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Professional Plating, Inc. offers an extensive employee benefit 

package, consisting of a selection of group health insurance plans with 

the option of a Select Account HSA. 

 

This booklet outlines all plans available, including important 

information regarding employee eligibility, employer contribution and 

waiting periods.  

 

For more detailed information and current rates, please contact our 

employee benefits representative: 

 

Ron Grams | 763-515-7335 

ron@healthinsuremarketplace.com 
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Professional Plating, Inc. 2018 Benefits Overview  
for Regular, Full-Time Employees 
 

Professional Plating Inc. offers the following benefits to full time employees:  
 

Description 

Medica 
Group Health 
Insurance 

The following plan options are available: 
● VantagePlus with Medica MN 6450-100% HSA Bronze 

● Medica Choice Passport MN 6450-0% HSA Bronze 

● VantagePlus with Medica MN 3000-55-110-30% Silver 

● Medica Choice Passport MN 3000-55-110-30% Silver 

 
Employer Contribution: 

● Professional Plating Inc. contributes 50% of the employee (single) monthly 
premium cost for the Medica 6450/100% VantagePlus Network Plan.  

● Employees may enroll in any of Medica plans offered and pay the 
difference in premium via payroll deduction.  
 

Waiting Period: 
● Coverage is effective the 1st of the month following 60 days of 

employment.  

Select 
Account HSA 

Employees can elect to contribute into HSA account via payroll deductions on a 
pre-tax basis. 

Dental 
Insurance 

Delta Dental Plan 
● Plan Option 1 
● Benefits cover diagnostic and preventative services at 100%. 
● Basic Restorative Care and Services: 90% coverage 
● Complex Services: 50%-80% coverage 

 
Employer Contribution: 

● Professional Plating Inc. contributes 60% of the single or family dental 
premium. 
 

Waiting Period: 
● Policy is effective the 1st of the month following 90 days of employment. 

 

 

 

 
 

PAGE 4 OF 15 



Health Insurance Plan Options 
for Regular, Full-Time Employees 

 

Effective January 1, 2018, Professional Plating, Inc. offers employees a choice of the following 

comprehensive health plans through Medica: 

● VantagePlus with Medica MN 6450-100% HSA Bronze 

● Medica Choice Passport MN 6450-0% HSA Bronze 

● VantagePlus with Medica MN 3000-55-110-30% Silver 

● Medica Choice Passport MN 3000-55-110-30% Silver 

VantagePlus with Medica 
Fairview, HealthEast and North Memorial An accountable care organization 
 

Three award-winning health care systems have partnered to offer convenient access to a broad 

network of healthcare providers. VantagePlus with Medica, one of the largest accountable care 

organizations in Minnesota, features an integrated member experience, a commitment to clinical 

quality and a focus on delivering cost-effective health care. 

About the VantagePlus Network 
● VantagePlus with Medica includes 3,500 primary and specialty care physicians, 650 clinics 

and 12 hospitals – health care providers you know and trust from Fairview, HealthEast, 

North Memorial and many popular independent clinics. 

● If members travel out of the plan’s service area (Minnesota, North Dakota, South Dakota 

and western Wisconsin) and need care, they have access to the Travel Program network.  

● This nationwide network is one of the largest in the country. If members have children 

attending college outside the service area, they can use this network, too. 

Benefits will be paid at the in-network level if you use a Medica VantagePlus provider: 

● Click here for to search for Medica Passport participating providers (MICPP) 

● Click here to search for Medica Vantage Plus participating providers (MICVPL) 
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The VantagePlus Experience  

 

VantagePlus also features: 
 

● Access to any primary or specialty care provider in the VantagePlus network. Some specialty clinics 
require a primary care visit first for tests and to help guide care. 

 
● A personal welcome call for new members to help them get off to a good start with their plan. 

 
● One phone number to call for questions about coverage or care. Members can talk with an advisor 

to see what their plan covers, learn how a claim was processed, schedule an appointment and 
more. 

 
● Access to MyChart, a secure online tool to help members track their health information and stay 

connected to their care team. 
 

● Many options for getting care that fits members’ needs: 
○ A 24/7 nurse line for quick answers to health questions. 
○ Schedule same-day appointments with a primary care provider. Many clinics also offer 

walk-in care with no appointment necessary, as well as early morning, evening and 
weekend hours. 

○ Online diagnosis and treatment (including a prescription, if needed) in less than an hour. 
 

● Unique wellness programs, including: 
○ A free wellness assessment (a $200 value) and discounts on nutrition consults, personal 

training, wellness coaching and more at HealthEast Ways to Wellness. 
○ A 12-week Well Together program designed by Fairview and Forest Lake YMCA to give you 

the personalized support you need to achieve your health and wellness goals (a $900 value 
for just $139). 

○ Online tools and resources to help you take steps to improve your health while earning gift 
cards with My Health Rewards by Medica®. 
 

● A three-month supply of medication for just two copays when prescriptions are filled at a Fairview, 
HealthEast or North Memorial pharmacy (for members with a copay pharmacy plan). 
 

● Dedicated help from a specialized pharmacist to make sure medications are best for a member’s 
conditions, lifestyle and budget. The pharmacist will review prescriptions, over-the-counter 
medicine, and herbal and other supplements. 
 

● Members will receive emails with tips for getting the most from their plan and learning more 
about their care options. 
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WHEN IT COMES TO HEALTH CARE, 
EVERYONE APPRECIATES CHOICES 

 

We know it’s important to offer options that will best 
meet your needs. If VantagePlus is not the right fit, 
you have the option to choose Medica Choice® 
Passport, which offers the largest network of 
providers. 
 
 

MEDICA CHOICE PASSPORT 

Medica Choice Passport is an open-access plan that 
lets your employees choose from any doctor, clinic or 
facility throughout the large network of over 800,000 
physicians and more than 5,300 hospitals nationwide. 
 
Regardless of their choice, employees have access to 
quality care and they can pick a plan that provides the 
care, convenience and cost savings they want. 
 

 
 

For more detailed information and current rates, please contact 
our employee benefits representative, Ron Grams: 

763-515-7335 | ron@healthinsuremarketplace.com  
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Overview of In-Network Medical Benefits 
Professional Plating Inc. contributes 50% of the employee (single) monthly premium cost for the 
Medica 6450/100% VantagePlus Network Plan. Employees may enroll in any of Medica plans offered 
and pay the difference in premium via payroll deduction.  
 

Benefits MIC VPL MN 
6450-100% HSA 

MIC PP MN  
6450-0% HSA 

MIC PP MN 
3000-55/110-30% 

MIC VPL MN 
3000-55/110-30% 

Network VantagePlus Choice Passport Choice Passport VantagePlus 

In-Network 
Deductible 

$6,450 per person/ 
$12,900 per family 

$6,450 per person/ 
$12,900 per family 

$3,000 per person/ 
$9,000 per family 

$3,000 per person/ 
$9,000 per family 

ER and 
Ambulance 

0% coinsurance 0% coinsurance 30% coinsurance 30% coinsurance 

Inpatient 0% coinsurance 0% coinsurance 30% coinsurance 30% coinsurance 

Lab 0% coinsurance 0% coinsurance No charge. Deductible 
does not apply. 

No charge. Deductible 
does not apply. 

X-ray 0% coinsurance 0% coinsurance 30% coinsurance 30% coinsurance 

Office Visit Primary care: 0% 
coinsurance  

 
Chiropractic: 0% 

coinsurance  
 

Convenience: 0% 
coinsurance 

Primary care: 0% 
coinsurance  

 
Chiropractic: 0% 

coinsurance  
 

Convenience: 0% 
coinsurance 

Deductible does not apply. 

Primary care: $55 
copay/ visit.  

Chiropractic: $55 
copay/ visit.  

Convenience: $40 
copay/ visit. 

Specialist: $110 
copay/visit 

Deductible does not apply. 
Primary care: $55 

copay/ visit.  
Chiropractic: $55 

copay/ visit.  
Convenience: $40 

copay/ visit. 
Specialist: $110 

copay/visit 

Out-of-Pocket 
Max 
(In-Network) 

$6,450 per person/ 
$12,900 per family 

$6,450 per person/ 
$12,900 per family 

$7,350 per person/ 
$14,700 per family 

$7,350 per person/ 
$14,700 per family 

Outpatient 
Facility 

0% coinsurance 0% coinsurance 30% coinsurance 30% coinsurance 

Preventative 
Care 

No charge. Deductible 
does not apply. 

No charge. Deductible 
does not apply. 

No charge. Deductible 
does not apply. 

No charge. Deductible 
does not apply. 

Retail Rx Retail: 0% coinsurance  
Mail order: 0% 

coinsurance 
Preventive: No charge. 

Deductible does not 
apply. 

Retail: 0% coinsurance  
Mail order: 0% 

coinsurance 
Preventive: No charge. 

Deductible does not 
apply. 

Generic Drugs ( deductible 

does not apply ): 
Retail: $12/ 
prescription  

Mail order: $24/ 
prescription 

Generic Drugs ( deductible 

does not apply ): 
Retail: $12/ 
prescription  

Mail order: $24/ 
prescription 

Urgent Care 0% coinsurance 0% coinsurance $55 copay/visit. 
Deductible does not apply. 

$55 copay/visit. 
Deductible does not apply. 

For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or call 
952-945-8000 (Minneapolis/St. Paul Metro area) or 1-800-952-3455. 
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Health Plan Monthly Rates 
Professional Plating Inc. contributes 50% of the employee (single) monthly premium cost for the 
Medica 6450/100% VantagePlus Network Plan. Employees may enroll in any of Medica plans offered 
and pay the difference in premium via payroll deduction.  

