
$250 copay 

50%
 coinsurance 

P
reauthorization required. 

If yo
u

 are p
reg

n
an

t 

O
ffice visits 

$15 copay 
50%

 coinsurance 
–––––––––––none––––––––––– 

C
hildbirth/delivery professional 

services 
$250 copay 

50%
 coinsurance 

–––––––––––none––––––––––– 

C
hildbirth/delivery facility 

services 
–––––––––––none––––––––––– 

If yo
u

 n
eed

 h
elp

 
reco

verin
g

 o
r h

ave 
o

th
er sp

ecial h
ealth

 
n

eed
s 

H
om

e health care 
N

o charge. 
50%

 coinsurance 
U

p to 60 visits per person per calendar year. 
D

eductible w
aived for this service. 

R
ehabilitation services 

$15 copay 
50%

 coinsurance 
–––––––––––none––––––––––– 

H
abilitation services 

$15 copay 
50%

 coinsurance 
–––––––––––none––––––––––– 

S
killed nursing care 

$250 copay 
50%

 coinsurance 
U

p to 60 days per calendar year. 

D
urable m

edical equipm
ent 

N
o charge 

50%
 coinsurance 

Lim
ited $2,500 per calendar year. A

lso lim
ited 

to specific devices. R
efer to S

P
D

. 

H
ospice services 

N
o charge 

50%
 coinsurance 

U
p to $5,000 for one period of care. D

eductible 
w

aived for this service. 

If yo
u

r ch
ild

 n
eed

s 
d

en
tal o

r eye care 

C
hildren’s eye exam

 
C

opay only 
R

eim
bursem

ent up to $27 
$15 copay every 12 m

onths.1 exam
 every 12 

m
onths. 1 pair of glasses every 24 m

onths, if 
needed. O

ut of netw
ork reim

bursem
ent up to 

$48 for bifocal, $58 for trifocal, and $127 for 
lenticular lenses. 

C
hildren’s glasses 

C
opay only 

R
eim

bursem
ent up to $31 

for single lenses 

C
hildren’s dental check-up 

15%
 coinsurance 

15%
 coinsurance 

$2,000 m
axim

um
 per covered person, per 

calendar year. 

 E
xclu

d
ed

 S
ervices &

 O
th

er C
o

vered
 S

ervices: 

S
ervices Y

o
u

r P
lan

 G
en

erally D
o

es N
O

T
 C

o
ver (C

h
eck yo

u
r p

o
licy o

r p
lan

 d
o
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m

en
t fo
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o

re in
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atio

n
 an

d
 a list o

f an
y

 o
th

er exclu
d

ed
 services.) 

• 
C

osm
etic surgery. 

• 
Infertility treatm

ent. 

• 
Long-term

 care. 

• 
N

on-em
ergency care w

hen traveling outside the 
U

.S
. 

• 
W

eight loss program
s. 

 

 

https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
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* F
or m

ore inform
ation about lim

itations and exceptions call 1-800-872-5439 or visit us at w
w

w
.n

w
ad

m
in

.co
m

. 

O
th

er C
o

vered
 S

ervices (L
im

itatio
n

s m
ay ap

p
ly to

 th
ese service

s. T
h

is isn
’t a co

m
p

lete list. P
lease see yo

u
r p

lan
 d

o
cu

m
en

t.) 

• 
A

cupuncture 

• 
C

hiropractic care 

• 
D

ental C
are (A

dult) 

• 
H

earing aids 

• 
P

rivate-duty nursing 

 

• 
R

outine eye care (A
dult) 

• 
R

outine foot care 
 

 Y
o

u
r R

ig
h

ts to
 C

o
n

tin
u

e C
o

verag
e: T

here are agencies that can help if you w
ant to continue your coverage after it ends. Y

ou m
ay contact the plan at 1-800-872-

5439. Y
ou m

ay also contact your state insurance departm
ent, the U

.S
. D

epartm
ent of Labor, E

m
ployee B

enefits S
ecurity A

dm
inistration at 1

-866-444-3272 or 
w

w
w

.dol.gov/ebsa, or the U
.S

. D
epartm

ent of H
ealth and H

um
an S

ervices at 1
-877-267-2323 x61565 or w

w
w

.cciio.cm
s.gov.O

ther coverage options m
ay be 

available to you too, including buying individua
l insurance coverage through the H

ealth Insurance M
arketplace. F

or m
ore inform

ation about the M
arketplace, visit 

w
w

w
.H

ealthC
are.gov or call 1-800-318-2596.  

 Y
o

u
r G

rievan
ce an

d
 A

p
p

eals R
ig

h
ts: T

here are agencies that can help if you have a com
plaint against your plan for a denial of a claim

. T
his com

plaint is called a 
grievance or appeal. F

or m
ore inform

ation about your rights, look at the explanation of benefits you w
ill receive for that m

edical claim
. Y

our plan docum
ents also 

provide com
plete inform

ation to subm
it a claim

, appeal, or a grievance for any reason to your plan. F
or m

ore inform
ation about your rights, this notice, or assistance, 

contact the T
rust A

dm
inistration O

ffice at 1-800-872-5439 or the U
.S

. D
epartm

ent of H
ealth and H

um
an S

ervices at 1
-877-696-6775.  

 D
o

es th
is p

lan
 p

ro
vid

e M
in

im
u

m
 E

ssen
tial C

o
verag

e?
  Y

es 
If you don’t have M

inim
um

 E
ssential C

overage for a m
onth, you’ll have to m

ake a paym
ent w

hen you file your tax return
 unless you qualify for an exem

ption from
 the 

requirem
ent that you have health coverage

 for that m
onth. 