 

 
 
 
Age Band 

MIC VPL MN 6450-100% HSA MIC PP MN  
6450-0% HSA 

MIC PP MN 
3000-55/ 
110-30% 

MIC VPL MN 
3000-55/ 
110-30% EMPLOYEE RATE DEPENDENT RATE 

Under 20 $95.54 $191.08 $212.30 $250.68 $225.64 

21-24 $107.35 $214.69 $238.54 $281.67 $253.53 

25 $107.78 $215.55 $239.49 $282.79 $254.55 

26 $109.93 $219.85 $244.26 $288.43 $259.62 

27 $112.50 $225 $249.99 $295.19 $265.70 

28 $116.69 $233.37 $259.29 $306.17 $275.59 

29 $120.12 $240.24 $266.93 $315.19 $283.70 

30 $121.84 $243.68 $270.74 $319.69 $287.76 

31 $124.42 $248.83 $276.47 $326.45 $293.84 

32 $126.99 $253.98 $282.19 $333.21 $299.93 

33 $128.60 $257.20 $285.77 $337.44 $303.73 

34 $130.32 $260.64 $289.59 $341.94 $307.79 

35 $131.18 $262.36 $291.50 $344.20 $309.82 

36 $132.04 $264.07 $293.40 $346.45 $311.84 

37 $132.90 $265.79 $295.31 $348.70 $313.87 

38 $133.76 $267.51 $297.22 $350.96 $315.90 

39 $135.47 $270.94 $301.04 $355.46 $319.96 

40 $137.19 $274.38 $304.85 $359.97 $324.01 

41 $139.77 $279.53 $310.58 $366.73 $330.10 

42 $142.24 $284.47 $316.07 $373.21 $335.93 

43 $145.67 $291.34 $323.70 $382.22 $344.04 

44 $149.97 $299.93 $333.24 $393.49 $354.18 
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Health Plan Monthly Rates, Continued 
 
 

 
 
 
Age Band 

MIC VPL MN 6450-100% HSA MIC PP MN  
6450-0% HSA 

MIC PP MN 
3000-55/ 
110-30% 

MIC VPL MN 
3000-55/ 
110-30% EMPLOYEE RATE DEPENDENT RATE 

45 $155.01 $310.02 $344.45 $406.73 $366.10 

46 $161.02 $322.04 $357.81 $422.50 $380.30 

47 $167.79 $335.57 $372.84 $440.25 $396.27 

48 $175.51 $351.02 $390.01 $460.53 $414.52 

49 $183.14 $366.27 $406.95 $480.52 $432.53 

50 $191.72 $383.44 $426.03 $503.06 $452.81 

51 $200.20 $400.40 $444.88 $525.31 $472.84 

52 $209.54 $419.08 $465.63 $549.81 $494.89 

53 $218.99 $437.97 $486.62 $574.60 $517.21 

54 $229.19 $458.37 $509.28 $601.36 $541.29 

55 $239.39 $478.77 $531.94 $628.12 $565.38 

56 $250.44 $500.88 $556.51 $657.13 $591.49 

57 $261.61 $523.21 $581.32 $686.42 $617.86 

58 $273.52 $547.04 $607.80 $717.69 $646.00 

59 $279.43 $558.85 $620.92 $733.18 $659.94 

60 $291.34 $582.68 $647.40 $764.45 $688.09 

61 $301.65 $603.29 $670.30 $791.49 $712.43 

62 $308.41 $616.81 $685.32 $809.23 $728.40 

63 $316.89 $633.78 $704.17 $831.48 $748.43 

64+ $322.04 $644.07 $715.62 $845.01 $760.59 

1 CHILD $191.08 $191.08 $212.30 $250.68 $225.64 

2 CHILDREN $382.16 $382.16 $424.60 $501.36 $451.28 

3+ CHILDREN $573.24 $573.24 $636.90 $752.04 $676.92 
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Health Savings Account (HSA) 
Employees can elect to contribute into HSA account via payroll deductions on a pre-tax basis. 
 
Health Savings Account Basics 
A health savings account (HSA) is a tax-advantaged account, that works in conjunction with a 
high-deductible health plan (HDHP), which allows you the ability to save tax-free money for eligible 
medical expenses. 
 
Money in your HSA rolls over year after year and remains yours even if you change jobs or health 
plans. 
 
An HSA is one of the best ways to maximize the value of your HDHP. Even if your employer doesn’t 
offer an HSA or you are self-employed, you can open one now for free to begin taking advantage of 
the tax-saving benefits. 
 
 

Taxable income reduction 
 

Contributions to your HSA are 
pre-tax, which lowers your 

taxable income and stretches 
your dollars further. 

Tax-free earnings 
 

SelectAccount offers 
competitive interest rates and 
investment options for eligible 
HSA plans. This growth is never 

taxed. 

Tax-free distributions 
 

The funds in your HSA are not 
subject to taxation when they 

are used to pay for eligible 
expenses. 

 
Is An HSA Right For You? 
 
Try out SelectAccount’s online calculators  to see how an HDHP plan with an HSA compares to a 
traditional health plan, what your earning outlook might be or how much you can contribute every 
month. 
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Summary of Dental Benefits 
for Regular, Full-Time Employees 

 
Professional Plating Inc. contributes 60% of the single or family dental premium. 

 

Monthly Premium Amounts 
after employer contribution 

Employee Only $16.12 

Single +1 $31.10 

Family $42.45 

 
After you have satisfied the deductible, if any, your dental program pays the following percentages of the 
treatment cost, up to a maximum fee per procedure. The maximum fee allowed by Delta Dental is different 
for Delta Dental PPO dentists, participating dentists and non-participating dentists. If you see a 
nonparticipating dentist, your out-of-pocket expenses may increase. If a Delta Dental PPO dentist provides 
dental services, the deductible will be waived and the payment percentages may increase, resulting in lower 
out-of-pocket costs. 

 

 Delta Dental PPO Delta Dental Premier 

Diagnostic and 
Preventive Services 

100% coverage 80% coverage 

Basic Services 90% coverage 50% coverage 

Endodontics 80% coverage 50% coverage 

Periodontics 80% coverage 50% coverage 

Oral Surgery Simple Extractions 100% coverage 
Surgical Extractions 80% coverage 

Simple Extractions 50% coverage 
Surgical Extractions 80% coverage 

Major Restorative 
Services 

50% coverage 50% coverage 

Prosthetic Repairs 
and Adjustments 

50% coverage 50% coverage 

Prosthetics 50% coverage 50% coverage 

 
Benefit Maximums 
The Program pays up to a maximum of $2,000.00 for each subject to the coverage percentages identified 
above. Benefit Maximums may not be carried over to future coverage years. 
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Summary of Dental Benefits, Continued 
 

Deductible Coverage Year 

There is a $25.00 deductible per Covered Person 
each Coverage Year not to exceed three (3) times 
that amount ($75.00) per Family Unit. 
 
The deductible does not apply to Diagnostic and 
Preventive services. 
 
The deductible will not be applied to dental 
services rendered by a Delta Dental PPO dentist. 

A Coverage Year is a 12-month period in which 
deductibles and benefit maximums apply. Your 
Coverage Year is January to January. 

 

The Delta Dental PPO Network 

See any dentist or specialist 
Receive the strongest coverage and greatest 
savings at Delta Dental PPO or Delta Dental 
Premier network dentists, including 100% 
coverage for preventive care. 
 
The largest networks in the state – and the 
nation 

● The Delta Dental PPO network is one of 
the largest PPO networks statewide. 
 

● Delta  Dental Premier is easily the state’s 
and country’s largest network overall, 
with more than 80% of Minnesota 
dentists participating. 
 

● Members have automatic emergency 
dental coverage when they travel 
internationally. 

 

Advantages to seeing Delta Dental PPO or Delta 
Dental Premier network dentists include: 
 
No balance billing – With a network dentist, 
members won’t be billed for the difference 
between the actual procedure charge and what 
the plan allows. When members receive care 
from a non-network dentist, they are responsible 
for the balance of the bill. 
 
No paperwork – When members use network 
dentists, there’s no paperwork. Dentists bill us, 
and we pay them directly. Members choosing a 
non-network dentist may have to submit their 
own claim for covered expenses. 
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Ron Grams 

Health Insure Marketplace 

763-515-7335 office 

763-300-2019 cell 

1-866-562-0885 fax 

ron@healthinsuremarketplace.com  

www.healthinsuremarketplace.com  

 

 

PAGE 14 OF 15 

mailto:ron@healthinsuremarketplace.com
http://www.healthinsuremarketplace.com/


Appendix 

The following pages include Summary of Benefits and Coverage (SBC) documents from 
Medica. The SBC help you choose a health plan as they show you how you and the plan 
would share the cost for covered health care services.  
 
For more information about your coverage, or to get a copy of the complete terms of 
coverage, go to www.medica.com or by calling 1-866-882-8493.  
 
For general definitions of common terms, such as allowed amount, balance billing, 
coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. 
You can view the Glossary at www.dol.gov/ebsa/healthreform or www.cciio.cms.gov or call 
Medica at the numbers above to request a copy. 

 
 
 
 

 
 

PAGE 15 OF 15 

http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/


Medica Choice Passport MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a 
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or by calling 952-945-8000
(Minneapolis/St. Paul Metro area) or 1-800-952-3455. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, 
deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.dol.gov/ebsa/healthreform or www.cciio.cms.gov or call Medica
at the numbers above to request a copy.

Important Questions Answers Why this Matters:

What is the overall 
deductible?

$6,450 per person/ $12,900 per
family in-network and $7,500 per
person/ $15,000 per family for 
out-of-network services.  

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

Are there services
covered before you meet
your deductible?

Yes. Preventive care, preventive
prescriptions and prenatal care
from in-network providers or well
child and prenatal care from 
out-of-network providers. 

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

Are there other 
deductibles for specific 
services?

No  You don’t have to meet deductibles for specific services.  

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

$6,450 per person/ $12,900 per
family in-network. No 
out-of-pocket limit for 
out-of-network services.  

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

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

Premiums, balance-billing
charges, and health care this 
plan doesn’t cover.  

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

Will you pay less if you
use a network provider?

Yes. See www.medica.com or
call 1-800-952-3455 or 711 (TTY
users) for a list of Medica Choice
with UnitedHealthcare network 
providers.  

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

Do you need a referral to
see a specialist?

No. You don’t need a referral to
see a specialist. You can see the specialist you choose without a referral. 

COM 10693-1-00118
31616MN0290033-00 (201706091248)
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Medica Choice Passport MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

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

Common Medical Event Services You May 
Need

                                What You Will Pay
  Network Provider                    Out-of-network
 (You will pay the least)  (You will pay the most)

Limitations, Exceptions & Other Important 
Information

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

Primary care visit to
treat an injury or illness

Primary care: 0% 
coinsurance 
Chiropractic: 0% 
coinsurance 
Convenience: 0% 
coinsurance  

Primary care: 50% 
coinsurance 
Chiropractic: 50% 
coinsurance 
Convenience: 50% 
coinsurance  

Limited to 15 visits per member, per year for 
out-of-network chiropractic care. 

Specialist visit 0% coinsurance  50% coinsurance ---none--- 

Preventive care/ 
screening/ 
immunization

No charge. Deductible
does not apply. 

Well child care: 0% 
coinsurance. Deductible
does not apply.
Other services: 50% 
coinsurance  

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

If you have a test

Diagnostic test (x-ray,
blood work)

Lab: 0% coinsurance
X-ray: 0% coinsurance  50% coinsurance ---none--- 

Imaging (CT/PET
scans, MRIs) 0% coinsurance  50% coinsurance ---none--- 

If you need drugs to treat your illness or 
condition
 
More information about prescription drug 
coverage is available at 
www.medica.com/drugcost4

Generic drugs

Retail: 0% coinsurance
Mail order: 0% 
coinsurance
Preventive: No charge. 
Deductible does not 
apply. 

50% coinsurance 

Up to a 31-day supply/ retail or 93-day supply/
mail order prescription. Mail order drugs not
covered out-of-network. Preferred brand drugs

Retail: 0% coinsurance
Mail order: 0% 
coinsurance
Preventive: No charge. 
Deductible does not 
apply. 

50% coinsurance 

Non-preferred brand 
drugs

Retail: 0% coinsurance
Mail order: 0% 
coinsurance
Preventive: Benefit does
not apply. 

50% coinsurance 

Specialty drugs

Preferred: 0% 
coinsurance 
Non-Preferred: 0% 
coinsurance  

Not covered Up to a 31-day supply per prescription received
from a designated specialty pharmacy. 
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Medica Choice Passport MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                                What You Will Pay
  Network Provider                    Out-of-network
 (You will pay the least)  (You will pay the most)

Limitations, Exceptions & Other Important 
Information

If you have outpatient surgery

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

0% coinsurance  50% coinsurance ---none--- 

Physician/surgeon fees 0% coinsurance  50% coinsurance  ---none--- 

If you need immediate medical attention

Emergency room care 0% coinsurance  Covered as an in-network 
benefit. ---none--- 

Emergency medical 
transportation 0% coinsurance  Covered as an in-network 

benefit. ---none--- 

Urgent care 0% coinsurance  Covered as an in-network 
benefit. ---none--- 

If you have a hospital stay
Facility fee (e.g.,
hospital room) 0% coinsurance  50% coinsurance ---none--- 

Physician/surgeon fees 0% coinsurance  50% coinsurance ---none--- 

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

Outpatient services 0% coinsurance  50% coinsurance ---none--- 

Inpatient services 0% coinsurance  50% coinsurance ---none--- 

If you are pregnant

Office visits

Prenatal care: No charge. 
Deductible does not apply. 
Postnatal care: 0% 
coinsurance 

Prenatal care: 0% 
coinsurance. Deductible
does not apply.
Postnatal care: 50% 
coinsurance 

Maternity care may include tests and services
described elsewhere in the SBC (i.e. 
ultrasound.) 

Childbirth/delivery
professional services 0% coinsurance  50% coinsurance ---none--- 

Childbirth/delivery
facility services 0% coinsurance  50% coinsurance  ---none--- 
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Medica Choice Passport MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                                What You Will Pay
  Network Provider                    Out-of-network
 (You will pay the least)  (You will pay the most)

Limitations, Exceptions & Other Important 
Information

If you need help recovering or have other
special health needs

Home health care 0% coinsurance  50% coinsurance 120 visits in-network and 60 visits out-of-network
per member per year. 

Rehabilitation services 0% coinsurance  50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per member per
year. Out-of-network speech therapy is limited to
20 visits per member per year.  

Habilitation services 0% coinsurance  50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per member per
year. Out-of-network speech therapy is limited to
20 visits per member per year.  

Skilled nursing care 0% coinsurance  50% coinsurance Limited to 120 days combined in and 
out-of-network per member per year. 

Durable medical 
equipment 0% coinsurance  50% coinsurance ---none--- 

Hospice services 0% coinsurance  50% coinsurance ---none--- 

If your child needs dental or eye care

Children’s eye exam No charge. Deductible
does not apply. 50% coinsurance ---none--- 

Children’s glasses 0% coinsurance  50% coinsurance  For members under 19 years old. Limited to one
pair of glasses or contacts per year. 

Children’s dental 
check-up Not covered Not covered Dental check-ups are not covered by the plan. 
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Medica Choice Passport MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Acupuncture exceeding 15 visits per member
per year for in-network and out-of-network
acupuncture services combined 
Bariatric Surgery 
Chiropractic care exceeding 15 visits per
member per year for out-of-network chiropractic
care. 
Cosmetic Surgery 

Dental Care (Adult) 
Dental check-up 
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years. 

Infertility treatment 
Long Term Care 
Private-duty nursing 
Routine foot care except for specified conditions 
Weight Loss programs

 

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

Glasses or contacts for members under age 19
when prescribed for vision correction.

Non-emergency care when traveling outside the 
U.S.

Routine eye care (Adult)
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Medica Choice Passport MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 
Your Rights to Continue Coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: for group health coverage subject to ERISA,
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage,
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace,
visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights:
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a 
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: for group health coverage subject to ERISA, Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage you may also contact
Medica at 1-800-952-3455 or the Minnesota Department of Commerce at (651) 539-1600 or 1-800-657-3602.  
 
Does this Coverage Provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.  
 
Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.  
 

 
                         ---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------
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Medica Choice Passport MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

About these Coverage Examples:

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

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital 

delivery)
     The plan’s overall deductible: $6,450 
     Specialist coinsurance: 0%
     Hospital (facility) coinsurance: 0% 
     Other coinsurance: 0% 
 
This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

  Total Example Cost $12,800 
 
In this example, Peg would pay: 

                            Cost Sharing

  Deductibles $6,450 

  Copayments $0 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $60 

  The total Peg would pay is $6,510 
 

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

condition)
     The plan’s overall deductible: $6,450 
     Specialist coinsurance: 0%
     Hospital (facility) coinsurance: 0% 
     Other coinsurance: 0% 
 
This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education)
Diagnostic tests (blood work)
Prescription drugs 
Durable medical equipment (glucose meter) 

  Total Example Cost $7,400 
 
In this example, Joe would pay: 

                            Cost Sharing

  Deductibles $3,000 

  Copayments $0 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Joe would pay is $3,000 

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

 
     The plan’s overall deductible: $6,450 
     Specialist coinsurance: 0%
     Hospital (facility) coinsurance: 0% 
     Other coinsurance: 0% 
 
This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)
 

  Total Example Cost $1,900 
 
In this example, Mia would pay: 

                         Cost Sharing

  Deductibles $1,900 

  Copayments $0 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Mia would pay is $1,900 
 

 
 

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Medica Choice Passport MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a 
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or by calling 952-945-8000
(Minneapolis/St. Paul Metro area) or 1-800-952-3455. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, 
deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.dol.gov/ebsa/healthreform or www.cciio.cms.gov or call Medica
at the numbers above to request a copy.

Important Questions Answers Why this Matters:

What is the overall 
deductible?

$3,000 per person/ $9,000 per
family in-network and $7,500 per
person/ $15,000 per family for 
out-of-network services.  

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

Are there services
covered before you meet
your deductible?

Yes. Preventive care, copayments,
hospice, lab services or
prescription drugs from in-network 
providers or well child and prenatal
care from out-of-network 
providers.  

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

Are there other 
deductibles for specific 
services?

No  You don’t have to meet deductibles for specific services.  

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

$7,350 per person/ $14,700 per
family in-network. No out-of-pocket 
limit for out-of-network services.  

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

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

Premiums, balance-billing
charges, and health care this plan
doesn’t cover.  

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

Will you pay less if you
use a network provider?

Yes. See www.medica.com or call
1-800-952-3455 or 711 (TTY
users) for a list of Medica Choice
with UnitedHealthcare network 
providers.  

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

Do you need a referral to
see a specialist?

No. You don’t need a referral to
see a specialist. You can see the specialist you choose without a referral. 
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Medica Choice Passport MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

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

Common Medical Event Services You May 
Need

                              What You Will Pay
  Network Provider                         Out-of-network
 (You will pay the least)     (You will pay the most)

Limitations, Exceptions & Other
Important Information

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

Primary care visit to
treat an injury or 
illness

Primary care: $55 copay/ visit. 
Deductible does not apply.
Chiropractic: $55 copay/ visit. 
Deductible does not apply.
Convenience: $40 copay/ visit. 
Deductible does not apply. 