 D
o

es th
is p

lan
 m

eet th
e M

in
im

u
m

 V
alu

e S
tan

d
ard

s?
  Y

es  
If your plan doesn’t m

eet the M
inim

um
 V

alue S
tandards, you m

ay be eligible for a prem
ium

 tax credit to help you pay for a plan through the M
arketplace. 

 L
an

g
u

ag
e A

ccess S
ervices: 

[S
panish (E

spañol): P
ara obtener asistencia en E

spañol, llam
e al 1-800-872-5439.] 

[T
agalog (T

agalog): K
ung kailangan ninyo ang tulong sa T

agalog tum
aw

a
g sa 1-800-872-5439.] 

[C
hinese (中

文
): 如
果
需
要
中
文
的
帮
助
，
请
拨
打
这
个
号
码

1-800-872-5439.] 

[N
avajo (D

ine): D
inek'ehgo shika at'ohw

ol ninisingo, kw
iijigo holne' 1-800-872-5439.] 

––––––––––––––––––––––T
o see exam

ples of how
 this plan m

ight cover costs for a sam
ple m

edical situation
, see the next section.–––––––––––––––––––––– 

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
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T
he p

lan
 w

ould be responsible for the other costs of these E
X

A
M

P
LE

 covered services. 

P
eg

 is H
avin

g
 a B

ab
y

 

(9 m
onths of in-netw

ork pre-natal care and a 
hospital delivery) 

 

M
ia’s S

im
p

le F
ractu

re
 

(in-netw
ork em

ergency room
 visit and follow

 
up care) 

 

M
an

ag
in

g
 Jo

e’s typ
e 2 D

iab
etes

 

(a year of routine in-netw
ork care of a w

ell-
controlled condition)  

   

  
  

        ◼
 T

h
e p

lan
’s o

verall d
ed

u
ctib

le  
$0 

◼
 S

p
ecialist co

p
ay 

$15 
◼

 H
o

sp
ital co

p
ay 

$250 
◼

 O
th

er co
p
ay 

$15 
 T

h
is E

X
A

M
P

L
E

 even
t in

clu
d

es services like:  
S

pecialist office visits (prenatal care) 
C

hildbirth/D
elivery P

rofessional S
ervices 

C
hildbirth/D

elivery F
acility S

ervices 
D

iagnostic tests (ultrasounds and blood w
ork) 

S
pecialist visit (anesthesia)  

 T
o

tal E
xam

p
le C

o
st 

$12,700 
  In

 th
is exam

p
le, P

eg
 w

o
u

ld
 p

ay: 

C
ost S

haring 

D
eductibles 

$0 

C
opaym

ents 
$700 

C
oinsurance 

$0 

W
hat isn’t covered 

Lim
its or exclusions 

$60 

T
h

e to
tal P

eg
 w

o
u

ld
 p

ay is 
$760 

 

        ◼
 T

h
e p

lan
’s o

verall d
ed

u
ctib

le  
$0 

◼
 S

p
ecialist co

p
ay 

$15 
◼

 H
o

sp
ital co

p
ay 

$250 
◼

 O
th

er co
p
ay 

$15 
 T

h
is E

X
A

M
P

L
E

 even
t in

clu
d

es services like:  
P

rim
ary care physician office visits (including 

disease education) 
D

iagnostic tests (blood w
ork) 

P
rescription drugs  

D
urable m

edical equipm
ent (glucose m

eter)  
 T

o
tal E

xam
p

le C
o

st 
$7,400 

  In
 th

is exam
p

le, Jo
e w

o
u

ld
 p

ay: 

C
ost S

haring 

D
eductibles 

$0 

C
opaym

ents 
$1,000 

C
oinsurance 

$0 

W
hat isn’t covered 

Lim
its or exclusions 

$60 

T
h

e to
tal Jo

e w
o

u
ld

 p
ay is 

$1,060 

 

         ◼
 T

h
e p

lan
’s o

verall d
ed

u
ctib

le  
$0 

◼
 S

p
ecialist co

p
ay 

$15 
◼

 H
o

sp
ital co

p
ay 

$250 
◼

 O
th

er co
p
ay 

$15 
 T

h
is E

X
A

M
P

L
E

 even
t in

clu
d

es services like:  
E

m
ergency room

 care (including m
edical 

supplies) 
D

iagnostic test (x-ray) 
D

urable m
edical equipm

ent (crutches) 
R

ehabilitation services (physical therapy) 
 T

o
tal E

xam
p

le C
o

st 
$1,900 

  In
 th

is exam
p

le, M
ia w

o
u

ld
 p

ay
: 

C
ost S

haring 

D
eductibles 

$0 

C
opaym

ents 
$400 

C
oinsurance 

$0 

W
hat isn’t covered 

Lim
its or exclusions 

$0 

T
h

e to
tal M

ia w
o

u
ld

 p
ay is 

$400 

A
b

o
u

t th
ese C

o
verag

e E
xam

p
les: 

 

 

 

T
h

is is n
o

t a co
st estim

ato
r. T

reatm
ents show

n are just exam
ples of how

 this plan m
ight cover m

edical care. Y
our actual costs w

ill be 
different depending on the actual care you receive, the prices your providers charge, and m

any other factors. F
ocus on the cost sharing 

am
ounts (deductibles, copaym

ents and coinsurance) and excluded services under the plan. U
se this inform

ation to com
pare the portion of 

costs you m
ight pay under different health plans. P

lease note these coverage exam
ples are based on self-only coverage.    

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
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https://www.healthcare.gov/sbc-glossary/#deductible
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https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
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