Primary care: 50% 
coinsurance 
Chiropractic: 50% 
coinsurance 
Convenience: 50% 
coinsurance  

Limited to 15 visits per member, per year for 
out-of-network chiropractic care. 

Specialist visit $110 copay/ visit. Deductible does
not apply. 50% coinsurance ---none--- 

Preventive care/ 
screening/ 
immunization

No charge. Deductible does not 
apply. 

Well child care: 0% 
coinsurance
Deductible does not apply. 
Other services: 50% 
coinsurance  

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

If you have a test

Diagnostic test (x-ray,
blood work)

Lab: No charge. Deductible does
not apply.
X-ray: 30% coinsurance  

50% coinsurance ---none--- 

Imaging (CT/PET
scans, MRIs) 30% coinsurance  50% coinsurance ---none--- 

If you need drugs to treat your illness or 
condition
 
More information about prescription
drug coverage is available at 
www.medica.com/drugcost3

Generic drugs

Retail: $12/ prescription
Deductible does not apply. 
Mail order: $24/ prescription
Deductible does not apply. 

50% coinsurance 

Up to a 31-day supply/ retail or 93-day
supply/ mail order prescription. Mail order
drugs not covered out-of-network. 

Preferred brand drugs

Retail: $60/ prescription
Deductible does not apply. 
Mail order: $120/ prescription
Deductible does not apply. 

50% coinsurance 

Non-preferred brand 
drugs

Retail: $100/ prescription
Deductible does not apply. 
Mail order: $200/ prescription
Deductible does not apply. 

50% coinsurance 

Specialty drugs

Preferred: 20% coinsurance. No
more than $200 copay/ 
prescription. Deductible does not 
apply.
Non-Preferred: 35% coinsurance. 
Deductible does not apply. 

Not covered 
Up to a 31-day supply per prescription
received from a designated specialty 
pharmacy. 

2 of 7



Medica Choice Passport MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                              What You Will Pay
  Network Provider                         Out-of-network
 (You will pay the least)     (You will pay the most)

Limitations, Exceptions & Other
Important Information

If you have outpatient surgery

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

30% coinsurance  50% coinsurance ---none--- 

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

If you need immediate medical attention

Emergency room care 30% coinsurance  Covered as an in-network 
benefit. ---none--- 

Emergency medical 
transportation 30% coinsurance  Covered as an in-network 

benefit. ---none--- 

Urgent care $55 copay/ visit. Deductible does
not apply. 

Covered as an in-network 
benefit. ---none--- 

If you have a hospital stay

Facility fee (e.g.,
hospital room) 30% coinsurance  50% coinsurance ---none--- 

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

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

Outpatient services $55 copay/ visit. Deductible does
not apply. 50% coinsurance ---none--- 

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

If you are pregnant

Office visits No charge. Deductible does not 
apply. 

Prenatal care: 0% 
coinsurance. Deductible
does not apply.
Postnatal care: 50% 
coinsurance 

Maternity care may include tests and
services described elsewhere in the SBC
(i.e. ultrasound.) 

Childbirth/delivery
professional services 30% coinsurance  50% coinsurance ---none--- 

Childbirth/delivery
facility services 30% coinsurance  50% coinsurance  ---none--- 
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Medica Choice Passport MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                              What You Will Pay
  Network Provider                         Out-of-network
 (You will pay the least)     (You will pay the most)

Limitations, Exceptions & Other
Important Information

If you need help recovering or have
other special health needs

Home health care 30% coinsurance  50% coinsurance 120 visits in-network and 60 visits 
out-of-network per member per year. 

Rehabilitation services $55 copay/ visit. Deductible does
not apply. 50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per
member per year. Out-of-network speech
therapy is limited to 20 visits per member
per year.  

Habilitation services $55 copay/ visit. Deductible does
not apply. 50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per
member per year. Out-of-network speech
therapy is limited to 20 visits per member
per year.  

Skilled nursing care 30% coinsurance  50% coinsurance Limited to 120 days combined in and 
out-of-network per member per year. 

Durable medical 
equipment 30% coinsurance  50% coinsurance ---none--- 

Hospice services No charge. Deductible does not 
apply. 50% coinsurance ---none--- 

If your child needs dental or eye care

Children’s eye exam No charge. Deductible does not 
apply. 50% coinsurance ---none--- 

Children’s glasses 30% coinsurance 50% coinsurance For members under 19 years old. Limited to
one pair of glasses or contacts per year. 

Children’s dental 
check-up Not covered Not covered Dental check-ups are not covered by the 

plan. 
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Medica Choice Passport MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Acupuncture exceeding 15 visits per member
per year for in-network and out-of-network
acupuncture services combined 
Bariatric Surgery 
Chiropractic care exceeding 15 visits per
member per year for out-of-network chiropractic
care. 
Cosmetic Surgery 

Dental Care (Adult) 
Dental check-up 
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years. 

Infertility treatment 
Long Term Care 
Private-duty nursing 
Routine foot care except for specified conditions 
Weight Loss programs

 

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

Glasses or contacts for members under age 19
when prescribed for vision correction.

Non-emergency care when traveling outside the 
U.S.

Routine eye care (Adult)
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Medica Choice Passport MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 
Your Rights to Continue Coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: for group health coverage subject to ERISA,
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage,
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace,
visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights:
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a 
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: for group health coverage subject to ERISA, Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage you may also contact
Medica at 1-800-952-3455 or the Minnesota Department of Commerce at (651) 539-1600 or 1-800-657-3602.  
 
Does this Coverage Provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.  
 
Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.  
 

 
                         ---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------
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Medica Choice Passport MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

About these Coverage Examples:

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

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital 

delivery)
     The plan’s overall deductible: $3,000 
     Specialist copayment: $110
     Hospital (facility) coinsurance: 30% 
     Other coinsurance: 30% 
 
This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

  Total Example Cost $12,800 
 
In this example, Peg would pay: 

                            Cost Sharing

  Deductibles $3,000 

  Copayments $20 

  Coinsurance $2,200 

                        What isn’t covered

  Limits or exclusions $60 

  The total Peg would pay is $5,280 
 

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

condition)
     The plan’s overall deductible: $3,000 
     Specialist copayment: $110
     Hospital (facility) coinsurance: 30% 
     Other coinsurance: 30% 
 
This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education)
Diagnostic tests (blood work)
Prescription drugs 
Durable medical equipment (glucose meter) 

  Total Example Cost $7,400 
 
In this example, Joe would pay: 

                            Cost Sharing

  Deductibles $1,800 

  Copayments $1,100 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Joe would pay is $2,900 

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

 
     The plan’s overall deductible: $3,000 
     Specialist copayment: $110
     Hospital (facility) coinsurance: 30% 
     Other coinsurance: 30% 
 
This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)
 

  Total Example Cost $1,900 
 
In this example, Mia would pay: 

                         Cost Sharing

  Deductibles $1,500 

  Copayments $300 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Mia would pay is $1,800 
 

 
 

The plan would be responsible for the other costs of these EXAMPLE covered services.
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VantagePlus with Medica MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a 
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or by calling 1-866-882-8493. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.dol.gov/ebsa/healthreform or www.cciio.cms.gov or call Medica at the numbers above to request a copy.

Important Questions Answers Why this Matters:

What is the overall 
deductible?

$3,000 per person/ $9,000 per
family in-network and $7,500 per
person/ $15,000 per family for 
out-of-network services.  

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

Are there services
covered before you meet
your deductible?

Yes. Preventive care, copayments,
hospice, lab services or
prescription drugs from in-network 
providers or well child and prenatal
care from out-of-network 
providers.  

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

Are there other 
deductibles for specific 
services?

No  You don’t have to meet deductibles for specific services.  

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

$7,350 per person/ $14,700 per
family in-network. No out-of-pocket 
limit for out-of-network services.  

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

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

Premiums, balance-billing
charges, and health care this plan
doesn’t cover.  

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

Will you pay less if you
use a network provider?

Yes. See www.medica.com or call
1-866-882-8493 or 711 (TTY
users) for a list of VantagePlus 
network providers.  

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

Do you need a referral to
see a specialist?

No. You don’t need a referral to
see a specialist. You can see the specialist you choose without a referral. 

COM 16404-1-00118
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VantagePlus with Medica MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

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

Common Medical Event Services You May 
Need

                              What You Will Pay
  Network Provider                         Out-of-network
 (You will pay the least)     (You will pay the most)

Limitations, Exceptions & Other
Important Information

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

Primary care visit to
treat an injury or 
illness

Primary care: $55 copay/ visit. 
Deductible does not apply.
Chiropractic: $55 copay/ visit. 
Deductible does not apply.
Convenience: $40 copay/ visit. 
Deductible does not apply. 

Primary care: 50% 
coinsurance 
Chiropractic: 50% 
coinsurance 
Convenience: 50% 
coinsurance  

Limited to 15 visits per member, per year for 
out-of-network chiropractic care. 

Specialist visit $110 copay/ visit. Deductible does
not apply. 50% coinsurance ---none--- 

Preventive care/ 
screening/ 
immunization

No charge. Deductible does not 
apply. 

Well child care: 0% 
coinsurance
Deductible does not apply. 
Other services: 50% 
coinsurance  

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

If you have a test

Diagnostic test (x-ray,
blood work)

Lab: No charge. Deductible does
not apply.
X-ray: 30% coinsurance  

50% coinsurance ---none--- 

Imaging (CT/PET
scans, MRIs) 30% coinsurance  50% coinsurance ---none--- 

If you need drugs to treat your illness or 
condition
 
More information about prescription
drug coverage is available at 
www.medica.com/drugcost3

Generic drugs

Retail: $12/ prescription
Deductible does not apply. 
Mail order: $24/ prescription
Deductible does not apply. 

50% coinsurance 

Up to a 31-day supply/ retail or 93-day
supply/ mail order prescription. Mail order
drugs not covered out-of-network. 

Preferred brand drugs

Retail: $60/ prescription
Deductible does not apply. 
Mail order: $120/ prescription
Deductible does not apply. 

50% coinsurance 

Non-preferred brand 
drugs

Retail: $100/ prescription
Deductible does not apply. 
Mail order: $200/ prescription
Deductible does not apply. 

50% coinsurance 

Specialty drugs

Preferred: 20% coinsurance. No
more than $200 copay/ 
prescription. Deductible does not 
apply.
Non-Preferred: 35% coinsurance. 
Deductible does not apply. 

Not covered 
Up to a 31-day supply per prescription
received from a designated specialty 
pharmacy. 
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VantagePlus with Medica MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                              What You Will Pay
  Network Provider                         Out-of-network
 (You will pay the least)     (You will pay the most)

Limitations, Exceptions & Other
Important Information

If you have outpatient surgery

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

30% coinsurance  50% coinsurance ---none--- 

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

If you need immediate medical attention

Emergency room care 30% coinsurance  Covered as an in-network 
benefit. ---none--- 

Emergency medical 
transportation 30% coinsurance  Covered as an in-network 

benefit. ---none--- 

Urgent care $55 copay/ visit. Deductible does
not apply. 

Covered as an in-network 
benefit. ---none--- 

If you have a hospital stay

Facility fee (e.g.,
hospital room) 30% coinsurance  50% coinsurance ---none--- 

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

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

Outpatient services $55 copay/ visit. Deductible does
not apply. 50% coinsurance ---none--- 

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

If you are pregnant

Office visits No charge. Deductible does not 
apply. 

Prenatal care: 0% 
coinsurance. Deductible
does not apply.
Postnatal care: 50% 
coinsurance 

Maternity care may include tests and
services described elsewhere in the SBC
(i.e. ultrasound.) 

Childbirth/delivery
professional services 30% coinsurance  50% coinsurance ---none--- 

Childbirth/delivery
facility services 30% coinsurance  50% coinsurance  ---none--- 

3 of 7



VantagePlus with Medica MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                              What You Will Pay
  Network Provider                         Out-of-network
 (You will pay the least)     (You will pay the most)

Limitations, Exceptions & Other
Important Information

If you need help recovering or have
other special health needs

Home health care 30% coinsurance  50% coinsurance 120 visits in-network and 60 visits 
out-of-network per member per year. 

Rehabilitation services $55 copay/ visit. Deductible does
not apply. 50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per
member per year. Out-of-network speech
therapy is limited to 20 visits per member
per year.  

Habilitation services $55 copay/ visit. Deductible does
not apply. 50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per
member per year. Out-of-network speech
therapy is limited to 20 visits per member
per year.  

Skilled nursing care 30% coinsurance  50% coinsurance Limited to 120 days combined in and 
out-of-network per member per year. 

Durable medical 
equipment 30% coinsurance  50% coinsurance ---none--- 

Hospice services No charge. Deductible does not 
apply. 50% coinsurance ---none--- 

If your child needs dental or eye care

Children’s eye exam No charge. Deductible does not 
apply. 50% coinsurance ---none--- 

Children’s glasses 30% coinsurance 50% coinsurance For members under 19 years old. Limited to
one pair of glasses or contacts per year. 

Children’s dental 
check-up Not covered Not covered Dental check-ups are not covered by the 

plan. 
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VantagePlus with Medica MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Acupuncture exceeding 15 visits per member
per year for in-network and out-of-network
acupuncture services combined 
Bariatric Surgery 
Chiropractic care exceeding 15 visits per
member per year for out-of-network chiropractic
care. 
Cosmetic Surgery 

Dental Care (Adult) 
Dental check-up 
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years. 

Infertility treatment 
Long Term Care 
Private-duty nursing 
Routine foot care except for specified conditions 
Weight Loss programs

 

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

Glasses or contacts for members under age 19
when prescribed for vision correction.

Non-emergency care when traveling outside the 
U.S.

Routine eye care (Adult)
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VantagePlus with Medica MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 
Your Rights to Continue Coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: for group health coverage subject to ERISA,
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage,
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace,
visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights:
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a 
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: for group health coverage subject to ERISA, Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage you may also contact
Medica at 1-866-882-8493 or the Minnesota Department of Commerce at (651) 539-1600 or 1-800-657-3602.  
 
Does this Coverage Provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.  
 
Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.  
 

 
                         ---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------
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VantagePlus with Medica MN 3000-55-110-30% Silver Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

About these Coverage Examples:

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

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital 

delivery)
     The plan’s overall deductible: $3,000 
     Specialist copayment: $110
     Hospital (facility) coinsurance: 30% 
     Other coinsurance: 30% 
 
This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

  Total Example Cost $12,800 
 
In this example, Peg would pay: 

                            Cost Sharing

  Deductibles $3,000 

  Copayments $20 

  Coinsurance $2,200 

                        What isn’t covered

  Limits or exclusions $60 

  The total Peg would pay is $5,280 
 

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

condition)
     The plan’s overall deductible: $3,000 
     Specialist copayment: $110
     Hospital (facility) coinsurance: 30% 
     Other coinsurance: 30% 
 
This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education)
Diagnostic tests (blood work)
Prescription drugs 
Durable medical equipment (glucose meter) 

  Total Example Cost $7,400 
 
In this example, Joe would pay: 

                            Cost Sharing

  Deductibles $1,800 

  Copayments $1,100 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Joe would pay is $2,900 

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

 
     The plan’s overall deductible: $3,000 
     Specialist copayment: $110
     Hospital (facility) coinsurance: 30% 
     Other coinsurance: 30% 
 
This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)
 

  Total Example Cost $1,900 
 
In this example, Mia would pay: 

                         Cost Sharing

  Deductibles $1,500 

  Copayments $300 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Mia would pay is $1,800 
 

 
 

The plan would be responsible for the other costs of these EXAMPLE covered services.
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VantagePlus with Medica MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a 
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or by calling 1-866-882-8493. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.dol.gov/ebsa/healthreform or www.cciio.cms.gov or call Medica at the numbers above to request a copy.

Important Questions Answers Why this Matters:

What is the overall 
deductible?

$6,450 per person/ $12,900 per
family in-network and $7,500 per
person/ $15,000 per family for 
out-of-network services.  

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

Are there services
covered before you meet
your deductible?

Yes. Preventive care, preventive
prescriptions and prenatal care
from in-network providers or well
child and prenatal care from 
out-of-network providers. 

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

Are there other 
deductibles for specific 
services?

No  You don’t have to meet deductibles for specific services.  

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

$6,450 per person/ $12,900 per
family in-network. No 
out-of-pocket limit for 
out-of-network services.  

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

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

Premiums, balance-billing
charges, and health care this 
plan doesn’t cover.  

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

Will you pay less if you
use a network provider?

Yes. See www.medica.com or
call 1-866-882-8493 or 711 (TTY
users) for a list of VantagePlus 
network providers.  

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

Do you need a referral to
see a specialist?

No. You don’t need a referral to
see a specialist. You can see the specialist you choose without a referral. 

COM 16473-1-00118
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VantagePlus with Medica MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

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

Common Medical Event Services You May 
Need

                                What You Will Pay
  Network Provider                    Out-of-network
 (You will pay the least)  (You will pay the most)

Limitations, Exceptions & Other Important 
Information

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

Primary care visit to
treat an injury or illness

Primary care: 0% 
coinsurance 
Chiropractic: 0% 
coinsurance 
Convenience: 0% 
coinsurance  

Primary care: 50% 
coinsurance 
Chiropractic: 50% 
coinsurance 
Convenience: 50% 
coinsurance  

Limited to 15 visits per member, per year for 
out-of-network chiropractic care. 

Specialist visit 0% coinsurance  50% coinsurance ---none--- 

Preventive care/ 
screening/ 
immunization

No charge. Deductible
does not apply. 

Well child care: 0% 
coinsurance. Deductible
does not apply.
Other services: 50% 
coinsurance  

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

If you have a test

Diagnostic test (x-ray,
blood work)

Lab: 0% coinsurance
X-ray: 0% coinsurance  50% coinsurance ---none--- 

Imaging (CT/PET
scans, MRIs) 0% coinsurance  50% coinsurance ---none--- 

If you need drugs to treat your illness or 
condition
 
More information about prescription drug 
coverage is available at 
www.medica.com/drugcost4

Generic drugs

Retail: 0% coinsurance
Mail order: 0% 
coinsurance
Preventive: No charge. 
Deductible does not 
apply. 

50% coinsurance 

Up to a 31-day supply/ retail or 93-day supply/
mail order prescription. Mail order drugs not
covered out-of-network. Preferred brand drugs

Retail: 0% coinsurance
Mail order: 0% 
coinsurance
Preventive: No charge. 
Deductible does not 
apply. 

50% coinsurance 

Non-preferred brand 
drugs

Retail: 0% coinsurance
Mail order: 0% 
coinsurance
Preventive: Benefit does
not apply. 

50% coinsurance 

Specialty drugs

Preferred: 0% 
coinsurance 
Non-Preferred: 0% 
coinsurance  

Not covered Up to a 31-day supply per prescription received
from a designated specialty pharmacy. 
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VantagePlus with Medica MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                                What You Will Pay
  Network Provider                    Out-of-network
 (You will pay the least)  (You will pay the most)

Limitations, Exceptions & Other Important 
Information

If you have outpatient surgery

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

0% coinsurance  50% coinsurance ---none--- 

Physician/surgeon fees 0% coinsurance  50% coinsurance  ---none--- 

If you need immediate medical attention

Emergency room care 0% coinsurance  Covered as an in-network 
benefit. ---none--- 

Emergency medical 
transportation 0% coinsurance  Covered as an in-network 

benefit. ---none--- 

Urgent care 0% coinsurance  Covered as an in-network 
benefit. ---none--- 

If you have a hospital stay
Facility fee (e.g.,
hospital room) 0% coinsurance  50% coinsurance ---none--- 

Physician/surgeon fees 0% coinsurance  50% coinsurance ---none--- 

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

Outpatient services 0% coinsurance  50% coinsurance ---none--- 

Inpatient services 0% coinsurance  50% coinsurance ---none--- 

If you are pregnant

Office visits

Prenatal care: No charge. 
Deductible does not apply. 
Postnatal care: 0% 
coinsurance 

Prenatal care: 0% 
coinsurance. Deductible
does not apply.
Postnatal care: 50% 
coinsurance 

Maternity care may include tests and services
described elsewhere in the SBC (i.e. 
ultrasound.) 

Childbirth/delivery
professional services 0% coinsurance  50% coinsurance ---none--- 

Childbirth/delivery
facility services 0% coinsurance  50% coinsurance  ---none--- 
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VantagePlus with Medica MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

Common Medical Event Services You May 
Need

                                What You Will Pay
  Network Provider                    Out-of-network
 (You will pay the least)  (You will pay the most)

Limitations, Exceptions & Other Important 
Information

If you need help recovering or have other
special health needs

Home health care 0% coinsurance  50% coinsurance 120 visits in-network and 60 visits out-of-network
per member per year. 

Rehabilitation services 0% coinsurance  50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per member per
year. Out-of-network speech therapy is limited to
20 visits per member per year.  

Habilitation services 0% coinsurance  50% coinsurance 

Physical and occupational therapy combined
limited to 20 visits out-of-network per member per
year. Out-of-network speech therapy is limited to
20 visits per member per year.  

Skilled nursing care 0% coinsurance  50% coinsurance Limited to 120 days combined in and 
out-of-network per member per year. 

Durable medical 
equipment 0% coinsurance  50% coinsurance ---none--- 

Hospice services 0% coinsurance  50% coinsurance ---none--- 

If your child needs dental or eye care

Children’s eye exam No charge. Deductible
does not apply. 50% coinsurance ---none--- 

Children’s glasses 0% coinsurance  50% coinsurance  For members under 19 years old. Limited to one
pair of glasses or contacts per year. 

Children’s dental 
check-up Not covered Not covered Dental check-ups are not covered by the plan. 
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VantagePlus with Medica MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of other excluded services.)

Acupuncture exceeding 15 visits per member
per year for in-network and out-of-network
acupuncture services combined 
Bariatric Surgery 
Chiropractic care exceeding 15 visits per
member per year for out-of-network chiropractic
care. 
Cosmetic Surgery 

Dental Care (Adult) 
Dental check-up 
Hearing aids except for members 18 years of
age and younger for hearing loss that is not
correctable by other covered procedures;
coverage is limited to one hearing aid per ear
every three years. 

Infertility treatment 
Long Term Care 
Private-duty nursing 
Routine foot care except for specified conditions 
Weight Loss programs

 

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

Glasses or contacts for members under age 19
when prescribed for vision correction.

Non-emergency care when traveling outside the 
U.S.

Routine eye care (Adult)
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VantagePlus with Medica MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

 
Your Rights to Continue Coverage:
There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: for group health coverage subject to ERISA,
Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage,
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace,
visit www.HealthCare.gov or call 1-800-318-2596.  
 
Your Grievance and Appeals Rights:
There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a 
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: for group health coverage subject to ERISA, Department of
Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all other group health coverage you may also contact
Medica at 1-866-882-8493 or the Minnesota Department of Commerce at (651) 539-1600 or 1-800-657-3602.  
 
Does this Coverage Provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.  
 
Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.  
 

 
                         ---------------------- To see examples of how this plan might cover costs for a sample medical situation, see the next section. ----------------------
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VantagePlus with Medica MN 6450-0% HSA Bronze Coverage Period: Beginning on or after 1/1/18

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

About these Coverage Examples:

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

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital 

delivery)
     The plan’s overall deductible: $6,450 
     Specialist coinsurance: 0%
     Hospital (facility) coinsurance: 0% 
     Other coinsurance: 0% 
 
This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

  Total Example Cost $12,800 
 
In this example, Peg would pay: 

                            Cost Sharing

  Deductibles $6,450 

  Copayments $0 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $60 

  The total Peg would pay is $6,510 
 

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

condition)
     The plan’s overall deductible: $6,450 
     Specialist coinsurance: 0%
     Hospital (facility) coinsurance: 0% 
     Other coinsurance: 0% 
 
This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education)
Diagnostic tests (blood work)
Prescription drugs 
Durable medical equipment (glucose meter) 

  Total Example Cost $7,400 
 
In this example, Joe would pay: 

                            Cost Sharing

  Deductibles $3,000 

  Copayments $0 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Joe would pay is $3,000 

Mia’s Simple fracture
(in-network emergency room visit and follow up care)

 
     The plan’s overall deductible: $6,450 
     Specialist coinsurance: 0%
     Hospital (facility) coinsurance: 0% 
     Other coinsurance: 0% 
 
This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)
 

  Total Example Cost $1,900 
 
In this example, Mia would pay: 

                         Cost Sharing

  Deductibles $1,900 

  Copayments $0 

  Coinsurance $0 

                        What isn’t covered

  Limits or exclusions $0 

  The total Mia would pay is $1,900 
 

 
 

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Minnesota/North Dakota/South Dakota/Wisconsin

Group Enrollment/Change/Cancellation Form
Please type or print clearly. See back page for instructions.

Group Number:

A. EMPLOYEE INFORMATION

If changing name or address, please enter new information. Have you been a Medica member before?. . . � Yes  � No

� Enroll
� Cancel
� Change

First name (Legal Name)4             M.I.4                  Last name4 Social Security Number1 Marital Status 
�Single  �Married

Street address                                          Apt. #     City                                           County                            State        Zip Code

Home telephone Work/cellular telephone Sex 
�M   
�F

Birth date (mm/dd/yy) Do you or any of your dependents speak a language other 
than English as your primary language? . . . . . � Yes  �No     
If “Yes,” please list name and language:

Primary Care Clinic (Required for Medica Elect,® Medica EssentialSM) *À��>ÀÞ�
>Ài�
����V��`i�Ì�wV>Ì����*

���®��Õ�LiÀ�

B. DEPENDENT INFORMATION

List all members to be covered. Write name as it should appear on the I.D. card.

Check 
appropriate 
box

First name4        M.I.4        Last name 4

Sex
Birth date 

(mm/dd/yy) Relationship 2
Full-time 
student? 3

Required for Medica Elect, Medica 
EssentialDependent’s SSN1

1
� Enroll 
� Cancel 
� Change

�M 
� F

��Yes
��No

PCC name:

SS# PCC ID:

2
� Enroll 
� Cancel 
� Change

�M 
� F

�� Yes
�� No

PCC name:

SS# PCC ID:

3
� Enroll 
� Cancel 
� Change

�M 
� F

�� Yes
�� No

PCC name:

SS# PCC ID:

4
� Enroll 
� Cancel 
� Change

�M 
� F

�� Yes
�� No

PCC name:

SS# PCC ID:

D. WAIVER OF MEDICAL COVERAGE

Employee Signature: X  Date Signed:
   (only sign if you are waiving coverage)

This entire section must be completed if you or your dependents DO NOT want coverage.

4

Important: 1 Your Social Security number (SSN) is requested to report your coverage status to the federal government. The IRS   
  requires Medica to report this information. If you choose not to provide your SSN, you will likely be contacted by the IRS,  
  and/or Medica asking you to verify your SSN for 1095 tax form purposes.
 2 For court-ordered or adopted dependent(s), legal documentation must be attached.
 3� ��i`�V>�`�iÃ���Ì�>`����ÃÌiÀ�ÃÌÕ`i�Ì�ÃÌ>ÌÕÃ�ÛiÀ�wV>Ì���]���ÜiÛiÀ]�Þ�ÕÀ�i�«��ÞiÀ��>Þ�ÀiµÕiÃÌ�Ì��Ã���v�À�>Ì����v�À�Ì�i�À�ÀiV�À`Ã°
                      4  Please provide each applicants name as stated on their Social Security card, if they have a Social Security card.
 
C. PRODUCT SELECTION
��Medical Plan 
 If your employer offers you a choice of medical plans, please write your medical plan selection here:

Email Address

1)  I understand that I am eligible for coverage through my employer. I DO NOT want coverage for: 
� Me and my dependents      � My spouse      � My dependents only

2)  The reason I am declining coverage at this time is because I or my dependents have coverage provided through: 
� Spouse’s group plan � Individual Policy � South Dakota Risk Pool (dates of coverage): _____________________ 
� Medicare � Group Coverage Continuation (COBRA) � CHAND (dates of coverage):  __________________________________   
� MinnesotaCare � Medical Assistance � Other: ______________________________________________________
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Group Enrollment/Change/Cancellation Form

   If “Yes,” you must fully complete the following section. Starting with the employee, list each family member applying for coverage   
 and include information for all previous coverage in effect. 

  If your coverage is still in effect, please write “current” or “present” in the end `>Ìi�wi�`°

E. COORDINATION OF BENEFITS

Name:________________________________ SSN:______________________________

Date of Coverage Name of Insurance Company Names of all members covered (use extra paper if necessary)

Start:                          End:

Start:                          End:

Start:                          End:

Start:                          End:

 Failure to complete this section may result in a delay in the processing of your claims.

1)   While you are covered under this policy, will you or any family members covered under this plan have other health insurance or 
medical coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No

Employee Medicare Information:

Part A: � Enrolled (Effective Date: _____ /_____ /_____ )
Part B: � Enrolled (Effective Date: _____ /_____ /_____ )
Part D: � Enrolled (Effective Date: _____ /_____ /_____ )

Reason for Medicare eligibility:   
� Over age 65   � Kidney disease   � Disabled    
� Disabled but actively at work

F. MEDICARE INFORMATION

Spouse/Dependent Medicare Information: Name:___________________

Part A: � Enrolled (Effective Date: _____ /_____ /_____ )
Part B: � Enrolled (Effective Date: _____ /_____ /_____ )
Part D: � Enrolled (Effective Date: _____ /_____ /_____ )

Reason for Medicare eligibility:   
� Over age 65   � Kidney disease   � Disabled    
� Disabled but actively at work

G. EMPLOYEE AUTHORIZATION & REPRESENTATION
Read this section, date and sign the form.
On behalf of myself and anyone enrolled on or added to this form (“Us”), I authorize any hospital, clinic, institution, physician, insurance company, employer or 
other person to give Medica or any of its designees any and all records or information pertaining to medical history or services rendered to Us. I understand that 
Ì��Ã���v�À�>Ì����Ü����Li�ÕÃi`�v�À�Õ�`iÀÜÀ�Ì��}]�À�Ã��À>Ì��}]�i�À����i�Ì��À�i��}�L���ÌÞ�v�À�Li�iwÌÃ°���Õ�`iÀÃÌ>�`�Ì�>Ì����ViÀÌ>���V�ÀVÕ�ÃÌ>�ViÃ��i`�V>��>Þ�`�ÃV��Ãi�Ì�i�
information collected to third parties without authorization and that the individuals enrolled on or added to this form have the right to see and correct their personal 
information in accordance with applicable law. I understand that I have the right to review Medica’s Privacy Notice before signing this form and to request a copy 
>Ì�>�Þ�Ì��i°���>ÕÌ��À�âi����Li�>�v��v�1Ã�Ì�i�ÕÃi��v�>�-�V�>��-iVÕÀ�ÌÞ� Õ�LiÀ�v�À�Ì�i�«ÕÀ«�Ãi��v��`i�Ì�wV>Ì���°�/�i���v�À�>Ì����«À�Û�`i`����Ì��Ã�v�À���Ã�>VVÕÀ>Ìi�>�`�
complete, to the best of my knowledge and/or belief. I understand and agree that any omissions or incorrect statements knowingly made by Us on this form may 
invalidate my or my dependent’s coverage. I understand that I may revoke this authorization by notifying Medica in writing. If I revoke the authorization, it will not 
affect any actions already taken by Medica prior to Medica’s receipt of the revocation. If I refuse to sign this authorization, it will affect my dependents’ and my 
i��}�L���ÌÞ�>�`�i�À����i�Ì�v�À�Li�iwÌÃ°���Õ�`iÀÃÌ>�`�Ì�>Ì����>Þ�ÀiµÕiÃÌ�>�V�«Þ��v�Ì��Ã�V��«�iÌi`�>ÕÌ��À�â>Ì����v�À�°���v�À�>Ì����ÕÃi`��À�`�ÃV��Ãi`�«ÕÀÃÕ>�Ì�Ì��Ì��Ã�
authorization will remain subject to Medica’s privacy standards.
For North Dakota and South Dakota residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain information 
about Us for 24 months from the date of signature.
For Minnesota residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain information about Us from the date 
of signature until termination of our coverage.
This authorization does not extend to a release concerning the performance of, or results of, a test to determine the presence of the HIV antibody or other 
bloodborne pathogen* performed on (1) a criminal offender or crime victim as a result of a crime that was reported to the police; (2) a patient who received the 
services of emergency medical services personnel* at a hospital or medical care facility; or (3) emergency medical services personnel who were tested as a result 
of performing emergency medical services.
For Wisconsin residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain information about Us for 30 months 
from the date of signature.

+�WPFGTUVCPF�VJCV�VJKU�RNCP�FQGU�PQV�KPENWFG�EQXGTCIG�HQT�VJG�RGFKCVTKE�FGPVCN�GUUGPVKCN�JGCNVJ�DGPGƂV�CPF�EQXGTCIG�HQT�VJGUG�UGTXKEGU�ECP�DG�
purchased through a separate pediatric dental plan through Delta Dental®.
I understand that providing false information or omission of relevant information in this form may result in the denial of claims or cancellation or 
retroactive termination of coverage.

Employee Signature: X  Date Signed:

1) Are you, your spouse or any dependents covered by Medicare? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No 
 If “Yes,” please attach a copy of each Medicare ID card and complete the following:
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Reason: (check one) ��Medicare Eligible
�    Employee terminated ��COBRA termination 
��Moved out of service area ��Divorce
���Dependent reached ��Death 

student/dependent maximum age
��Other (describe):

Group Enrollment/Change/Cancellation Form

ATTENTION EMPLOYER REPRESENTATIVE: To ensure accurate processing of application, please   
£®�,iÛ�iÜ�>���ÃiVÌ���Ã�>�`�V��wÀ��i�«��Þii�V��«�iÌi`�Ì�i�>««À�«À�>Ìi���v�À�>Ì���°�� 
2) Complete Section 1 and Section 2 a, b, c or d based on type of transaction.   
3) Provide approval and signature in Section 3.

Name:________________________________ SSN:______________________________

Approved by (Signature): X  Date Signed:

Print name: Position: Telephone:

3) EMPLOYER APPROVAL AND SIGNATURE:

Employer should send all completed forms to: Medica, PO Box 30986, Salt Lake City, UT, 84130-0986 or fax to: 1-248-733-6064

Employer Name Group Number

� Active    � COBRA    � Retired Date: Department Number

1) GROUP INFORMATION:

a. NEW ENROLLMENT/ADDITIONS b. CHANGES

c. COBRA/CONTINUATION

Date of Hire: (required) Requested Effective Date: 
______/______/______ ______/______/______

(check one):

� New group

�  New hire                                          

�  Special enrollment

��  Marriage _____/______/______

��  Birth

��  Court-ordered dependent (attach documentation)

��  Adoption/placement for adoption (attach documentation)

��  Loss of coverage _____/______/______

��  Loss of SCHIP/Medicaid *_____/______/______

  (*Loss of coverage end date)

��  SCHIP/Medicaid Premium Assistance **____/______/_____

  (**Date eligibile for premium assistance)

�  Late entrant (Large group only)

� Trade Act of 2009 ______/______/______

�  Other (describe):

(check one):

�  Name change � Plan change

� Return from leave/layoff � Address change

�  Status change (PT/FT) _____/______/______

�  Other (describe):

Qualifying Event: _____________________________________

Trade Act Eligible:  � Yes  � No

If COBRA/Continuation due to divorce, identify relationship 
to employee:

Employee Name: _____________________________________

Employee SSN: _______________________________________

Date of Hire: (required) Requested Effective Date: 
______/______/______ ______/______/______

Start Date: 
______/______/______

2) ENROLLMENT ACTION REQUESTED:

Last date of employment:  
_____/_____/_____

Requested effective date of cancellation: 
_____/_____/_____

(check one)

� Cancel all coverage

� Cancel dependents listed in Section B

d. CANCELLATIONS

H. TO BE COMPLETED BY EMPLOYER
T

H
IS

 P
A

G
E
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O

 B
E
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E

D
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L
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E
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N
 A

L
L

 P
A

G
E

S
 T

O
 M

E
D

IC
A

� Open Enrollment
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Group Enrollment/Change/Cancellation Form

Minnesota/North Dakota/South Dakota/Wisconsin
INSTRUCTIONS 

IMPORTANT – PLEASE READ BEFORE COMPLETING.

Please read and complete your enrollment/change/cancellation form thoroughly to ensure accurate processing.
�  If waiving medical coverage, complete Sections A and D.
�  For new enrollees, please submit this completed enrollment/change/cancellation form to your employer.
�  If you are currently enrolled and are only adding a dependent to your existing contract, please include your name in Section A and 

your dependent’s information in all other sections.
Employers should send all completed forms to: Medica, PO Box 30986, Salt Lake City, UT 84130-0986 or fax to: 1-248-733-6064

Your Special Enrollment Rights Under HIPAA

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health 
plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other 
coverage (or if the employer stops contributing towards your or your dependents’ other coverage). However, you must request enrollment 
within 30 days after your or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).
If you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and 
your dependents. However, you must request enrollment within 30 days after the marriage, adoption, or placement for adoption.
If you or your dependents have lost coverage under Medicaid or a State Children’s Health Insurance Plan (SCHIP), you may be able to 
enroll yourself and/or your dependents in this plan. However, you must request enrollment within 60 days after your or your dependents’ 
other coverage ends.
In addition, if you or your dependents become eligible for group health plan premium assistance provided by the Medicaid or SCHIP 
program, you may be able to enroll yourself and/or your dependents in this plan. You must request enrollment within 60 days after the 
date you or your dependents are determined to be eligible for premium assistance.
You may have additional enrollment rights under applicable state law. To obtain more information or request special enrollment, contact 
Medica Customer Service at 952-945-8000 or 1-800-952-3455 (TTY users, call 711).

Visit us on the Internet at www.medica.com.
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© 2016 Medica. Medica

®

 is a registered service mark of Medica Health Plans. “Medica” refers to the family of health 

plan businesses that includes Medica Health Plans, Medica Health Plans of Wisconsin, Medica Insurance Company, 

Medica Self-Insured, and Medica Health Management, LLC.
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Nếu quý vị muốn trợ giúp dịch thông tin này miễn phí, 
hãy gọi vào số có trong tài liệu này hoặc ở mặt sau thẻ ID 
Medica của quý vị.

إذا كنت تريد مساعدة مجانية في ترجمة هذه المعلومات، فاتصل على الرقم 
الوارد في هذه الوثيقة أو على ظهر بطاقة تعريف ميديكا الخاصة بك.

ຖ້າທ່ານຕ້ອງການຄວາມຊ່ວຍເຫຼືອໃນການແປຂໍ້ມູນນີ້ຟຣີ ໃຫ>ໂທ
ຫາເລກໝາຍທີ່ມີຢູDໃນເອກະສານນີ້ ຫຼື ຢູDດ້ານຫຼັງຂອງບັດ 
ຂອງທ່ານ.

erh>tJ.’d;w>usd;xHpXRuvDM>eRw>*h>w>usdRtHRvXtuvDM.<ud;vDwJpdeD.*H>vXty.
CkmvXvHmwDvHmrDtylRtHRrhwrh>zJeMedica vHmtk.o;c;uhtvD>cHwuyRtzDcd.M.wuh>I

ይህን መረጃ ለመተርጎም ነጻ እርዳታ የሚፈልጉ ከሆነ በዝ ህ ሰነድ ዉስጥ
ያለውን ቁጥር ወይም መታወቅያ ካርድዎ በስተጀርባ ያለውን
ይደውሉ።

D77 t’11 j77k’e sh1 ata’ hodoonih n7n7zingo 47 
ninaaltsoosMedica bee n47ho’d7lzin7g7 bine’d44’ n1mboo 
bik1’7g78j8’ b44sh bee hod7ilnih.

Medica complies with applicable Federal civil rights 
laws and will not discriminate against any person on  
the basis of race, color, national origin, age, disability, 
or sex. Medica:
• Provides free aids and services to people with   
 disabilities to communicate effectively with us, such  
 as: TTY communication and written information  
 in other formats (large print, audio, other formats). 
• Provides free language services to people whose  
 primary language is not English, such as: Qualified  
 interpreters and information written in other  
 languages. 

If you need these services, call the number included in 
this document or on the back of your Medica ID card. 
If you believe that Medica has failed to provide these 
services or discriminated in another way on the basis of 
race, color, national origin, age, disability, or sex,  
       

 you can file a grievance with: 
Lori Braegelman, Civil Rights Coordinator, Mail Route 

CP250, PO Box 9310, Minneapolis, MN 55443-9310, 
952-992-3422 (phone/fax), TTY 711,

lori.braegelman@medica.com. 
You can file a grievance in person or by mail, fax, or 
email. You may also contact the Civil Rights Coordinator 
if you need assistance with filing a complaint. 
You can also file a civil rights complaint with the U.S. 
Department of Health and Human Services, Office for 
Civil Rights, electronically through the Office for Civil 
Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: 
U.S. Department of Health and Human Services 200 
Independence Avenue, SW Room 509F, HHH  
Building Washington, D.C. 20201, 1-800-368-1019,  
800-537-7697 (TDD). Complaint forms are available  
at http://www.hhs.gov/ocr/office/file/index.html. 

Discrimination is Against the Law

If you want free help translating this information, call the number included in this 
document or on the back of your Medica ID card.
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 � Send Original Copy to Delta Dental � Retain Copy For Your Records � E01 12/30/10 

                  
      Delta Dental of Minnesota   
                 Membership Enrollment Form      

 

PART A – EMPLOYEE INFORMATION – Employee complete Parts A thru G and return form to benefit administrator.  
Employee’s  Last First Middle Initial 
Name: 

Social Security Number 
/                   /  

Gender:              
Male    Female  

                                   
Marital Single         Married            Widowed Divorced Legally Separated 

Status:                                     
Date of Birth (Month-Day-Year) 

                   /                    / 

Employee’s  
Address 

 

Day Phone Number Evening Phone Number 

Address: City                         State                          Zip Code 

PART B – ENROLLMENT INFORMATION  
Select Coverage Type – Who Is Being Enrolled – Check One Box Only 
* If waiving coverage for employee and/or eligible family members, complete Part F. 

Complete If Your Employer Offers The 
Voluntary Orthodontic Program 

 Employee only*                                               Family   
 Employee and Spouse                                    No Coverage* 
 Employee and Dependent Child(ren)                                                                             

  I Elect     I Do Not Elect 
to Participate in the Voluntary Discount  

Orthodontic Program 
PART C – DEPENDENT INFORMATION  

Relationship 
To Employee 

First Name, Middle Initial, Last Name 
(Include Last Name Only if Different From Employee’s) 

 
Gender 

Date of Birth 
  Month/Day/Year 

Full Time 
Student? 

 
Unmarried?

Spouse  M F         /          /            

Dependent Child  M F         /          /          Y N Y N 

Dependent Child  M F         /          /          Y N Y N 

Dependent Child  M F         /          /          Y N Y N 

PART D – FOR MILLENNIUM CHOICESM GROUPS ONLY Select a Plan Option:   Plan Option I -  Delta Dental PPO         
                                       Plan Option II - Delta Dental Premier 

PART E – FOR DeltaCare GROUPS ONLY  
Obtain Clinic Code from DeltaCare Provider Directory. 

Clinic Code:  ________________________________ 
Please Note: Dental benefits are ONLY available when a clinic is chosen. 

PART F – OTHER INSURANCE COVERAGE – Complete if employee and/or eligible dependents are not being enrolled. 
Do you (the employee) have other dental coverage?   Yes     No   Do your dependents have other dental coverage?   Yes    No 
Name of Carrier:  ___________________________________             Policy/Identification Number: ______________________________ 

   I waive coverage for myself and/or my dependents and understand that by waiving coverage, whether entirely or partially paid by my 
employer, that I waive the right to change this selection unless permitted in the group contract’s participation requirements and enrollment 
restrictions.  Delta Dental reserves the right to decline any further enrollment changes. 
Employee Signature:                                                                                                                                  Date: 
PART G – EMPLOYEE SIGNATURE – Sign and date form as verification of your enrollment. 

   I am enrolling myself and/or my dependents and authorize payroll deductions, if applicable.  Any person who knowingly and with intent 
to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false 
information or conceals for the purposes of misleading, information concerning any fact material thereto may commit a fraudulent act, 
which is a crime and subjects such person to criminal and civil penalties.   
Employee Signature:                                                                                                                                  Date: 
 

PART H – GROUP ENROLLMENT INFORMATION  - THIS PART TO BE COMPLETED BY EMPLOYER 
 New Group  

Hire Date: _______/________/________ 
Prior Coverage Start Date (if applicable):  ________/________/________ 
Coverage Effective Date:  ________/________/________ 

 Rehire Date Lay Off Began: ________/________/_______ 
 Date Rehired:   ________/________/_______ 

 Return from Leave of Absence  
Date Leave Began:        ________/________/________ 
Date Returned to Work: ________/________/________   Existing Delta Dental Group  

Hire Date: _______/________/________ 
Prior Coverage Start Date (if applicable):  ________/________/________ 
Coverage Effective Date:  ________/________/________ 

 Employee Change Part Time to Full Time  
Date of Status Change: ________ /________/________ 
Effective Date:               ________ /________/________ 

  New Hire – Apply Probationary Period (if 
applicable) to determine Effective Date 

Hire Date: __________ /______/_______ 
Effective Date:______ /_______/_______ 

  Open Enrollment 
Effective Date:  
______ /_______/_______ 

 Previously Waived Coverage or Loss of Coverage 
Qualifying Event Reason:_________________________________ 
Hire Date: _____________ /_______/________ 
Event Date: ___________ /_______/_________ 
Effective Date: ________ /_______/__________     

Group Name:    Group & Subgroup Numbers:                             --- 
Group Representative’s Signature:                                                           Date:                           Phone Number:  (          ) 



 

 
 
 

Employer Instructions  

 

 
x Review Parts A, B, C, D, E, F and G to be sure all information is complete, accurate and legible.   
x When reporting effective dates use contractual start and stop guidelines as defined in your contract (i.e., 1st of month, 

end of month, or actual dates).   
x Delta Dental of Minnesota generally completes enrollment requests within five business days of receipt. 
 
Complete Part H - Group Enrollment Information 
x Check one reason for enrollment and provide requested information including coverage effective dates.  
x New Group – New customer to Delta Dental and submitting initial employee enrollment.  Complete the Prior 

Coverage Start Date only if your plan benefits include waiting periods and credit for prior creditable coverage 
applies.   Note: For a New Group enrolling a Direct Billed COBRA participant, write Direct Bill in the New Group 
section.  If information is not provided, participant will not be enrolled and billed properly.   

x Existing Delta Dental Group – Enrolling additional employees from an acquisition/merger who were not previously 
offered/enrolled in you Delta Dental plan.  Complete the Prior Coverage Start Date only if your plan benefits include 
waiting periods and credit for prior creditable coverage applies.   

x New Hire – Enroll newly hired employee.  If a probationary period applies, the coverage effective date is after the 
probationary period.   

x Open Enrollment – An employee is enrolling during group’s open enrollment period. 
x Rehire – A former employee was rehired.   
x Return From Leave of Absence – An employee is returning from leave of absence.   
x Employee Status Change – The employee’s employment status changed and the employee is now eligible for 

dental benefits.   
x Previously Waived Coverage or Loss of Coverage – If an employee waives coverage, he/she can only enroll at a 

later date if the group contract includes an Open Enrollment period or if the individual has a loss of other insurance 
coverage.  If an employee or dependent involuntarily losses coverage and are now eligible to enroll, complete this 
section. 

x Group Name – Provide group name as listed in your contract. 
x Group and Subgroup Number – Provide applicable numbers for individual employee. 
x Group Representative – Sign, date, and provide your phone number.   

 
 

Send Completed Forms To:  
Delta Dental of Minnesota 

Attn: Enrollment Department 
PO Box 330 

Minneapolis MN  55440-0330 


